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Background
People with affective psychotic disorders often face diagnostic
delays and presentations are under-recognised at first contact
with early intervention services (EIS). Despite their clinical
significance, most research and service models for first-episode
psychosis (FEP) have focused on non-affective psychoses.

Aims
We sought to clarify the relative prevalence of affective
psychoses in EIS.

Method
A systematic review and random-effects meta-analysis of
observational studies reporting proportion of affective psychotic
disorders among individuals presenting to EIS with FEP was
conducted. Eligible studies included treated FEP populations
diagnosed using DSM/ICD criteria. Searches were conducted in
Web of Science, Medline and PsycINFO (inception to July 2025).
The primary outcome was pooled proportion of affective
psychotic disorders. Heterogeneity was assessed using
Q-statistics and I2-statistics. Meta-regressions examined
potential moderators, including urbanicity, national income
level and geographical region.

Results
Eighty-three studies (N= 30 946; mean age 24.95 years; 34.78%
female) were included. Random-effects pooled proportion was

18.0% (95% CI 15.4–20.6; 95% prediction interval 3.6–39.4%;
I2= 95.6%). Schizoaffective disorder represented 7.4% (k= 49;
95% CI 5.8–9.2). Schizophrenia was the most frequent diagnosis,
with a pooled proportion of 45.5% (k= 79; 95% CI 40.3–50.7).
Meta-regression analyses identified that affective psychoses
were less common in Asia and more common in North America
compared with Europe. Higher urbanicity was also associated
with increased prevalence. Associations with national income
level (NIL) were limited by small subgroup sizes.

Conclusions
Affective psychotic disorders constitute a meaningful subgroup
within EIS. This suggests better screening, targeted treatments
and adaptive service models of care.
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Psychotic disorders are associated with high morbidity and mor-
tality,1 and have profound effects on individual subjective experi-
ence,2,3 including increased suicide rates, reduced quality of life, and
substantial cognitive and functional impairments.4–10 Evidence
supports effectiveness of early intervention services (EIS) in miti-
gating these negative outcomes,11–14 providing specialised, early-
stage care to individuals experiencing first-episode psychosis (FEP).
These services were initially developed with focus on reducing the
duration of untreated psychosis (DUP),15 and primarily centred on
non-affective psychoses. Mood disorders, such as bipolar disorder
and major depressive disorder (MDD) are associated with high
prevalence of psychotic symptoms;16,17 approximately 54% of
individuals with bipolar disorder experience at least one psychotic
episode.16 Similarly, although prevalence can vary, most studies
suggest psychotic features are present in approximately 10–20% of
individuals with MDD, with higher rates observed in clinical and
in-patient settings (MDD with psychotic features (MDD-PF)).17,18

Diagnoses of these affective psychotic disorders can be made at first
presentation, with a high degree of diagnostic stability (84%),19

which is higher in cohorts of people with bipolar disorder.20

Crucially, in bipolar disorder, diagnostic delay is substantial, with a
systematic review suggesting delays of 6–10 years21 and a recent

meta-analysis suggesting a duration of untreated bipolar disorder
of around 9 years,22 contrasting with a median DUP of 14 weeks in
non-affective psychosis.15

Differences between affective and non-affective psychotic dis-
orders exist across multiple domains, including aetiology,23 neu-
robiology,24 clinical presentation,25 course and outcome.26,27

Although manic episodes in bipolar disorder are associated with
higher risk of hospital admission, the overall course of bipolar
disorder is generally more favourable than that of schizophre-
nia,28,29 with schizophrenia following a more chronic, disabling
trajectory,30 often marked by progressive functional decline,31

persistent cognitive deficits32 and greater long-term impairment.9

Treatment response also differs, with affective psychotic disorders
responding better to pharmacotherapy33 (e.g. mood stabilisers such
as lithium and lamotrigine34). Care is required with the use of
antidepressants as monotherapy in bipolar disorder, because of the
risk of treatment-emergent mania or rapid cycling.35 However, in
selected cases, particularly when mood stabilisers alone are insuf-
ficient, antidepressants may be considered in combination ther-
apy.36 In MDD-PF, antidepressants in addition to antipsychotics
are usually required.37 Effectiveness of psychotherapies varies
across disorders (e.g. psychoeducation being more effective in
bipolar disorder and cognitive–behavioural therapy being more
effective in depression38–40), whereas schizophrenia often requires*Joint first authors.
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long-term antipsychotic treatment41 and intensive psychosocial
support.42 However, despite their transdiagnostic scope, EIS have
historically focused more heavily on non-affective psychotic dis-
orders, particularly schizophrenia spectrum disorders.43 Affective
psychoses are often included within broader FEP studies, limiting
development of targeted guidelines and intervention frameworks
suited to their specific needs.44–46

Given the aforementioned delay in diagnosis, individuals with
affective psychoses (specifically bipolar disorder) may already be in
contact with services, yet remain undiagnosed or misclassified.21

Furthermore, in some individuals at clinical high risk for psychosis,
affective symptoms consistent with a mood disorder may precede
onset of positive psychotic symptoms, which often emerge later in
illness course.47–49 Even when accessing FEP services, these people
may not receive evidence-based treatments for affective disorders.46

Consequently, understanding how affective psychotic disorders are
represented within EIS is essential to inform the development of
diagnosis-sensitive clinical pathways within these services. With the
planned international expansion of EIS, both in terms of geo-
graphical implementation and in broadening their remit beyond
non-affective psychoses, delineating and understanding the pro-
portion of affective psychotic disorders among individuals treated
for FEP is crucial for informing service design, tailoring clinical
management and guiding resource allocation. Although the inci-
dence of affective psychotic disorders has been measured – a 2018
meta-analysis of 33 studies reported that affective psychoses occur
at approximately a third of the rate of non-affective psychotic
disorders (7.12 v. 22.53 per 100 000 person-years)50 – the true
proportion of affective psychotic disorders within EIS settings
remains unclear, with particular relevance for service provision.

We therefore sought to quantify the proportion of individuals
diagnosed with affective psychotic disorders (bipolar disorder with
psychotic symptoms and MDD-PF) and non-affective psychotic
disorder (including schizoaffective disorder) among individuals
treated for FEP in EIS. Additionally, we examined the influence of
sociodemographic characteristics, geographical area, population
income level, urbanicity and psychotic symptoms on these
proportions.

Method

The review protocol was registered in the International Pro-
spective Register of Systematic Reviews (PROSPERO; identifier
CRD42021257473; see Supplementary Material 1 available at
https://doi.org/10.1192/bjp.2026.10602). Findings are reported in
accordance with the Preferred Reporting Items for Systematic Review
and Meta-Analysis (PRISMA)51 and the Meta-Analysis of Obser-
vational Studies in Epidemiology (MOOSE),52 both of which are part
of the EQUATOR Network guidelines (see Supplementary Tables 1
and 2).53

Search strategy and selection criteria

Amulti-step, systematic search strategy was independently conducted
by two researchers (S.S., A.C.) to identify relevant articles. TheWeb of
Science database (Clarivate Analytics) was searched from inception
until 17 July 2025. TheWeb of Science database incorporates theWeb
of Science Core Collection, BIOSIS Citation Index, KCI-Korean
Journal Database, Medline, Russian Science Citation Index and
SciELO Citation Index, as well as Cochrane Central Register of
Reviews and Ovid/PsycINFO databases. The following search terms
were used: (‘First episode psychosis’ OR ‘FEP’ OR ‘early psychosis’)
AND (EIP OR ‘Early intervention’ OR EIS OR ‘Early Intervention
Services’). Articles identified were first screened as abstracts, and after
the exclusion of those that did not meet our inclusion criteria, the full

texts of the remaining articles were assessed for eligibility and deci-
sions were made regarding their inclusion in the review through
consensus. Searches were completed by manually reviewing the ref-
erences of previously published articles and extracting any additional
relevant titles. Google Scholar was used to look for these articles and,
particularly, previous reviews. Discrepancies were resolved by con-
sensus between the research team, to reach a 100% agreement.
Data extraction was initiated following PROSPERO registration
(CRD42021257473) in 2021. The initial data extraction was first
performed on 1 July 2024.

Inclusion and exclusion criteria

Consistent with previous studies,54,55 we used the following
inclusion criteria: (a) original, observational or randomised con-
trolled studies of patients with FEP; (b) recruitment at first contact
to EIS; (c) reported the total number of FEP cases; (d) reported the
relative proportion of affective psychotic disorders (bipolar disor-
der with psychotic symptoms, MDD-PF) in the FEP samples, or
data to calculate these values (schizoaffective disorder was extracted
and analysed separately as a non-affective psychotic disorder); and
(e) diagnosis was made using DSM56 or ICD criteria57 (any version)
via structured interviews or clinical assessment, defined as a registered
clinician giving a formal diagnosis without a structured interview.
Exclusion criteria were (a) reviews, clinical cases, abstracts, conference
proceedings and study protocols; (b) studies conducted in individuals
with other designations and (c) studies that focused on the epide-
miology of psychosis without examining those within EIS. Additional
criteria for meta-analysis included independent or non-overlapping
studies at a specific follow-up point, as well as availability of sample
size data for analysis. Overlap was determined by examining the name
of the programme/cohort, the city or cities where the study was
conducted, and recruitment periods. No language restrictions were
applied.

Schizoaffective disorder was classified a priori as a non-affective
primary psychotic disorder, consistent with its placement within
the schizophrenia spectrum grouping in the DSM-5-TR56 and
ICD-11,58 and was analysed separately from bipolar disorder with
psychotic features and MDD-PF.

Data extraction

Data extraction was carried out independently by three researchers
(S.S., B.P., C.A.). Disagreements were resolved by senior authors
(S.J., A.C.). Extracted characteristics of the included studies
included the following: first author and year of publication; name
of the sample/EIS; sample size; urbanicity; country; DUP reported
by authors; designation of patients (affective psychotic disorder,
bipolar disorder); diagnostic criteria (DSM, ICD); age (mean age,
s.d., range); gender (% female); relative proportion data for disorders
(bipolar disorder with psychotic symptoms and MDD-PF); follow-
up duration (in months); positive, negative and general psychotic
symptoms (measured by the Positive and Negative Syndrome Scale);
functionality (measured by the Global Assessment of Functioning
(GAF) scale) and quality assessment (see below).

Quality assessment

The quality assessment tool used was the Newcastle–Ottawa Scale59

(NOS), independently scored by two reviewers (A.C., C.A.). Studies
were scored on three domains: selection (maximum four points),
comparability (maximum two points) and outcome (maximum
three points). The total NOS score ranged from 0 to 9, with
0–2 indicating poor quality, 3–5 indicating fair quality and
6–9 indicating good/high quality. Disagreements were resolved by
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a senior author (S.J.). The NOS (Supplementary Table 3) was
operationalised as previously reported.59

Strategy for data synthesis

A meta-analysis was conducted to assess the pooled proportion of
affective psychotic disorders in EIS, using the meta60 and metafor61

packages in R version 4.4.2 on macOS (R Foundation for Statistical
Computing, Vienna, Austria; https://www.r-project.org/). The
metaprop function from the meta package was used to calculate
pooled proportion estimates under a random-effects model,
applying logit transformation to stabilise variances. Between-study
variance (τ 2) was estimated using the DerSimonian–Laird method.
Between-study heterogeneity was assessed using the I2-statistic,
with values >75% indicating high heterogeneity. To aid interpre-
tation under a random-effects framework, we additionally calcu-
lated 95% prediction intervals, reflecting the range of true effects
expected in a new study.62 Robustness was examined using leave-
one-out influence analyses, repeating the meta-analysis after
sequential exclusion of each cohort (for additional information see
Supplementary Methods 1). Small-study effects were examined via
visual inspection of funnel plot asymmetry, and formally tested
using Egger’s regression intercept.63

Subgroup analyses were carried out by continent (Europe, Asia,
North America, Australasia, South America, Africa and multiple
continents), urbanicity (classified using the Eurostat degree-of-
urbanisation framework: https://ec.europa.eu/eurostat/web/rural-
development/methodology) and national income level (NIL) (low
income/high-medium income/high income). The income classifi-
cation (NIL) of different countries was extracted from the World
Bank database, which categorises economies based on Gross
National Income per capita, using the World Bank Atlas Method,64

and has been used in other prevalence studies of psychiatric
disorders.65

When at least ten66 independent samples were available for a
given outcome, meta-regressions were conducted, to evaluate effect
of the following variables on the proportion of affective psychotic
disorders: (a) mean age at baseline; (b) percentage of females;
(c) percentage of White ethnicity; (d) year of publication; (e) pos-
itive, negative and general psychotic symptom severity; (f) func-
tioning and (g) NOS quality assessment. Meta-regression
β-coefficients were calculated to test how the outcome variable
changed with a unit increase in the meta-regression factors.

Results

Sample characteristics

A total of 7978 records were identified through the literature
search. After screening, 1242 full-text articles were assessed for
eligibility. After excluding those not meeting inclusion criteria,
83 studies were included, reporting on 83 independent EIS cohorts
(see Fig. 1 for PRISMA flowchart). The key characteristics of
the included studies are outlined in Supplementary Table 4, and
Supplementary Table 5 provides details on the primary reasons
for article exclusion.

The overall database comprised 30 946 individuals with a FEP.
The mean age of the participants at baseline was 24.95 years
(s.d. = 3.89; range 18.05–38.3 years) and 34.78% were female. Most
studies were conducted in Europe (53.01%), followed by North
America (27.71%) and Oceania (7.23%).

Although most included diagnoses were reported at baseline
(n= 78, 93.98%), there was considerable variation in follow-up
duration of the included cohorts, with mean follow-up of

41.17 months (s.d.= 53.98 months; range 1–252 months;
median= 18 months).

There were no significant differences in sociodemographic
characteristics between EIS that included affective psychotic dis-
orders in their initial admission criteria (n= 71) and those that did
not (n= 12). The percentage of females was similar in both groups
(no: 36.06%, yes: 33.11%), as was mean age (no: 24.09 years,
s.d.= 4.05; yes: 25.50 years, s.d.= 2.82). Likewise, GAF scores
showed no significant differences (no: 42.82, s.d.= 9.83; yes: 38.73,
s.d.= 7.35). Among the 12 EIS that explicitly excluded affective
psychotic disorders in their admission criteria, none contributed
cases of bipolar disorder or MDD-PF to the pooled analyses.
However, these cohorts did include individuals diagnosed with
schizoaffective disorder at first presentation, consistent with its
a priori classification as a non-affective psychotic disorder in this
review. Detailed cohort-level diagnostic contributions are reported
in Supplementary Table 4.

Proportion of affective psychotic disorder

Most diagnoses in included studies were reported at baseline
(93.98%). The estimated pooled proportion of affective psychotic
disorder, including bipolar disorder and MDD-PF, was 18%
(k= 70; 95% CI 15.44–20.60%; I2= 95.6%; median 19.5%; inter-
quartile range (IQR) 11.2–25.3%), with a wide 95% prediction
interval (3.6–39.4%), reflecting substantial between-service het-
erogeneity. Individual study estimates varied considerably, ranging
from 1 to 57%, reflecting high heterogeneity (Fig. 2; Supplementary
Fig. 1). For each pooled estimate, the between-study variance (τ 2)
and study-level weights are reported in the Supplementary Mate-
rial, alongside forest and funnel plots (Supplementary Figs 1–12),
which illustrate that heterogeneity arises from a wide dispersion of
cohort-level proportions rather than from a small number of highly
influential studies. Leave-one-out analyses showed that the pooled
proportion was highly stable, with exclusion of individual cohorts
resulting in only minimal changes in the pooled estimate (range
17.4–18.3%), indicating that no single study disproportionately
influenced the overall result.

A sensitivity analysis restricted to the 71 studies that did not
explicitly exclude affective psychotic disorders yielded nearly iden-
tical estimates (e.g. bipolar disorder with psychotic features: 12.4%;
MDD-PF: 7.7%), indicating that the inclusion of the remaining
12 studies did not materially affect the pooled proportions.

The proportion of bipolar disorder type 1 within FEP pop-
ulations was 12.00% (k= 44; 95% CI 9.39–14.80%; I2= 93.8%;
median 12.2%; IQR 7.5–17.7%), with a wide 95% prediction interval
(1.6–28.9%) and substantial between-study variability (Fig. 2;
Supplementary Fig. 2). Only two studies estimated proportion of
bipolar disorder type 2, at 14.58% (k= 2; 95% CI 11.97–17.39%)
(Fig. 2; Supplementary Fig. 3). The proportion of MDD-PF, based
on 28 studies, was estimated at 7.19% (95% CI 5.39–9.21%), with
considerable between-study variability (I2= 91.1%) (Fig. 2; Supple-
mentary Fig. 4).

Proportion of non-affective psychotic disorder

The proportion of individuals with schizoaffective disorder was
estimated at 7.40% (k= 49; 95% CI 5.78–9.19%; I2= 92.5%) (Fig. 2;
Supplementary Fig. 5). A meta-analysis of 79 studies estimated the
proportion of schizophrenia at 45.48% (95% CI 40.33–50.68%;
I2= 98.7%) (Fig. 2; Supplementary Fig. 6). The proportion of
individuals with schizophreniform disorder was 14.28% (k= 34;
95% CI 10.12–19.00%; I2= 96.8%), with substantial between-study
variability (Fig. 2; Supplementary Fig. 7). The proportion of
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delusional disorder was estimated at 4.22% (k= 27; 95% CI
2.79–5.90%; I2= 92.2%), with high between-study heterogeneity
(Fig. 2; Supplementary Fig. 8).

Psychosis not otherwise specified had an estimated proportion
of 17.86% (k= 45; 95% CI 13.49–22.69%; I2= 98.3%) (Fig. 2;
Supplementary Fig. 9). The proportion of substance-induced psy-
chosis was 5.42% (k= 25; 95% CI 3.85–7.23%; I2= 93.4%) (Fig. 2;
Supplementary Fig. 10).

Finally, the proportion of other psychotic disorders, defined
in the studies as brief psychotic disorders or other unspecified
psychotic conditions, was estimated at 11.43% (k= 49; 95% CI
8.35–14.83%; I2= 98.2%) (Fig. 2; Supplementary Fig. 11).

For further details on the proportion estimates, see Supple-
mentary Results 1.

Subgroup analyses and meta-regression

Regarding sociodemographic variables, a higher percentage of
females was associated with a slight but significant decrease in
the proportion of affective psychotic disorder (β=−0.0050;
p= 0.0041). However, age, percentage of White participants and
year of publication were not significant moderators (Supplemen-
tary Table 6).

In the subgroup analysis by continent, substantial heterogeneity
was observed (Q= 1575.2; d.f.= 69; p < 0.0001; I2 > 89% across
subgroups). Under the random-effects model, the pooled preva-
lence of affective psychosis was 16.8% (95% CI 14.7–19.0%) in
Europe (k= 38), 6.9% (95% CI 3.1–11.9%) in Asia (k= 7), 19.4%
(95% CI 12.0–28.1%) in Oceania (k= 9) and 26.2% (95% CI
18.3–34.9%) in North America (k= 14). Only one study each was
available for South America (29.4%; 95% CI 15.1–46.0%) and for
multi-continental samples (27.7%; 95% CI 25.1–30.4%). The test
for subgroup differences was significant (Q= 64.1; d.f.= 5;
p < 0.0001), indicating that prevalence estimates varied signifi-
cantly across continents (Supplementary Table 6). In the meta-
regression analysis with continent as a moderator, Europe was used
as the reference group. Compared with Europe, studies conducted
in Asia showed a significantly lower prevalence of affective psy-
chosis (β= –0.16; p= 0.002), whereas studies from North America
showed a significantly higher prevalence (β= 0.11; p= 0.005).
No significant differences were observed for Oceania or South
America, although the latter was represented by only one study.

In the subgroup analysis by NIL, pooled prevalence of affective
psychotic disorder was highest in the low NIL group (k= 1; 21.9%;
95% CI 16.1–28.3%) and in the low–medium NIL group (k= 1;
19.3%; 95% CI 14.4–24.7%). The high NIL group (k= 59) showed

Identification of new studies via databases and registers

Records identified from:
Databases (n = 7978)

Registers (n = 0)

Records removed before screening:
Duplicate records (n = 710)

Records marked as ineligible by automation
tools (n = 0)

Records removed for other reasons (n = 0)

Records screened
(n = 7268)

Reports sought for retrieval
(n = 1242)

Reports assessed for eligibility
(n = 1233)

New studies included in review
(n = 83)

Reports of new included studies
(n = 0)In
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Records excluded
(n = 6026)

Reports not retrieved
(n = 9)

Reports excluded:
Overlap (n = 683)

Wrong outcome (n = 173)
Wrong intervention (n = 154)
Wrong population (n = 102)
Wrong article type (n = 38)

Fig. 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses flowchart.67
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a pooled prevalence of 18.9% (95% CI 16.3–21.8%), whereas the
lowest prevalence was observed in the high–medium NIL group
(k= 7; 9.7%; 95% CI 4.0–17.5%).

When stratified by urbanicity, pooled proportion of affective
psychotic disorders was higher in urban settings (k= 49; 19.9%;
95% CI 16.7–23.2%) compared with rural settings (k= 21; 13.9%;
95% CI 10.5–17.7%). The difference between subgroups was sta-
tistically significant (p= 0.0268).

Among clinical characteristics, neither positive, negative, gen-
eral nor total symptom scores were significantly associated with
proportion of affective psychotic disorders. Similarly, GAF scores
and NOS scores did not influence proportion estimates (Supple-
mentary Table 6). For complete meta-regression estimates please
see the Supplementary Material.

Heterogeneity and quality of included studies

Heterogeneity varied across analyses (I2 ranged from 0 to 98.3%)
but was very high (>90%) for almost all pooled estimates. The scale
ranged from 5 to 9, with a mean of 7.37 (s.d.= 1.19) (Supple-
mentary Table 7). Visual inspection of funnel plots and Egger’s
regression did not suggest marked small-study effects (Supple-
mentary Fig. 12). However, given the very high between-study
heterogeneity observed across analyses, these assessments should be
interpreted cautiously and considered exploratory rather than
definitive indicators of absence of bias.

Discussion

Summary of findings

In this systematic review and meta-analysis, we examined the
diagnostic composition of FEP cases treated within EIS, focusing on

the proportion of affective and non-affective psychotic disorders
across services and contexts. To the best of our knowledge, this is
the first systematic review and meta-analysis to examine the relative
proportion of affective and non-affective psychotic disorders in
treatment-seeking FEP samples, i.e. people attending EIS. We
found a pooled proportion of 18% for affective psychotic disorder
across included studies, with substantial variability between studies.
Given the substantial between-service heterogeneity, the pooled
estimate should be interpreted as an average across heterogeneous
EIS rather than as a single stable parameter; accordingly, the wide
prediction interval indicates that the proportion of affective psy-
choses may vary markedly across services depending on local
eligibility criteria and diagnostic practices. Bipolar disorder was the
most prevalent form of affective psychotic disorder at 12%,
followed by MDD-PF at 7.19%. Schizophrenia accounted for nearly
45.48% of cases, plus an additional 14.28% classified as schizo-
phreniform disorder.

EIS have been developed and implemented within heteroge-
neous service models, with some programmes – such as those
reported in the USA68 and Spain69 – explicitly restricting inclusion
to non-affective psychoses, whereas others, particularly within the
UK National Health Service framework,70 adopt a fully trans-
diagnostic approach that includes both affective and non-affective
psychotic disorders. Consistent with this heterogeneity, our find-
ings show substantial between-study variability in the proportion of
affective psychotic disorders across EIS cohorts, while nonetheless
indicating that affective psychoses constitute a meaningful minority
of presentations within services that accept them.

Female gender was associated with a slight but significant
decrease in the proportion of affective psychotic disorder. This is
somewhat counterintuitive, given that MDD is approximately
twice as prevalent in females71 and bipolar disorder has an equal
prevalence across gender.72 However, these general prevalence

Pooled prevalence of psychiatric diagnoses

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Pooled prevalence (95% CI)

Schizophrenia; k = 79; n = 29 531

Psychosis not otherwise specified; k = 45; n = 16 245

Bipolar disorder type 2; k = 2; n = 662

Schizophreniform disorder; k = 34; n = 11 521

Bipolar disorder type 1; k = 44; n = 15 516

Other psychotic disorders; k = 49; n = 20 708

Depression with psychotic features; k = 28; n = 11 601

Schizoaffective disorder; k = 49; n = 16 361

Delusional disorder; k = 27; n = 9927

Psychosis owing to substance misuse; k = 25; n = 10 640

Fig. 2 Proportion of psychotic disorder. Affective psychotic disorders include bipolar disorder with psychotic symptoms and major depressive
disorder with psychotic features. Non-affective psychotic disorders include schizophrenia, schizophreniform disorder, schizoaffective disorder,
delusional disorder, brief psychotic disorder and other primary psychotic disorders. Pooled proportions are category-specific and derived from
partially overlapping sets of studies; they are not mutually exclusive and should not be summed or interpreted as components of a single total.
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patterns may not directly translate to the subset of affective
disorders with psychotic features. A possible explanation is dif-
ferential patterns of help-seeking and access to services, where
females with affective psychotic symptoms may be more likely to
receive care in primary or general psychiatric settings rather than
within specialised EIS. A qualitative study of pathways to care in
early psychosis found that women’s help-seeking was often dis-
missed or downplayed by both family members and clinicians,
partly because of stereotypes portraying them as ‘overdramatic’
or ‘too functional’ to warrant specialised care.73 These gendered
dynamics may contribute to their underrepresentation in early
intervention programmes.

Other factors such as age, percentage of White participants and
year of publication did not significantly influence proportion
estimates. However, the proportion of affective psychotic disorders
in FEP varied significantly geographically. Compared with Europe,
the proportion of affective psychosis was significantly lower in Asia,
whereas in North America, proportion was higher. These variations
may reflect regional differences in diagnostic practice, cultural
perceptions of affective symptoms (and therefore access to care) or
structural factors influencing access to EIS.74–76 Differences in study
settings, including sample population, geographic region and
healthcare access, may explain variations in findings.77–79

In our analysis, affective psychotic disorders appear less
common in rural areas than urban settings, consistent with prior
research.80 Urban environments often present higher levels of social
fragmentation, socioeconomic deprivation and environmental
stressors, all of which have been associated with increased risk of
psychotic disorders.81 Although affective psychotic disorders
appeared less common in rural areas in our sample, it is important to
note most existing evidence on urbanicity and psychosis risk relates
to non-affective psychoses.81 Although the link between urbanicity
and schizophrenia is well established, evidence for an association
with affective psychotic disorders is far more limited and inconsis-
tent.81,82 Individuals in urban areas had more frequent contact with
medical services (77%) compared with those in rural areas (52%),83

despite similar rates of anxiety and depression symptoms. These
findings suggest availability and accessibility of mental health serv-
ices in urban settings may contribute to the higher proportion of
affective psychotic disorders observed in our review.

On the other hand, the proportion of affective psychotic dis-
order was significantly lower in those with high-medium NIL
compared with those in the high NIL group. In contrast, only single
studies contributed data for the low and low–medium NIL groups,
limiting the generalisability of findings in these categories.
Differences in healthcare infrastructure and access across NIL
levels may substantially influence the detection and reporting of
affective psychotic disorders. This occurs despite the well-
established association between low NIL and higher prevalence of
affective psychotic disorders.84

In contrast, clinical characteristics such as psychotic symptom
severity and global functioning were not significantly associated
with the proportion of affective psychotic disorder in our sample.
This differs from previous studies showing that patients later
diagnosed with bipolar disorder tend to have better baseline
functioning and fewer negative symptoms.85 A likely explanation is
that inclusion in EIS requires marked, pervasive psychotic symp-
toms and impairment, potentially excluding milder affective cases
with better prognosis. Notably, such differences have been observed
outside of EIS settings, following longer-term diagnostic follow-
up.86 These results indicate that severity of psychotic symptoms, as
measured by clinical scales, may not be the primary determinant in
distinguishing affective psychotic disorder from other psychotic
disorders in FEP populations at baseline.

Importantly, the moderators examined in this review – such as
gender, age, geographical region, ethnicity, NIL and urbanicity –
should be interpreted as indexing contextual and study- or service-
level characteristics, rather than individual-level clinical or bio-
logical risk factors.

Strengths and limitations

This study provides the most comprehensive synthesis to date on
the proportion of affective psychotic disorders in FEP cohorts. Its
clinical relevance is strengthened by the focus on individuals treated
within EIS, which provides more standardised and comparable data
than studies conducted in heterogeneous, non-EIS settings. This
enhances the clinical meaningfulness of the results, as they reflect
real-world service use and diagnostic practices.

Limitations include lack of data from some geographical
regions, such as South America and Africa. We acknowledge that
diagnoses in FEP cohorts may change over time, although meta-
analysis suggests reasonable diagnostic stability for schizophrenia
(90%) and affective psychotic disorders (84%),19 with better diag-
nostic stability for bipolar disorder.87 Because most diagnoses in the
included studies were assigned at first presentation, early diagnostic
reclassification could not be examined and may contribute to
discrepancies between service eligibility criteria and observed
diagnostic distributions.

Although schizoaffective disorder occupies a diagnostically
hybrid position, with criteria that span both primary psychotic
symptoms and major mood episodes, we classified schizoaffective
disorder a priori as a non-affective psychotic disorder, in line with
its placement within the primary psychotic disorders grouping in
the DSM-5-TR56 and ICD-1158 and its general management within
schizophrenia spectrum pathways in many EIS. This decision
inevitably simplifies an underlying clinical continuum, but provides
a nosologically consistent and service-relevant practice, allowing us
to focus the affective group specifically on bipolar disorder with
psychotic features and MDD-PF.

Additionally, findings relating to NIL should be interpreted with
caution. The small number of studies in two subgroups and the
unbalanced NIL distribution required broad categorisation and
limited the use of more nuanced measures (e.g. relative deprivation).
Consequently, these analyses are exploratory and highlight the need
for further research in diverse socioeconomic contexts. In the same
way, alternative urbanicity classifications (e.g. Organisation for
Economic Co-operation and Development frameworks) could not be
systematically applied because granular location-level data were not
consistently reported across studies.

Our findings should be interpreted in light of the fact that EIS
vary widely in their organisational structure and recruitment
pathways. A further limitation is the substantial heterogeneity
observed across studies, which likely reflects genuine differences in
diagnostic practices, sampling methodology and EIS eligibility cri-
teria. Some recruit on a catchment basis, whereas others rely on
referrals from traditional care pathways or even convenience
samples; others report on research subsamples rather than conse-
cutive clinical cohorts. Each of these dimensions profoundly shapes
the diagnostic composition of EIS populations. Because such
information was not consistently reported across primary studies,
we were unable to include it in moderator analyses. Our esti-
mates therefore reflect pooled proportions across heterogeneous
contexts, which are likely to mirror the reach and implementation
of services, rather than any universal distribution of affective versus
non-affective psychoses. Accordingly, our pooled proportions
should be interpreted as describing diagnostic composition within
existing EIS, rather than population-level prevalence at first episode.
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Future studies should systematically document and report service-
level features (e.g. inclusion criteria, catchment design, referral
sources) to enable a more nuanced understanding of heterogeneity.

Implications

Notwithstanding the above limitations, our findings raise impor-
tant questions about the extent to which affective psychoses –
particularly bipolar disorder with psychotic features and
MDD-PF – are recognised. In our meta-analysis, affective psy-
choses accounted for approximately 18% of all cases, highlighting
a clear subgroup of people within EIS for whom care pathways
may be less explicitly differentiated, particularly in services where
protocols are primarily structured around non-affective psychoses.
Our results suggest that EIS models may benefit from more sys-
tematic detection and management of affective disorder pre-
sentations, through routine use of structured mood-oriented
screening at initial presentation (e.g. the Mood Disorders Ques-
tionnaire, Montgomery-Åsberg Depression Rating Scale and Cal-
gary Depression Rating Scale),88 and dedicated clinical pathways
that integrate disorder-specific pharmacological and psychosocial
interventions. This emphasis on diagnosis-sensitive pathways
within early intervention frameworks is consistent with prior calls
for improved recognition and targeted management of first-episode
mania and bipolar disorder within EIS settings.44,89 Strengthening
these elements within EIS could facilitate earlier, more accurate
diagnosis, and support more appropriate treatment allocation for
this important subgroup.
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