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[bookmark: _Toc65329203]Table S1. PRISMA statement and checklist.
	Section/topic 
	[image: ]# 
	Checklist item 
	[image: ]Page

	TITLE 
	

	Title 
	[image: ]1 
	Identify the report as a systematic review, meta-analysis, or both. 
	Title

	ABSTRACT 
	[image: ] 

	Structured summary 
	2 
	Provide a structured summary including. as applicable: background; objectives; data sources; study eligibility criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key findings; systematic review registration number. 
	Abstract

	INTRODUCTION 
	[image: ] 

	Rationale 
	3 
	Describe the rationale for the review in the context of what is already known. 
	Introduction

	Objectives 
	4 
	Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and study design (PICOS).
	Introduction

	METHODS 
	[image: ] 

	Protocol and registration 
	[image: ]5 
	Indicate if a review protocol exists, if and where it can be accessed (e.g. Web address), and, if available, provide registration information including registration number. 
	Methods 

	Eligibility criteria 
	6 
	Specify study characteristics (e.g. PICOS length of follow-up) and report characteristics (e.g. years considered. language. publication status) used as criteria for eligibility, giving rationale. 
	Methods 

	Information sources 
	7 
	Describe all information sources (e.g. databases with dates of coverage. contact with study authors to identify additional studies) in the search and date last searched. 
	Methods 

	Search 
	8 
	Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. 
	Methods 

	Study selection 
	9 
	State the process for selecting studies (i.e. screening. eligibility. included in systematic review, and, if applicable, included in the meta-analysis). 
	Methods 

	Data collection process 
	10 
	Describe method of data extraction from reports (e.g. piloted forms. independently. in duplicate) and any processes for obtaining and confirming data from investigators. 
	Methods 

	Data items 
	11 
	List and define all variables for which data were sought (e.g. PICOS funding sources) and any assumptions and simplifications made.  
	Methods 

	Risk of bias in individual studies 
	12 
	Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study or outcome level), and how this information is to be used in any data synthesis. 
	Methods 

	Summary measures 
	13 
	State the principal summary measures.
	Methods 

	Risk of bias across studies 
	15 
	Specify any assessment of risk of bias (i.e. Newcastle-Ottawa Scale (NOS)). that may affect the cumulative evidence. 
	Methods 

	Additional analyses 
	16 
	Describe methods of additional analyses (e.g. sensitivity or subgroup analyses. meta-regression), if done, indicating which were pre-specified. 
	Methods 

	RESULTS 
	[image: ] 
	
	

	Study selection 
	17 
	Give numbers of studies screened, assessed for eligibility, and included in the review with reasons for exclusions at each stage, ideally with a flow diagram. 
	Results

	Study characteristics 
	18 
	For each study, present characteristics for which data were extracted (e.g. study size. PICOS follow-up period) and provide the citations. 
	Results

	Risk of bias within studies 
	19 
	Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). 
	Results

	Results of individual studies 
	20 
	For all outcomes considered (benefits or harms), present for each study a summary data for each intervention group 
	Results

	Synthesis of results 
	21 
	Present results of study analysed.
	Results

	Risk of bias across studies 
	22 
	Present results of any assessment of risk of bias across studies (see Item 15). 
	Results

	Additional analysis 
	23 
	Give results of additional analyses, if done (e.g. sensitivity or subgroup analyses, meta-regression [see Item 16]). 
	Results

	DISCUSSION 
	[image: ] 
	
	

	Summary of evidence 
	[image: ]24 
	Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g. healthcare providers, users, and policy makers). 
	Discussion

	Limitations 
	25 
	Discuss limitations at study and outcome level (e.g. risk of bias), and at review-level (e.g. incomplete retrieval of identified research. reporting bias). 
	Discussion

	Conclusions 
	26 
	Provide a general interpretation of the results in the context of other evidence, and implications for future research. 
	Discussion

	FUNDING 
	[image: ] 
	
	Discussion

	Funding 
	[image: ]27 
	Describe sources of funding for the systematic review and other support (e.g. supply of data), role of funders for the systematic review. 
	Discussion
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[bookmark: _Toc65329204]Table S2. Moose checklist.
	Criteria
	Brief description of how the criteria were handled in the meta-analysis

	Reporting of background should include
	

	√
	Problem definition
	To examine at a meta-analytical level the remission and recovery rates after a First Episode-Psychosis (FEP).
To identify possible predictors of recovery and remission that specifically influence on these parameters.

	√
	Hypothesis statement
	We hypothesized that FEP group would have a significant remission rates and lower recovery rates.

	√
	Description of study outcomes
	Remission was operationalized in terms of symptomatic and/or functional improvement. Following the well-established Remission in Schizophrenia Working Group (RSWG) criteria[1], remission was defined as patients having mild or absent symptom severity and having mild or absent symptoms for at least 6 months. Besides, operational criteria proposed by authors from determinate cut-offs in the percentage of reduction of baseline scores on any validated psychopathology rating scale were also be included
Recovery has been operationalised in terms of symptomatic and functional improvement in social, occupational and educational domains. The definition of recovery included the symptomatic remission plus any kind of social and functional outcomes. The functional domains included (functional independence or personal autonomy, social relationships, being productive or professional activity, having a sense of empowerment, and environmental factors). Definitions offered by authors based on operationalised criteria were also included. 
Predictors of remission and recovery were also extracted.

	√
	Type of exposure or intervention used
	We included individual studies that reported remission/recovery data in FEP population.

	√
	Type of study designs used
	Case-control studies, cohort studies, RCT, which investigate the remission and recovery rates in FEP.

	√
	Study population
	FEP population

	Reporting of search strategy should include
	

	√
	Qualifications of researchers
	The credentials of the investigators are indicated in the author list and in the acknowledgements.

	√
	Search strategy, including time period included in the synthesis and keywords
	We performed a multi-step literature search using the following keywords: "“predictor*” “response” OR “outcome” OR “prognosis” OR “response” OR “remission” OR “recovery” AND “psychosis” OR “schizophrenia” OR “schizophreniform” OR “first-episode psychosis” OR “early psychosis” AND “cohort” OR “case-control” OR “RCT” OR “clinical trial” from inception until 5th November 2020.

	√
	Databases and registries searched
	Web of Science database (Clarivate Analytics): Web of Science Core Collection. BIOSIS Citation Index. KCI-Korean Journal Database. MEDLINE. Russian Science Citation Index, PubMed and SciELO Citation Index.

	√
	Use of hand searching
	We hand-searched bibliographies of retrieved papers for additional references.

	√
	List of citations located and those excluded, including justifications
	Details of the literature search process are outlined in the results section and in the PRISMA flowchart.  

	√
	Method of addressing articles published in languages other than English
	Only articles in English language were selected.

	√
	Method of handling abstracts and unpublished studies
	Original individual studies were included. Conference proceedings, reviews, editorials, clinical cases and unpublished studies were excluded.

	√
	Description of any contact with authors
	We did not contact corresponding authors to request additional data for this study. 

	Reporting of methods should include
	

	√
	Description of relevance or appropriateness of studies assembled for assessing the hypothesis to be tested
	Detailed inclusion and exclusion criteria were described in the methods section. 

	√
	Rationale for the selection and coding of data
	Data extracted from each of the studies were relevant to the population characteristics, study design, comparison group, exposure and outcomes. 

	√
	Assessment of confounding factors
	Confounding factors were systematically assessed as stated in the methods of the study.

	√
	Assessment of study quality.
	We adapted the Newcastle-Ottawa Scale for the evaluation of cross-sectional and cohort studies.

	√
	Assessment of heterogeneity
	Heterogeneity was assessed with the I2 index.

	√
	Description of statistical methods in sufficient detail to be replicated
	Statistical methods are described in detail in the methods section.

	√
	Provision of appropriate tables and graphics
	We included the PRISMA flow-chart and several tables and graphics to describe the literature search and our results. 

	Reporting of results should include
	

	√
	Graph summarizing individual study estimates and overall estimate
	We have appended them in the main text. Additional graphs were presented as supplementary material to fully describe the results.

	√
	Table giving descriptive information for each study included
	We have presented descriptive information for each study in the supplementary material.

	√
	Results of sensitivity testing

	Subgroup analyses were conducted regarding the different definitions of remission and recover, the type of included studies, and the period of follow-up.

	√
	Indication of statistical uncertainty of findings
	We reported mean estimates for the main outcome and 95% CI.

	Reporting of discussion should include
	

	√
	Quantitative assessment of bias
	Publication biases were assessed with Egger test [2]. 

	√
	Justification for exclusion
	Exclusion criteria and justification are described in the manuscript.

	√
	Assessment of quality of included studies
	We adapted the Newcastle-Ottawa Scale for the evaluation of cross-sectional and cohort studies.

	Reporting of conclusions should include
	

	√
	Consideration of alternative explanations for observed results
	We discussed other explanations for our findings in the discussion section.

	√
	Generalization of the conclusions
	We have addressed the generalization of the conclusions in the discussion section.

	√
	Guidelines for future research
	We have suggested possible streams of future development and research in the discussion.

	√
	Disclosure of funding source
	Funding source described at the end of the manuscript. No separate funding was necessary for the undertaking of this meta-analysis.



[bookmark: _Toc65329205]Table S3. Risk of bias (quality) assessment using modified Newcastle Ottawa Scale for cross-sectional and cohort studies.
	Criteria
	Maximum Score

	Cross Sectional Studies

	Sample representative of target sample (e.g. all eligible or random sample)?
	2

	Sample size justified and satisfactory?
	1

	Non-response rate is defined satisfactory, and characteristics of responders/non-responders compared?
	1

	Ascertainment of exposure (i.e. menstrual cycle) is valid and/or well described?
	1

	Assessment of outcome with robust tool and/or record linkage?
	2

	Outcome per group reported appropriately?
	1

	Cohort Studies

	Representativeness of exposed cohort (e.g. total population or random sample. selected group)
	1

	Method used to ascertain exposure (menstrual cycle phase) is robust?
	1

	Exposed and unexposed are matched or adjustment for confounding factors?
	2

	Assessment of outcome was blind to exposure status or used record linkage. were robust tools used?
	2

	Follow-up period was sufficiently long for outcomes to occur (e.g. more than one menstrual cycle?
	1

	Loss to follow-up rate is reported. low (<30%). and same in exposed and non-exposed?
	1




[bookmark: _Toc65329206]Results S1. Systematic review
Forty-two studies described remission predictors (Table S7) and 28 recovery predictors (Table S8). The most studied predictors were socio-demographic and clinical variables.
a. Remission
Twelve studies [3-14] found that socio-demographic variables, e.g. age, sex, years in education, and other socio-demographic variables were associated with remission status at follow-up. Thirteen studies described an association between DUP and remission. In ten studies, baseline psychotic symptoms or an early reduction in psychotic symptoms (positive, negative or general) were associated with later remission. Finally, five studies found associations between premorbid functioning [6, 10, 15] and premorbid social adjustment [16, 17] and remission.
One study found that exposure to at least one type of childhood adversity was significantly associated with a reduced remission rate[18].  Four studies found a significant association between cognitive function and remission. Boden et al. [19], showed that better performance on finger tapping with the non-dominant hand was associated with an increased risk of a 5-year symptomatic non-remission. Better short-term verbal memory [20] and attention at baseline[21] were also associated with remission. Another study found that better global cognitive functioning was associated with remission, adequate social/vocational functioning and full recovery criteria at 5-year follow-up [22].
Two studies [22-24] investigated neuroimaging and biochemistry in relation to remission. Jauhar et al. [23], showed a positive correlation between associative striatal baseline dopamine synthesis capacity and improvement in PANSS scale following antipsychotic treatment. In contrast, striatal volumes did not differ in patients who responded to antipsychotic treatment relative to those who did not and healthy controls. Brain volume measures at the whole-brain level, in the cortex, lateral and third ventricle, caudate, superior temporal gyrus and hippocampus were not associated with remission at 5-year follow-up[22]. Levels of serum brain-derived neurotrophic factor (BDNF) did not differ significantly over time and were not correlated with remission status at 6- and 12-month follow-up visits[24]  in another study.
Two studies found that a significantly higher proportion of patients with a normal electroencephalogram (EEG) at baseline were in remission at 2-year follow-up (94.4%) compared to patients who had an essentially normal or dysrhythmic EEG (75.8%) [25].
Three studies found a significant association between the type of intervention and remission, all of which were RCTs. One found that in patients treated with Olanzapine as opposed to haloperidol, the remission rate was greater (57.25% vs 43.94%)[26].  Another reported that the proportion of patients in remission was higher for those treated with second-generation antipsychotics as compared to low doses of haloperidol[27].  A third study compared treatment with risperidone long-acting injectable (RLAI) and treatment with oral antipsychotics[28]. Although not statistically significant, the remission rate was higher in the RLAI group[28]. 
Malla eta al.[29] reported that patients managed by Early Intervention Services (EIS) (which provided case management, family intervention, cognitive behaviour therapy (CBT) and crisis intervention), had a significantly longer mean length of remission of both positive and negative symptoms compared to patients managed by generic services. In another RCT comparing specialised EIS and generic care, perceived emotional support significantly predicted longer time spent in remission[30].
b. Recovery 
Sixteen studies [3, 6, 9, 11, 14, 21, 31-40] reported associations between socio-demographic variables and recovery, and eighteen identified clinical variables associated with recovery. Five studies found associations between recovery and premorbid functioning [37, 41] and premorbid social adjustment [16, 32, 42]. Speed of processing and executive functions at baseline were significant correlates of recovery at 3-year follow-up [42]. One study found that a composite index of cortical asymmetry was significantly associated with recovery [22].
An RCT that compared dose reduction/discontinuation of antipsychotics (DR) with maintenance treatment (MT) found that the former was linked to long-term recovery proportion and functional remission proportion, but not to symptomatic remission [40]. The OPUS trial compared EIS care (comprising intensive psychosocial assertive community treatment, psychoeducation, social skills training, family treatment and multifamily groups) with standard treatment and found that EIS care was more likely to be associated with full recovery [43].












[bookmark: _Toc65329207]Table S4. Remission/recovery criteria
	Remission 
	Symptoms remission as defined by the psychometric instruments (e.g., PANSS, CGI, BPRS, SAPS/SANS)

	Recovery 
	Symptoms remission plus significant improvement in functioning. The latter being defined by the studies based on psychometric instruments (e.g., SOFAS, GAF) or improvements in functioning domains (e.g., employment/studies, living independent, social interactions)


PANSS, Positive and Negative Syndrome Scale; CGI, Clinical Global Impression; BPRS, Brief Psychotic Rating Scale; SAPS/SANS, Scale for Assessment of Positive Symptoms/Scale for Assessment of Negative Symptoms; SOFAS, Social and Occupational Functioning Assessment Scale; GAF, Global Assessment of Functioning

Table S5. Description of studies with remission data
	Author, year
	Type of study
	Country
	Follow up (months)
	N FEP
Baseline-FU
	Age mean (SD)
	Male (%)
	Definition of remission
	N (%)
	NOS

	Addington, 2008[15]
	Cohorts
	Canada
	26.4
	240-240
	24.5 (17.2)
	82.08
	Remission criteria proposed by the Remission in Schizophrenia Working Group (RSWG)
	88 (36.7)
	5

	Ajnakina, 2018[18]
	Cohorts
	UK
	60
	237-149
	30.1 (10.3)
	62.9
	A continuous period of ≥6 months of a complete absence of a clear record of psychotic symptoms in clinical notes, including no evidence of re-emergence of psychotic symptoms, re-admission to psychiatric wards, and/or having been re-referred to acute home treatment/crisis intervention services during the follow-up period
	129 (54.4)
	5

	Alaghband-Rad, 2006[44]
	Cohorts
	Iran
	24
	54-49
	24.2 (8.9)
	46.3
	Being symptom free for at least 4 weeks
	15 (30.6)
	5

	Barrio, 2013[28]
	Case-control
	Spain
	24
	26-26
	26.9
(6.7)
	61.5
	Remission criteria proposed by RSWG
	17 (63)
	6

	Benoit,2014[20]
	Canada
	Cohorts
	12
	70-70
	23 (7.58)
	74.28
	Remission criteria proposed by RSWG
	17 (24.3)
	4

	Boter, 2009[27]
	RCT
	13 European countries and Israel
	12

	498-498

	26

	60
	Remission criteria proposed by RSWG
	151 (30.3)
	7

	Ceskova, 2008[45]
	Cohorts
	Czech Republic
	12
	93-93
	25.3 (5.45)
	100
	Remission criteria proposed by RSWG
	73 (78)
	4

	Ceskova, 2010[46]
	Cohorts
	Czech Republic
	84
	44-44
	22.2 (5.2)
	100
	Remission criteria proposed by RSWG
	23 (52.27)
	4

	Chang, 2012[47]
	Cohorts
	China
	36
	539-539
	21 (3.37)
	55.4
	CGI-S scores < 3 for positive and negative symptoms in the last 6 months 
	317 (58.8)
	5

	Chang, 2013[4]
	Cohorts
	China
	24
	73-73
	25.8 (9.6)
	54.8
	Remission criteria proposed by RSWG
	61 (83.6)
	6

	Clausen, 2014[48]
	Cohorts
	Denmark
	60
	578-314
	26.5 (6.3)
	59.3
	Remission criteria proposed by RSWG
	172 (55.5)
	7

	Colizzi, 2016[5]
	Cohorts

	UK

	12

	205-205

	29.6
(6.6)
	63.40
	Psychiatric and Personal History Schedule (PPHS): Absence of positive, negative or disorganized symptoms for at least 30 days
	93 (45.4)
	5

	Conus, 2017[6]
	Cohorts
	Australia
	24
	584-584
	22.06 (3.4)
	66.09
	A score of no ≤ 3 on the all three of the discharge CGI rating scales 
	383 (65.58)
	6

	Crespo-Facorro, 2011[49]
	RCT
	Spain
	36
	174-174
	27.4 (7.8)
	62
	Remission criteria proposed by RSWG
	54 (31.03)
	6

	Crumlis, 2009[50]
	Cohorts
	Ireland
	95.3
	118-67
	24.4 (6.5)
	73.1
	Score ≤3 on any of the 30 PANSS items over the previous month 
	33 (49.25)
	5

	Dazzan, 2019[7]
	Cohorts
	UK
	120
	387-303
	
	55.6
	Remission criteria proposed by RSWG
	213 (65.3)
	4

	de Haan, 2008[51]
	Cohorts
	The Netherlands
	60
	110-110
	21.1 (2.8)
	84.54
	Remission criteria proposed by RSWG for 9 months
	41 (37.5)
	  5

	De Lisi, 1998[52]
	Cohorts
	USA
	60
	50-50
	27.4 (7)
	64
	Severity of illness scores of 0-1 on BPRS was considered ‘remission; and ‘partial remission was based on a decrease in the peak severity score of at least two points
	5 (10)
	5

	Drake, 2014[53]
	RCT
	UK
	10.5
	61-61
	24.06 (4.8)
	60.65
	Remission of symptoms was defined as PSYRATS score of zero
	16 (26.23)
	7

	Emsley, 2007[54]
	RCT
	Multicenter
	24-48
	462-462
	25.27 (6.71)
	72
	Remission criteria proposed by the RSWG was considered as achieved at any
stage in the trial, regardless of whether participants were able to maintain this status for longer than 6 months until study endpoint
	109 (23.6)
	5

	Evensen, 2012[55]
	Cohorts
	Scandinavian countries
	120
	301-186
	27.59 (9.5)
	61.96
	Remission criteria proposed by RSWG
	92 (49.46)
	4

	Fraguas, 2014[56]
	Cohorts
	Spain
	24
	110-41
	17.78 (2)
	72.3
	Remission criteria proposed by RSWG
	25 (53.2)
	4

	Gaebel, 2007[57]
	RCT
	Germany
	24
	151-151
	31.6 (10)
	58.3
	Remission criteria proposed by RSWG
	38 (57,6)
	7

	Gaebel, 2014[8]
	RCT
	Germany
	12
	166-166
	31.8 (10)
	59.6
	Remission criteria proposed by RSWG
	65 (39.2)
	5

	Gasquet, 2008[58]

	Cohorts
	France
	36
	563-563
	37.5 (11)
	62.5

	A score of ≤3 on the CGI-S (overall, positive, negative and cognitive symptoms score), and maintained for 6 months. In addition, no hospitalization because of schizophrenia during 6 months
	341 (60.6)
	3

	Golay, 2019[9]
	Cohorts
	Switzerland
	36
	257-257
	24.55 (4.83)
	65.4
	Remission criteria proposed by RSWG
	75 (29.2)
	3

	Green, 2006[26]
	EU/USA
	Case-control
	24
	263-263
	23.76 (4.75)
	81.8
	No rating >3 on items P1, P2, P3, P5 and P6 of the PANSS; and CGI severity score ≤3 for at least 4 consecutive weeks
	133 (50.6)
	5

	Hassan, 2011[59]
	Cohorts
	Saudi Arabia
	24
	56-37
	17 (3.7)
	37.84
	Remission criteria proposed by RSWG
	19 (51.4)
	4

	Hill, 2012[60]
	Cohorts
	Ireland
	120
	171-123
	29 (12)
	57.9
	Remission criteria proposed by RSWG
	74 (60.2)
	7

	Ho, 2000[61]
	Cohorts
	US

	6

	74-74

	24.7 (5.8)
	62.2
	A rating of ≤2 on all global scores within the SAPS psychotic and disorganized symptom dimensions persisting for at least 8 consecutive weeks
	43 (58.1)
	6

	Jablensky, 1992[62]
	Cohorts
	Multicenter
	24
	1379-1078
	
	54.02
	A score of ≤3 on the CGI-S maintained for 6 months
	317 (29.4)
	4

	Jauhar, 2019[23]
	Case-control
	UK

	6

	26-26

	25.31 (4.61)
	84.6
	Remission criteria proposed by RSWG
	14 (53.8)
	7

	Johnson, 2014[63]
	Case-control
	India
	60
	131-9
	29.5 (7.2)
	55
	Remission criteria proposed by RSWG
	65 (68.4)
	7

	Kaminga, 2018[10]
	Cohorts
	Malawi

	18

	126-98

	30.9 (10.8)
	67.3
	Remission criteria proposed by RSWG
	70 (71.4)
	6

	Kinoshita, 2005[64]
	Cohorts
	Japan
	180
	97-52
	24.8 (7.82)
	57.7
	No symptoms or signs of a psychotic episode for at least 4 weeks but having residual symptoms, non-psychotic symptoms or a character change
	17 (32.7)
	

	Klaerke, 2019[34]
	Cohorts
	Denmark
	48-216
	70-56
	26.5 (6.2)
	71
	Remission criteria proposed by RSWG
	24 (34)

	5

	Lambert, 2006[65]
	Cohorts
	Germany
	24
	2960-2905
	42.3 (13.9)
	49.4
	CGI-S score of ≤ 3 in assessments of overall severity and positive, negative, and cognitive subscores for at least 6 months
	1397 (47.2)
	3

	Langeveld, 2012[66]
	Cohorts
	Norway
	24
	232-187
	25.16 (8.72)
	
	PANSS score 3 on positive subscale items 1,3,5 or 6 or on general subscale 9 for at least one week
	149 (79.7)

	6

	Lieberman, 1992[67]
	Cohorts
	USA
	60
	92-70
	24.3 (6)
	55.7
	No rating >3 on any of the SADS-C[68], positive psychotic symptoms items, a CGI severity item rating of <3,or  a CGI improvement item rating of 2 for 8 weeks
	59 (84)
	6

	Luckhoff, 2019[69]
	Cohorts
	South Africa
	12
	106-98
	
	72.64
	Remission criteria proposed by RSWG
	63 (64)
	4

	Malla, 2017[29]
	RCT
	Canada
	60
	110-82
	21.9 (4.1)
	68.2
	Patients scoring ≤2 on all of the global (subscale) items of either scale (SAPS, SANS)
	92 (41.8)

	7

	Mojtabai, 2003[70]
	Cohorts
	USA
	36
	16-13
	36.1 (13.1)
	
	Remission was defined as no psychotic symptoms within 3 months, and between 3 and 6 months using the SAPS and SANS
	6 (46)
	5

	Manchanda, 2005[25]
	Canada
	Cohorts
	24
	91-91
	24.7
	
	Rating of 0 on all subscales of SAPS by the end of 1 year and maintaining this rating at 2-year follow-up; no period of recurrence of positive symptoms between 1 and 2 years based on consensus rating of independent chart review using a modified version of the Life Chart Schedule 
	65 (42.1)
	4

	Mustafa, 2018[71]
	Cohorts
	Canada
	12
	390-390
	23.4 (4.5)
	72
	Score  2 on each of the global subscales on the SAPS for at least 1 month
	195 (50)
	7

	Nishida, 2018[72]
	RCT
	Japan
	18
	77-68
	23 (5.1)
	55.84
	Remission criteria proposed by RSWG
	33 (48.53)
	5

	Norman, 2014[73]
	RCT
	Canada
	60
	225-132
	26.36 (7.9)
	77.27
	Remission criteria proposed by RSWG
	110 (83.6)
	4

	O’Keeffe, 2019[16]
	Cohorts
	Ireland
	240
	171-80
	
	57.9
	Remission criteria proposed by the RSWG, without the prerequisite of 6 months stable state
	31 (86.1%)
	5

	Perkins, 2004[74]
	Cohorts
	Multicenter
	24
	191-72
	24 (4.9)
	80.01
	No rating >3 on items P1, P2, P3, P5, and P6 of the PANSS; and a CGI Severity score 3 for 4 consecutive weeks
	42 (62.3)
	6

	Petersen, 2008[43]

	Cohorts
	Denmark

	24

	547-369

	26.75 (6.22)
	58.3
	A rating of  3 on any global scores of SAPS and SANS at a single time point evaluation covering the previous month
	202 (26)
	6

	Renwick,2015[12]
	Cohorts
	Ireland
	12
	375-215
	32.9 (11.9)
	58.4
	Remission criteria proposed by RSWG during one month
	85 (39.53)
	6

	Robinson, 2004[22]
	Cohorts
	USA
	72
	118-118
	25.2 (6.6)
	52
	Rating of  3 for all of the following SADS-C psychosis items: severity of delusions, severity of hallucinations, impaired understandability, derailment, illogical thinking, and bizarre behaviour, and a rating of 3 for the SANS global ratings of affective flattening, alogia, avolition apathy, and anhedonia-asociality for 2 years or longer
	39 (47.2)

	5

	Saravanan, 2010[75]
	Cohorts
	India

	6

	131-131

	29.5 (7.2)
	55
	No positive or negative symptoms for at least 30 days
	58 (44.27)
	6

	Schennach-Wolff, 2011[76]
	RCT
	Germany
	8
	224-132
	31.44 (10.4)
	56.81
	Remission criteria proposed by RSWG
	132 (59)
	7

	Schennach, 2013[77]
	RCT
	Germnay
	12

	132-132
	31,43 (10.6)
	60
	Remission criteria proposed by RSWG
	99 (75)
	6

	Simonsen, 2017[78]
	Cohorts
	Norway
	12
	254-254
	27.5 (7.5)
	63
	Remission criteria proposed by RSWG
	24 (26)
	5

	Simonsen, 2010[79]
	Cohorts
	Denmark
	24
	293-245
	28.3 (9.8)
	55.5
	PANSS positive subscale items 1, 3, 5 or 6 score <4, and PANSS general subscale item 9 for at least 1 week
	245 (83.6)
	5

	Stralin, 2019[80]
	Cohorts
	Sweden
	12
	175-148
	28.7
	55
	Remission criteria proposed by the RSWG, without the prerequisite of 6 months stable state
	101 (68.24)
	5

	Takeuchi, 2019[81]
	Cohorts
	Canada
	12
	130-130
	22.1 (3.37)
	86.9
	CGI-I score ≤2 and BPRS 4 score psychotic items scores ≤3
	63 (48.46)
	6

	Tang, 2014[82]
	Cohorts
	China
	156
	153-96
	31.7 (9.2)
	45.75
	Remission criteria proposed by RSWG
	45 (47)
	6

	Tempier, 2013[30]
	Cohorts
	UK

	6

	123-123

	26,3 (6.1)
	36
	No psychotic symptoms in two consecutive months
	114 (92.7)
	6

	Thara, 2004[83]
	Case-control
	India
	240
	90-61
	24.5
	50
	Absence of all positive and negative symptoms for a period of at least 1 month (relapses between episodes are possible)
	29 (47.5)
	3

	Torgalsbøen, 2014[84]
	Cohorts
	Norway
	6
	28-17
	21 (2.6)
	60.7

	Remission criteria proposed by RSWG
	17 (61)
	6

	Torgalsbøen, 2015[21]
	Cohorts
	Norway
	24
	28-17
	21.1 (2.6)
	60.7
	Remission criteria proposed by RSWG
	16 (64)
	6

	Ücok, 2011[13]
	RCT
	Turkey
	24
	153-94
	21.02 (4.78)
	52.13
	Remission criteria proposed by RSWG
	56 (59.5)
	5

	Valencia, 2012
	Cohorts
	Mexico
	12
	88-73
	24.31 (3.1)
	74.32
	Remission criteria proposed by RSWG
	57 (78.1)
	6

	Vazquez-Barquero, 1999[85]
	Cohorts
	Spain
	36
	86-76
	
	43.02
	Absence of all psychotic symptoms using SANS and SAPS
	24 (31.5)
	6

	Verma, 2012[14]
	Cohorts
	Singapore
	24
	1175-1175
	28 (6.5)
	51.3
	Remission criteria proposed by RSWG
	636 (54.1)
	4

	Wade, 2006[86]
	Cohorts
	Australia
	15
	126-103
	21.6 (3.5)
	71
	BPRS 4 core psychotic items (conceptual disorganization, hallucinatory behaviour, suspiciousness, unusual thought) scores ≤3 for at least 2 weeks
	98 (95.14)
	6

	Wunderink, 2007[87]
	RCT
	The Netherlands
	18
	125-125
	26.4 (6.4)
	68.8
	Remission criteria proposed by RSWG
	60 (48)
	4

	Wunderink, 2008[88]
	RCT
	The Netherlands
	24

	125-125
	26.4 (6.4)
	68.8
	Remission criteria proposed by RSWG
	65 (52)
	4

	Wunderink, 2013[40]
	RCT

	The Netherlands
	84
	103-52
	26.26 (6.79)
	
	Remission criteria proposed by RSWG
	36 (69.2)
	4

	Xenaki, 2020[89]
	Cohorts
	Greece
	12
	130-93
	26
	64.6
	Remission criteria proposed by RSWG
	53 (54.7%)
	4

	Yee, 2019[24]
	Case-control
	Singapore
	12

	29-29

	28.8
(9.8)
	44.8
	Remission criteria proposed by RSWG
	11 (37.9)
	3

	Zarate, 2000[90]
	Cohorts
	USA
	24
	30-22
	27.5 (9.4)
	63.3
	Operational criteria of recovery were based on features that initially established a DSM-III-R diagnosis, rated weekly on a severity scale from 1 to 7, that followed the definitions of the CGI scale. In addition, specific operational criteria for recovery, for schizophrenia and schizophreniform disorder, were: no DSM-III-R ‘A’ criteria rated >2, and fewer than three criteria rated . Furthermore, a minimum period of 8 weeks of the above criteria had to be completed for a subject to be considered
	19 (86.4)
	3

	[bookmark: OLE_LINK1]Zhang, 2016[91]

	Cohorts

	China
	24
	347-99
	26.2
(6.3)
	23.8
	A CGI-S score 3 
	265 (76.4)
	6

	Zhou, 2017[92]
	Cohorts
	China
	12
	40-32
	26.2 (8.1)
	59.4
	Remission criteria proposed by the RSWG, without the prerequisite of 6 months stable state
	19 (59.37)
	4


BPRS, Brief Psychiatric Rating Scale; CGI-S, Clinical Global Impression Scale; GAF, Global Assessment of Functioning; PANSS, Positive and Negative Syndrome Scale; PSYRATS, Psychotic Symptoms Rating Scale; SADS-C, Schedule for Affective Disorders and Schizophrenia; SANS, Scale for Assessment of Negative Symptoms; SAPS, Scale for Assessment of Positive Symptoms 


[bookmark: _Toc65329208]Table S6. Description of studies with recovery data.
	Author, year
	Type of study
	Country
	Follow up (months)
	N FEP
Baseline-FU
	Age mean (SD)
	Male (%)
	Definition of recovery
	N (%)
	NOS

	Ajnakina, 2018[18]
	Cohorts
	England
	60
	237-149
	30.1 (10.3)
	62.9
	Recovery as remission sustained for ≥2 years
	107 (45.15)
	5

	Austin, 2013[31]
	Cohorts
	Denmark
	120
	304-262
	37,19
(6.48)
	55.3
	Symptomatic remission, no hospitalization, or living in supporting accommodation for the past 2 years, currently engaged in work or study, GAF>60
	43 (14)
	6

	Álvarez-Jiménez, 2012[32]
	Cohorts
	Australia
	120
	209-209
	21.9 (3.5)
	44
	According to the QLS: appropriate interpersonal relationships with people outside the family (item 4 ≥4);  adequate vocational functioning defined as paid employment, attending school or, if a homemaker, performing that role efficiently (item 9 ≥4) and adequate accomplishment, defined as success in fulfilling the particular role that the person has chosen to attempt (item 10≥4); regular participation in basic living tasks (item 19≥4)
	54 (26%)
	6

	Bachmaan, 2008[93]
	Cohorts
	Germany
	12
	62-40
	27.4 (8.1)
	100
	Symptomatic and functional recovery was defined according to a GAF score ≥61 during the month prior to assessment
	27 (67.5)
	5

	Bertelsen, 2009[94]
	Cohorts
	Denmark
	24
	265-265
	26 (5.8)
	58
	Combination of both symptomatic remission, according to the RSWG, and functioning of >59 on GAF scale, employed or studying during the previous year
	45 (17)
	4

	Bjornestad, 2017[33]
	Cohorts
	Norway
	24
	178-178
	26.85 (10.73)
	53.9
	Social functioning was measured by the subscales measuring work and social interaction (SCLFS) and the criteria of living independently (LQoLI) day-to-day living (independent living), role functioning (work, academic, or full-time homemaking), and social interaction. A score of 0 indicated very poor functioning and>3 indicated adequate functioning. Participants had to have fulfilled these criteria for the las consecutive 12 months to obtain scores>3 on the SCS. Clinical recovery was operationalized as a single variable of “yes” for all patients who met criteria for both symptom (RSWG) and functional remission
	24 (40)
	6

	Boden, 2014[19]
	Cohorts
	Sweden
	60
	46-40
	27 (8)
	63
	Combination of both symptomatic remission (RSWG) and functioning (5-point Likert scale). Occupational and social function was assessed using the Strauss-Carpenter Functioning Scale, independent living
	14 (35)
	5

	Chang, 2012[47]
	Cohorts
	China
	36
	539-539
	21 (3.37)
	55.4
	Fulfillment of the following criteria in the last 12 months of study period: CGI-S scores < 3 for both positive and negative symptoms; no psychiatric admission; achieving employment (full or part-time work/study), and SOFAS<60
	94 (17.4)
	5

	Conus, 2017[6]
	Cohorts
	Australia
	24
	584-584
	22.06 (3.4)
	66.09
	Having a regular activity based on MVSI; and independent living according to the Modified Location Code Index (i.e., head of household, living alone, with partner, or with peers, and living with family with minimal supervision)
	230 (39.38)
	6

	Craig, 2000[95]
	Cohorts
	USA
	23
	149-149
	
	66.5
	Residual psychopathological symptoms of insignificant severity (PANSS item scores of ≤3) may be present but no evidence of significant effect on "functioning"
	21 (14.1)
	5

	Evensen, 2012[55]
	Cohorts
	Multicenter
	120
	301-186
	27.59 (9.5)
	61.96
	Combination of symptomatic remission and good functioning using the SCLFS (scores>4): independent living, role functioning (employed or studying)and social interaction
	45 (24.2)
	4

	Faber, 2012[96]
	RCT
	The Netherlands
	24
	124-124
	25.7 (6.7)
	
	Combination of both symptomatic remission and improved functioning using  the GSDS: no score higher than 2 or on GSDS role scale, no functional relapses
	32 (25.7)
	4

	Golay, 2019[9]
	Cohorts
	Switzerland
	36
	257-257
	24.55
(4.83)
	65.4
	GAF60, independent living and work at the last assessment of the last year of the program
	40 (15.5)
	3

	González-Blanch, 2010[97]
	Cohorts
	Spain
	24
	171-131
	26
	62
	Currently employed or studying, with the same or better level of performance as before the psychotic episode and with a minimal social disability (scores of 0 or 1 in the DAS)
	34 (25.95)
	6

	Harrison, 2001[98]
	Cohorts
	Multicenter
	180
	1005-1005
	
	
	Using a modified version of Bleuler's typology, which combines mode of onset (acute versus insidious), overall trajectory (simple versus episodic), and end state (Bleuler recovered or minimal symptomatology (good), versus moderate or severe impairment (poor). Bleuler ratings of recover and GAF disability>60
	441 (43.9)
	4

	Harrow, 1997[99]
	Case-control 
	USA
	90
	276-74
	23.1
	51
	Absence of psychotic symptoms (delusions, hallucinations, formal thought disorder or catatonia)
for at least 1 month with the total score on the BPRS lower than 10 and GAF score >70 at the last interview
	23 (32)
	4

	Harrow, 2005[100]
	Case-control
	USA
	180
	274-157
	28.8
	67
	Absence of major symptoms, and adequate psychosocial functioning, including being employed (score 2  on SCS), absence of a very poor social activity level (score  2 on the S-C Social Activity Scale), no hospitalizations during the follow-up year
	67 (42.7)
	4

	Klaerke, 2019[34]
	Cohorts

	Denmark

	48-216

	70-56

	26.5 (6.2)
	71
	Combination of both symptomatic and functional remission according to Lieberman et al.[101]
	16 (23)
	5

	Kurihara, 2011[102]
	Cohorts

	Indonesia

	204

	59-43

	
	58.13

	Combination of both symptomatic remission (RSWG and good functioning: (1) vocational functioning: employed, (2) independent living (3) peer relationships: have meetings with nonfamily members more than once per week for 6 months
	14 (23.7)
	5

	Lambert, 2006[65]
	Cohorts

	Germany

	24

	2960-2905

	42.3 (13.9)
	49.4
	Positive occupational/ vocational status: employed or studying, independent living
	787 (26.6)
	3

	Mattsson, 2008[103]
	Cohorts

	Sweden

	60

	71-71
	
	47.9
	GAF score stable at 60 for at least 6 months, employed or studying
	52 (73.24)
	5

	O’Keeffe, 2019[16]
	Cohorts
	Ireland
	240
	171-80
	
	57.9
	Combination of both symptomatic remission (RSWG) and functional and vocational recovery status evaluated by the QLS
	25 (32.5)
	5

	Petersen, 2008[43]
	Cohorts
	Denmark
	24
	547-369
	
	58.3
	Combination of both symptomatic remission and social and (or) vocational functioning: employed or studying, living independently, no hospitalization during the preceding year
	102 (15)
	6

	Phahladira, 2020[37]
	Cohorts
	South Africa
	24
	98-98
	24.2 (6.4)
	73
	Combination of both symptomatic remission (RSWG) and good functioning, defined as a SOFAS score 61; QLS score of 4 or 5 
	28 (28.57)
	6

	Rangaswamy, 2012[104]
	Cohorts
	India
	24
	47-39
	29.74
	8.7
	PANSS score 60 and a GAF > 80 
	28 (71.8)
	5

	Rangaswamy, 2012a[105]
	Cohorts
	India
	300
	90-47
	24.5
	
	Recovery without relapse
	7 (15)
	3

	Robinson, 2004[22]
	Cohorts
	USA
	60
	118-118
	25.2
(6.6)
	52
	Combination of both symptom remission and adequate social/vocational functioning: (1) employed or studying, (2) performing day-to-day living tasks without supervision, (3) social interactions once a week or more with friends or romantic contacts for ≥2 years
	12 (13.7)
	5

	Simonsen, 2017[78]
	Cohort
	Norway
	12
	254-67
	27.5 (7.5)
	63
	Combination of both symptomatic remission and good function t 1-year follow-up, as defined by a GAF score ≥61, employed or studying for at least 50%, living independently
	13 (14)
	5

	Shrivastava, 2010[38]
	Cohorts
	India
	120
	200-101
	28.8 (8.2)
	73.3
	Complete symptomatic remission and total social integration
	61 (60.4)
	3

	Sullivan, 2018[106]
	Cohorts

	UK

	12

	2134-2134
	23.2 (4.8)
	50
	Validated assessment of recovery according to Bebbington et al., 2005[107]
	983 (46)
	4

	Tarricone, 2014[108]
	Cohorts
	Italy
	12
	163-135
	31 (9.4)
	56
	Recovery according to the Selten et al. (2007)[109] criteria (absence of psychiatric symptoms and function on the pre-morbid level)
	4 (2)
	5

	Thorup, 2014[39]
	RCT
	Denmark
	60
	578-311
	
	45
	Symptomatic remission during the last 2 years, good functioning as defined by a GAF score >60, employed or studying, no hospitalization or living in a supported housing facility during the last 2 years
	54 (17.4)
	5

	Torgalsbøen, 2015[21]
	Cohorts
	Norway
	24
	28-25
	21.1 (2.6)
	60.7
	Combination of symptomatic remission (RSWG) and the operational recovery criteria developed by Liberman et al. (2002) concerning psychosocial functioning: (1) at least part-time work or school, (2) living independently, (3) at least once weekly socializing with peers or otherwise involved in recreational activities that are age-appropriate and independent of professional supervision. GAF: Social and Role score of 8 (adequate social/interpersonal functioning and good role functioning)
	4 (16)
	6

	Treen Calvo,2018[42]
	Cohorts
	Spain
	36
	577-399
	30.1 (9.5)
	57.89
	Minimal or no symptoms and a return to a premorbid functional state
	113 (28.32)
	6

	Valencia, 2012[110]
	RCT
	Mexico
	12
	88-73
	24.31 (3.1)
	74.32
	Remission according to the Torgalsbøen[111] criteria with a GAF > 65
	23 (31.51)
	6

	van Os,1996[112]
	Cohorts
	UK
	48
	191-166
	26.4 (6.5)
	44
	Symptom-free and shows his/her usual pre-morbid personality in 2 years
	75 (45)
	7

	Verma, 2012[14]
	Cohorts
	Singapore
	24
	1175-1175
	28 (6.5)
	51.3
	Combination of both symptomatic remission and good functioning, as defined by a GAF disability score 61, and employed or studying at 2 years
	345 (29.4)
	5

	Wunderink, 2008[88]
	RCT
	The Netherlands
	24

	125-125
	26.4 (6.4)
	68.8
	Combination of both symptomatic remission and functioning for at least 6 months at the 7-year follow-up
	33 (26.4)
	4

	Wunderink, 2013[40]
	RCT
	The Netherlands
	84
	103-52
	26.26 (6.79)
	
	Criteria for recovery were met when patients had symptomatic (RSWG) and functional remission for at least 6 months at the 7-year follow-up
	21 (40.4)
	4


[bookmark: _Toc35251595][bookmark: _Toc42521316]GAF, Global Assessment of Functioning; QLS, Quality of Life Scale; SCLFS, Strauss Carpenter Level of Functioning Scale; LQoLI. Brief Version of Lehman's Quality of Life Interview; CGI-S, Clinical Global Impression Scale; MVSI, Modified Vocational Status Index; BPRS, Brief Psychotic Rating Scale; GSDS, Groningen Social Disabilities Schedule; DAS, Disability Assessment Schedule; SAPS, Scale for Assessment of Positive Symptoms; SANS, Scale for Assessment of Negative Symptoms; PANSS, Positive and Negative Syndrome Scale; SOFAS, Social and Occupational Functioning Assessment Scale; SAS, Social Adjustment Scale; DSM, Diagnostic and Statistical Manual Mental 



[bookmark: _Toc65329209]Table S7. Predictors of studies with remission data
	Author, year
	Investigated predictors (N)
	Predictors associated with remission (N)
	Predictor categories associated with remission

	
	
	
	Socio-demographic
	Clinical
	Pre-morbid
	Cognitive
	Neuroimaging & bio-chemistry
	Intervention

	Addington, 2008[15]
	Insight, GAF, positive and negative symptoms, quality of life, premorbid functioning, DUP, change in positive symptoms, change in negative symptoms, cannabis use (10)
	Positive and negative symptoms, quality of life, premorbid functioning, change in positive symptoms, change in negative symptoms (6)
	
	x
	x
	
	
	

	Ajnakina, 2018[18]
	Sexual abuse, physical abuse, parental separation, parental loss, institutional loss, institutional care, family arrangements, total adversity
	Total adversity more than 1 (1)
	
	x
	
	
	
	

	Barrio, 2013[28]
	Risperidone long-acting injectable (1)
	Not significant
	
	
	
	
	
	

	Benoit,2014[20]
	Verbal memory, visual memory, and working memory (3)
	Verbal memory (1)
	
	
	
	x
	
	

	Boden, 2014[19]
	Cognitive variables
	Finger tapping test (1)
	
	
	
	x
	
	

	Boter, 2009[27]
	Haloperidol, amilsupride, olanzapine, quetiapine, adherence with antipsychotic medication, substance misuse (6)
	Amilsupride, olanzapine, adherence with antipsychotic medication, substance misuse (4)
	
	x
	
	
	
	x

	Chang, 2012[47]
	Sex, age, educational level, employment status, SOFAS, age at onset, DUP, diagnosis, substance abuse, CGI-S positive and negative symptoms, symptom remission within first 3 months of treatment, number of hospitalisations, length of hospitalisations, suicide attempt, antipsychotic medication (16)
	Sex, age at onset, DUP, symptom remission within first 3 months of treatment (4)
	x
	x
	
	
	
	

	Chang, 2013[4]
	Not stated
	Educational level, baseline PANSS negative symptoms, symptomatic remission status at 1 year, disability assessment schedule (4)
	x
	x
	
	
	
	

	Colizzi, 2016[5]
	Nicotine dependence, problem drinking, cannabis use, stimulants use, poor medical adherence (5)
	Nicotine dependence, problem drinking, cannabis use, stimulants use, poor medical adherence (5)
	x
	x
	
	
	
	

	Conus, 2017[6]
	Age, sex, diagnosis, CGI severity of illness, CGI depression score, CGI mania score, employment status, education, insight, family history of psychotic disorders, premorbid functioning, traumatic events in the past, age at onset, DUP, duration of untreated prodrome, suicide attempt, forensic history, substance use disorder, past psychiatric disorder (19)
	Years in school, premorbid functioning, employment status (3)
	x
	x
	x
	
	
	

	Crumlish, 2009[50]
	Age, sex, PSA, years in education, lifetime history of substance misuse, duration of prodrome, DUP, negative symptoms, positive symptoms, disorganized symptoms, insight, GAF (12)
	DUP (1)
	
	x
	
	
	
	

	Dazzan, 2019[7]
	Age, sex, ethnicity, index of social disadvantage (e.g., living alone), loss of parent, level of education, remission at 12 weeks, mode of onset insidious diagnosis, DUP, symptom severity (11)
	Ethnicity others, index of social disadvantage (e.g., living alone), remission at 12 weeks, mode of onset insidious, diagnosis (5)
	x
	x
	
	
	
	

	Drake, 2014[53]
	Self-esteem (1)
	Self-esteem (1)
	
	x
	
	
	
	

	Emsley, 2007[54]
	Age, sex, age at onset, BMI, previous antipsychotic treatment, DUP, premorbid adjustment, antipsychotic medication dose, PANSS factor scores (9)
	DUP, early clinical response (defined as >20% reduction of PANSS symptoms at 6 weeks) (2)
	
	x
	
	
	
	

	Fraguas, 2014[56]
	DUP, age, gender, baseline GAF, baseline total PANSS score, cumulative antipsychotic doses (chlorpromazine equivalents), PAS score, IQ (9)
	GAF, DUP (2)
	
	x
	
	
	
	

	Gaebel, 2014[8]
	Age, sex, substance abuse, age at onset, functioning, baseline PANSS positive symptoms, negative symptoms, general psychopathology, depression, GAF, compliance, antipsychotic side effects (11)
	Sex, functioning, baseline PANSS positive symptoms, negative symptoms, general psychopathology, compliance (6)
	x
	x
	
	
	
	

	Gasquet, 2008[58]

	Not stated
	Never treated with antipsychotic medication, symptom severity type of antipsychotic medication (3)
	
	x
	
	
	
	

	Golay, 2019[9]
	Migration (1)
	Migration (1)
	x
	
	
	
	
	

	Green, 2006[26]
	Antipsychotic medication: olanzapine versus haloperidol (1)
	Antipsychotic medication: olanzapine versus haloperidol (1)
	
	
	
	
	
	x

	Hassan, 2011[59]
	Age at onset, PAS, negative symptoms, compliance (4)
	None
	
	
	
	
	
	

	Hill, 2012[60]
	Age, gender, PSA, years in education, lifetime substance misuse, DUI, DUP, diagnosis, baseline positive symptoms, negative symptoms, disorganized symptoms, insight, GAF (13)
	DUP (1)
	
	x
	
	
	
	

	Jauhar, 2019[23]
	Age, DUP, antipsychotic use, substance use, striatal volumes, dopamine synthesis capacity (6)
	Dopamine synthesis capacity in associative striatum (1)
	
	
	
	
	x
	

	Kaminga, 2018[10]
	Age at onset, sex, baseline PANSS positive symptoms, negative symptoms, general psychopathology, premorbid functioning, insight, marital status, education, vocational level, DUP, GAF, family history of psychosis (13)
	Sex, marital status, DUP, Premorbid functioning, GAF (5)
	x
	x
	x
	
	
	

	Klaerke, 2019[34]

	Age, sex, age at onset, cohort according year of inclusion (4)
	Cohort (1)
	
	x
	
	
	
	

	Lambert, 2006[65]
	Age, sex, DUI, CGI severity, baseline PANSS positive symptoms, negative symptoms, general psychopathology, vocational status, independent living, subjective well-being, health related quality of life, treatment with antipsychotics before baseline, type of initial antipsychotic medication, side effects, substance use disorder, compliance (16)
	CGI overall score, CGI positive subscore, CGI negative subscore, vocational status, independent living, treatment with antipsychotics before baseline, type of initial antipsychotic medication, early symptomatic remission, early subjective well-being, substance use disorder, compliance (11)
	x
	x
	
	
	
	

	Malla, 2017[29]
	Type of intervention (1)
	Type of intervention (1)
	
	
	
	
	
	x

	O’Keeffe, 2019[16]
	Premorbid adjustment, diagnosis, employment, GAF, living alone, lifetime use of alcohol, DUP (7)
	Premorbid social adjustment (1)
	
	
	x
	
	
	

	Petersen, 2008[43]

	Age, sex, DUP, academic dimension, social dimension, psychotic dimension, negative dimension, substance use, vocational education, adherence to medication, type of treatment
	DUP, baseline PANSS negative symptoms, medication adherence (3)
	
	x
	
	
	
	

	Renwick, 2015[12]
	Sex, age, premorbid adjustment, duration of prodrome, DUP, baseline positive symptoms, negative symptoms, irritability (8)
	Sex, DUP, positive symptoms (3)
	x
	x
	
	
	
	

	Robinson, 2004[22]
	Age, sex, ethnicity, education, social class, duration of psychosis symptoms at entry, diagnosis, positive symptoms, negative symptoms, premorbid social adjustment, cognitive domains: language, memory, attention, executive function, motor function, visuospatial function, premorbid cognitive functioning, social adjustment, MRI brain volumes, time taking antipsychotic medication (20)
	Duration of psychosis, symptoms at entry, cognition (global), diagnosis (4)
	
	x
	
	x
	
	

	Saravanan, 2010[75]

	Age, sex, marital status, DUP, education, BPRS score, insight (7)
	DUP, insight (2)
	
	x
	
	
	
	

	Schennach-Wolff, 2011[76]

	Antipsychotic pre-treatment, early response, medication side effects, DUP, PANSS total score (5)
	Early response, DUP, baseline PANSS total score (3)
	
	x
	
	
	
	

	Simonsen, 2017[78]

	DUP, PANSS positive symptoms, negative symptoms, disorganized symptoms, GAF, social functioning during childhood, neurocognitive domains: current IQ, verbal learning and memory, processing speed, working memory, verbal fluency, interference control (12)
	DUP, PANSS positive symptoms (2)
	
	x
	
	
	
	

	Simonsen, 2010[79]
	Age, sex, relationship status, premorbid social functioning, DUP, diagnosis (6)
	DUP (1)
	
	x
	
	
	
	

	Tang, 2014[82]
	DUP, education, PAS social subscale, PAS academic subscale, schizophrenia diagnosis, smoking, PSST (7)
	DUP, premorbid social adjustment
	
	x
	x
	
	
	

	Tempier, 2013[30]
	Perceived support (1)
	Perceived support (1)
	
	
	
	
	
	x

	Torgalsbøen, 2014[84]

	Speed of processing, attention and vigilance, working memory, verbal learning, visual learning, reasoning/problem solving, social cognition, MATRICS overall components (8)
	Attention and vigilance, verbal learning (2)
	
	
	
	x
	
	

	Ücok, 2011[13]
	DUP, duration of follow-up, total SANS at three-month, total PAS at childhood, adherence to medication, occupational status (10)
	Adherence to medication, occupational status (2)
	x
	x
	
	
	
	

	Verma, 2012[14]
	Age, sex, marital status, education, ethnicity, diagnosis, early improvement at month 3, DUP, baseline PANSS positive symptoms, negative symptoms, general psychopathology, GAF (12)
	Sex, educational status, early improvement at month 3, DUP, PANSS negative symptoms, PANSS general psychopathology, GAF disability (7)
	x
	x
	
	
	
	

	Wunderink, 2008[88]

	Discontinuation of antipsychotics versus maintenance treatment (1)
	Not significant
	
	
	
	
	
	

	Wunderink, 2013[40]
	DUP, social functioning, living alone, treatment: dose reduction/discontinuation of antipsychotics (DR) versus maintenance treatment (MT) (4)
	Social functioning, treatment: dose reduction/discontinuation of antipsychotics (DR) versus maintenance treatment (MT) (2)
	
	x
	
	
	
	x

	Yee, 2019[24]
	Levels of serum brain-derived neurotrophic factor (BDNF) (1)
	Not significant
	
	
	
	
	
	


BMI, body mass index; BPRS, Brief Psychiatric Rating Scale; CGI, Clinical Global Impression; DUI, duration of untreated illness; DUP, duration of untreated psychosis; GAF, Global Assessment of Functioning; PANSS, Positive and Negative Symptom Scale; PAS, Premorbid Adjustment Scale; PSST, Premorbid Schizoid and Schizotypal Traits; SOFAS, Social and Occupational Functioning Assessment Scale


[bookmark: _Toc65329210]Table S8. Predictors of studies with recovery data.
	Author, year
	Investigated predictors (N)
	Predictors associated with recovery (N)
	Predictor categories

	
	
	
	Socio-demographic
	Clinical
	Pre-morbid
	Cognitive
	Neuro-imaging & biochemistry
	Intervention

	Ajnakina, 2018[18]

	Sexual abuse, physical abuse, parental separation, parental loss, institutional loss, institutional care, family arrangements, total adversity (7)
	Total adversity more than 1 (1)
	
	x
	
	
	
	

	Austin, 2013[31]

	Age, Working status, social contact weekly, GAF, baseline positive symptoms, negative symptoms, disorganized dimension, substance dependence, diagnosis (9)
	Age, negative symptoms (2)
	x
	x
	
	
	
	

	Álvarez-Jiménez, 2012[32]
	Clinical, sociodemographic and psychosocial variables (38)
	Sex, educational level, living status, premorbid adjustment, baseline negative symptoms (6)
	x
	x
	x
	
	
	

	Bjornestad, 2017[33]

	Age, sex, substance abuse, DUP, baseline PANSS positive symptoms, negative symptoms, disorganized dimension, depressive dimension, Baseline social and family relationships items from Lehman’s Quality of Life Interview (9)
	Substance abuse, frequency of social interactions with friends (2)
	x
	x
	
	
	
	

	Chang, 2012[3]
	Sex, age, educational level, employment status, age at onset, DUP, diagnosis, substance abuse, CGI-S positive and negative symptoms, symptom remission within first 3 months of treatment, number of hospitalisations, length of hospitalisations, suicide attempt, antipsychotic medication (15)
	Educational level, DUP, vocational status (3)
	x
	x
	
	
	
	

	Conus, 2017[6]

	Age, sex, diagnosis, CGI severity of illness, CGI depression score, CGI mania score, employment status, education, insight, family history of psychotic disorders, premorbid functioning, traumatic events in the past, age at onset, DUP, duration of untreated prodrome, suicide attempt, forensic history, substance use disorder, past psychiatric disorder (19)
	Duration of prodrome, CGI severity of illness, employment status, cannabis use at entry (4)
	x
	x
	
	
	
	

	Evensen, 2012[55]
	Apathy (1)
	Apathy (1)
	
	x
	
	
	
	

	Faber, 2012[96]
	Cannabis use (1)
	Cannabis use (1)
	
	x
	
	
	
	

	Golay, 2019[9]

	Migration (1)
	Migration (1)
	x
	
	
	
	
	

	González-Blanch, 2010[97]

	Age of onset, years of education, diagnosis, premorbid social adjustment, negative dimension, disorganized dimension, sustained attention (7)
	Negative dimension, sustained attention (2)
	
	x
	
	
	
	

	Klaerke, 2019[34]

	Age, sex, age at onset, cohort (4)
	Sex (1)
	x
	
	
	
	
	

	Kurihara, 2011[102]

	Age at onset, premorbid GAF, marital status, educational period, family history of psychosis, DUP (8)
	DUP (1)
	
	x
	
	
	
	

	Lambert, 2006[65]

	Age, sex, DUI, CGI severity, baseline PANSS positive symptoms, negative symptoms, general psychopathology, vocational status, independent living, subjective well-being, health related quality of life, treatment with antipsychotics before baseline, type of initial antipsychotic medication, side effects, substance use disorder, compliance (16)
	Age, sex, employment status, independent living, treatment with antipsychotics before baseline, type of initial antipsychotic medication, early functional remission (7)
	x
	x
	
	
	
	

	Lappin, 2018[35]
	Clinic and sociodemographic variables
	Mania and brief psychosis (1)
	x
	
	
	
	
	

	Manchanda, 2005[25]
	Sex, marital status, history of drug abuse, EEG (4)
	  EEG, history of drug abuse (2)
	
	x
	
	
	x
	

	O’Keeffe, 2019[16]
	Premorbid adjustment, diagnosis, employment status, GAF, living alone, lifetime use of alcohol, DUP (7)
	Employment status, premorbid adjustment, GAF, living alone (4)
	x
	
	x
	
	
	

	Petersen, 2008[43]

	Age, sex, DUP, academic, social, psychotic, and negative dimension, substance use, vocational education, adherence to medication, type of treatment (10)
	Negative dimension, DUP, premorbid functioning, substance abuse, adherence to medication, type of treatment: OPUS vs standard treatment (6)
	
	x
	x
	
	
	x

	Phahladira, 2020[37]
	PANSS positive symptoms, negative symptoms, general psychopathology, SOFAS, premorbid adjustment, substance use, ethnicity, quality of life, DUP (9)
	Substance use, ethnicity, premorbid functioning (3)
	x
	x
	x
	
	
	

	Robinson, 2004[22]

	Age, sex, ethnicity, education, social class, duration of psychosis symptoms at entry, diagnosis, positive symptoms, negative symptoms, premorbid social adjustment, cognitive domains: language, memory, attention, executive function, motor function, visuospatial function, premorbid cognitive functioning, social adjustment, MRI brain volumes, time taking antipsychotic medication (20)
	Cognition (global), composite index of cortical asymmetry (2)
	
	
	
	x
	x
	

	Simonsen, 2017[78]

	DUP, PANSS positive symptoms, negative symptoms, disorganized symptoms, GAF, social functioning during childhood, neurocognitive domains: current IQ, verbal learning and memory, processing speed, working memory, verbal fluency, interference control (12)
	Not significant
	
	
	
	
	
	

	Shrivastava, 2010[38]

	Age at onset, baseline PANSS positive symptoms, negative symptoms, general psychopathology, HDRS score, employment status, independent living, symptoms of aggression (11)
	Age at onset, baseline PANSS positive symptoms, negative symptoms, general psychopathology, HDRS score, employment status, independent living, symptoms of aggression (8)
	x
	x
	
	
	
	

	Sullivan, 2018[106]
	DUP, positive symptoms, negative symptoms (3)
	DUP, positive symptoms (2)
	
	x
	
	
	
	

	Thorup, 2014[39]
	Sex (1)
	Sex (1)
	x
	
	
	
	
	

	Torgalsbøen, 2015[21]
	Years of education, PANSS positive symptoms, attention/vigilance, reasoning/problem solving (4)
	Years of education, attention/vigilance (2)
	x
	
	
	x
	
	

	Treen Calvo,2018[42]
	Age, sex, education, family history of psychosis, hospitalization at intake, antipsychotic medication, DUP, positive and negative symptoms, Calgary depression scale, insight, premorbid adjustment during childhood, premorbid adjustment during adolescence, premorbid adjustment in adulthood, premorbid IQ, verbal memory, visual memory, executive functions, working memory, speed of processing, attention (21)
	Premorbid adjustment during childhood, premorbid adjustment during adolescence, speed of processing, executive function (4)
	
	
	x
	x
	
	

	Verma, 2012[14]
	Age, sex, marital status, education, ethnicity, diagnosis, early improvement at month 3, DUP, baseline PANSS positive symptoms, negative symptoms, general psychopathology, GAF (12)
	Age, sex, marital status, education, ethnicity, early improvement at month 3, DUP, baseline PANSS negative symptoms (8)
	x
	x
	
	
	
	

	Wunderink, 2008[88]

	Discontinuation of antipsychotics versus maintenance treatment (1)
	Not significant
	
	
	
	
	
	

	Wunderink, 2013[40]

	DUP, social functioning, living alone, treatment: dose reduction/discontinuation of antipsychotics (DR) versus maintenance treatment (MT) (4)
	Social functioning, treatment: dose reduction/discontinuation of antipsychotics (DR) versus maintenance treatment (MT) (2)
	x
	x
	
	
	
	x


BMI, body mass index; BPRS, Brief Psychiatric Rating Scale; CGI, Clinical Global Impression; DUI, duration of untreated illness; DUP, duration of untreated psychosis; GAF, Global Assessment of Functioning; PANSS, Positive and Negative Symptom Scale; PAS, Premorbid Adjustment Scale; PSST, Premorbid Schizoid and Schizotypal Traits; SOFAS, Social and Occupational Functioning Assessment Scale
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