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Abstract

A reduction in psychiatric symptoms is not identical to restored functioning. Someone may report less anxiety
yet remain unable to sleep, work, think clearly or sustain relationships. This paper advances a
recovery-as-separate-process thesis: removing the maintaining insult and rebuilding capacity may involve
different biological and social mechanisms that should be evaluated independently.

Symptom suppression can hide unfinished recovery

Sleep, exercise tolerance, cognitive effort, medication side effects and social function may change on different
time scales. A patient whose primary mood symptoms improve while severe fatigue persists illustrates why a
symptom scale alone cannot define success. That observation does not prove the original diagnosis was
wrong. It means the treatment endpoint was narrower than the patient's actual objective. A serious trial should
prespecify both symptom outcomes and functional outcomes, measuring each longitudinally rather than
assuming one follows automatically from the other.

For oxalate-associated psychiatric research, this distinction is essential. A medical intervention could improve
documented oxalate physiology while leaving a long-established psychiatric disorder unchanged; alternatively,
a targeted intervention might relieve a metabolic contributor without restoring all aspects of functioning.
Either result contains useful causal information. A study that declares victory from one laboratory value or one
short-term mood improvement would overstate what was demonstrated.

What symptom scales measure

Psychiatric scales help quantify particular experiences—sadness, anxiety, sleep change, appetite,
concentration and distress. They are not comprehensive measures of independent living, employment, social
participation, physical endurance or sustained capacity. A person may report substantially less despair yet still
be unable to work because of cognitive impairment or chronic pain. Another may return to employment
despite residual symptoms. Both trajectories can be clinically meaningful.

Recovery is multidimensional

Relevant outcomes include daily functioning, cognitive performance, sleep, relationships, physical health,
relapse frequency, self-directed goals and quality of life. These domains may improve at different rates, and
measuring more does not automatically improve validity. Some outcomes are shaped by poverty, disability
access, discrimination or social support rather than personal pathology. A functioning scale should not punish
people because their environment is inaccessible.
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Implications for biological hypotheses

Suppose a low-oxalate diet reduces urinary oxalate but does not change mood or function. That would be an
intervention affecting a biochemical marker, not evidence of psychiatric recovery. Suppose treating
hypothyroidism improves cognitive function while a depressive disorder persists. The endocrine treatment has
achieved a valuable outcome without curing the psychiatric condition. Precise outcome language protects
against exaggerated recovery claims on either side.

A trajectory instead of one endpoint

Repeated measures can reveal whether early symptom improvement leads to durable life changes or
temporary relief. Functional restoration may require rehabilitation, environmental adjustments, ongoing
therapy and medical management. One patient may recover rapidly; another may require prolonged support.
The goal is not to enforce a single ideal of productivity but to assess capacities meaningful to the patient.

Symptoms and function move on different clocks

A psychiatric symptom scale can improve while a person remains unable to work, maintain relationships, sleep
reliably or perform ordinary tasks. The reverse can also occur: a patient may regain meaningful functioning
while continuing to experience some distressing symptoms. These divergent trajectories complicate claims
that a treatment has “reversed” a psychiatric illness. Biological recovery may involve learning, social
reintegration and neurological adaptation that lag behind improvement in a laboratory measure or symptom
score. A serious clinical analysis should track the outcomes that matter to the person rather than declaring
success from one favorable variable.

This distinction is especially important in metabolic theories. Correcting a deficiency, electrolyte disturbance or
impaired renal clearance may remove an important contributor, but it may not immediately restore neuronal
networks or learned behavioral patterns. Some complications produce lasting injury; others resolve slowly; still
others coexist with a separate psychiatric disorder. A mechanistically successful intervention can therefore
produce incomplete clinical recovery without proving that the initial mechanism was irrelevant. At the same
time, continued impairment should prevent exaggerating therapeutic success.

A hierarchy of endpoints

A comprehensive outcome framework might include symptom intensity, cognitive performance, sleep
continuity, activities of daily living, occupational or educational participation, social function and adverse
effects. Biomarkers such as plasma oxalate, inflammatory activity or hormone measures can provide
supporting mechanistic data, but they are not substitutes for those outcomes. A low-oxalate dietary
intervention that reduces urinary oxalate in a person with hyperoxaluria is a biochemical success for that
target; it is not automatically a psychiatric success. A transient subjective improvement without sustained
function likewise requires cautious interpretation.

Longitudinal measurement helps distinguish short-term relief from durability. For example, a patient may
initially feel better after dietary change because gastrointestinal discomfort decreases, but later develop
nutritional insufficiency from extreme restriction. Conversely, correcting an established medical cause might
yield gradual improvements that a two-week study would miss. The correct follow-up window depends on the
biological mechanism, and the study should prespecify primary outcomes rather than select the most
favorable result after the fact.
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The false dichotomy between medicine and lived experience

Patient-reported outcomes are essential, but they need not be the only measurements. A person may describe
brain fog with a richness not captured by a generic questionnaire, while structured tests may reveal
improvement or persistence of specific deficits. The two sources of information complement one another. The
aim is not to privilege biomarkers over lived experience or the reverse; it is to find a coherent account of how
biology and function evolve together.

For the oxalate-psychiatry thesis, this standard is demanding but necessary. Investigators should show not
only that oxalate burden changes but that a defined mental or functional outcome improves in a way
attributable to that change. If the biochemistry and function diverge, the divergence itself is a scientific
finding. Terrain medicine will earn credibility through such distinctions, not through declarations that every
favorable number represents complete healing.

A concrete example of biological success without full recovery

A person treated for a significant nutritional deficiency shows normalized laboratory values and less fatigue
within weeks, yet remains unable to resume work because of persistent cognitive problems and disrupted
sleep. The intervention may have corrected an important cause, but the outcome cannot fairly be described as
complete recovery. A second person with depression reports fewer distressing thoughts but experiences
substantial sedation from treatment and loses daily functioning. Symptom improvement is meaningful in both
cases, yet function and adverse effects change the overall evaluation. This distinction is crucial when medical
papers promise “reversal” from a biomarker trajectory alone.

Choosing endpoints before looking at results

A study of oxalate-associated psychiatric symptoms should identify in advance whether it is testing mood,
attention, sleep or everyday function. If urinary oxalate improves but the chosen cognitive outcome does not,
the psychiatric claim is unsupported by that study. If mood improves but the participant's diet has become
highly restrictive and nutritional status worsens, the net benefit is uncertain. Patient priorities and functional
measures should therefore be integral rather than optional afterthoughts. Long-term follow-up also matters
because brief symptom fluctuations can masquerade as durable change.

Recovery can be a separate mechanism

In some conditions, removing the initiating biological insult creates the opportunity for repair but does not
perform the repair itself. Rehabilitation, time, sleep restoration and sustained nutrition may remain necessary.
This principle connects Volume Five to the Institute's later regenerative research. It also prevents an overly
narrow interpretation of a negative treatment result: absence of immediate recovery does not prove that the
original insult was irrelevant, but neither does it permit an unsupported declaration of cure. Claims should be
matched to the observed outcome and its duration.

The distinction between disease modification and symptomatic treatment is likewise relevant. An intervention
may make a symptom tolerable without altering the underlying disease, and that benefit can still be valuable.
Another intervention may slow organ damage without immediately changing subjective well-being. Neither
should be misrepresented. A credible oxalate-related psychiatric study would say whether the result concerns
renal protection, reduced inflammatory burden, improved cognitive function or a psychiatric diagnosis itself.
Clear labeling of outcomes protects both scientific interpretation and patient expectations.
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A final editorial discipline is to state whose recovery is being measured. A caregiver, clinician and patient may
rank different outcomes as most important. A paper that claims full recovery because a laboratory number
improved may ignore the patient's persistent inability to function. Conversely, symptom relief may be
profoundly valuable even if it does not reverse the underlying pathology. Clear endpoints make treatment
claims more useful, humane and scientifically defensible.

Conclusion
Recovery science should ask which capacities returned, how durably and by what mechanism. That standard

makes frontier physiological interventions more accountable, not less ambitious.

Selected readings

* Symptomatic and functional recovery in depression in later life:
https://link.springer.com/article/10.1007/s00127-018-1540-z
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