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[. Introduction:

In the mental health community, attitudes altbe prevention of severe and debilitating brain
disorders, particularly schizophrenia, are startonghange as researchers begin to provide evidence
that early intervention can successfully reducaldlgy. Schizophrenia, a type of psychosis, is the
disorder that has received the most attention fresearchers. As the Surgeon General reports in, 1990
schizophrenia alone totaled $15 billion in indireosts (U.S. Department of Health and Human
Services, 1999). Like the U.S., other countriescarecerned about the magnitude of costs that stem
from this debilitating disorder. For example, ine@t Britain in 1996 the indirect and direct cost of
schizophrenia totaled 4.1 billion pounds a years@muet, 2000). In Norway, yearly direct and
indirect costs also total 4 NOK (Johannessen £1889). Canada reports similar indirect and direct
costs, totaling over 4.3 billion annually (Cassahd Klymasz, 1995). In all NATO countries
combined the costs connected with schizophreniastmated at more than 1% of the gross national
budget (Cassidy and Klymasz, 1995). Of course thests can never measure the enormous amount
of human suffering that is associated with schizepia for both the individual enduring the disorder
and his or her loved ones.

After nearly two decades of numerous scientifivances, schizophrenia, like other mental
disorders, is no longer a medical or psychiatristasy. There is still a small camp of clinicianglan
researchers who argue that schizophrenia remaiagdrthe Kraepelin model. This camp argues that
schizophrenia is a severe organic brain diseasdiresin deterioration and chronic disability
(Kraepelin, translated 1971). In short, schizoplaenperceived as an illness that gets progrelgsive
worse, with no possibility of recovery. Even dimiiiie Kraepelin model argues that there is nothing
human will can do to slow this process or dimirdgierioration to the brain. On the other hand, this
report will show that there is a growing field ofidgence that argues that schizophrenia, or more
broadly speaking, psychosis, is a condition thatlmaeffectively treated in such a way that disigbil
can be markedly reduced, remission is a possipditgl recovery is the goal.

As a top researcher in this field, Dr. ThorWag5lashan argues that more research about early
detection and intervention is absolutely necesgepsons for this are not only because it cauggs hi
rates disability, human suffering, and impedegge@ost to society, but because new studies stigges
that it may be possible to alter the natural histfrschizophrenia. If this is true, why not sugpo
more research to find out how this can be accommgtisand to what extend. As McGlashan (1996:
202) asserts, “clinical research findings in reatades suggest that applying existing schizopren
treatments as soon as possible in the course aligheder may slow or even stop deterioration.” In
addition, there have been multiple studies abotreated psychosis in first-episode cases that have
revealed that patients are often actively psycHoti@ lengthy time period before they get helpe Th
length of the duration of untreated psychosis lenlassociated with a slower and less complete
recovery, increased risk of relapse, and substdrg@ment resistance (Johnstone et al., 1986 and
Wyan, 1991). Regardless of this, McGlashan (199&) 2oncludes, “Bringing treatment more rapidly
to a person who has been psychotic is in itseltighdo justify early detection efforts.”

Some researchers have highlighted that thet@ischizophrenia or psychosis-related disorders
occurs during the young adult transitional peribtife and disruptions that are caused by the
disorder’s onset are particularly damaging durhiig time of change. The average onset age for males
is twenty, and female onset is roughly a few yéatex (McGlashan, 1988). Of the individuals
diagnosed with schizophrenia, about 50% have treet between the ages of 15 to 24 (Varma et al.,
1997). Unrecognized and untreated symptoms canaaéi¢he young person from his or her family and
friends, disjointing educational and vocational@lepment, not to mention social networks and self-
identity (Andery, 1997). Often such circumstancesease stress on the individual and the family,



exacerbating the untreated symptoms. Delayed tegdtim more likely to be associated with police
intervention and compulsory admission to psychididspitals. Experiences such as these are
obviously traumatic for both the individual and bisher family, as post- traumatic stress disorday

be an outcome of the experience (Andery, 1997 ay partially explain why non-compliance is

also associated with individuals who undergo loagqals without treatment. Lastly, other harmful
secondary effects associated with longer DUP ireckatial anxiety, depression, substance abuse, and
homelessness (McGorry and Singh, 1995). For exarivhleser and colleagues found in a 1990 study
that potentially half of the patients entering gegtric treatment have significant drug or alcohol

abuse histories.

Purpose of Report:

This report will begin by identifying the fuachentals of the international movement to iderdifg
treat what researchers classify as “early psychositer this has been clarified, the report wilbre
on to address the various studies that have shdwrearly intervention has been effective. Here the
report will explain the various strategies anditactesearchers around the world are currentlygugin
get individuals into treatment sooner rather tlaar| reducing the duration of untreated psychamsis
DUP. As it will be evident, stigma and misconcepti@bout mental disorders from both the general
public and the health care system account for nofithe lengthening of DUP that causes unnecessary
human suffering as well as possibly increasingstheerity of disability. Hence, finding effective
means for raising awareness and reducing stigwigaldo the success of any early intervention
program. The report will move on, taking a detail@ok at what treatment consists of within early
intervention programs, research trials, and cliniestly, the report will identify where the curten
research fails to answer some of the importanessurrounding mental health care and the treatment
of individuals with schizophrenia or other psyclsaslated disorders. In conclusion, this report wil
function to evaluate the strengths of early intatien strategies as a means of improving the quafit
life for individuals who suffer from schizophreraad psychotic disorders.

What is Early Intervention

In order to understand the fundamentals dy @éatervention, this reports begins with an
explanation of psychosis. Psychosis describes aainstate characterized by distortion or loss of
contact with reality. It is a serious conditionttigtreatable. It consists pbsitive symptoms-
delusions, hallucinations and thought disordersraaghtive symptoms affective blunting, poverty
of thought or speech and loss of motivation distbrganized symptoms disorganized thoughts,
behavior, and attention disturbance (Liddle, 198 hgere are also a number of secondary features that
often serve as a cue to the presence of psychidmse features include sleep disturbance, agitation
behavior changes, social withdrawal and impairéel functioning. Psychosis can be caused by certain
medical conditions as well as drug and alcohol ebligt is most commonly a product of a variety of
psychiatric or mental disorders such as schizopayéipolar disorder, schizophreniform psychosis
and schizoaffective disorddtarly intervention seeks to uncover these disorders at the earl@st p
possible and begin appropriate treatmeilthough it is important to note that early intention of
psychosis is the primary goal, this report willdsamn evidence that has been gathered in relation t
psychosis found in schizophrenia. This is becalsartajority of research has investigated early
identification and intervention issues with regaréchizophrenia and comparatively less researsh ha
investigated these issues with regard to otherdarfipsychosis.



Early intervention in first-episode psychosis is1ad at shortening the course and decreasing the
severity of an initial psychotic episode, thisumtminimizes the many complications that can arise
from untreated psychosiBlumerous retrospective and several prospectudiest have found that the
longer a person remained psychotic before treatmastinitiated, the more likely he or she was to
suffer more relapses, benefit less from receivigntenance anti-psychotic medication, and benefit
less from several years of intense treatmghtDue to these findings, a surge of researchers and
clinicians urge their fellow colleagues to bothdstihe effects of thduration of untreated psychosis
(DUP) and practice policies that promote early inten@mtTreatment should begin at the first sign of
positive psychotic symptoms, but it also may bespe to intervene during the pre-psychotic, or
prodromal phase. This is currently under debateraqdires more evidenced-based research, but we
will return to this topic about exactlyhenearly intervention should take place in just a mome

At this point, we shall continue to explavly a large number of researchers argue that early
intervention is so important and continually condstadies to test if early intervention will change
course of deterioration in schizophrenia commoskuaed by many in the mental health community,
not to mention the general public. Currently, resleers involved in studying the effectiveness afyea
intervention admit that they are unsure of whyyearervention improves outcomBesearchers agree
that early intervention is effective because of onboth of the two following prevalent hypotheses
the field which center on the importance of redgdime duration of untreated psychosis.

The first general hypothesis is that the nbiological processes that make schizophrenia arseve
and chronic condition may be most active earlyhi@ ¢ourse of the disordeis Birchwood (2000:47)
argues, “ the course of psychosis is the most statrits onset and early in its manifest course...the
first three years of treated or untreated ilindésr@ window of opportunity to prevent, or limite
potential decline in outcome.” Prospective studliage shown that for many subjects, there is a rapid
period of progression of psychosis prior to, antbfing the first episode of psychosis. Researchers
have labeled the period in which first-episodeguds initially receive treatment as theitical
period.” At this time, mainstream mental health serviftesis their preventive efforts during this
stage. Despite this more accepted pattern of texg#ttmesearchers are very interested in trying to
understand the development and onset of psychptiptems before this stage. As McGlashian (
press)argues, “psychosis in all of its schizophrenic speo manifestations has an existence long
before the official onset...this process appearstquite active 2-3 years before the onset and
sometimes for 1-2 years after onset until a stplaleau is reached in the course of the disorder.”
Early intervention researchers are hoping that treant that contains a combination of anti-psychotic
medicationpsychosocial rehabilitation that includes both thent and his or her caregivers, and
assertive community care can function to limitphegression of disability caused by schizophrenia.

Within this hypothesis lies a strand of researckdrs have found some evidence in recent studies
that demonstrates thantreated psychosis results in alterations to brtéseue that irrevocably limit
an individual's possibility of recoverjdence, the goal of early intervention is to stagating the
psychosis before this process of toxicity occuns.Jeffery Lieberman, MD, of the University of Niort
Carolina School of Medicine has been a leadingareber in this area. In a 1996 study of 118 first-
episode patients, Lieberman and colleagues fouatditkt-episode patients treated with conventional

M please see: Johnstone, E.C., Crow, T.J., JohAsbrand MacMillan, J.F. 1986. “The Northwick PaBkudy of First-
Episodes of schizophrenia: Presentation of thesrand Problems Relating to AdmissidBritish Journal of Psychiatry
148:115-120. Also see Scully, P.J., Coakley, GngsKils, A. and Waddington, J.L. 1997. “Psychopatfp) Executive and
General Cognitive Impairment in Relation to Duratiaf Initially Untreated versus Subsequently Trdd@@sychosis in
Chronic SchizophreniaPsychological Medicing7: 1303-1310. Also see, Loebel, A.D., LiebermhA,, Alvir, J.M.J,
Mayenhorf, D.l., Geisler, S.H. and Szymanski, S.892. “Duration of Psychosis and Outcome in Figiskde
Schizophrenid American Journal of Psychiatri49: 1183-1188.



anti-psychotic medication soon after they firsttetd to experience psychotic symptoms were more
likely to respond to the medication, and responidldy, than those who had experienced longer
periods of untreated psychosis (Stephenson, 2000¢n the patients were treated with anti-psychotic
medication again after relapse, their responsesieaged and subjects had less successful responses
with each successive relapse. Lieberman believestggests some kind of neuro-degenerative event
that possibly was slowed or halted by taking mdwoaStephenson, 2000). Some evidence to support
this comes frommagnetic resonance imaging (MRI) studiesf a subset of 55 patients from the
sample. After two years of treatment, only thegras who had persistent symptoms or relapses
experienced a further increase in lateral ventsce, a condition that is commonly found in patsen

with schizophrenia.

MRI studies that examine the brain of indiatiuexperiencing psychosis are rapidly growing and
beginning to return results. A recent study coneldicty Dominic Fannon and colleagues (2000)
argues that using an unbiased methodology of volestination of the brain in patients experiencing
first-episode psychosis can shed insight to questibat explore theblologically toxic” theory. In
this particular study, mean DUP was longer thampiietal six months many researchers note, yet the
length was only 28.1 weeks (basically 7 monthg)s thwas significantly shorter than other studies
that have measured mean DUP ranging from one tyé&aos. When comparing first-episode subjects
to healthy subjects, Fannon et al. (2000) foundfiret-episode subjects had significantly lowerol
brain volume, cortical gray matter volume, and teraplobe gray matter volume in addition to
significantly enlarged lateral and third ventriawalumes. Surprisingly, no relationship was found
between positive symptoms, negative symptoms, wergd psychopathology and temporal lobe
volumes. In addition, no relationship was foundasn length of DUP or age of onset and regional
brain volumes (Fannon et al., 2000). What do thesent findings tell researchers and cliniciansuabo
early intervention strategies? In short, resulthsas these illustrate that structural deficitsubjects’
with first-episode psychosis are not caused by-temng medication use and possibly are not related t
severity of symptoms — although many other reseascivould not agree with these conclusions. Yet
according to Fannon et al. (2000) it is quite passthat changes in the brain occur either extrgmel
rapidly within the first course of illness, thatiéss than six months, or abnormalities in therboaicur
before any symptoms arise or surface.

Lieberman, like so many other schizophrensgaechers, continues to study the biological
variables of first-episode schizophrenia thronghiro-imaging techniquessuch a<CT studies,

MRIs, pet scans, single photon emission tomographgnd MRS studies Recently, Lieberman and
colleagues have been studying the effectiveneasypical anti-psychotics versus conventional anti-
psychotics. Preliminary research suggests a pesséro-protective benefit offered by the newer
atypical anti-psychotics (Stephenson, 2000). Magmesonance imaging showed that the subjects
treated with the newer atypical anti-psychotichakpine, had no increase in lateral ventricle vasim
after 12 weeks of treatment in comparison to aregse in volume for subjects treated with a
conventional anti-psychotic, haloperidol (Stephen&®00). It is too early to state whether this
beneficial outcome is the result of the olanzajaeit does suggest that atypical anti-psychotiag m
offer some neuro-protection.

Professor Ashok Malla of Western Ontario Umsity is currently conducting clinical trials thiaist
the “biologically toxic” hypothesis and is anothieading researcher who has produced some
preliminary evidence about the effectiveness diting first-episode patients within the first six
months of their initial psychotic episode. Mallaa&t(2000) argue, by way of preliminary resultstt
complete remission of positive symptoms by 74%hefsample was achieved after one year. Of the
population that was able to obtain this state wfission, 83% had a DUP of less than 6 months. When



the length of DUP was less than six months, thee@itemission rose to 85%. In fact, out of a s@mp
of 88 subjects, the four subjects who assessedwasdgthe highest levels of impairment throughout
the trail also had the longest DUPs. Despite tsa®mg numbers that support the effectiveness of
early intervention, Malla’s research, which offarglysis after one year is so new that it cannot
evaluate if recovery can be maintained.

Like Lieberman’s work, Malla’s early intervém strategies include a low dose of atypical
antipsychotics, usually risperidone or clozapinee Tise of atypical anti-psychotics is because @twh
Malla and his colleagues found while working widltent onset patients in a study on drug
effectiveness. A 1999 study by Malla et al. coneldithat the atypical anti-psychotic, risperidond ha
a long-term impact on patient outcome. This retegtipe study examined 31 subjects who had an
efficacy or intolerance to typical antipsychotiecats after a mean of 3.5 years of therapy (Malkd.et
1999). The subjects had been maintained on rispegifbr a mean of 1.7 years at the time of the
review. The impact of switching to risperidone vaasessed by comparing clinical variables for the
patients with their own historic control data. Tdwerent levels of symptoms, side effects, and $ocia
functioning were also assessed by means of theviete for Retrospective Assessment of Onset
Schizophrenia, the Scale for Assessment of Possiyweptoms (SAPS), Scale for Assessment of
Negative Symptoms (SANS), Brief Psychiatric RatBaale (BPRS), and assessment of EPS using the
Extrapyramidal Symptom Rating Scale. The findingsdnstrate that the switch to risperidone
created an average 30% reduction in psychotic awighnized syndromes (Malla et al., 1999). For
example, before the use of risperidone nearlyuddjexcts had spent time in the hospital but after th
switch only one patient needed to be hospitaliagthd the mean 1.7 years of treatment with
risperidone. There was also a significant redudtiaite utilization of in-patient resources aftiee t
switch. In terms of symptom reduction, the patient® had the shortest exposure to typical
antipsychotics agents had the best response tridspe — a 40% reduction in reality distortion
syndrome ratings. Another important finding in teiady was in relation to adherence to medication
therapy. Rating of compliance with antipsychoticdication showed a greatly significant increase
after the switch. Mean ratings increased in a raxigeplying good to excellent improvement (Malla
et al., 1999). Unfortunately the study did showt theasures of social stability characteristics sagh
employment and living circumstances did not inceed$is particular finding suggests that betteigdru
treatment still will not work to improve the leved disability that psychotic illnesses can impose o
people. Therefore, the PEPP program, like othdy @&ervention programs, is designed to reduce the
duration of untreated illness and offer intensneatment. For example, program elements such as
multi-family education sessions and other psychiasoceasures are noted as adding to the
effectiveness of medication and compliance. We retllirn to investigating the tactics of Malla’s lgar
intervention program later in this report.

Researchers as well as clinicians are exaibedit further testing the preliminary results altbet
effectiveness of atypical anti-psychotics for amothery important reason that relates to effecyivel
treating patients in the “critical period”. Not grthave studies shown that atypical anti-psychatise
can reduce the effects of negative symptoms, sangetionventional anti-psychotics cannot do, but
atypical anti-psychotics are much less likely tasmserious adverse effects, such as tardive
dyskinesia (Stephenson, 2000). In short, patigopear to tolerate the drugs better and theref@e ar
less likely to abandon treatment. For example, niecant randomized trial involving 164 Chinese
patients, led by Michael Phillips, MD, Harvard Meali School and Beijing Hui Long Guan Hospital,
only 16% of patients receiving the atypical antygisotic clozapine had dropped out of the study
compared to 25% of patients receiving a conventinearoleptic, chlorpromazine (Stephenson, 2000).
Unfortunately at this time there is only indiregidence that suggests that untreated psychosidmay



“biologically toxic”. As Ho and colleagues pointtduom their recent research findings in the on-
going lowa Prospective Longitudinal Study of recemset psychosis, to effectively test the ‘toxic
psychosis’ hypothesis biological measures mustsied to provide direct evidence as to whether
untreated psychosis represents an “active morloidgss” (Ho et. al, 2000).

Although researchers in this field would agitest direct evidence is needed, modern scientific
advances have begun to allow researchers suclelbsriman to undergo this type of study. As we have
seen, preliminary results do show some suppoth®fbiologically toxic” hypothesis. After
reviewing schizophrenia follow-up studies acrossthNdmerica, McGlashan (1988) found that it may
only take 1 year of active illness for deterioratmr a “threshold of chronicity” to be reached.
McGlashan further argues that during this procéssst of the neurological damage is already
accomplished by the time it is possible to makalaDSM-IV diagnosis” (McGlashan and
Johannessen, 1996: 209). Researchers feel ay ifitlve identified the primary deficit processes in
schizophrenia such as the loss of connectivithéltrain (McGlashan and Johannessen, 1996). The
next step is to be able to determine what factases this loss. For example, is the cause from
endogenous neurotoxic processes such as the amsntission of dopamine or does the cause
originate from genetically linked overpruning ofrécal synapses?

Many researchers do agree on one point, ftreat resistance appears to be the rule ratherthiean
exception in cases of established deficits” (McB#asand Johannessen, 1996). McGorry et al. (1996)
argue that there may even be a shorter “windowppbdunity” to treat active psychosis. According to
data that was collected from subjects at the ERRIE in Melbourne between 1989 and 1992,
outcome is good for subjects diagnosed with schiemapa if the psychosis is treated within 1 to 6
months but if six months of untreated psychosipssa, outcome is worse. The potential problem of
this finding is that multiple studies have notedttBUP is typically anywhere from 1 to 2.5 years
(McGlashan, 1999). Just another reason to focuesady intervention in an attempt to lessen the
possibility of chronic outcome.

The second area of prevalent hypotheses amenhgintervention advocates suggests that effectiv
early intervention may improve outcome by redudimgsecondary effects of psychosis which include
social and educational/vocational disruption, saist abuse, depression, and homelessness. In this
case, reducing DUP and getting proper treatmemngltne “critical period” functions to limit the
possibility of secondary morbidity that can hangitiae rehabilitation and recovery process. It hisg a
been argued that treating first-episode patieramptly and effectively during their initial expeniee
with the mental health care system will increasmltancy rates of both medication and psychosocial
rehabilitation (McGorry, 2000). It is well knownaghcomplete compliancy is difficult to maintain at
high rates in the treatment of psychosis and reldisorders. One research review reported incidence
of non-compliance with antipsychotic medicationsgiag from 11 to 80% (Corrigan et al., 1990).
Another review study found that in trails lastingn®nths or longer, one-third of patients who had
agreed to participate had shown detectable non-kanee in medication-taking (Kane and
Borenstein, 1985). A recent review of researchgtted to uncover the causal mechanism of non-
compliancy among patients diagnosed with schizaparer psychosis. Strong correlates with
compliancy included: a supportive family, socialiaty, and psychoeducation as part of treatment
(Kampman and Lehtinen, 1999). In order to be eiffecippsychoeducation must include: distributing
information about both the purpose and the sideetsfof the medication, cognitive reformulation of
family attitudes, home-based outpatient serviced,the use of strategies designed to minimize the
neuroleptic medication dose in order to avoid stfeets (Kampman and Lehtinen, 1999).

Another study that explores the health belafindividuals with schizophrenia, found that
reluctance to seek treatment as well as failusioply with anti-psychotic drug therapy originated



from patients’ beliefs about side effects (Andretisal, 2001). On one level, subjects expressdd tha
the most damaging side effect of complying with roation therapy was the fact they would be
subject to stigmatization as “needing” to take mation to be “normal”. On another level, 58% stated
that they would rather be non-compliant than exgree side effects. Despite this, the majority of
respondents replied that they chose to looked kst social and physical side effects and be
compliant because they felted pressured by meptdthhstaff. The value of highlighting this stugy i

to illustrate thatven with newer atypical anti-psychotics that pdeeer physical side effects;
individuals receiving medication therapy are stt risk of non-compliance if other social effect$ o
drug therapy are not addressed, such as stigmaitiratin this study, stigma statistically was the most
influential factor that caused non-compliance ia tieatment of schizophrenia (Andrews et al., 2001)
Additional research has found the following cortetawith high rates of non-compliance: severity of
positive symptoms, presence and degree of depeesgmptoms, substance abuse, housing instability,
and cognitive impairment which blocks one’s insigitio the presence of his or her illness.

Researchers in the field such as Patrick MogGair Australia and founder of the EPPIC clinic in
Melbourne would argue that in many cases a perssopnmeet the DSM-1V criteria for psychosis but
they are not receiving prompt assessments, antipiganedication (preferably atypical anti-
psychotics), or psychosocial intervention. Whyhis occurring? McGorry would argue much of it has
to do with the stigma of getting treated for psy&ikoThis is not simply individuals avoiding help
because of stigma but also doctors who do not ‘&ggively treat” their patients with psychotic
symptoms because they feel that a diagnosis otgghienia is similar to stating that the patierit wi
never recover, only deteriorate further (McGorr§0Q).

McGorry and his colleagues have conductediptelstudies about the “pathways to care”
individuals suffering with psychosis take in ordeiseek help. The purpose of these studies is to
determine how mental health providers can get ap@te treatment to those suffering in the fastest
way possible and this assists in meeting the ovgoal of reducing DUP. For example, Lincoln and
McGorry (1995) conducted a study to examine thlaway of care for individuals experiencing first
episode psychosis and found that the mean numbsembécts per person before treatment was
initiated totaled 4.9 contacts. According to Lintdl | can speculate that individuals initially ko
towards non-psychiatric sources of help to avomtact with unfamiliar and stigmatizing services”
(Lincoln and McGorry, 1999:59). As the researcla¢en points out, stigma remains a problem and
lengthens DUP in a variety of ways.

First, mental illness is not viewed as a tbk illness. Individuals are reluctant to seelphel
because they believe the stereotypical image otahdisorders as having the ability of ruining thei
lives forever. Second, this sense of stigma is astaging to the youth population the early
intervention programs are targeting because yautnst a stage in life in which they are very
insecure. Hence, seeking out treatment for sudilymatized disorder is especially difficult for
adolescents. This problem is further exacerbatestigynatized images that depict incorrect messages
about what mental disorders are like. As a readlblescents, and the public in general, are
misinformed about the kinds of symptoms that accamypmental disorders. In short, Lincoln found
thata major debilitating factor in help seeking thamd¢ghens DUP is stigm#&night and colleagues
(2001:137) agree, as they have recently assessgulibtic’s increasing association of schizophrenia
and increased dangerousness and violence. Thearodsillustrated that individuals receiving inlitia
treatment for schizophrenia or related disordeesgvaware of the public attitude towards their
condition, and many delayed seeking treatment lsecthey feared “public rejection”.



There have been several other studies thvat $ecifically focused on examining treatment giela
in first-episode psychosf¥! One of the most well known studies is the Norttviark study. In a
cohort of 253 first-episode patients, this studyplesshed that the interval between onset of psgisho
and hospital admission was often more than one(yeanstone et al, 1986). Of this treatment
population, 18.2% had made at least nine contaftgd reaching a person that assisted in their
admission to the hospital. Leobel et al. (1992hfibthat men were consistently younger at age of
onset of psychotic symptoms and the duration afeatéd psychotic symptoms was more than twice
as long for males compared to females. It is féasextrapolate that men are more hesitant th see
treatment for a mental disorder than women, resyiti lengthened DUP. Loebel at al., (1992) argued
that deviant behavior amongst adolescents mayléeated by the community and young males may
be at particular risk of their illness going unaxéel. Therefore, the length of DUP is not only haim
in terms of biological changes or “toxicity” thadrt occur during this period, but environmental dest
also co-occur that can be harmful to the individuability to recover because these factors fumcto
lengthen DUP.

Although researchers admit that more studiesilsl be conducted on which factors influence the
length of untreated psychosis, (McGlasharpres$, a few basic points have been addressed. First,
there is a group of researchers who argue thatitime an individual is experiencing untreated
psychosis much of their social world has fallenrapiackson, Hulbert, and Henry (2000: 213) refer t
this process as the “de-railing” of a youth’s lif€hey have lost social networks, friends and hawe
been able to build an identity for themselves...tlessage should be hopefulness not that psychosis
will hang over them for the rest of their lives&®nd and even more devastating to the prospects of
positive outcomes, researchers have noted thaiglthris period, individuals experiencing untreated
psychosis often self medicate their symptoms thnalrgg and alcohol abuse. A study by Hambrecht
and Hafner (1996) examined the prevalence ratakohol and drug abuse in a representative sample
of 232 people with first episode schizophrenia.ohlal abuse prior to onset was found at 24%, drug
abuse at 14%. This is twice the rate of the germallation. In one study of 120 first-episode
schizophrenia patients in Australia, 70% were fotsndave a history in the previous year of illicit
substance use, predominantly cannabis (Power, di9818). Recent research from a this same project
in Australia that is attempting to study the relaship between cannabis and psychosis hoped to find
that once the appropriate treatment was givendivitiuals experiencing early psychosis, daily
cannabis use would cease (Edwards et al., 200Ipriunately, less than 50% of the habitual users
cease their cannabis use. When assessed, usad sgmificantly higher on the BPRS (psychotic
subscale, suicidality, and suspiciousness). Tispositive effects of treatment are nearly los tiu
the adverse effect of cannabis use.

Third, a recent focus in early interventionrkwbas explored the role of depression as howectds
later outcomes in recent onset patients. In geniemdings demonstrate that increased insight into
illness may play a role in assisting some individuato seeking treatment for their symptoms (thus
shorter DUP) but it also greatly increases theltegbdepression experienced. As a result, many
researchers argue that treatment and outreachgigatshould reflect this information. A recentdstu
of 257 first-episode patients over an 18-monthqeehy Bentall and colleagues (2001) found that
levels of depression were significantly higher ampatients with better insight into iliness. Author

22 please see: Helgason, L. 1977.” Psychiatric Sesvémd Mental lliness in Iceland: Incidence Stuith & 6 — 7 year
Follow-up.” Acta Psychiatrica Scandinavica68, 111-137Johnstone, E.C., Crow, T.J., Johnson, A.L. andN4ien, J.F.
1986. “Presentation of the lllness and ProblemsitRe) to Admission.’British Journal of Psychiatryl48, 115-120.
Loebel, A.D., Lieberman, J.A., Alvir, J.M.J., Mayef, D.I. Geisler, S.H. and Szymanski, S.R. 19®uration of
Psychosis and Outcome in First-Episode Schizoparedimerican Journal of Psychiatr§49, 1183-1188.



note, that this population should be carefully narad for suicidal tendencies. Unfortunately, even
after 12 months, this same sub-group remainedyaehilevels of depression but researchers
determined that the cause was no longer insigbtilimess but actually a dramatic reduction in-self
esteem (Bentall et al., 2001). Therefore reseascugyue that treatment for first-episode patienistm
address this issue or incidents of relapse wilioee frequent and disruptive.

Lastly, some researchers argue that “secoratargitions” might possibly have existed before the
onset of psychosis and are heightened or aggratiateagh DUP. For example, Strakowski et al.
(1995) found that post-traumatic stress disorder po onset of psychosis might be a risk factar fo
the development of psychotic depression. Yet, rebeas argue that in order to obtain convincing
evidence about the influence of “secondary conaétiamn DUP it would require a very large-scale
epidemiological study (Jackson et al., 2000). Thegesimilar dilemma that occurs when researchers
try to evaluate the role of an individual’'s famifys Vaglum argues, “without a doubt, the familyysa
an important role in the treatment-seeking andrmeat-receiving process of psychotic patients, but
we have no clear evidence as to how strongly amchat ways they influence DUP” (Vaglum, 1996).
Therefore most researchers leading the field atipatethe current focus should be how to reduce the
influence of stress, depression, and anxiety thah@ccompany an individual being treated for
psychosis.

Of course it cannot be neglected that thezeotirer views about DUP and it’s influence. Some
researchers argue that shorter DUP or earliemtieaitis a reflection of prognosis rather than its
determinant (McGlashan, 1999). This hypothesisaid that those with a less severe course of
illness are in a position to seek treatment eaaliway. Patients with a poor prognosis like thogh
poor premorbid functioning who have insidious ordfatiness full of negative symptoms and behave
in such a way that they deny illness or avoid tresdt until well after onset. Therefore, long DUP to
this camp of researchers is simply the result off poognosis not that poor prognosis is a result of
DUP (McGlashan, 1999). In addition, recent researgjinated from a team in France alternatively
argues that poor premorbid functioning is indepetigieassociated with both DUP and poor outcome
(Verdoux et al., 2001). These researchers furthggest that DUP may also be on the causal pathway
between poor premorbid functioning and poor outcoyig in recent years, clinical research is
beginning to churn out data that illustrates thbff0s independent of premorbid functioning (Loebel
et al., 1992 and Larsen et al., 1996). Many reseascbelieve that these studies will further pribwe
preliminary belief after time elapses and datainalude long-term assessments. For now researchers
continue to focus on conducting clinical reseacprove that DUP is not only a significant correlat
of prognosis but independent as well.

Early Intervention Should Reduce DUP

As evident, the goal of early interventioriasly clear, reduce DUP and the results will bieetter
outcome for the consumer. Whether the damaged @¢doysentreated psychosis is primarily
neurobiological, psychosocial or caused by an augsn between these two factors, better outcomes
are associated with shorter duration of untreatgdhosis. Researchers that support early intexv@nti
would also agree with Wyatt, who states that “alffothe view that early intervention improves the
course of schizophrenia has not been wholly acddpte¢he psychiatric community, there is today
little dispute that aggressive treatment of fingisede patients with antipsychotic medicationssisful
in decreasing the immediate adversities assocwitbdacute psychosis”(Wyatt and Henter, 5:1997).



In addition, other supporters of early interventsight that the majority of studies of first-episod
schizophrenia and DUP find a significantly positogrelation between shorter DUP and better
outcome (McGlashaim press. Even if researchers can’t agree that reduced @od better
outcome, it cannot be ignored that the recentépssode studies have found that untreated psyshosi
is long and therefore steps need to be made tst a&sple who are suffering from psychosis sooner.
If DUP is such an important issue it is essenkiat tve make a further investigation about how
researchers measure the duration of untreatedsline

The research community that studies earlywet&ion and advocates the merits of reduced DUP
has recently made a concerted effort to not ogdardize the definition of DUP but also to use the
same methods to measure it. In the 1990s word dmang researchers thaP or duration of
untreated illness should be defined as the intelpedlveen the onset of psychotic symptoms and the
initiation of adequate treatmeriResearchers such as Keshavan and Schooler (18@2) that the
concepts related to the early course of the illines® been quite vague and unspecific. Most
researchers today carefully outline their defimtad DUP. McGorry et al. (1990) were some of the
first to embark on this task and they developedRbgal Park Multi-diagnostic Instrument for
Psychosis to address this problem of how to mapmiset of the disorder. The process required
systematically interviewing subjects and informantsrder to study the relationship between the
duration of illness and the complexity of clini¢ahtures in first-episode psychosis. Their research
further illustrated many points about DUP and dasis. In terms of the length of DUP, researchers
found that duration of untreated illness was sigaiitly longer in patients that had schizophrenia
(mean of 508.9 days) in comparison to patientsrdiagd with other psychosis-related disorders such
as schizophreniform disorders (mean of 28.1 days).

Other researchers have followed in the foptstd earlier researchers and carefully have
operationalized their definition of DUP. For examh the TIPS study, which will be explored in
further detail shortly, the first step is to defite onset of psychotic symptoms. This is whenlgest
scores a 4 or higher on the PANSS positive subscalananifestation of psychotic symptoms such as
delusions, hallucinations, thought disorder, opprapriate/bizarre behavior in which the symptoms
are not apparently due to organic causes. In addithese symptoms must have lasted throughout the
day for several days or several times a week, adinfited to just a few moments. As in most
definitions of DUP, these researchers secondlychibtat for the condition to be untreated this also
means that subjects could qualify to be studiedbee they had not been treated properly. In th& TIP
project adequate treatment is defined as recemngntipsychotic drug for a sufficient amount ofei
so that it would lead to a clinical response indlkierage non-chronic patient. In another study it i
evident that DUP can be defined slightly differdt. et al. (2000) defined DUP as the time period
from the onset of the first symptom to the initatiof neuroleptic treatment and the time periodnfro
the onset of a full positive syndrome to the initia of neuroleptic treatment. Therefore this diitm
includes both the onset of positive symptoms liglueinations and negative symptoms such as
impairment in role functioning as well as the ongefull syndrome symptoms which refers to any of
the five positive symptoms at a seventy level ofierate or worse (Ho et al., 2000). From this
example it is clear that the differences in defomitare very slight but they are apparent in soases.

On the other hand, the definition of DUP carelactly the same and some recent data refleats th
reduced DUP does not improve outcome. Althoughishit as likely a finding as reduced DUP
improving outcomes, a recent study by Craig ef24l00) demonstrates that even when steps are taken
to use the exact same definition of DUP in ordegrisure accuracy — the results are not always
similar. In this 24-month clinical trial that measd the outcome of patients with first episode
psychosis, DUP was defined as “the interval fromst fpsychotic symptom to first psychiatric



hospitalization” (Craig et al., 2000) with patiemtio had previously received antipsychotic
medications excluded. Despite the attempt to raf@didata by using similar methodology, the study
did not reflect a strong argument in favor of IdMIgP as a correlate to poor treatment outcome. In
short, although not all current research that sthdyeffects of DUP get the same results but mssst u
the same basic format, defining DUP as the perfdohe that elapses after the “episode onset” and
adequate treatment. This first step has been takermler to create replicated data that suppogs th
reduced DUP argument although some studies ddlustrate any evidence. As most researchers
would argue, having different findings is accep¢adohd part of the process just as long as research
measures are similar so that consistency is maedai

Even though efforts have been made to defid® ih a like matter, there is still the challendge o
obtaining information about the onset of symptonosnfboth the subject and the subject’s informants.
In terms of reliability, researchers must develuemsive means to pinpoint when “episode onset”
occurs in order to accurately note the time thapsds until treatment. This is a tedious process bu
absolutely essential for researchers, particulaglyause a strain of researchers argue that if BUP i
less than six months, the patient has a signifigdogtter rate of reducing his or her poor outcome
level that is associated with schizophrenia-relaiedrders. Obtaining measurement of DUP typically
consists of extensive interviews with both the gratand a number of informants, particularly family
members. When patients acknowledge a psychotic eymihey are asked to trace it back to when it
began. Similar questions are then asked of thelyaand other informants. Although this may seem to
be less than perfect methodology, two or moreahnis can achieve significant inter-rater reliapili
(interclass correlation coefficient of .85) For exae, in the TIPS project, clinicians were further
trained to make proper assessment by reading nuimearlier case studies. In another first episode
study, the onset date was determined from infomnatbtained from the initial assessment as well as
follow-ups, medical records, and interviews witk 8ubject and his or her significant others (Cedig
al, 2000). This particular study noted that throtigd course of treatment (in this case 24 months)
onset date would be revised if more informationem@mcovered. This highlights the importance of
assertive clinical attention to first-episode patiseduring research trials because after the ghase
subsides information pertaining to the onset ofithess may be easier to obtain or simply différen
than previously documented. If DUP is partiallypessible for poorer outcomes it is essential tHat a
clinical researchers make elaborate and accurfitgsefo pinpoint the onset of iliness.

When to Apply Early Intervention Strategies

The psychiatric community consisting of bolinicians and researchers is currently debating and
aggressively studyingghenearly intervention should be applied in order ttaobthe best outcome.
Early intervention is based on the proposition g8@izophrenia is a process and that the actual
breakdown into florid psychosis is only one stafjthat process (Wyatt and Henter, 1997). As a
result, many researchers have focused their aiteoti conducting early intervention strategies teefo
psychosis manifests. Wyatt warns that the compdinatof treating psychosis in the earliest stage
possible could lead to the possibility of over tneant, which could be both stigmatizing and have
adverse side effects (Wyatt and Henter, 1997).6tly, the psychiatric community is more willing to
accept that treatment should be applied at thedigs of positive psychotic symptoms or what
researchers classify as the post-onset phaseatithigs point that intervention is targeted atgieg
DUP as short as possible, preferably less thamsixths (Lincoln and McGorry, 1999). It is hoped
that reducing DUP in the post-onset phase will @lesecondary prevention by delaying the onset of
the disorder or primary prevention by averting dradletogether (McGlashamn press.



Yet, as mentioned, researchers also have sgjgedy studied the effects of early intervention
before psychosis can be diagnosed according to DMS#eriain what researchers classify @e-
onset phasePre-onset studies research the early premorbid, paemorbid, and prodromal phases.
Most research in this area has been conductedeoeffibcts of early intervention measures during the
prodromal stage. “The prodromal phase occurs when the indatidxperiences changes in feelings,
thought, perceptions and behavior although they mat yet started experiencing clear psychotic
symptoms such as hallucinations, delusions or thiodigorder’(MHECCU, 16:1999). For most
individuals, the prodromal phase represents tHeesamanifestation of schizophrenia through these
symptoms that can have psychotic elements andraveng to be highly predictive of imminent
psychosis (Wyatt and Henter, 1997 and McGlasimpres3. Some areas where prodromal signs and
symptoms occur include: depression, anxiety, iy, mood swings, difficulty concentrating,
memory loss, odd ideas, overvalued ideas, feebingefiow different from others, suspiciousness,
sleep disturbances, loss of energy, loss of matinatieterioration in role functioning, social
withdrawal or isolation, loss of normal interegisggoccupations such as increased concern with
spiritual/philosophical issues, and uncharacterigbelliousness (MHECCU, 17:1999). As evident
from this list, these symptoms are non-specific eard result from a number of other psychosocial
difficulties, physical disorders, or psychiatricdiders. Due to this vagueness, the psychiatric
community has not validated the use of anti-psyichuedication during this phase although there are
researchers who are currently studying the usatefaychotics and psychosocial interventions dyirin
this phase.

Researchers in favor of early interventiothi@ prodromal stage argue that understanding the
psychotic prodrome assists in diagnosis and managieof psychotic disorders, early detection of
relapse, prospective studies of high-risk individuand prognosis (Yung et al., 1996). Numerous
studies have noted that relapse can be detectier éahere is a better understanding of how to
identify prodromal symptoms that are specific te ifdividual patient (Birchwood, 1992). A more
accurate characterization of the prodrome is galtetp identify high-risk individuals when theydir
manifest subtle changes in mental state suggestivepending psychosis. At this point new scientifi
instruments (i.e. CT studies, MRIs, pet scans,lsipgoton emission tomography, and MRS studies)
could be used to forge biological investigatiorat tlrould identify any abnormalities evident before
the development of acute psychosis (Yung et aB6)9f research such as this could be conducted
then “at-risk” or “high-risk” groups could be idefrtd in a more systematic manner, reducing the
possibility of includingfalse-positives(people who do not go on to develop psychoticrdiers).

Yet, as some researchers note, the problemthig line of research currently is that false{poss
do end up being classified as high-risk individuadsl could possibility end up being treated witti-an
psychotic regimens that begin to draw attentioth&issue of ethics such as should young people be
treated with medication that can have adverseefigets or should people be stigmatized by being
treated for a disorder that does not manifest (Ms@&njn press. Yung and colleagues (1999) admit
that their research, which focuses on treatmenhguhe prodromal phase, is risky because false-
positives can be youths or young adults. Despitg they argue that the risks are far outweighed by
the benefits gained through this early treatmestM&Glashan points out, “the risk to benefit rdtas
shifted considerably within one decade...novel agtipstic agents have proven thus far to have a
more benign side effect profile...as such, treatnoéfdlse positive prodromal patients with such
agents, while unnecessary, is unlikely to be har@MeGlashan, 9in press.

Whether the psychiatric community is readggoee with researchers who argue in favor of
prodromal intervention is yet to be decided. Juoist year, preliminary findings might sway the opmi
of some who feel that the prodromal phase is toly éatreat with atypical anti-psychotics. Studies



aimed at treating high-risk ‘pre-schizophrenic’ipats with low dosages of atypical anti-psychotic
medications are underway at the University of Maline in Australia and Yale University Medical
School. Australia’s PACE clinic recently reportaglpninary findings that suggest that such
preventive treatment reduces the likelihood thatdpsmal patients will progress to psychosis
(Stephenson, 2000). We will further examine the EASGnic findings, along with multiple other
group findings as we turn to an investigation & durrent tactics and strategies researchers and
clinicians have employed in order to reduce DUP.

ll. Strategies and Tactics for Reducing DUP

Getting Symptomatic Individuals Into Treatment EBastTackling Stigma
and Easy Access to Community-Based Care

Now that it has been established that resganbides evidence as to why DUP should be reduced,
the focus of this reports turns to how researcherdsclinicians have tried to meet this goal. The
following section will investigate the various s&rgies and tactics researchers and clinicians have
employed in order to reduce DUP. As it will be eant] these strategies typically include stigma-
reducing devices such as education and awarenisgggrthat target professionals in the healthcare
system as well young adults or those who work watiths. In addition, tactics almost exclusivelyyrel
on outreach services or accessible community-basatinent to reduce DUP. We begin by first
exploring various programs in terms of exactly htbe targeted population got into treatment sooner
and to what extent DUP was reduced. This will idel@a discussion of how educational materials work
to lessen stigma by using a recovery or rehahdiainodel of psychosis, as well as rely a message
targeted at youths that argues that getting treadtmben symptoms can be identified is okay and
shouldn’t be shameful. After theses tactics hawenlexamined, the focus will turn towards the
treatment that subjects receive upon enteringquéati programs. This will illustrate how early
intervention programs maximize the effectivenesgedtment with patients with short DUP and in
return have better outcomes. Our interest is t@iden how treatment is different for first-episode
patients with reduced DUP. For example, do prograigislight the importance of medication
compliance? Another important question to consisledid reaching the targeted population earlier
help to make the patients more willing to complyhatreatment, both psychosocial and medication?
There are many different aspects to treatmentwiiblbe addressed in order to evaluate if programs
successfully decrease the amount of disabilitylassl of quality of life incurred by first-episode
schizophrenia. At this time it is important to keepnind that all of the programs addressed in the
following pages are relatively recent. Due to this,assessment about each program’s strength is
limited to rather short term outcomes. Regardlésbis, these programs and their evaluations will
prove insightful to efforts made at improving theatity of life for those who are diagnosed with
schizophrenia and in doing so hopefully reducirgdbst incurred by this disorder on society.

1. The Norway Project - TIPS

The Norway project began when leading U.St-#pisode schizophrenia researcher, Dr. Thomas
McGlashan of Yale Medical School collaborated vatteam of fellow researchers interested in
studying first-episode psychosis from Rogaland Risydc Institute in Norway. After years of intetes



on the subject the project team concluded thaicalimesearch needed to answer the question, “Will
early identification of first episode psychosisdda a better long-term prognosis? McGlashan was
moved to take action to answer this question wattdldata after a 1995 review of data conducted by
Anthony Lehman and his colleagues at the Univerditylaryland and John Hopkins University
concluded that three forms of intervention have alestrated significant efficacy in clinical triald)
antipsychotic medications, (2) family education angport, and (3) programs of assertive community
treatment (Lehman et al., 1995). The newly collabed team sought to use these three elements in
treatment, but the most important aspect was tbdimay to get symptomatic individuals into
treatment fast, hopefully within the first 6 months

As the researchers worked on strategihimg they could get symptomatic persons into treatment
quickly, they began with assessing what the aveleggh of DUP was in the area. Earlier studies, as
mentioned, note that the average length of DUBng [1-2 years) and patients with schizophrenia
often have a long period with non-psychotic sighsental illness (prodromal symptoms) before the
onset of psychosis (1-5 years) (Larsen et al., R(R@searchers therefore tested the length of DUP i
the area that would be the site of the experimeatsdarch, Rogaland County, Norway. A sample of
43 first episode patients, ranging from 15 to 6&rgef age were included in the sample from the
years 1993-1994. No subject had been hospitalmeslyimptoms previously (Larsen et al., 1996). The
mean length of DUP from this sample was 2.1 yeatsthere was quite a bit of variance. For
example, women not only had a later onset thanbméthe mean DUP for females was 39 weeks
versus males which averaged at 154.4 weeks (La&ts&n 1996). Researchers also had similar results
as earlier studies that found correlations betweeg DUP and poor outcome. Here longer DUP was
associated with more motor retardation and moratnegsymptoms at hospitalization. This is
particularly disheartening because negative symgtara the hardest category of symptoms for
medication to control (Larsen et al., 1996). Yk tesearchers found that this was only one of the
more interesting but discouraging results of tlielgt When subjects were divided into long DUP and
short DUP groups in order to compare similaritied differences, researchers found that 38% of the
long DUP group had already tried neuroleptics piadnospitalization when only 4.8% of the short
DUP group subjects had done so (Larsen et al.,)199@refore part of the problem was that patients
somewhere along the line had been exposed to teaatmat either the treatment was inadequate or
the individual did not continue treatment. Pri@atment is not an unusually finding in studies on
first-episode schizophrenia. In the Northwick P&tlkdy of first-episode schizophrenia, Johnstone et
al. (1986) found that 41% of the patients had ntaaeor more contacts with general practitioners
without getting proper help, and 13% of the sanm@ale made nine or more contacts with GPs. What
the team of researchers concluded was that in todeduce DUP, strategy needed to consist of more
than just an aggressive educational and publicewemss campaign targeted at stigma reduction and
symptom identification. The project envisioned atldesecond, imperative element — easy treatment
access. At this point, the 1993-1994 sample waassée, as the collaborative team would later use
this sample to compare results derived from the egverimental group that was about to be
gathered.

Keeping in mind what they had learned thropgtvious research evidence, the collaborative team
focused ortwo tactics to reduce DUP: community-based targetdcational programs and easy
treatment accesslere we begin to describe in detail the desigthefNorway/TIPS project as well as
the preliminary results of reduced DUP. What treatthconsists of once subjects enter the TIPS
program will be addressed later when treatmenickete investigated.



Principles of the Project:

The program begins with one principle aim reduce DUP in order to identify if reduced DUP
really leads to a better long-term prognosis. “l$FDthe causal mechanism that determines the
outcome of the inflicted patient?” Of course reagcDUP has proven difficult. Reasons for
treatment delay have a wide spectrum of variarazgging from ignorance, denial, stigma, and lack
of motivation to absence of information about e@dychosis and lack of access to appropriate
interventions (Johannessen etial press. Yet in mental health and help seeking, Jorm 799
concluded that if mental disorders are to be reizeghand early and appropriate action taken, then
mental health literacy must be raised. This is not just education forghblic, but mental health
literacy needs to be raised for the entire heatthsgstem. Thereforéhe first strategy is a form of
health promotion which researchers argue is thetrafisctive when incorporating multi-level
strategies including individuals, families, neighihaods, schools, work places, and communities
in addition to including use of the medi@reen and Kreuter, 1991 and Redman et al., 1990).
Media-alone interventions do not work and commuimtgrvention will not work either unless the
current organization of health services is modife@mphasize prevention and supply training for
health and other community personnel (Johannedsa@nia pres3. In short, the strategy must be
one with multiple access points, i.e. through theglia, health services, schools, and the work place
(US Department of Health and Human Services, 1984)so cannot be forgotten that the services
must be easily accessible. Health promotion follyeatervention is totally pointless if services
aren’t available. This aspect constitutes the sgcoajor strategy of the TIPS project. In essence,
TIPS’s aims can be remembered as thinking of cagnpaiaterial virtually “bombarding” health
professionals, youths, and the general populatioitiaen people are offered convenient and
assertive community treatment. Sounds like an cgtptan.

Methods:

The TIPS project is a prospective clinicadltdesigned to test whether the timing of treatnient
first-episode psychosis can change the naturakeonfrthe disorder (Johannessen etrapress. The
trial contains three different sites: Rogaland GguNorway (370,000 inhabitants) which is the
experimental site implementing the early detectitvategies, and two control sites with no early
detection strategies - Ulleval sector, Oslo, Non{&30,000 inhabitants) and Roskilde County,
Denmark (100,000 inhabitants). In all sites firgtsede, non-affective psychosis patients weredrkat
with the same drug and psychosocial treatment pobdtas well as patient assessment with a common
set of rating instruments at a baseline, 3 morithg, and 5 years.

Study inclusion criteria:

Living within the mental health care sectd;@5 years of age, fulfilling the criteria for DSM-
schizophrenia, schizophreniform disorder, schizwive disorder, delusional disorder, brief psyahot
disorder, psychotic disorder NOS, or affective digo with mood incongruent delusions, individual
must be experiencing active psychosis as measyradbore of four or greater on at least one of the
PANSS positive items 1,3,5,6, and 9, have an IQ0abr above, and be willing to give informed
consentStudy exclusion criteriaexperiencing a prior psychotic disorder that rmeete of the above
outlined DSM-IV categories, having an endocrineriger or neurological psychosis, or having prior
exposure to adequate treatment. By comparing sitese this study will address the specific questio
of whether an early detection system can be enggdeeand whether it makes a difference in
attitudes, knowledge, referral patterns, and DUP.



The Experimental Site:

Rogaland’s population is 95% Caucasian, 60% urilvargl and 30% are educated beyond the 13
years of obligatory public schooling. The medicahlth system is nationalized — as is the specalize
psychiatric health care system — meaning all pttieome through one system.

How the Two Strategies Worked

January 1, 1997 launched the TIPS projedtdbasists of the two strategies researchers want t
use to reduce DUP — early detection teams and @ca&dn program about early psychosis and the
TIPS program. The TIPS project established a congm&ive, multi-level, multi-targeted information,
education, and service delivery system to changP.DR&ducing DUP requires many targets: the
treatment delivery system, community awarenesg;setking behavior of families and individuals —
etc. The TIPS system targeted the general popuoldtealth care workers, and schools to establish
early detection through a better-educated popwdadea better equipped one.

The first strategy represents easy accessmontinity-based treatment and is embodied in TIPS
early detection teams The first step is to establish easy access miceli attentionThis is done by
integrating the detection strategies into the oedlinstructures of the health system — it does resm
creating something different and uniqdéie project uses detection team (DT) models tieaew
originally designed by Falloon et al. (1996) and tletection team is attached to a pre-existing
outpatient unit. The team consists of psychiatrgsychologists, and psychiatric nurses/social
workers. Public education efforts inform people @itbe availability of the DT, in which they are on
call from 8am to 4pm, Monday through Friday. Outsildese hours there is an answering machine and
on the weekend the doctor on call at the psychiawspital takes over detection functioning, asagss
emergency cases. Initial assessment is done owg@hibne, first deciding if it is a psychiatric piern.
If so, afollow up assessment takes place in 24-hours in a locduains convenient for the individual
- at home, school, in a GP’s office or at the Ddffice. The teams are highly mobile and work with a
active outreach effort. Through this system of argateed 24-hour assessment, easy access to care is
evident. All DTs are trained to uslee same scales, PANSS and GAF in cases wheredhkem
sounds like psychosis. If the case is difficult pegson is referred to a more comprehensive evafuat
through theAssessment TeangAT). If it is established through either the DTAT that the individual
is suffering from first-episode psychosis, patianteting the inclusion criteria enter the study and
receive the standard protocol, after giving infodheensent. Patients who are not eligible receive
information on how and where to find adequate help.

The second strategy implemented by the TIB§ram is community-based education efforts.
General target populations include the public (pats, families, and friends), health care
professionals, and schools (teacher and students.information campaign’s goal is to inform about
mental disorders in general and the early sigrsenbus psychiatric disorders in particul@ne
program tries to change the help-seeking behawioitse population. The focus is on the positive
outcomes of receiving help and possible recovehys Tactic works to reduce the stigma connected to
both mental disorders and the profession of psyighi@ihe campaign also stresses the importance of
treatment for psychiatric disorders as being jgstrgortant as treatment for somatic disorders. The
following are the specific tactics designed to éngarticular populations in Rogaland County.



The General Population:

In January of 1997 all households receive@-pdge brochure with general information about the
TIPS project. The program’s motto read: “Psychtadiisorders have at least one thing in common with
other disorders; the chance of getting well isdyeithen treatment is started as soon as
possible”(Johannessen et al., IMpresy. This message is directed at fighting the stigihaental
disorders that states that mental illness cannegbated to the legitimacy of other somatic illresssr
disorders. Included in the brochure was generarmétion on psychiatric disorders and psychosis
with a symptom checklist signifying grades of séyeand how to contact the DT. Information was
further dispersed through the local mass mediadydd/, and newspapers). This included free
editorial coverage as well as paid advertisememdsogher public relations strategies such as ptayin
dramatic informational shorts before the screewing film at the local movie house. A marketing
company distributed items like postcards, bumpekets, and T-shirts at movie theatres, restaurants
and other popular public gatherings eight times evievo-year period. Public meetings were held on a
regular basis, including free lectures. Additiotzattics include educational booklets issued in co-
operation with a publishing company that specialimepsychiatric literature and a long theme series
of “myth and reality” whole-page newspapers adgertients that assailed stigmatizing images of
mental illnesses, such as images from the moviee“Blaw Over The Cuckoo’s Nest”. In this case the
stigmatizing image is counterpoised to a non-fiegimig or realistic image such as young people
seeing their general practitioner.

Health Professionals:

This target population was especially traiteetbok for the early signs of psychosis and toriea
how to access early help for patients exhibitirestehsigns of emerging psychosis. Educational
programs were tailored especially for GPs, psydbiaurses and other professionals that worked in
the general health system. This information inctudeating manual based on the PANSS and the
DSM-III-R prodromal symptoms to be used with a widkemonstrating a patient experiencing
psychiatric symptoms. Open discussions were engedras part of the 3-4 hour training seminar for
the above groups. The GPs remained updated withsle&er updates” throughout the year as well as
any preliminary results about the study.

Schools:

All High Schools were visited 2 times per setee (4 times per year) by the Detection Team.
Separate educational programs were designed foersts, teachers, and counselors, with counselors
receiving the most amount of training. They supptiee educational materials to the schools that
consisted of a movie, overheads and brochures.k@yéo TIPS success, researchers believe, is the
way in which public relation efforts were coordiedt For example, a full-page ad in the local paper
was addressed just to secondary school aged kibisaiad that they would be learning about the
“school of life”(this is referring to the tough ntahhealth issues that life throws presents toggah
school in the next week, and they did. Informaemmanced one another through different mediums at
similar times. This particular ad pictured a prgistiis school official, stressing the importanceafly
detection. That same day of the newspaper adupilgreceived a brochure that detailed the warning
signs of psychosis and offered the TIPS numbeadioice, more information, or help. The same ad
and brochure still-photos ran before movies inrteet few weeks. Overall, this tactic works to
continuously repeat the same message in a numliffexent of places but all within a matter of a
few days — effectively bombarding the target popafawith information.

(Details on marketing strategies are on file ad a®lmaterials used and distributed)



Results: Did They Reduce DUP?

The TIPS program will have a life of at lefgé years; therefore the current results derioenfr
preliminary research that was conducted in 1998918nd 2000. The complete assessment of the
effectiveness of the program will not be availalohgil 2002. Despite this, it will be evident thrdug
discussion of preliminary results that the TIPSgoamn is certainly doing something right, as DUP has
greatly been reduce during the 3 years of the progas well as significant reductions in stigmatizin
public attitudes associated with psychiatric digosd

First, measuring the effectiveness of the atian campaign on the public’s awareness of psyshos
and the level of stigma attached to psychiatricepéd and psychiatry was approximated through the
use of a public opinion poll. Polls were condudtethe experimental site, Rogaland, as well as two
other Norwegian counties (Oslo and Telemark) fonparison in 1996. The results were similar for all
three Norwegian counties. Polls were later condlictel 998, 1999, and 2000 after the launching the
educational campaign in Rogaland in 1997. In 18@6éghly two-thirds of respondents stated they had
some knowledge about schizophrenia but after 3syafathe campaign, the proportion of people with
knowledge about psychosis and severe psychiasardier rose to nearly 90% (Lohannessen et al., 18:
in presy. The primary sources of knowledge about schizelrwere media sources such as
newspapers, radio, and TV. This is why the TIPSeatanvested heavy resources in this area. Several
guestions in the poll addressed stigmatizing amtine attitudes, illustrating that education about
early psychosis reduced stigmatizing attitudesisagmtly three years later. For example, there was
20% reduction in those who believe that there isenovery at all in schizophrenia and there was a
10% increase in those who think that schizophrenigeatable (Johannessen et al.,ihtQress.

A second major area of concern that reseascliere hoping to change was the help-seeking
patterns of individuals in order to assure thatireent is made available as soon as possibleeln th
early segment of the study thus far, many calthédDT were anonymous and this pattern fell off
dramatically through the three years. Researctmrslude that the lack of wishing to remain
anonymous was the result of effective tactics tuce the stigma of seeking treatment for psyclaiatri
disorders (Larsen et ain pres3. Another significant finding was an increaseha humber of
referrals that the DT received. In 1997, after lbss one year of the TIPS program, there were 361
total calls to the detection team. By 1999 this banof calls had risen to 1,226 (Johannessen,éhal.
presg. The largest source of referrals remained GPso#mets from the health care sector but this
source did decrease from the 1996 rate, illusgathat referrals sources were broadening with. 64%
study appropriate patients came from the health&artor such as outpatient clients, or even dual
diagnosis clinics (Johannessen et al.iri?fress. This shows that symptoms had already lead tloem t
get some kind of treatment, although it might nmtdnbeen the most appropriate. In total, 117 ctstac
met the inclusion requirements and consented &iumked as first-episode patients.

Overall, the aim to reduce DUP with a the strategies of community-based education and easy
access to treatment worked to lower to mean DUR ft@4.2 weeks in the 1996 sample to a mean of
only 17 weeks in the experimental sample (Larseaai.e2000). This means that on average,
symptomatic individuals are getting treatment befdtJP hits six months — the time at which some
researchers believe is the point when “biologioaldity” begins to take effect and has irreversible
damage. In addition, the average age at hospitiaizan the post-TIPS program sample was also
younger, 26.3 years in comparison to 28.4 yeatisdr1996 sample (Larsen et al., 2000). In general,
the shorter DUP sample subjects had healthier pt@chadjustments, and less severe



psychopathology (Johannessen etialpress. One problem that researchers on the projecholie

was that longer DUP patients are more likely toisefstuffy participation. This may bias against
finding differences in DUP between intervention aodtrol sites among included patients (Friis et al
2000). Unfortunately, it is too early to fully assehe impact of this finding.

Cost of the program:

The yearly cost of the TIPS project totalesien of 2.6 million kroner — which equates to about
390,000 US dollars per year (Johannessen ehglres3. The total costs were pretty evenly split
between the cost of the employees and needs oftieetion team and the costs of the education
initiative. Yet when one examines the cost thattggect has in terms of how much was spent per
person, 390,000 for a population of 370,00 addypst about 1 dollar per year per each person in
the population. Unfortunately it is too soon toesssthe long-term cost effectiveness of programls su
as this, as this program is only in its third ydmut the implications are rather clear. If prograsush
as this can effectively halt or deter the “bioladlg toxic” phase that sets in with long DUP, oradlar
of preventive measures can be cost-effective whesidering that the indirect cost of schizophrenia
according to the Surgeon General the U.S. in 186&0etd 15 billion dollars per year (U.S. Department
of Health and Human Services, 1999).

Summary:

Although results have not yet been gatheredialvhether reduced DUP changes the course of
schizophrenia, preliminary data does concludei#® can be reduced and the population obtained
when DUP is shorter is symptomatically healthidrisTneans that the treatment group diagnostically
consists of earlier forms of schizophrenia (McGash:in pres3. Researchers note that the success
in reducing DUP occurred because they implememntechportant combination of community-based
education as well as easy to access treatmentavidess. As one team researcher simply states,
“educational efforts to raise consciousness absythmosis will survive only so long as identified
clients can get what the education says is negg¢3anannessen et al.,28: press.

2. The Early Psychosis Prevention and Intervention Cetier (EPPIC)

In many ways, the workings of the TIPS progenved from principles and practices that have
been outlined by the EPPIC program which is baseédédlbourne Australia and run by leading early
intervention researcher and advocate, Dr. Patricicbtry. Of all the early intervention programs,
EPPIC is the most elaborate as well as the lorrgesing. The researchers who started EPPIC have
designed the program to concentrate on the probfdong DUP and it's adverse effects on the
outcome of first-episode patients. The programeasgmts the following principles that the majority o
the research community that advocates early inteive also agrees witlkirst, prolonged DUP is
common and associated with slower and less competyery(Helgason 1990; Loebel et al., 1992
Second, the critical period for vulnerability tdapse and the development of disability is durimg t
early years of onséBirchwood and MacMillan, 1993). These particutaars often correspond to
high-stress years of age transition and developshehtinges, only exacerbating the disability
incurred by the disorder (McGorry, 1992). Thirderd may be particular toxic interaction between



delay in treatment and the critical perioglspecially for those who meet the requirement for
schizophrenia and where treatment delays are pgetb(\Wyatt, 1991; McGorry and Singh, 1995).
Lastly, although first-episode psychosis is a highly treattrresponsive problefhieberman et al.,
1993, young people have expressed that they oftenifaethey are treated in an insensitive and
crude manner during their initial contact with psyatric servicegMcGorry, 1992). Keeping these
points in mind, EPPIC’s philosophy of a realistppeoach to early intervention is to first find aywa
to reduce DUP and then to optimize the treatmedtnaanagement of the disorders during the early
years after detection. It is EPPIC’s belief thathia long-term, such efforts will be prove to bstco
effective (McGorry et al., 1996).

Principles of the Project:

EPPIC began in 1992 with a two-part missiomtment. First, EPPIC aims to provide
comprehensive community-based service to older adgidcents and young adults experiencing the
first-episode of a psychotic illnessSimilar to the researchers at TIPS, EPPIC reseaerh are
aware that early intervention and working to redu@JP would simply not be effective if easy to
access to treatment was not available. Therefoke TIPS, EPPICcontains an outreach element
that is operated through a mobile service team ofained clinicians. Despite these similarities,
EPPIC’s mission statement goes a step further inting their goals for treatment. EPPIC’s policy is
to also provide intensive and on-going care for appramately 2 to even 3 years after detection
(McGorry et al., 1996). The goal of such lengthydmtensive treatment is to maintain the patient’s
social and occupational functioning during the fitdawo years after the onset of the first-episode,
therefore the disruption and distress that psyclegirodromal symptoms has induced can be
addressed and further deterioration of the patiensocial network and self-image is lessened or
halted. It is important to note that EPPIC feelsig imperative that efforts be tailored to the
adolescent or young adult populations. It is thdielief that premorbid and prodromal symptoms
play a key role in increasing the stressors of tin@nsitional stage from teenager to adult. As
McGorry et al (1996) argues, “Identity formation nyabe seriously clouded; the family structure
may be stressed and stunted; the education and@&aneay be cut off at the knees; the notoriously
evanescent peer group may move on, leaving the goperson struggling to recover and
floundering badly.” For this reason, EPPIC as wedls its sister programs (which will be addressed
later) specifically chose tactics that are designeith the 30 and under population in mind.

Methods:

During the 1980s, McGorry and fellow researsistudied populations of first-episode patients
at the Royal Park Hospital, then a 179-bed psyadbiaospital that served the inner city of
Melbourne, and finally an acute inpatient unit veagablished with the help of Aubrey Lewis
Researchers. McGorry and others used the strategyecovery model for patients undergoing
treatment for first-episode psychosis. What thegalvered was that in order to really change the
outcome for such patients, aggressive outreachteffoust be made to reduce DUP and provide
easy access to community care. In order to testftbetiveness of the principles of the EPPIC
program, this 1980s “generation” of patients waseased so that they could serve as a “pre-
EPPIC” sample. Once the sample of “post-EPPIC gmdsi was developed, a control sample was



drawn from this previously pooled population sa i@ sample could be precisely match
according to the following variables: age, sexgdsis, martial status, and premorbid functioning
as measured by the PSA (McGorry et al., 1996).

The sample created that would test the dieomt-effectiveness (after 12 months) of EPPIC’s
strategies and tactics for reducing DUP and imprg@wutcome through treatment included 51
subjects that came in contact with EPPIC betweercMand October of 1993. Specificlusion
criteria: age of onset for first-episode psychosis is betwk6 to 30, the individual is currently
psychotic — as evidenced by delusions, hallucinatimmarked formal thought disorder, or grossly
disorganized, bizarre, or inappropriate beha\Emclusion criteria organic mental disorder, mental
retardation, epilepsy, and inadequate command gligfn(McGorry et al., 1996). The catchment area
for the EPPIC program at the time of this assestsmag approximately 800,000, covering the
metropolitan region of Melbourne. Yet, because EP#ly services individuals under the age of 30,
the size of that population drops to about 208[d€&@ons (McGorry et al., 1996). The program
estimated that they would receive about 200 newscasy/ear. Important demographic features of the
area include a large proportion of people who viber® overseas and a high proportion from the
lowest socio-economic status group (McGorry etl#196).

How Did EPPIC's Strategies Work?

The EPPIC program has two goals: to get symati persons 30 or younger into treatment as
soon as possible and to increase the possibilippsitive outcomes through intensive community-
based treatment during the early course of thedisoStrategies that the EPPIC program used
were very similar the TIPS program. A&arly Psychosis Assessment Tea(EPAT) was
established as a mobile team to serve as the swileqd entry into EPPIC. Using mobile
assessment tactics had a dual function as it saagiointact hard to reach populations (the
homeless and substance abusers) and also eduegteutig adults and larger community about the
importance of early intervention. As mentionedyéhlgave been numerous studies that have
revealed that first-episode patients often go &k $elp for their symptoms but they are not
effectively treated right away. EPAT addresses lagrgbroblem that particularly plagues young
people when they are feeling symptomatic. As Yumg) eolleagues (81:1999) argue, “young
people may have difficulty understanding and intetipg psychotic experiences and their mental
problems. This is often compounded by the familgtk of knowledge about psychosis, the
ignorance of the wider community in general, arelgshigma which is still associated with
accessing care for mental health problems.” Theeesigma reduction is essential and EPAT’s
tactic to counter stigma included using a recowveoglel of psychosis. Changing negative and
pessimistic attitudes about prognosis is essetatiabth getting GPs to diagnose psychosis earlier
and reduce DUP as well as getting young adultstretitment faster because there is the message
that treatment begets improved outcome.

Increasing public awareness about the beokdtrly treatment and the possibility of recovery
was accomplished by EPAT through creating netwarigalliances within communities. The goal
was to promote the recognition of psychosis angtéeide information about available services
and how to access them. Target audiences inclusheagy health care professionals and other
professionals that have contact with young peopbh s school/university counselors and social
workers. These groups are in addition to EPAT si¢aaf addressing the public in general by
appearing on national radio and TV shows and promgetational campaign such as Schizophrenia



Awareness Week and Mental Health Week (Yung efl@B9). In order to educate EPAT has
developed two different series of videos — ongtiergeneral public and one for primary
physicians.

EPAT also provides a comprehensive and readitgssible service of assessment to young
people. They use methods that engage the conswoaude they believe that if the “patient” is in
charge they will feel less threatened by the sibmafYung et al., 1999). EPAT strives to reduce the
stress on the patient and therefore conducts assasswhere the individual chooses in order for it
to be the most convenient. Lastly they have the obworking with families at the point of initial
contact in order to educate the family about th&@rThe provide psycho-education to families
and the patient at this time, typically in the hormkis system provides a less stigmatizing
environment for treatment and will aid young peaptetention in the services because they have
been assisted personally and individually. SintdafIPS, all assessments take place in a non-
threatening environment such as home (40%) or $¢Bt8&6), and are typically the choice of the
patient (McGorry et al., 1996).

Researchers conclude that the effectivenfelS®AT’'s community education and networking
took place quickly because the pattern of referalitred within the second six months of the
program. In the second six months of the progré®% of referrals came from non-psychiatric
sources instead of only 49.8% of referrals afterfitst six months (McGorry et al., 310:1996).
EPAT also used the tactic of repeat visits to imligls who initially refused an assessment.
Keeping with EPPIC’s principle of wanting to minimei the trauma associated with initial
psychiatric contact, the team worked to build twgh patients and effectively reduced the use of
police transport for involuntary commitments. Peltcansport was required in only 8.5% of all
involuntary admissions (McGorry et al., 1996). Eystice contacts with the patient population
decreased by 22% when EPAT underwent communityaatr efforts (Yung et al., 1999).

A further strategy that EPPIC employed wasydd avoid the use of hospitalization entirely aind

that is not possible then EPPIC reduced hospigkdi as short as possible. In order to facilitiaite
process another team of clinicians formedEady Psychosis Assessment and Community
Treatment Team of (EPACT). This team is basically a mobile home treatmentise and using this
system allows those patients with adequate farbpert and low risk of self-harm or violence to
avoid hospitalization. It is possible that commurkibhowledge about this form of non-threatening
treatment functioned to both lower stigma abouérgng psychiatric treatment as well as reduced
some of the fear young persons have about getgagnient. (The actual workings of the treatment
program will be discussed in the third sectionhad report, when the topic of effective treatmemnd a
aftercare is addressed.)

Results:

Both the pre and post EPPIC groups were asddnsa variety of measurements at four
different periods of time: point of entry, at reeoy or stabilization of psychotic symptoms, at 3
months post-recovery or 6 months post-recoveryaad® months post-recovery. The outcomes
were compared on a variety of variables. At thimpim time we are concerned with the measures
of reduced DUP in the post-EPPIC sample in ordeewif the strategies and tactics were
effective. After a thorough investigation of theatment component of EPPIC, this report will
discuss those results and if they effectively inmeboutcome and compliancy rates. The results
show that using the tactic of the EPAT is effeciiveeducing DUP. DUP for the post-EPPIC
sample averaged at 158.9 days, which is reduced thhe pre-EPPIC average of 193.7 days



(McGorry et al., 318:1996). The results reveal ppaaent trend for the duration of untreated
psychosis to be reduced in the post-EPPIC sam@pmbximately by one month. A reduction in
DUP was even more apparent in the schizophrenigrsup, averaging a reduction rate of five
months. These are promising results because ewdestablishes that reduced DUP assists in
attaining a better treatment outcome. This repdttreturn to the results of this EPPIC study after
we examine the elements of its treatment prograseation three.

3. Personal Assistance and Crisis Evaluation (PACE)

Although it is not the purpose of this reporexamine early intervention efforts that takecpla
during the prodromal phase, the PACE program wisidimked to the EPPIC program in Melbourne
Australia discussed above is worth mentioning byitefr our purposes of identifying strategies and
tactics for reducing the stigma of receiving psgttic care. PACE’s efforts are particularly insiigiht
because they are geared towards younger patiemtsreloften under the age of 18. Clients who
attend PACE are between the ages of 14 and 3@g#heange most at risk of onset of psychosis. When
PACE was developed in Australia in the early 1990s,system of health care was somewhat similar
to the U.S. Unlike Britain, the United States angstkalia do not have health care systems that
automatically link a child to a general practitiomehis or her community and it is an unfortunate
reality that children do not see their GPs on alla@gbasis. As a result, PACE doesn’t use an
awareness strategy directed solely at GPs andchiagadt providers but targets other primary care
facilities and networks of individuals who comeciontact with young people frequently such as
teachers, school counselors, social workers, anthyworkers (Yung et al., 1996).

Because PACE is a sister clinic to the EPRtgm@m, they were able to use the services of EPAT
as well as the literature EPPIC had designed fa, Gétial counselors, social and youth workers, Yet
PACE put even further emphasis on the issue ofgmtaxe treatment. A main goal of PACE’s
education campaign was to argue that people’s ptors about getting treatment for mental health
issues should not reflect the attitude that ones shot need assistance until they siok enough{Yung
et al., 1999). Yung et al., (1999) note that thedbiés of treating youths before they are in thasgrof
a full-blown psychotic illness is that the indivalthas the capacity to be motivated to attend mgeti
and participate in a way that acute psychosis dopsshibit.

Another important tactic that PACE used toygmiths into treatment revolved around labeling.
First, PACE is considered a “crisis” and “assistrfacility, not a psychiatric facility. Not onlyid
clinic directors refuse to use the word psychasithe naming of the clinic but also the facilityetf is
located in a general outpatient health centerdeioto not risk the impact of youths being stigmedi
for seeking psychiatric services. This may not loir@ct approach to tackling stigma — but reseasche
felt it was a necessary step to take in order toygeths into treatment and to avoid attendance
problems once in treatment. Youths were not lab&sgchotic” because at this early phase (the
prodromal phase) it is very possible that patiéiotsiot make the transition into a frank psychotic
disorder. In addition, the PACE clinic in its hopgedimit the impact of stigma and keep the
experience as devoid of stress as possible, ditehig@eople about the possibility of developing
schizophrenia. The need for intervention and a@mdt into the PACE clinic was purely to deal with
current problems or symptoms that were botheriegythuth.

Although researchers have evaluated the effewss of PACE in terms of how often the program
is able to treat patients in the prodromal stagreo@ir purposes it is important to note that PACE
received most referrals (50.9%) from the mobile@ath unit, EPAT (Yung et al. 1996; Yung et al.,



1999). This demonstrates that even though taciiode designed to address the issue of stigma and
promote self-help seeking, it is still importantutiilize outreach efforts in the community becatlse
youth population is also a hard to reach populafidms is a message that Australia has heard ladd a
clear and currently there are multiple early inggrvon clinics popping up all over the country teeh
the needs of transitional-age youths. There aeettirat are rather noteworthy for their outreach
efforts, preventive approach to psychosis, and thetics used to appeal to the youth populatiare D
to the fact that most programs grew from exemplibehavior from EPPIC and PACE, this report will
briefly mention their efforts.

Young People, Prevention and Early Interventiont€e(y PPI)

This program is located on the central coagtustralia and has a catchment area that represent
the fastest growing population area in the statés @rea also contains a high proportion of youths
(22% of the population is 14 and younger), highels\wof unemployment, and low-socio-economic
indicators. Due to these factors, prevention of talahiness, particularly psychosis, has taken a
slightly more proactive approach because most ywoothhe area do not see private healthcare
physicians. The YPPI center uses the strategytegirating mental and physical health services withi
the community. There is a strong partnership betvte® separate social service divisions — mental
health services and youth health services. Theifyrigroups within the project are persons aged 24-
years, at risk of suicide or practice self-harmpersons with a serious mental illness. In additeon
educating the community about psychosis and theitapce of early intervention, YPPI also
emphasizes prevention measures for depressionthaedroajor mental illnesses that run the risk of
suicide. Similar to PACE’s tactics, YPPI attemputsdach youths with emotional problems by using a
“youth health” model.This tactic of early intervention suggests to thang person that their mental
health is just as important as their physical healhd that if treatment is sought and receivedygarl
recovery is possible.

Brookvale Early Intervention Center

Located in a residential neighborhood in nemhSydney, this center uses the strategy of an in-
formal, non-clinical atmosphere that contains ratomal devices such as a pool table to be youth
friendly. In many ways it is like the consumer-mnop-in centers that are sprouting up around ti& U.
This particular center is for young adults fromt@80 years of age who have experienced first-
episode psychosis within the last two years. Taaiged to get people into treatment include: care
coordinators making home visits or interventionsiider to deliver services in the least traumatid a
stigmatizing manner, as well as community educafioterms of education, program workers give
presentations to youth organizations, college campuand other people who work with youths such
as counselors, and conduct a series of workshogefeeral practitioners.

A last noteworthy program is t&®uthern Early Psychosis Project (SEPIPR)s part of an
integrated health service model with a catchmeptfagion of about 350,000. Similar to EPPIC, is
targets are young people 30 years of age or yowmlgerare experiencing first-episode psychosis.
Strategies used to get people into treatment eariyer around education and awareness efforts.
Seminars and workshops that focus on early ideatibn skills have been conducted for GPs and
professionals in community health centers. Thisaiss extended to school and college counselors, as
well as other youth service providers. The largenmunity is also involved in the mental health
promotion phase through media exposure and pulnicris.



In sum, the programs the derive from Austriliistrate the two basic strategies that have been
evident so far in all approaches to reducing D@Ekling stigma through public awareness and
education and offering easier access to commuasgdt treatment.

4. The Early Psychosis Initiative (EPI)— British Colunbia

EPI is not a research-based project, suchRS, TEPPIC, or PACE. Instead it is a once funded
project provided by the Ministry of Health in theoRince of British Columbia. EPI is an inter-
ministry and inter-agency initiative that has fatgenetwork of partnerships to execute its goals.
Partners with the Ministry of Health include theriitry for Children and Families (MCF) and
regional representatives of MCF and regional healthorities, the Ministry of Education and regibna
counseling and special services representative8B&hSchizophrenia Society and the Canadian
Mental Health Association. Overseeing the one-peagram is an agency called the Mental Health
Evaluation and Community Consultation Unit (MHECCUhis agency functions to foster and
facilitate early intervention initiates through dwating information to service providers in therfoof
educational seminars, workshops, and materialsagkacy also functions to bridge and integrate the
various partners who are taking part in this itike In many ways MHECCU functions much like
CIMH does in the state of California.

As part of EPI, various health regions in BhtColumbia have implemented strategies aimed at
improving services to young people who are in dudyestages of psychosis. The aim of the project,
which began September 1, 1999 and is currentlyparation, is to enhance the recognition of early
signs and symptoms of psychosis so that effectaatment can be initiated as soon as possible.
Because EPI's function is to reduce DUP throughtsgies of education and health promotion, in
addition to integrating health services in ordemi@ke treatment easily accessible, it is import@ant
examine closely. It is also helpful to investighiis program carefully as it could represent a ibss
model or template of early intervention programmimgthe state of California.

Although funding to start the initiative wassignated for one year only, the funding was tcalay
foundation or “establish” a legacy of regional iatitves that would improve identification and
intervention for young persons with the early signd symptoms of psychosis. Therefore, British
Columbia is making a long-term commitment to dessigra system of care with early intervention
strategies built into the core of the services thyide. For our purposes, this report examineseso
of the materials that MHECCU distributed to provila order to study what strategies were utilized
in order to implement such a large-scale proje@&ritish Columbia. With this accomplished, the
report turns to investigate the outreach and edugtefforts of the BC Schizophrenia Society in
order to observe how one partner in this ventureaking early intervention education a priority in
their advocacy efforts.

The first strategy evident is that services mushtegrated.In order to do so an “inter-ministry
working group” was formed with representatives fralirpartners of EPI. This working group consists
of representatives from:

+«+ Child and youth serving ministries - Health, Chéddrand Families, Education, Advanced
Education, and the Training and Technology Ministry

+ Key community advocacy and consumer organizationse-Canadian Mental Health Association,
the British Columbia Schizophrenia Society, reglgianners, and experts in early psychosis.



The working group members liaison with their regibstaff to facilitate inter-regional communication
and cooperation and progress towards common oigsctA cited initial goal is for partners to
increase their collaboration, particularly seryiceviders to ensure effective case management and
continuity of care.

A second strategy evident is that EPI wants togase the caregiver’'s and health professional’s
ability to respond to individuals in nee@ihe ability to do this would decrease DUP. Tlépgequires
education that uses tactics that change attitushesi@ both the general community as well as health
professionals. Service providers need to be eddcateonly about the importance of reduced DUP on
outcome (both functional and economic) but also pisgtchosis and schizophrenia-related disorders
should be treated under a recovery model. Thereldl® the promotion of a therapeutic alliance that
is strengthened by minimizing the trauma and disoapassociated with the psychotic process.
Additional targeted goals under this strategy idetumproving assessment protocols for those
exhibiting prodromal or first-episode symptomsriorease accuracy of diagnosis, refining referral
practices to maximize utilization of appropriateatment and support resources, and reforming ervic
structures to increase access and flexibility gfarpunities for initial assessment and continuing
engagement.

A third strategy used is to supply materials andliate understanding in multiple workshops,
seminars, and videoBor example, manuals were prepared both for priofieals who work with
youths as well as for physicians that outlined ipldtdifferent elements about why reduction of DUP
is necessary. Other areas of emphasis in edugaamials include: specific early warning signs, how
to make an accurate assessment, how treatmentddhminitiated and what kinds of medications and
psychosocial/psycho-educational options shouldooglst.

Working with Community Resources:

The BC Schizophrenia Society as an advocaggrization and partner in the EPI program and can
be examined as an example of how program mateaalde put into practice through outreach and
community education efforts. Although the EPI paogrbegan last year, the BC Schizophrenia
Society has been outreaching to the community ediicational efforts about schizophrenia for
numerous years with a program callartnership EducationStrategies from this program have been
modified slightly to emphasize the importance ofyeetervention but targeted audiences and
presenters remain the same.

Partnership Educatiomises a “presentation-model” that consists of &painthree guest speakers
— a person with a psychiatric diagnosis, a famigmber, and a mental health professional. The
“partnership” stresses that both the person wibkyahiatric disorder and his or her family member
should play important roles in treatment. More im@otly, having presenters be individuals who have
personal experiences with psychiatric disordersgatting treatment demystifies receiving mental
health care. Target audiences for this presentaiuade: transit drivers, police officers, medical
students, social workers, elementary and high ddtadents, church groups, and psychiatric nursing
and physician students.

Having years of experience, the BC Schizaplr&ociety did not have a problem modifying the
Partnership Educatiomaterial with the manual about early interventibhe presentation, geared
towards high school and college students, makesiaia points. First, early intervention can start
treatment at a stage in which the person’s biolegyore receptive to treatment. Efforts stress that
studies show that reduced DUP and early treatmeentead to significantly improved recovery and
outcome. Second, untreated psychosis should nghbeed because the psychosocial development of
a young person during this time period is vital antlseeking help will interrupt personal and sbcia



development, academic and vocational efforts, #mraghsthe family. In addition to this modified
version ofPartnership Educationthe BC Schizophrenia Society outreaches withogde doctors,
teachers, and counselors as well as performs daagamentary school puppet show to educate
fourth graders about mental iliness.

5. The Danish OPUS Project

This study was carried out between 1998 ar®® 1@th a catchment area of 1.5 million people in
the greater Copenhagen area. The researchers’Hegioivas that if they could increase co-operation
with the primary health sector, they could redu¢#PDThe strategies they chose to use in order to
increase co-operation with the primary health getieed mainly on educational efforts. The strostge
point of emphasis was on educating general praetts. In conjunction with focusing the educational
efforts on how to identify phases of schizophrepradromal symptoms, and positive psychotic
symptoms, general practitioners were invited terahy patient suspicious of schizophrenic
development to the study. Educational efforts vedse made to a lesser extent to social servicgh, hi
schools, and other clubs and organizations thatcatiots of young adults. The OPUS project dods no
target families and the larger community with theducation efforts. The mobile outreach efforts
evident in EPPIC and TIPS were not present in tRE/® project. As a result, OPUS relied on
educational efforts to reduce DUP and hoped thatatthg professionals in the health sector would
create a system of straightforward or more acclessiatment.

Methods:

There were two different samples drawn in ptdeest if the educational efforts and increased
operation with the primary health sector functiob@deduced DUP. A parallel control sample was
detected without using any early detection strategh second, experimental sample was drawn using
early detection methods. Inclusion criteria for saenple included: the individual being between the
ages of 18 and 45 with either untreated first eg@sschizophrenia or recent onset schizophrenia. The
experimental sample totaled 172 patients and tredlpbcontrol sample totaled 90 patients.

Results:

Surprisingly, the OPUS project illustratestthtier an elapse time of 19 months, educatiorfaltsf
and increased co-operation with the primary hesdtttor resulted in no reduction of DUP.
Researchers argue that this might be because itheyptimake the effort to educate the general publi
about the signs and symptoms of early schizophm@ngsychosis. As a result, self-referrals and
parental/familial referrals did not increase ag/ttiel in other studies that included efforts to eate
the general public. A second reason why a redudidmot occur could possibly be because mobile
detection and outreach was not used and thereéoceth reach populations, such as young adults,
remained hard to reach.

The importance of these results is to notewltinen early detection project are designed, an
aggressive and holistic approach needs to be takesimeans education for health and social service
professionals, youths, and the general public. S#gpeasy access to care does not equate to grimar
physicians having the ability to recognize sympt@nd refer patients. It must be remembered that
prodromal and acute symptoms more often than rsidtas making patients become a hard to reach
population. Due to this, early detection requiretive outreach.



6. Help-Seeking Behavior Studies from the University oUlm — Germany

Similar to other first-episode researchers lizae been discussed, these German researchees agr
that studies on help-seeking behavior patterngstiépisode patients is important because it
demonstrates where efforts should be made in eodeduce DUP and get treatment to symptomatic
persons quickly. Due to this importance, this jpattr study doesn’'t measure reduced DUP but
focuses on the patient’s help-seeking behavioherpathway to psychiatric care. The goal is to
identify the contacts patients had before admissiothe time between the first symptom and thst fir
contact with a helper and the time between thé dwmatact and admission. In addition, the researche
also wanted to note the coping strategies of tegsgtomatic people, particularly the tendency
towards substance abuse. By doing so, this stiugstriites where educational and outreach efforts
should be focused.

Methods:

The study sample was drawn from a region utrsgrn Germany that has a catchment area of about
460,000 inhabitants. Inclusion for the sample asust as a first admit for psychosis meeting the BSM
IV criteria for schizophrenia, schizophreniformatder, or brief psychotic disorder. The goal is to
acquire fifty sample subjects. Thus far, the sthdy 32 subjects, 20 males and 12 females. The
average time of untreated positive symptoms is é8ks, 170 weeks for untreated negative symptoms,
and 258 weeks for untreated prodromal symptoms&n#g of admission, sample subjects are
interviewed using the Retrospective Assessmertienset of Schizophrenia (IRAOS) as well as a
guestioned about their coping behavior.

Preliminary Results:

Within the sample, 72% of the patients seatdbehelp before admission. In terms of first
contacts, 42% sought help through mental healtfepstmonals, with a much smaller percentage (13%)
seeking help through a general practitioner. Figslifurther show that there were high individual
differences in DUP and help-seeking behavior. kangple, patients who sought help through
psychosocial facilities had the shortest elapse ({38 weeks) between the first symptom and tisé fir
help-seeking contact. Those sample subjects whghsdwelp from mental health professionals had
mean DUP of 211 weeks and those who sought help @ieneral practitioners had a mean DUP of
218 weeks. In terms of coping strategies, numetypes were noted. 28% stated that they turned to
alcohol while 69% stated that the major strate@y tinsed were diversions such as listening to music
or watching T.V.

The important point researchers want to stredsaisrhost symptomatic subjects did not seek help
through their general practitioners first. Theseliprinary results suggest that information campsign
with the aim of reducing the duration of untregpsgchosis should be addressed to a broad general
public with active outreach efforts, not only t@fassionals — whether it be just general practiien
or mental health professionals.



7. The Nova Scotia Early Psychosis Program

The Nova Scotia Early Psychosis Program wesbkshed in 1995 as a partnership between the
Department of Psychiatry, Dalhousie University, &melNova Scotia Hospital. The overall mission of
the program is to optimize mental health care ésidents of Nova Scotia by providing expert
consultation and clinical care for people in thdyephases of psychosis, and to conduct researde wh
developing community mental health education pnograAgain, this program is designed to reduce
DUP by getting symptomatic persons into treatmaniyeand therefore this report is paying attention
to the program’s work in terms of what methods thaye used that can be noted as successful. This
report will examine two different tactics the NdSeaotia Early Psychosis Program has designed and
implemented. Both programs, The Early Psychosistdtship Program and The Program for Early
Intervention in Schools, utilize educational stgigs to increase awareness within target populsition

Early Psychosis Mentorship Program:

The purpose of this program is to provide physigiand other multidisciplinary health and
education professionals with up-to-date informatorearly detection and effective treatment of
psychosis. The program is basically a series okglwps and seminars that educates professionals in
roughly six areas:

+ How to alter the course of major mental illnesséb warly detection and intervention
% How to assess and treat early psychosis

+ How to implement psychoeducational programs forscomers and families

% How to treat resistant psychosis

+ How to evaluate extrapyramidal signs and symptoms

% How to deal with the relationship between substarsseand psychosis.

Sessions are designed to facilitate networimgng professionals. All workshops are led by
psychiatrists and psychiatric nurses that usecasds to discuss principles through videotaped
examples and small group discussions. When thegmobegan in 1996 sponsors were able to foot
the costs, unfortunately session participants naveho pay for the workshops. Major costs of the
program develop from the production of case-basadhing videos, catering, facilitators’ salariex] a
other costs of producing take home materials ssatopies of slide materials, case study examples,
relevant research articles and a list of referentesolve this problem of costs, the program atyiv
is seeking core funding as well as sponsorshipgadidtate regional implementation, in 1999 the
program involved some regional clinicians as cahfators in a “train the trainer model”. This
functions to bring program materials to a largepydation as well as hopefully to other areas of
Canada and beyond.

Thus far, evaluations of the programs havevshihat 181 different professionals have parti@dat
and these participants represent the source oftorteef clinical referrals. Pre and post test data
demonstrates an increase in knowledge in the ketenbareas. The majority of participants are rairse
at 46%, with other notable percentages being paysts (11%), psychologists (10%), and social
workers (8%). In the years that the program has beplace it has grown in demand from the



regional to the entire providence with requestaiore workshops and new modules to address
additional topics. Participants report high satistan with the program thus far.

Conclusions and future directions for the pang include: means to acquire core funding so that
workshops can be offered with no fee to the pradesd, increase the use of “train the trainer mbdel
so that implementation of practices and idealstiairgworkshops can be implemented throughout the
providence, and explore the option of using a psigchiatry network for distance education.

Early Intervention in Schools:

Much like the above program designed to educatiegsmnals about early psychosis, this program
seeks to educate school and university profess@ataut early psychosis in an attempt to reduce DUP
among students. As it has been evident, the agas#t for major mental illnesses, particularly
psychosis-related disorders, is during late adelese or young adulthood. The Nova Scotia Early
Psychosis Program found in 1995 that school andeusity professionals had very little knowledge
about psychosis. Recognizing that student servafé teachers, and university counselors arekaya
position to facilitate the early detection of psgsts, the program identified this population aspiy
to receive information about psychosis.

The process of educating this target populatiegan with developing educational resources that
would be used through workshops and seminars. ffteeprogram directors set out to reach the target
populations. A brochure was developed describiegitbrkshop and was forwarded with a letter of
invitation to relevant regional school board sta#f,well as principals of junior and senior high
schools. A similar strategy was taken among unitress targeting workshops for university
counselors and health services staff. In additienhedia was contacted and press releases described
the goals of the education initiative. Lastly, marg directors collaborated with the Nova Scotia
Teachers Association to have the workshop includedeir provincial professional development
conference and a provincial conference of adoldésoental health.

Much like the elements of the health professaie workshops, educational material was presented
with case examples, videos, small discussion graamps$take home resources and references.
Learning objectives included: defining psychosigessing the importance of early detection,
describing how school and university professiocals play a key role in early detection, identifying
the medical approach to the treatment of brainrdess, discussing the complications of adolescent
substance abuse, discussing the importance ofrigmilisruption to adolescent development,
discussing the importance of fast “pathways to’canel a model of recovery, and identifying the
process of referring students to proper help.

The results of these efforts were six totabgms/workshops that educated 223 participanes. Th
majority of attendees were counselors (43%), intamdto school psychologists (14%), teachers (9%),
and others such as school administrators, socieddex® and education programmers. Evaluations of
the workshops by participants reflected that 74Rlhat the program content was excellent. Another
added addition was that the workshops gained eixepsint and radio media coverage resulting in
heightened awareness and interest from the pubie.initial success of these efforts has prompted
program directors to not only continue to provide workshops but also to expand the workshop to
offer more detailed educational information. In @dd, program directors have begun to find methods
of having on-going dialogues with the target popataso that they can have a means for gaining
more information if they have problems or questions



8. Prevention and Early Intervention Program for Psgels (PEPP) — London,
Ontario

PEPP is a community-based treatment prograiir$t-episode patients and their families.
Information about PEPP is distributed through alipidwareness model that uses an additional tactic
of not labeling a “psychotic episode” as a longrt@ondition. The main objective of PEPP is to
provide early assessment and phase specific traathpsychotic disorders in individuals who have
either never been treated before or have receigadare than one month of total treatment. The
strategy here is to keep the patient who seeksdrghgatment from being labeled a “mental patient”
The idea is that treatment will be sought becansadalescent, his or her family, or even referring
general practitioners will be more willing to actépat treatment is being sought for an “episode”
rather than a debilitating disease. The stigmaisattached to the individual seeking treatment.

The PEPP program has released some prelimieamts after two years of being up and running.
Early case detection is similar to TIPS but cefyanot as extensive. The catchment area of London,
Ontario ranges around a population of 390,000 amdastly urban. When the program began back in
1997, funding was limited to only $5000 and pamgshéend information about PEPP were
disseminated to family physicians and other hezdtie workers until further and more extensive
funding could be acquired. By February of 2000 goiunds had been established, (about 25 to 30
thousand dollars), to execute an assertive-commbaged detection phase that focused on a massive
distribution of educational materials through npl#imedia sources, much like the TIPS project. The
goal was to use as many effective methods as feasibrder to inform both the public any other
possible referral sources about the early sigmspéhosis as well as information about PEPP and
getting treatment. Additional funds were even misg family groups that became involved with
PEPP in earlier years and wanted to increase gmbsithe future and more expansive goals of the
program. ldeas on how to make the posters, pangplaetl the messages contained within them
effective were established through involving constsr(patients and their families) from the project’
conception. Over 10,000 pamphlets and posters s@reto venues such as public and university
libraries, pharmacies, high school and college assagp, physician and walk-in clinics, shopping
malls, churches, and all social service agencydimgk. Further strategies to reach the generaigubl
include bus advertisements, press releases, iatesvvith local TV news programs, radio interviews,
commercials, desk calendars, and a website. Fundipgrtake in these activities was further
contributed by forging partnerships with commuritisinesses. In addition, the PEPP team worked to
establish referral sources through school-basedsadng services in both high schools and colleges
(Schotlen, 2000).

The assertive-outreach approach implementedrily 2000 so far has demonstrated significant
improvements in the number of individuals refet@®EPP. Increases came from the non-health
sector such as through community services andrsahid/or family referrals although the primary
source of referrals continues to come from thetiepahospital unit. The median DUP also decreased
substantially from the 1997 length of a mean 062&eeks to 12.9 weeks in 2000. Similar to strategie
used by TIPS and EPPIC, the PEPP program seeksalito reach youths through forging
connections with family physicians, guidance colorseand teachers, counseling and health services
providers, and all other community agencies thatiely to come into contact with youths. Once
referred, an experienced clinician makes assessmathin 24 to 48 hours — no exceptions.
Assessment begins with an initial interview thanthbecomes more detailed through the use of an
assessment team of experts that includes a psyshiatnurse case manager, and professionals from
other fields such as psychology, social work anzlupational therapy. It is at this point that thePPE



program stresses that alarming labels and medicgdfn will work to further upset the patient and hi
or her parents or loved ones. Thus successful engagt equates to providing a calm and quite
environment as well as involving the family as mashpossible. This is seen as a crucial time to
create an important trusting connection with familgmbers who are able to provide helpful
information regarding the client’s current conditio

What can be clarified at this point is thaDIlP is less than 6months, remission rates for PEPP
subjects are high — 85% if the diagnosis is noizegirenia — merely “psychosis”. Unfortunately the
preliminary results are only for two years and Ralla states it is far too early to tell if remissiwill
be sustained in follow-up studies. So far improveme associated modestly to length of DUP but not
to length of the prodromal period.

9. The IRIS Program, England

This particular method of reducing DUP is sarnat different because it focuses on strengthening
detection of emerging psychosis through integratieglth services, physical and mental. This is
different than earlier tactics that have been dised such as increasing awareness through education
or using mobile outreach services to locate haréach populations. The tactic of integrating Healt
services is also facilitated in England where linesdirvices are nationalized, unlike the U.S. Despit
this, examining the IRIS program’s tactics for reitig DUP is helpful by giving a different
perspective on early intervention efforts.

Program Principles:

Using integrated health services to reduce DURisrelatively new idea. In fact, the foundatidn o
the strategies evident in the IRIS program daté& baone of the first early intervention progrartise
Buckingham Project in 1984. The Buckingham projettich was spearheaded by leading early
intervention researcher lan Falloon, sought to cedDUP as well as prevent relapse by offering
integrated health services and psychosocial supgoch focused on stress management. The project
clinic sought to represent the ideal “communitydzishealth center where general practitioners were
trained to note “early warning signs” of prodrorsehizophrenia (Falloon et al., 1996). Falloon klie
on the assumption that trust was already built h&orelationship between an adolescent or young
adult and their GP. Because this relationship ex{SPs, nurses and staff should be educated about
how to properly assess “at-risk” mental statuséss issessment also included an assessment of the
stressors in the individual’s life as well as maksure that there was a support system for the
individual at this time. The GP would then be thienary physician in the individual’'s treatment.
Mental health specialists would be brought in, dnly for additional assessment and consultation —
the GP remained the leading physician who contitésiild a strong alliance with the individual
through individualized care and home visits. Adihal strategies used once assessment is concluded
and the individual is receiving treatment: edugatent and caregivers immediately and thoroughly,
focus work on stress management for the patienttatmily, and target neuroleptic medication.
The IRIS program follows these same strategidsone important addition, mental health card an
primary care should be responsible for having siities and the two different types of physicians
should be treated as equals in terms of the impoetaf their work. Like Falloon’s model, the GP
remains the central doctor using psychiatrists@sythologists as specialists. The IRIS model stgess



that youth are particularly untrusting of adultsytfdon’t know — so treatment that is coordinated by
their GP feels more secure but this does not mtestrréferral care to psychiatrist and psychologssts
not as important. Being treated by all three dactsmalso intended to reflect that mental and paysi
health is equally important. The fact that the &®ell educated about mental health therefore
demonstrates this importance of treating mentdtihnegmptoms promptly, just like somatic
alignments. The core tactics within IRIS includeessing the importance of youth and user
friendliness, early and assertive engagementnieatbeing provided in the least restrictive and
stigmatizing environment, and a family-oriented magh (MacMillan and Shiers, 2000).

Although IRIS program designers have usedbalk work as a foundation they also believe that
integrating health services can only work if awasnand education about psychosis and mental
health problems are increased among health profeassiand the general public. Education to these
populations should focus on how very hopeful ansitp@ early detection is. Three keys for education
programs to stress: knowledge of how symptoms mm$ €merge, understanding the importance of
early treatment, and how to access services.

IRIS program designers mention three solutfongncreasing early intervention:

(1) Create a GP and Primary Health Team — These phaysievill need to know the
right questions to ask patients and how to refeir fpatients to the right specialist.
They also will function to get the family involved.

(2) Mental health professionals should act as quicklpa@ssible when dealing with the
onset of psychosis and refer patients back to twirmunity health centers where
an alliance with their GP is already fostered.

(3) Commissioners of Services — Suppliers of commusetyices need to be familiar
about what they supply to their communities andeusichnd the cost effectiveness
for early intervention in order to realize howliosild be stressed.

Unfortunately the effectiveness of the IRISgram currently has not been measured. Despité this
is evident that reducing DUP requires a particbhkzalth system — one which may not be relevantdo th
private healthcare sector in the U.S. but does pasgsible implications to ways that public sector
mental health care (through SSI/SSDI) can imprbed tservices through strong integration.

lll. Strategies and Tactics for Effective Treatment
Assertive Community-Based Treatment from the Onset

As we have seen, reducing DUP is a primary fpoaesearchers and advocates of early
intervention, but strategies for effective use arflyeintervention does not stop at this point. As
mentioned in the introduction, the majority of tgtdaresearchers who study schizophrenia and
psychosis-related disorders agree that initiattneat, or treatment during the “critical periods, i
greatly significant to the overall outcome for thdividual undergoing first-episode psychosis.
Furthermore, it has been argued by many earlyvatgion advocates that treatment for patients with
shorter DUP is more effective because the symp{postive and negative) can be remised more
readily, particularly if DUP is less than six mositin the following section of this report, the
treatment strategies used in early interventiogams will be examined. Some programs we have
previously discussed in terms of tactics used doice DUP and now the exploration of such programs
will continue through investigating the effectiveseof treatment strategies. In addition, otheristud



have focused just on treatment strategies in dipssode patients as well as relapse preventiomtgffo
and these approaches will be addressed as walll. dases, the effectiveness of treatment will be
guestioned if researchers have been able to prquetminary results and treatment evaluationst Jus
as researchers are not clear about the long-tdettebf shortened DUP, the long-term effectiveness
of different types of treatment are yet to be s&a@spite this, it is imperative to assess the dhfie
tactics and strategies that are being used to tneenent more effective. This is important because
effective treatment is more likely to results imkr relapse rates, higher quality of life for btk
symptomatic individual and his or her loved onesluced disability, and thus reduced long-term cost
to society.

1. The TIPS Project - Norway

The TIPS project seeks to study if shortening DUicfions to change the course outcome of
schizophrenia in the long term. Because lengthl@P0s being studied as a causal mechanism it is
important that treatment remains the same amortgrak different study groups — the one
experimental group in Rogaland, and the two comrolips Ulleval sector in Oslo and Roskilde in
Denmark. This will ensure that length of DUP is ta@isal mechanism for better outcome. Just this
last May, program researchers have just releasdungmary outcome levels of the subjects in
different samples. First, an outline of the treathrepertoire of the TIPS programs will reflect the
general consensus among early intervention adv®edeat istreatment should contain of a mixture
of medication, family work/education, and psychaddberapy/education that places emphasis on
continuity.Second, available preliminary results will be asled.

Psychosocial Rehabilitation:

First, TIPS project researchers fegychosocial rehabilitatiors an important part of the treatment
efforts directed towards first episode psychotitigras. The patients' needs in this area show
considerable variations, and local rehabilitatiesaurces may also vary. Because of this, the tedtm
protocol does not give specific instructions, recoendations or guidelines for psychosocial
rehabilitation. It is part of the integrated indluial treatment, and the explicit responsibility ligith
the person who is responsible for the treatment fiiflects a broader belief that psychosocial
rehabilitation should be individually tailored tcest the needs of the patient. Despite this, reBeesc
point out that the following are important pointsoat the relationship between psychotherapeutic
treatment and program subjects.

(1) All patients included in the project will be offek@sychotherapy.

(2) As the patients' needs show considerable varigttbedrequency, duration and therapy
technique of the consultations will vary betweetigrds, and also within the course of the
treatment for each patient.

(3) In some cases the therapist will, for long periotilsme, have to work primary on
establishing contact or on getting the patientimsup for appointments or taking
medicines. Other patients may by highly motivatdtfeatment and therefore enter a more
insight-oriented process.

(4) A main focus of the therapists will be to help gatient develop internal coping strategies
and thus improve the understanding and acceptdnlieess related experiences and the



need for treatment. Focus will also emphasize mss)g hope, family and personal
development and encourage reintegration in todbeety.

In the TIPS program the psychotherapist hasdbponsibility for other areas of the patient's
treatment, including medications and psychosoeiadbilitation. Active outreach is also one of the
psychotherapist's explicit responsibilities, ancludes calling if the patient does not show upsaiior
appointment and, if necessary, conducting homésvishe psychotherapist is free to have contadt wit
the patient's family if necessary (general infoioratplanning of visits or vacations, crisis intemtion
etc.), provided that this contact does not countetae organized family work. The duration of the
treatment is at least two years, with a minimurord planned consultation a week. Total duration
should constitute at least 30 minutes a week.

Medications:

The second area of treatmentisdication and TIPS project researchers have also outlined a
standard protocol of treatment, favoring the usatgpical anti-psychotics. During the acute phése,
first drug of choice is olanzapin 10 mgs with manximdosage not exceeding 30 mg. Persistent
positive or negative psychotic symptoms after ewgd¢ks on maximum dosage will lead to a change
of medication. Persistent olanzapine-associatezlefigcts will also lead to change of medication.
Serum levels are examined when patients have beated with stable dosages for four weeks, and
serum levels should be examined if dosages aboweg®Care considered. For patients below 18 years
the first drug of choice is risperidone that cargbedually increased up to 6 mg (recommended dosage
is 2-4 mgs). Patients that do not respond todbgage will try to use risperidone up to 10 mg.
Persistent positive or negative psychotic symptaftes 6 weeks on maximum dosage will lead to a
change of medication. The third drug of choiceoisdatients with persistent drug side effects oitnbo
olanzapine and risperidone (such as significangktegain on both or weight gain on olanzapine and
EPS on risperidone) is another atypical anti-pstichperfenazin. This should be administered in
gradually increasing dosages with the maximum desad 6 mg. Maximum observation time on
maximum dosages is six weeks. If a patient has treated with a stable dosage for four weeks or
experiences distinct extrapyramidal side effecamtthhe serum level of perfenazin should be
examined. Further dosages are based on the restiiis examination. Persistent positive or negat
psychotic symptoms after eight weeks on maximunagesvill lead to a change of medication. The
fourth drug of choice is clozapine up to 600 mg/d&gatients that do not respond to, or develop
serious side effects on clozapine should be traatididually.

The TIPS program further specifies how medicashould be used after the acute phase is over.
When the psychotic symptoms remit, the patientinaes on the same drug into the maintenance
treatment phase. The duration of maintenancentiezatis dependent on the patient's disorder.

SchizophreniaThe dosage should be kept at the same level fee ttnonths after symptom
remission. Patients that respond to the minimuecéfe dosage (perfenazin 8 mgs, risperidone 1 mg,
olanzapine 5 mgs) should continue without change®®age in the follow-up period. For other
patients the dosage may be gradually reduced tehsatlosage of the acute phase but not lower than
minimum effective dosage after three months ofibtation. Recommended length of maintenance
treatment after first episode is minimum 2 yeard m@aximum 5years. Final recommendations are
made at the one-year follow-up. Only patientdhimsubgroup "good prognostic features”, with adapi



response to medication and absence of any negatpesitive symptoms in the follow-up period
(including the absence of minor relapses with PANS&ings of 3) are given the option of a planned
stop of medication after the one-year follow-uptiétds with disorders that evolve into schizophaeni
are treated as patients with schizophrenia.

Schizoaffective disorder, delusional disorder oyghesis NOSMaintenance treatment as for
schizophrenia or schizophreniform disorder, depende the length of the psychotic episode as
evaluated at the one-year follow-up.

Brief Psychotic DisorderThe dosage should be gradually reduced to onesh#ie maximum
dosage but not lower than the minimum effectiveadesand duration of low-dose maintenance
treatment one year, terminated with a gradual tagexfter the diagnosis of brief psychosis is
confirmed at the one-year follow-up.

Patients with affective disorderd?atients with three or more bipolar episodesyitr two
episodes in one year are recommended maintenaatmgnt with mood-stabilizing agents. Patients
that relapse after discontinuation of maintenaneatment should start with the same drug that they
responded favorably to during their first psychejmsode (be aware of very rapid relapses after
discontinuation of clozapine). Patients that redgagiter reductions in maintenance dosages should
continue with the same drug in higher dosage$dtll be considered that a possible problem is
compliance and this should be tested. Repeatedigamopliant patients should be treated individually.

Family Work:

The third area of treatment that the TIPSgmbgtresses family work The family work is based
on extensive studies and long-lasting internatiexalerience of what could be of good help to the
family. Few studies of family intervention in scbphrenia have included the families of only first
episode patients; earlier studies have been wiikria whom already have had a protracted course of
illness. A positive attitude is shared among fanlgtients and clinicians. Studies have shown that
treatment programs for psychotic patients thauidelfamily work as a part of the treatment, give
good results regarding relapse and re-hospitatizdt! Family work is referred to as psycho-
educational work. This means procurement of knogadeaihd advice on how to deal with the illness.
The families are included as important resourceqres in the treatment of the patient. They receive
help and education in applying the knowledge irlidgavith the daily life with the patient in a bett
way.

The psychoeducative family work takes placa group with four other families. The goal is to
achieve better coping with the illness and therstrahich follows. The psychoeducative multi-family
model is the model TIPS applies. This combinesribst effective treatment elements. The multi-
family group usually will last for two years. Thmsodel contributes to families and patients making
use of both the health services and each otheapge with problems in a better way. The model also
contributes to reducing myths, enhancing the pgpgids' social network and allowing families to
benefit from each other's experiences. This lead®tier coping for both patient and family. The
meetings concentrate on solving problems that aniiee daily company between patient and
relatives. Through extending the network aroundhdamily through multi-family groups, a number

3 please see: McFarlane, W.R., Lukins, E., Link,Rishay, R., Deakins, S.A., Newmark, M., Dunne, ,EHaren, B.
and Toren, J. 1995. “Multiple-family Groups and &syeducation in the Treatment of Schizophremachives of General
Psychiatry 52: 679-687.



of additional effects are obtained compared toroféefamilies help individually. Guilt and feelingf
shame connected to the illness are reduced. Igrthgs the participants are also given the
opportunity to benefit from others' experiencesl tre group offers a communitihe treatment

effect of the family education is estimated by nueeg) the expressed emotion at the start and
conclusion of the groups. After one and two yearthe group, both patients and relatives are agked
they were satisfied with the arrangement. In tinggget, family is defined as parents, stable andel
stepparents, spouse, stable and close live-ingrarthildren over 18 years and siblings over 18s/ea
If siblings are under 18 years of age, they havgetaonsidered individually, and may be invited to
some meetings.

Preliminary Outcomes:

The first finding is in relation to the diagtiz stability. Simonsen and colleagues (2001: 2ad) a
strong interest in investigating the how brief gsy&is, schizophreniform disorder, and schizophrenia
may evolve. In order to do so, they were curiousttaly if initial diagnosis at entrance into TIPS
would remain the same or change or the coursesafrtrent. True to their hypothesis, most diagnoses
did stay the same except a large number of indalglwith schizophreniform disorder who in the
course of one year met the criteria for schizopiarefhe importance of this finding is that this
population already had longer DUPs and low prentbalijustment scores, thus illustrating that early
intervention strategies could not be as effectivendlividuals who were not detected and effectively
treated promptly.

An additional area were preliminary resuls available is in an examination of the stabiity
representative cognitive functions in a group dfgrds with first-episode schizophrenia spectrum
disorders (Rund et al., 2001). A battery of eigffedent neuropsychological tasks, ranging from
verbal learning to backward masking, was givenagebne and after one year of treatment. The only
significant improvement was among schizoaffectigggmts. This is comparable to the majority of
research in the field that argues that cognitiviecde are in place by the onset of the disordet an
change very little thereafter. Despite this, lésmthalf of the individuals who entered the TIPS
develop full-blown schizophrenia in the course & gear. Multiple other disorders that reflect
symptoms of early psychosis are present, suchhesosdfective disorder, mood disorders with
psychotic symptoms and brief psychosis. Even thondividuals with schizophrenia do not illustrate
better cognitive functioning after one year doesmean that these individuals cannot live stably in
the community or experience a higher quality a.lif

Unfortunately at this time, researchers whih TIPS project have not yet evaluated the
effectiveness of the family work, psychotherapymadication compliance in relation to reduced
DUP. They have established one finding in this &wang to do with compliancy with treatment in
general, meaning compliancy with supportive therapgdication, psychosocial rehabilitation and
family work. Thus far, the compliancy rate of thegaland or experimental sample after one year is
85%. Researchers argue that the reason for sublcbigpliancy rates is due to all the different
elements of the program — creating a treatmentachtbuilding and creating a relationship on trust
approaching the patient through psychotherapyusitthe illness, and strengthening parental and
patient knowledge through psychoeducation.



2. Early Psychosis Prevention and Intervention Center EPPIC

Similar to the way EPPIC programs pioneereddiasign of programs that implemented early
intervention strategies and tactics, EPPIC usderdiiit and innovative strategies to treat firssegde
psychosis as well. Due to the clinic’s long lifd(EHC, and programs that have developed out of the
original clinic that opened in 1992, demonstratewtiplicity of methods. In addition, some programs
have been active long enough to be evaluated fiectefeness, at least in the short-term. We begin b
examining treatment tactics used within the filBFEC sample discussed previously and investigate
the effectiveness of the program as well as thaiogiship between shorter DUP and improved
outcome. Then we will examine other treatment n®tiet researchers may not have been able to
completely evaluate yet but nevertheless are irpotb discuss in order to completely understaed th
depth of various different strategies availableddmg so, we can investigate which practices are
associated with the best outcomes.

As it has been mentioned, coping with stresstitutes a large portion of the emotional stfased
by individuals who are undergoing first-episodegtmsis. As a result, it only makes sense that
researchers and program design specialists havetgareat lengths to test which elements of
treatment are the most effective in promoting recgvJust as clinicians hypothesized, coping with
stress is more and more difficult for patients &fF0engthens. A recent study by MacDonald and
colleagues (1998) found that first-episode patienfge much better with the stress of the onsdiaif t
iliness if they feel that others are there to supgiem. Coping mechanisms are also more effective
and problem solving oriented if the individual pexes he or she is capable of having choices in the
course of their life and psychotic condition (Maciadd et al., 1998). Unfortunately studies have also
shown that the longer DUP is, the more likely theividual is to withdraw from his or her social
support system and this individual will also utliproblem solving coping mechanisms less and less.
Thus, it is important that intervention takes platéhe beginning of this process and proper tads
administered to ward off potential procedures wldohld increase the possibly of relapse. EPPIC has
attempted to achieve this goal.

Case Management:

The treatment model used for the post-EPPIC sathptaeceived early intervention efforts
centered on the outpatient case management syBhesrsample had an average DUP of 158.9 days
(about five and a half months). This system ofttresnt utilizes a therapist case manager model in
which all aspects of treatment go through one perd® case manger. EPPIC researchers argue that
this model safeguards the continuity of care. Eale case managers carry individual caseloads of
approximately 40 patients, and each patient alss agsychiatrist regularly (McGorry et al., 1996).
The features of case management include: assesefr@igint needs, arrangement of a comprehensive
service plan to meet these needs, arrangementwideseelivery, monitoring and assessing services,
and evaluation and follow-up. Most patients voluihyadropped out of therapy between 2-4 years,
suggesting that help was needed in recovering &onental disorder, rather than assistance in dgalin
with persisting mental illness (Edwards et al., 999

Using this model of treatment, the EPPIC paagstresses the importance of the clinician-patient
relationship; it is the center in which all treatrheevolves. The therapist/case manager works to
completely listen to the experience that the paiehaving. Case managers meet with the



client/patient at the very latest two days aftenasion. The most important quality of the case
manager is his or her accessibility, to both thieepaand the family. The second is flexibility atme

third is the maintenance of optimism. Overall thes&emanager promotes the message of recovery and
that the patient will be involved in the recoverpgess. Lastly the family’s suggestions are headd a
incorporated with the approval of the patient. Tinere a case manager gets to know a patient, the
more he or she can understand how to design therbasment program.

The EPPIC case management system outlinestasiest should be undergoimeeach phase of
disorder and its subsequent treatment. They afmidltie use of phases is effective because it
illustrates a line of progress and validates thesgmlity of recovery. In general, the tasks olaae
manager include: minimizing the duration of acipaychosis, preventing the toxic effects of
medication using low-dose drug strategies, avoidiwpgtient admission where possible, humanizing
admission when it is necessary, and actively sgedm treating secondary problems.

+ Acute PhaseDuring this phase tasks include engaging in awkbbping a working therapeutic
relationship with the patient and his or her famdgnducting a comprehensive assessment of the
individual and his family, provide symptomatic efland containment. Medication forms a central
place for management. During this initial stagefiigt episode patients, coming to an agreement
about the methods for dealing with the situatiory mat be easy because the patient and case
manager may not see things the same way and foagialationship based on trust can take time.
It is also important at this point for the case agar to help the person feel as if they should not
just rush into a return to normal activities altbypatients are encouraged to do so gradually.

« Early Recovery Phas®uring this phase, case mangers monitor progbetter understand the
patient’s illness, and facilitate recovery. Thisisme when premorbid issues are examined, such
as was the patient depressed before psychotic synsptmerged. In the EPPIC sample, case
mangers made sure that young subjects did notiagsdlieeir own identity with that of psychosis.
It was stressed that these individuals are somgthise besides that experien¢ée case manager
worked to help define this difference. This is astime for psycho-education for the family and
the patient. Information about medications, psy@)@nd recognition of early warning signs to
prevent relapse is taught.

+ Late Recovery Phasklere, most patients recover at this point but Zb&oprojected to relapse
within 2-3 years and another 50% are projecteddp &king their medication within ten months
(Edwards et al., 1999). Therefore, case mangergispe extensive amount of time on discharge
planning. Case managers stress that symptomsehatrpto relapse are difficult to see and pick
up on and that both the patient and family membaiget better at doing so.

Another aspect of the EPPIC program’s treatrsetinat once the indications for inpatient treamn
are no longer met, the individual is quickly plagetb outpatient treatment and makes use of the
mobile treatment services. The program began wiitmgatient beds but because of the use of the
mobile treatment unit, the unit was reduced to ddlybeds. Using a mobile treatment unit enabled
those patients with adequate family support andriskof self-harm or violence to avoid the
disruption or trauma of hospitalization. The molbkatment unit works in conjunction with the DUP
reducing strategy discussed earlier - the EarlgRssis Assessment and Community Treatment Team
(EPACT). The mobile treatment unit has reducedatlerage number of inpatient treatment days from
25 average days in 1992 to an average of only 8 ial996 (McGorry et al., 1996).



Day Programming:

Once the first episode patient begins to ehierecovery phase, he or she begins day prognagnmi
that consists of a number of different classesfaaid The patient is expected to make the expegenc
individual — meaning he or she chooses what subjegbarticipate in to foster recovery. The message
of recovery is the center of the day program arggen as a way to mold treatment that reflects an
active belief that patients can live meaningfutis$ging, and hopeful lives even with the limits of
illness. Recovery functions to reactivate the sa&iself many patients feel they have lost whery the
are first treated. In order to foster recovery, EP®day program emphasizes the therapeutic vdlue o
group-based day treatment. In addition, participaotiaborate with clinicians and family members
(when applicable) to create his or her own progdanived directly from the participant’s stated need
and goals. This functions to ensure a meaningfdleanpowering experience. The goals of the EPPIC
day program are summarized as follows:

% Promote recovery from a psychotic episode

+ Facilitate recovery of pervious competencies aeddgvelopment of new skills

s Prevent, delay, or reduce the severity of relapse

+ Facilitate maintenance of community connectionsfaster reintegration into the
community

+«+ Minimize disruption and conflict within the indivigl’s social network

% Assist adjustment to, and working through, develeptal stages

+« Enhance independent functioning

% Maximize life satisfaction

+ Minimize effects of stigma

Attendance in the day program begins toward theoétigde acute phase of illness and participaniis sti
continue with treatment through the organizatiothefcase manager. Individuals who are
experiencing marked negative symptoms or havelalbigl of social anxiety are assisted by their
case mangers during the self-referral processotuytif the individual has expressed an intereshin
day program. Hence, EPPIC consumers are not rebgureomplete day programming but case
managers explain that this activity is extremellphe in recovery. The structure consists of “focus
groups” where participants, based on their cha@oe placed in classes that reflect individual recgv
goals or interests. The “classes” are on a tenkwekedule and model the structure of schools and
universities. This likens the day program to anéag institution where valuable skills are acquired
The program typically includes fifty patients ateaime and classes are conducted in a group setting
All involvement is seen as time-limited, with paipiants setting goals that are particularly pertire
young adults recovering from first-episode psyckiofhe variety of classes that young people have to
choose from is divided into five broad categoried affers a wide variety of activities to get invetl
with.

The five categories include:
+ Social RecreationProvides enjoyable social activities to maintamna develop social skills and
networks, and to encourage access to communityiteesi and resources.



Vocational:Minimizes the loss of work and study skills, en@ging the development of
prevocational skills and establishing realisticati@nal plans based on knowledge of the available
options and recognition of personal interests]slkand values.

Creative ExpressiorJtilizes a range of mediums (music, writing, dareneg art) through which
participants can express their creativity and enobdheir self-esteem. As a result of involvement
there is an increase in the motivation to be active

Health PromotionFocuses on the broad issues of physical and mesadth with a particular
emphasis on those issues pertinent to the age g@igpulation such as sexuality, physical fithess
and nutrition. In addition, the participants leanportant stress management skills and these skills
are considered vital to the achievement of recoaed/the maintenance of “wellness”.

Personal Skills DevelopmenDevelops a range of skills and strategies thaheod the person’s
ability to integrate the experience of psychosis;dpe with everyday life and to achieve optimum
potential. In order to do this psychoeducationudels a discussion on topics such as stigma,
substance abuse, anxiety, depression, relapsenpi@veand social support. There is also a peer
support component as well as role-playing sessions.

Family Work:

Family work is also considered a critical cament in the treatment of patients within the EPPIC

program. This is particularly important becauseawverage, 63% of EPPIC subjects live with their
parents (Gleeson et al., 1999). The program leaddf®PIC stress that family support is essential
because if it can be successful then it can redacendary morbidity such as PTSD and substance
abuse (Gleeson et al., 1999). The EPPIC prograaeargpat family intervention should take place in
the context of four stages.

X/
A X4

Stage One Perceptions and ExplanationEhe family may come into the situation feelinglyy
confused and full of anxiety. The subtle natur@midromal symptoms may also make the
situation confusing and parents or caregivers aseite when to get the person into treatment.
Therefore, families with high-risk adolescents naete ready to access information about the
early warning signs with accessible assessmenicssrfor early detection.

Stage TwoAfter Detection - Grief and StresBhe family is greeted with a general diagnosis and
antidotal evidence suggests that families aresi&tthemselves for stress disorders or depressive
symptoms. Families must be made aware that tlasigh stress period which may include
hospitalization and decisions about treatmentdhadifficult. In short, this results in trauma for
the family. Families themselves should be obtaimsgchiatric services. If parents don’t get to
vent their concerns to a case manager or treatiggigian, psychoeducational sessions are less
effective and the engagement of the family is ldsdy to work (Gleeson et al., 1999). Evidence
shows that at this time the hardest part for tha&lfais the ability to process all the information
they need to know about the illness and deal wittha grief at the same time. The EPPIC
program therefore wants the place that the infammatomes from to be a supportive environment.
Clinicians at EPPIC further recognize that familgmbers don't all have the same needs or deal
with the situation in the same way.

Stage 3Toward Recovery: Coping, Competence, and Adaptivetioning Here the family is a
partner in making recovery work. The illness mayri@e severe or more treatment resistant than
average and in each case the family has differeedisithat are individually addressed. Individual
situations leave them at different points of maréess hopelessness, increasing the risk of
depression.



% Stage 4First Relapse and Prolonged Recovesyudies have shown that recovery requires the
support of loved ones. Expressed emotion (EE) stusthow that family’s with high measures of
expressing emotional over-involvement or criticiglace their loved one at risk of relapse at a rate
of 50% compared to only 21% in families that hawe measures of expressed emotion or (EE)
(Kuipers and Raune, 2000). Basically the family&ivbeing and their ability to deal with the
stress and change of having a family member witteatal iliness plays a huge role in the patient’s
ability to not relapse — hence on-going and intemsupport is necessary. The EPPIC program
further stresses that this is particularly impatiarfirst-episode patients because they are young
adults whose lives have been disrupted and they aggistance in both getting back on track and
staying there.

EPPIC puts these strategies into a working,@asuming that families can effectively work
together with clients and cliniciangegether as a team to have the best treatmentaailEPPIC
case mangers are also flexible in order to meetdleels of the family. Family work is stretched asro
the scope of EPPIC with special consultant psydbktaind designated family workers. The system
focuses on the staff being involved with the fanaihd this is in contrast to the exclusion of thaifa
during inpatient situations. Everything is packagedply and aims to be user-friendly for family
members who might feel threatened and uncertaierelare videos and “package materials”. Families
can be interviewed together and separately inunioxhere they can ask questions and get answers.
Clinicians wish to assess how much the family knalvsut psychosis, the impact of psychosis on
family members, concurrent stressors, family pag@f communication and problem solving, and
family coping sources. Specific help is given fooge in specific situations — violence, extremelev
of distress, those with language barriers and dide@ stress.

Recently, EPPIC has tried to structure fampgychoeducation programs to be more culturally
sensitive. For example, some sessions have beeicted in native languages, such as with a recent
special session conducted in Greek. Clinicianstfes|the session was particularly successful sau
it brought together families with similar cultuiakues surrounding coping mechanisms. Sessions,
such as this one, take place in an informal setnthat family members feel comfortable sharing an
opening up to others who may have similar concerriselings. The sessions are also led by at least
one clinician who is of the same cultural heritage.

Psychoeducation:

Psychoeducation is provided in both a grouprgeas well as families individually with their
clinician. The education process begins at thé ioent of contact. Most families are eager for a
diagnosis and explanation. Clinicians are caref@Xplain the risk of a premature diagnosis and the
need for a thorough organic screening. Relativesrdormed that “first-episode psychosis” is not a
condition that they have caused. Family membersshaye many of the negative stereotypes about
schizophrenia-like disorders — just like the gehpudblic. At this early stage, diagnosis, treatnemd
short-term recovery are the focus of the familyda@erns. They may also be working to assist their
loved one in a way so that they can stay home duhia acute phase. Families also learn how
psychoses can confusion and make a patient de&lsighich in turn can lead to conflict with the
family. Awareness of this possibility helps to nmmze the extent of misinterpretation. Clinicians at
EPPIC use the stress-vulnerability model to exphaimy” psychosis onset has occurred, emphasizing
a broad psychosocial approach. The family is ugueive to the mental health system and their views



are not yet tainted. If there is a history of meitkaess in the family, their experience may beme
but these negative attitudes can be countered ligatidn and an alliance between the client, family,
and clinician.

Cognitively Oriented Psychotherapy for Psychosis (OPE):

This intervention tactic aims to help each peradapt to the onset of the psychotic illnessigsd
effects on his or her self-concept, identity depetent, and self-esteem (McGorry et al., 1996). In
essence, COPE’s function is to work against seayndarbidity. COPE is not designed to control
positive symptoms such as delusions or hallucinati@urrently COPE is being evaluated for
effectiveness at EPPIC. Currently we can investigfa¢ tactics used in the COPE as they have added
to the outcome for EPPIC subjects that will be ubsed shortly.

Keeping in toe with EPPIC’s philosophy abdtgtfepisode treatment truly as a means of recovery
COPE works to help first-episode patients learn hmWwandle their illness. The COPE team consists
of 4 psychologists and 2 psychiatrists.

« Assessmenfthis is the initial phase of COPE. The symptonesdrarted and observed for
changes. There is also a detailed discussion d@beulisorder, its dysfunction and florid psychotic
symptoms. The patient should also actively be nooimig) his or her own symptoms or moods
using a journal or diary. The therapist should rattenges or deterioration in the elements of the
patients various life domains — social, intimateupational, study, leisure, and so on, before,
during, and after the episode, to determine: lenfthe total period of “unwellness”, level and
duration of highest and best period of functioniaugg impact of psychosis on functioning and
developmental tasks (Jackson et al., 2000).

+ Alliance: Here the doctor and patient forge a trusting grehaelationship. This is essential to
good patient outcome. COPE is designed to adaptdoget population that is mostly young and
inexperienced. COPE therapists have therefore fthetchumor works to support the
strengthening of the therapist-patient relationship

« Adaptation:Here the therapist assesses the person’s expeépsychosis and identifies
distortions in his or her thinking. Much of thissh@ do with ways that the person sees his or her
self-worth, capacity to adapt, and life goals.itatfstage of this process the therapist institipd)
arguing that patients have the power to improve then self-worth and control their outcome.
Afterward, the therapist challenges the patienssotted stereotypes — especially those brought on
by psychosis itself. The next step involves takangon. This can involve small goals that the
patient focuses on in order to obtain a reward siscteturning to work. Lastly, the therapist
conducts a comprehensive review of the person’grpss that illustrates how far the patient has
come and this enhances self-esteem.

Thefourth phasas vital because it addresseondary morbiditywhich includes co-occurring
conditions that must be dealt with in additiontie psychosis. At this stage clinicians must wonkdha
to prevent the onset of secondary disorders asadetbf coping with psychosis such as alcohol and
drug abuse. In comparison to chronically ill scipiaenics, first-episode patients have a secondary
morbidity level with wide ranges. For example, sateported for specific secondary conditions sich a
depression range from 7% to 75% (Bermanzohn ansl $892). The prevalence rate of alcohol or
drug abuse in the chronic schizophrenia populas@uggested to be as high as 60% (Bland et al.,



1987). Some researchers argue that psychologstaéss is a precursor to a psychotic episode ssich a
PTSD or anxiety disorders but most researcherseattat only large-scale epidemiological studies
will be able to produce convincing evidence of thisory (Jackson et al., 1999).

Co-morbid factors that are prevalent in fepisode cases that are targeted for treatmentghrou
COPE are typically depression and social phobigré&ssion and anxiety is characteristically related
to just finding out about their iliness. They hdwst some form of status or hope for the futurean8o
researchers feel that psychotic admits to the kadsgan be traumatized simply through the expegenc
of admission (McGorry et al., 1991). The entire exgnce, particularly if it is forced treatmentnca
trigger nightmares and the experience is not fadlgressed by therapists and doctors — COPE makes
sure that it is. Younger patients particularly ggie to find their identities even without the adde
stress of a mental disorder. COPE is built on #oe that the illness is going to impact the person’
sense of self (Jackson et al., 2000). First epipatients must go through stigma, a reductionfef li
opportunities and a demoralizing loss of self-astel@ order to treat these conditions — work should
be cognitive and behavioral which COPE accomplishesigh a step-by-step process.

In addition to all of the following forms ofgatment it is standard practice at the EPPIC ctnigse
low-dose neuroleptics during the acute phase. Bsturtbed behavior, benzodiazepines and lithium are
used.

Treatment Outcome:

As mentioned previously, EPPIC’s tactics fimoéd to reduce DUP. At this point the report will
examine if the reduced DUP sample also resultdxtiter treatment outcome. If we begin by just
examining the difference in length of costly hoapstays it is evident that shorter DUP is cost
effective. The pre-EPPIC and post-EPPIC samples Vst evaluated on this level after 12 months of
the EPPIC program being up and running. Pre-EPRt@ns required more hospitalizations in their
first twelve months with an admission rate of 3rare times per year for 17.6% of the sample when
the post-EPPIC sample’s rate was only 7.8% (McGetl., 1996). The duration of the initial
admission was significantly shorter in the post-EP&ample with a mean length of 39.5 days versus
the pre-EPPIC sample’s length of stay at 54.1 dagthin the end of three months of treatment, the
post-EPPIC sample had reached a remission ratg%6f(Bower et al., 1998) Reductions of this
magnitude represent significant potential costregavi In addition, total impatient days were also
reduced by half (61.6 to 31.3) in the post-EPPI@duced DUP sample (McGorry et al., 1996).
McGorry notes that this might not be due to redugedP but the outpatient case management system
that was able to effectively treat patients inti@mes.

When investigating the effectiveness of treaitpanother important area to investigate is
adherence to treatment. In order to assess thBl(ERsearchers use a number of sources, namely the
subject, the case manager, and a relative or irdotnOverall, McGorry and fellow researchers found
that adherence was up in the post-EPPIC samplepdsteEPPIC sample was able to remain stable on
less medication than the sample with longer DUR .example, after 12 months, the pre-EPPIC
subjects on nueroleptics (chlorpromazine) took\aerage dose of 295.6 when the post-EPPIC subjects
took and average of 143.3 (McGorry et al., 1996k fheuroleptic dosages were less in both the acute
and post-acute phases. The data reveals a significaaller amount of subjects taking neuroleptics
because fewer of the post-EPPIC sample met therierfor schizophrenia. McGorry also feels that
another reason why so many subjects did not neelicaten after twelve months is because many
were young and had positive attitudes that theylevoecover if they underwent treatment (McGorry
et al., 1996).



In terms of adhering to medication, McGorryasothat there are numerous points to keep in mind
when thinking about effective medication compliar€est, many young people want to stay in the
treatment program but do not want to have to takdication. Some threaten that if they have too they
will leave or drop out of the program. McGorry d@etlow EPPIC clinicians feel that during the acute
phase, medication adherence should be enforcdaebause the clinic feels strongly about treatment
being individualized and oriented towards preventad recovery, clinicians allow subjects that are
not diagnosed with schizophrenia to refuse medingficGorry et al., 1996). If this occurs in a
subject who has been diagnosed with schizophrersatozophreniform disorder, the subject stays on
neuroleptics for at least 12 months. If positivenpyoms persist, they are very reluctant to allow
cessation of medication. (Unfortunately there igpracentage breakdown on compliance at this time
but this information will be available in May of QD).

Another measure of treatment effectivenesyngptomatic outcome. When researchers measured
the difference in negative symptoms they foundr@resting pattern. For pre-EPPIC subjects,
negative symptoms were not as strong as in theg@BIC sample with a BPRS measure at entry
ranging from 25.7 to 27.5 (McGorry et al., 1996)ithh three months of treatment, 80% of post-
EPPIC subjects had a 20% or greater reductioneB®RS psychotic subscale score (Power et al.,
1998). After six months of treatment the post-EPBd@ple’s BPRS measure dropped to 8.1 when the
pre-EPPIC sample dropped only to 11.2. Researcuenitted they are not certain why this is the
outcome. McGorry states that assessment measurepwriirm what Baldessarini et al (1995) argued
- that is, good remission and low subsequent levgtositive symptoms are possible with lower doses
of neuroleptics. In addition to treatment with ldase neuroleptics, the post-EPPIC sample underwent
intensive psychosocial management that was alsxiassd with lower sustained levels of negative
symptoms during the 12-month follow-up period. Utiioately at this time, researchers remain unable
to state whether the reduction involves “primary™secondary” negative symptoms. The EPPIC
clinic further conducted measures of post-traunsttiess disorder. Using the structured interviemw fo
PTSD, the post-EPPIC sample had a mean rate oféonlyn comparison to the pre-EPPIC groups’
mean rate of 10.6 (McGorry et al., 1996).

Outcome in terms of functioning further digmd improvements for the post-EPPIC sample. In
terms of the Quality of Life Scale (QLS), scorestfe post-EPPIC sample were significantly higher,
between 23 to 25% (McGorry et al., 1996). Other sness demonstrate that the treatment that EPPIC
offered worked well increase functioning. For exénphe mean SANS after 12 months was 27.8 for
the pre-EPPIC sample and only 18.8 for the posttERBmMple (McGorry et al., 1996). The
researchers in this particular case also offeredumgque measure of their own. A consumer survey
revealed that post-EPPIC patients were more comtigéimttheir treatment, especially the assistance
EPPIC grants to building strong family relationghifphe survey also noted that more emphasis should
be on the continuity of care.

Two recent studies at EPPIC also offer furthadence of a positive correlation between short
DUP and improved outcome. First, deteriorationagjrative functioning in schizophrenia was
assessed with regard to DUP. Using the subscalbe WAIS-R, Amminger and colleagues (2001)
assessed cognitive deterioration once stabilizatcmurred after the first psychotic episode. They
found that longer DUP, male gender, higher prenibl®iand younger age at admission were
significant predictors of cognitive dysfunction.s&cond study by Gleeson and colleagues (2001)
illustrated that despite the negative impact ofl@UP on treatment outcomes, secondary morbidity
might be just as harmful to treatment goals bec#useuch a strong predictor of relapse. In this
particular examination of first-episode patientsowiad reached remission of positive symptoms,
cannabis users were far more likely to return foeeiencing positive symptoms. Both research



findings support what this report has echoed rephat-an effective early intervention program
reduces DUP and then offers assertive case managehreugh community based treatment in order
to prevent relapse, which greatly increases if cotoring disorders, such as substance abuse and
depression, are present.

Assessment of Day Programming:

The effectiveness of the program was meaduwyexValuating a variety of assessment means among
the EPPIC participants who had participated inddwg program in comparison to those who did not.
To control for extraneous variables, sample subje&re selected because there was no significant
difference between the two groups among a rangartdbles such as age, sex, age of onset,
distribution of diagnoses, length of DUP, levekducation, martial status, or level of symptomajglo
at entry to EPPIC. Researchers found that indivgdwho entered the day programming option
consisted of a sector of the EPPIC patient popuriatiat exhibited poorer functioning prior to the
development of their illness. At time of entry, tey program group did show both a slightly longer
mean DUP as well as a trend of having a highe lefveegative symptoms (Francey et al., 1999).
When the two groups were assessed after six manthe EPPIC program, the group in day
programming reflected better symptom assessmerdadl oreasures, including the QLS, SANS, and
PANS. Analyzing preliminary results, Francey et(&899) argue, “that the role of a group-based
psychosocial program in helping clients to contaid limit the negative effects of a psychotic egeso
or to develop a ‘holding pattern’ in which detedabon is prevented, may be significant.”

Assessment of COPE:

A recent evaluation of the COPE program cotetliby Jackson and colleagues (1998)
demonstrates that psychosocial treatment may lpeme#le for a sizeable fraction of improved
treatment outcomes among the post-EPPIC sampleaRdmers at EPPIC compared three groups of
patients — those who were offered COPE and accefptese who were offered COPE but refused, and
those who were treated before EPPIC programs wireed. Comparing these three groups allowed
researchers to obtain a measure of COPE’s treateffexct. In order to control extraneously variables
measures were taken to ensure that subjects withithree samples contained similar socio-
demographic and diagnostic characteristics. Thas#sored were on an outpatient status at the time
the 12-month study began and thus severe posiimptems had mostly remised. If the individual
was receiving COPE, one forty-minute session waspteted each week. Groups were measured
before treatment was applied to the COPE groupesehrchers found no significant differences on
the I/SO, Explanatory Model scale, SANS, or BPR%snees (Jackson et al., 1998).

The most significant difference found was CGRiability to reduce 1/SO scores from an average of
3.42 to 2.29 (Jackson et al., 1998). A further intgoat findings was that the COPE population had
slightly higher scores on the two measures of sgagnmorbidity when evaluated during pre-
treatment yet when evaluated at post-treatmeng thvas no increase in these measures when both
other groups had an increase in these measthias, COPE may not have been able to significantly
reduce these measures, but COPE was able to cosgaondary morbidity among those who



participated unlike non-participants whose measwfesecondary morbidity increasédackson et al.,
1998). Generally, results suggest that psychotleetapinterventions provide further changes in the
individuals’ attitudes towards receiving treatmenaddition to improved outcome through mildly
reducing negative symptoms.

In sum, EPPIC researchers lead by Dr. Palictorry have shared preliminary data that suggests
that their treatment plan which includes medicatfsychoeducation for patients and families, and
intensive psychosocial activity such as day prognamgy and COPE can effectively work to increase
the quality of life, decrease the amount of disghiand be cost-effective. In addition, this treant
greatly enhanced benefits gained from a sample stitiiter DUP. From the EPPIC example it seems a
combination of reduced DUP and intensive commupétyed treatment equals an opportunity to offer
first-episode patients the possibility of recovery.

Recently EPPIC researchers re-examined thétsed this prospective study in order to meastre
effective treatment has the ability to mitigate éfiect of a prolonged DUP on outcome. This recent
study goes one step further to investigate if D&Bn independent variable that causes poor outcome.
In order to examine this, researchers at EPPIC tseeQuality of Life Scale (QLS)(Heinrichs et al.,
1984) to make assessments after twelve monthsathtent in both the pre-EPPIC and post-EPPIC
samples. When researchers began to examine thefdIlgP and the role of treatment, the first
obstacle they came across was the severely skegteithution of DUP. This was patrticularly evident
in the pre-EPPIC sample. What researchers noti¢teshwarefully looking at the data, is that when
median values were examined the length of DUPemptbst-EPPIC group was actually longer than the
pre-EPPIC group. This study therefore re-examihedetrlier finding that suggested that the efforts
made by EPPIC, such as the mobile assessmentuaameffective in reducing DUP. If you recall
mean DUP did decrease for the post-EPPIC sampletyit did so was because there were far fewer
extremely long DUPs as in the pre-EPPIC sampleréfbee the mobile assessment unit can still be
viewed as successful even though it did not retlveenedian DUP because it did effectively reach the
“hard-to-reach” persons, who had been sufferinghfpsychosis the longest (Carbone et al., 1999). In
addition the median DUP not being reduced in the-p®PIC sample also suggests that more cases
were brought in that probably would have been cabgsry long DUP but with outreach strategies
they were treated earlier.

Another important point was that if median DW®s actually longer in the post-EPPIC sample did
this affect their QLS scores? In order to answer glaestion properly, researchers analyzed QLS
scores in conjunction with the subject’s lengtibafP and whether or not the subject was offered the
assertive and holistic treatment model embodigtderEPPIC program. The results show that short
(less than 4 weeks) DUP and the EPPIC treatmenehwoeated the highest QLS scores (Carbone et
al., 1999). But in the pre-EPPIC sample the shatP@roup also had high QLS scores. In fact there
was not a statistical difference between the oueai the two groups. In addition, results
demonstrated that if DUP was longer than 6months &ores were significantly lower in both the
post-EPPIC sample (mean score ranges from 67.7.5%) &nd in the pre-EPPIC sample (mean scores
ranges from 64.6 to 58.6). The group that benetitednost from the treatment the EPPIC program
offered was in the less than 6 month of DUP catedenr these subjects, QLS scores averaged 12
points above the pre-EPPIC subjects (Carbone &088). Overall, this research demonstrates that
shortening DUP to a point of less than 6 monthsomunction with holistic treatment outcome is best
If the proper treatment is not offered in this gastage, it is obvious that positive outcome leasts
not as high. The EPPIC researchers argue thatttieigtment should consist of a low-dose neuroleptic
strategy combined with more intensive and spee@dlghase-specific psychosocial interventions.



If there was not any improvement in the grofipubjects with DUPs longer than 6months it i®als
possible that new directions in treatment shoulddagght, such as cognitive therapy or clozapine. Th
researchers and mental health professionals &RIC clinic have attempted to tackle the
complicated cases in which individuals have posiiymptoms that are treatment resistant. In most
early intervention programs, such as EPPIC, 15208 of individuals are treatment resistant and
almost always these are individuals with a diagho$kither schizophrenia, schizophreniform
disorder, or schizo-affective disorder (Edwardalet1999). TREAT (treatment resistance early
assessment team) was developed to focus on fistdgppatients with enduring symptoms. As
McGorry et al. (1999) argues, this is particulanhportant because if positive symptoms persistraduri
treatment than the entire purpose of reducing DdJbvintless — the individual is still enduring
psychosis that could possible be toxic to the bfBREAT comprises of specialty trained senior
clinicians within the EPPIC program. If an EPPIGiguat’s positive symptoms do not remiss after
three months of treatment, the patient is placetbuthe care of TREAT and encouraged to take
clozapine (Edwards et al., 1999). Individuals vatimtinuing positive symptoms may then undergo a
further step, STOPP (systematic targeting of prgdahpositive symptoms). This is a form of
psychological therapy that draws on numerous tegles such as behavioral and cognitive approaches
in order to get positive symptoms to cease (Edwatdal., 1999). The argument at EPPIC is that
individuals suffering from persistent positive syimps need more aggressive psychological treatment
because they have shown in measurements to hawegtiest rates of damaged self-esteem,
depression, and shame. STOPP builds upon the CQ@EEl mnd its four phases. In addition, STOPP
emphasizes building an identity that is separate fthe psychosis and directly attacks stigma.

3. Treatment Plans and Results from EPPIC Sister Progams:

Alfred Community Service for Early Psychosisaliment (ACSEPT) Fhis program is part of an
expansion of programs that follow EPPIC princides hope to tap into some of EPPIC’s success in
early treatment effectiveness. ACSEPT grew outmifa program that started in 1997 in Inner South
East and Middle South Melbourne. Together the hasaan estimated population of 148,000 persons
under the age of 26.

Within Australian mental health services theic is unique because it is housed in a youth and
adolescent mental health agency with the targetilptipn being transitional aged youths (16-26 years
of age). The treatment provided is also unique ieACSEPT does not provide their own system of
day programming but uses existing services in ¢merounity. The advantages of this system include
increasing diversity, normalizing seeking treatnfentmental problems for individuals in the
community, relative freedom from the stigma of reicgy mental health services, and flexibility taeus
and chose services necessary. Using this strustareattempt to better co-ordinate the work iryear
psychosis treatment and recovery of inpatient sesyicrisis assessment, and continuing care teams f
both adults and adolescents with a larger arrappofmunity health services and disability support
services. In this way there is a network of sewviaed support available that consist of general
practitioners, youth and recreation services amdracodation services.

In order to properly coordinate services vattailable community programs, the ACSEPT project
has six coordinators based in the child and adeftgsagency who spent half their time doing clinical
work and the other half is spent working as a diaigith the adult psychiatric and disability suppor
services that make up the network of early psychesivices. ACSEPT has five goals in terms of
bettering treatment and early intervention. Thesagginclude: professional training and education,



community development, family information and suppeducational prevocational and disability
support services.

At this early date there are unfortunatelystatdistics on the success of this program. Desipiseit
should be noted that a system that integrates cantyabased treatment for transitional aged youth
has been implemented in Australia that emphasizieg) wther community service providers to help
detect and treat mental disorders. Reasons forgismthat are sighted include avoiding stigmatizing
the young person and strengthening the connectbnden the importance of treating the mind as
well as the bodyNotes thus far stress that the program is mastessful when it is able to
successfully coordinate with other available senpooviders. Doing this requires individuals dedote
to just this project/clinic from both the clinisélf as well as within other service agencies and
providers. For example, if disability support sees is to be a provider than at least one individua
within that service must devote his or her manpasadely to coordinating with ACSEPT and
providing clinic users services.

The South Brisbane Child and Youth Mental Healtivi€es: This treatment model is also new and
born out of EPPIC but it's focus is treating chddrl8 years of age and younger who present signs of
major mental illnesses such as psychosis, moodd#issy and eating disorders. In terms of sevehniy t
young person is assisted through inpatient, dagtiept, or outpatient treatment. All programs are
centered on the philosophy of getting proper treatnearly the first time and developing trust and
positive experiences with mental health servicethabcare will be continued. Therefore like EPPIC
programs, this program also is built on a recoveoglel, arguing that young persons need an active
support system helping them through their ilin€age to this, this treatment program not only offers
psychoeducation for parents but educational angatigroups for siblings.

On-going research at EPPICInfortunately the following research projects angy in the early
stages but each appear to be very promising whaplete — so we will introduce them and keep
abreast on any data that might possibility be sddan the future.

s Very low-dose neuroleptics trial'his is measuring the effectiveness of low-dasgeridone in
people ages 16 to 30 who are experiencing a fostatfective psychotic episode. This tests if a
daily dose of 2mg of risperidone over four weekips¢hose who are otherwise non-responsive
after four weeks of standard treatment. Of the remponders, a portion of the sample starts
receiving a larger dose, 4mg, or a combinationnof) ®f resperidone and lithium therapy. The
subjects will be evaluated after 63 days and tlgainan 12 months. Assessments are made at
beginning, at 63 days, and after 12 months usiaddhowing scales: Royal Park Multidiagnostic
Instrument for Psychosis (RPMIP), Brief PsychiaRating Scale(BPRS), the Scale for
Assessment of Negative Symptoms(SANS), the Clirgabal Impression Scale(CGl), and the
Subjective Global Impression Scale(SGI). The ihrégponse rate to the change in treatment so far
has been better than expected at 60% - 70% ofiherienental group responding. Yet it is too
early to note if these forms of treatment have efifgctive on remission.

% Recovery PlusThis is a randomized control trail in which cliefitsm EPPIC who continue to
experience persisting hallucinations, delusionthought disorders after three months of treatment
are invited to participate in — which includes avilgek intervention phase. The study aims to
measure the effectiveness of a specific form ohaog-behavioral therapy or STOPP, the use of
clozapine as compared to a standard antipsyclastccthe combined effective of these two
treatment methods. This is a three-year projedt wit initial results yet.

% Cannabis and Psychosis Projettis project seeks to target effective intervemtimanagement,
and treatment for patients who use cannabis aridrdudm a psychotic illness. The objective of



the project is to study the link between cannab&and relapse and cannabis use and poor
response to treatment. Research will be based @m@uandomized control trial with pre and post-
test assessment and 6 month follow up. The expatahgroup will receive an intervention based
on a cognitive-psychoeducational format across 6el3ions focusing on aspects of cannabis use,
psychosis and the relationship between the twe.Hypothesized that relapse rates will be lower,
response to treatment better, and levels of pergisymptoms lower amongst the experimental
group.

The Delayed ProjectThis project is an evaluatiasf the clinical and economic effectiveness of a
purpose-designed Early Psychosis Detection andriegd program. (Basically it studies the very
tactics and strategies we want to know about atetménes if they are effective) It will study two
key strategies used to reduce treatment delaysygndve client outcomes. In addition, the study
wishes to uncover if one program can be designaticdm create the same results in various
communities. The delay project is testing this tigio three approaches. First, a community
awareness campaign is designed and is being imptetheocusing on early intervention and
detection of psychosis. Second, there is an difpEPPIC to reduce the DUP among a group of
first-episode patients over a 12-month period. d;iine rate and degree of recovery among clients
who are within the catchment of the campaign anegoeompared to a control sample without the
first two efforts (like the TIPS project). The aimto determine whether the early detection
program designed by EPPIC improves client outcaordependently of the duration of untreated
psychosis. The delay project compares the rateedeyf recovery and 12-month outcomes of a
sample treated at EPPIC with a similar group &t f@pisode clients being treated by a mental
health service in another area. The latter sei@s not have early detection efforts. The study
will evaluate the cost effectiveness and stand&®IE treatment to that of the comparison generic
clinical service. Preliminary data from this studight be available in May of 2001.

LifeSPAN:This study aims to investigate suicide preventinategies in early detection with
youths. The aim is to find effective ways to edeadinicians about what signs to look forward in
“at-risk” kids as well as what are effective thexapc treatments. The project investigates how to
bring proper identification within a system of igtated services. The hope is that research will
provide strategies that demonstrate effectiveness.

4. Home-Oriented Management of Early Psychosis (HOMEEhgland

This particular treatment method is not argomg program per se but the researchers who

designed and conducted the study advocate that-basezl treatment is an effective alternative to
hospitalization in first-episode psychosis depegdin elements related to family and social support.
Researchers created this program out of an alreadting Adult Community Treatment team which

is a mobile treatment team available 24 hours afaiathe treatment and assessment of adults having
psychiatric problems and prefer to have home-basmthgement instead of hospital admission.
HOMES was dedicated solely to the treatment of-B@sode psychosis and sought to identify how
this unique group of new patients could be treatetle comfort of their homes instead of a hospital
setting. Researchers argue favorably for this sygtarticularly with first interventions becauseslik
other researchers, (McGorry), Fitzgerald and Kulkét998) believe that home-based treatment may
function to get people into treatment earlier baeatlhey can avoid the stigmatizing image of a



“mental patient” as well as any other secondargaff that can arise due to a traumatic experience i
the hospital.

Fitzgerald and Kulkarni (1998) were pleasethuwheir initial findings that illustrate that home
based treatment did not reduce compliance andfisignily increased QLS. For example, when
researchers compared the QLS scores of the hazpdaroup to the home-based treatment group, the
QLS for the latter group was an average of 43.8tgdiigher. Research further pointed out thatithis
not due to the two groups having different levdlsyamptom severity. When the two groups were
being designed, only the level of social and/orifasupport was the factor that determined which
subjects were placed into which group. If the sctigied not have a supportive environment that could
be provided for home-based treatment than hosgatadin was used and vice versa for subjects with a
supportive environment. Researchers measured Weetysof symptoms of all subjects during initial
assessment. The results using the BPRS, SAPShar@iANS all illustrated that there was no
significance difference amongst the two groupems of symptom severity. In short, the degree of
initial psychopathology did not predict the succasBome-based treatment.

Researchers did come to one important coratugigarding the length of DUP. They found that
longer DUP was associated with a less positiveamécin home-based treatment. Why this is,
researchers did have the capacity to measure éytiree with other early intervention advocates th
longer DUP is generally associated with less pasitutcomes.

Researchers further stressed that a suppativironment is absolutely essential to success in
home treatment and if programs like this are deyesdo clinicians must perform extensive assessments
before determining that treatment should take pilatee home. Elements that clinicians should look
for include: supportive environment, availabilitgck of pre-existing family dysfunction, and strong
coping skills.

In taking this information and relaying it to th&sue of early intervention in California among
transitional age youth, it is apparent that homeséa treatment may be a viable opti6irst, many of
these youths are still at home when symptoms beginrhome-based treatment would not disrupt their
normal lifestyle quite as drastically as hospitiian. Second, researchers argue (Larsen et 88)19
that when family and support systems interveneyaearhe course of illness, attitudes reflectingp@o
in recovery are more likely to be present. Havimg power of positive attitudes surrounding the
patient has created superior treatment outcomesrrerous different clinical trials. Lastly, attemmgt
to get adolescents to receive treatment might be fileely if services are available in the safetyla
comfort of their own homes if a capable supportesysis available.

5. Prevention and Early Intervention Program for Pegch (PEPP):

PEPP utilizes an assertive case managemerelymoddified to suit the needs of young people and
their families. Families are a fundamental parthef central framework of treatment. Case managers
function to hold the treatment components togetarmost importantly the case manger is the
central therapeutic unit of the team. They areaasible for building a trusting and working
relationship with the individual in treatment aslivees his or her family or caretakers. In shorg tase
manager sees the client through states of acutpteymatology to recovery with all the ups and downs
in between. Treatment is based on thorough commuare as well. The case management system



relies on strong alliances that have been buil withools and colleges — thus efforts go to thgetad
population. Most are treated through outpatientises and only during acute episodes is a psyabiatr
setting used.

Like most early intervention programs, antyg®otics are used. The choice of anti-psychotic
medication is decided through treatment protocdih wie first choice being low doses of resperidone.
If there is no response, or the drug treatmenbigaierated, alternative medications are used asch
olanzepine, questiapine and lastly clozapine. Bse ecnanger is responsible for having a wide
knowledge of medications and side effects, whidmigerative because this individual educates the
client and his or her parents about medicatioreissroughout the duration of program treatment.

Case Management:

The work of case managers within the PEPP progs distinctive because the main goal is to
return PEPP subjects to school, work, or routiny di@ing as soon as possible. The case manager
makes meaningful ties to employers, working toageymptomatic client reinstated if he or she was
demised due to untreated symptoms. A caseworkéwark with school officials to receive a sick
leave of absence for a client instead of being pleddrom courses and also travels to workplaces and
school environments in order to educate the pebjlecome in contact with the clients’ experience
using plain, non-medical language. For exampl@sa enanger would not use the term
“schizophrenia” or “psychosis” but instead explthat the condition causes difficulties with
concentration and memory loss. If returning to stloo work is not yet possible, than the case
manger, with the assistance of school officialgsusognitive tests to determine what kind of
independent study can take place at home.

Keeping with the philosophy that this episegleemporary, case managers do not place PEPP
clients in housing that accommodates or is suitaslendividuals with chronic or severe mental
illness. In most cases, subjects are still residiiig their parents, or chose to reside with fandilying
the treatment and recovery process. If this igm®tase, some form of transitional housing istleta
but case managers do not encourage subjects tpfapjplublic assistance except on the temporary
basis.The continual message from the PEPP program edmaesymptoms are temporary, treatable,
and recovery is inevitable if the program is folkxv

The case manager is further responsible fepikg an informal and open dialogue flowing
between the psychiatrist, psychologist, patiend, family members. In addition, the case manager is
accountable for assessing the client’s psychosoeiadls such as needs for housing, finances, itggres
and hobbies as well as accessing other commursburees for treatment of drug and alcohol abuse.
One important task of the case manager is to eageuand coordinate peer groups for recovery.
During the treatment process, progress assessarenmisade during the third, sixth, and twelfth
months. The twelfth month review is very comprelnams order to evaluate if the patient is ready fo
only “medication management” because he or shemger needs the attention of intensive case
management. After a review within the second yéanedication-only treatment, and the client is
making little or no progress, than a multi-disangliy review can help identify how additional
psychosocial treatment can be re-entered intorianbhent regime. So far approximately 10% -15% of
clients are likely to require intensive case manag@ services beyond the two-year period.



Family Work:

Family intervention consists of two componentssggho-educational workshop and individual
family intervention provided by the social workease manger, or psychiatrist. First, the workshop
consists of an eight-hour interdisciplinary tearfoefthat provides an overview of psychosis through
lectures, slide presentations, video materialsagash discussions with family members of first
episode clients. The overall purpose of the worRsldo impress upon the relatives that psychssis i
brain disorder that can be positively influenceddyily participation in the recovery process.
Specific topics such as diagnostic uncertaintgnsé, substance abuse, identity, and resuming
functioning are covered with the notion that thesecepts should be re-visited and knowledge should
be continuously gained about them throughout thessoof treatment. Secondly, there is individual
family intervention, which is based on addressheyrieeds of different and unique families. Some
families want common contact and others do nos ffrograms must be tailored individually in order
to reach successful engagement with either paltg.family members, client, and case manager meet
during the assessment period or shortly theremfterder to identify their goals and concerns for
treatment. At that time further meetings are egghbt that will take place either within the homeb
the clinic. The key to success is for the case ant work hard to open lines of communication and
trust between the often-estranged client and hiseofamily. In the future (January 2001), the PEPP
program will be implementing a multiple family ggointervention program in collaboration with Dr.
William McFarlane of Portland, Maine.

Group Interventions:
Recovery through Activity and Participation (RAP)

Although the PEPP program identifies that@mgst return to school, work, or routine daily ligin
is a priority goal, the program does recognize thiatis not appropriate for all clients — partay
right away. RAP provides simple low-stress actegtthat enhance daily functioning and work towards
personal goals. This monitors the individual thiotige early stages of recovery. RAP takes place
twice a week in an outpatient setting and is climritered where activities are individually chosen
order to help clients meet their current goalsliént enters the group with the help of his or t&se
manger and exits the group when an evaluation dstraias that the client has met his or her goals.

Program Goals:

To aid in the assessment of daily functioning

To gain skills essential for role functioning

+« To increase structure during the week

% To provide on going support and encouragement
+ To increase social interaction

% To increase activity tolerance

« To encourage personal responsibility for recovery



Youth Education and Support Group (YES):

The rationale behind this form of interventiariges from a basic principle that makes early
intervention programs unique, that is, coping Miitst onset mental illness is particularly difficdibr a
young adult who is already dealing with a numbeditifcult and stressful life changes. In addition,
the onset of psychosis is also a form of severereato the maturing identity of an adolescent. YES
offers an environment where adolescents and yodualjsa(ages 15-24) can come together and share
their common problems and find ways to make resptmshoices. The group offers a supportive
atmosphere that is limited to eight different sessi— each of which is centered on one of the
following themes:

+ Creating Goals and Formulating Expectations

% Self-ldentity

+ Peer Pressure and Drug and Alcohol Abuse

% Relationships and Medications

« Stigma and Strategies

% Social Skills and Recovery

+ Returning to School and Work and early Warning Sign
% Review and Celebration

Cognitively Oriented Skills Training Group (Costs)

The program designers at PEPP feel thatvitlig important to work on the cognitive deficitath
have arisen due to the untreated symptoms ofdpiede psychosis. This is particularly important
because with clients ranging from 15 to 24 yearagef it is important that they are able to retorn t
work or school without heavy cognitive lossesslaiso clear that one’s ability to maximize higer
cognitive potential has often been further comps&diby a prolonged phase of untreated symptoms.
It is the belief of the program directors at PER& & group model of cognitive skill instruction
enhances attention and concentration through varizhlisual exercises, facilitates communication
and social skills, and stimulates individuals tlglogroup interaction. Yet research on the
effectiveness of cognitive therapy so far has dgn in relation to chronically ill individuals who
have suffered from their disorder for years, if detades — and this is not the case for those
undergoing the PEPP program. As a result, PEPRarogers feel that the outcomes could be far
more positive and effective than these earlieristughow.

Cognitive Behavioral Therapy (CBT)

A psychologist provides this form of treatment &t6PP researchers feel it is important because
research has illustrated for nearly three decddsghis form of treatment is effective. CBT desea
rates of anxiety and depression, symptom sevemtyfi@@quency, and reduces hospitalizations and
relapse rates among those with psychotic disortteeddition, PEPP researchers feel that it is very
possible that this form of treatment could be ewveme effective on first-episode patients. Mostriise



spend one to two days a week doing CBT and thdidaraf treatment typically ranges from 6 to 12
months.

Objectives of CBT

¢ Reduce co-morbid psychopathology such as anxietydapression
+ Reduce psychotic symptoms
% Improve self-efficacy, self-esteem, and reduce stidimatization

Summary:

Overall the PEPP program promotes a message ofegctrom symptoms and recovery to a
functional status at the earliest point possiblee freatment program is two years long but theesds
will be follow-up and on-going case managemenpfaticipants. Together these treatment strategies
such asssertive case management, family work, RAP, YBSTS and CBThave created preliminary
results that show that patients not only returth&r occupations but quality of life measures
significantly improve. It is too early to see exgdtow this will affect long-term outcome but
researchers are optimistic that PEPP will bringiitg and recovery to roughly 80% of the clients
who receive their services.

Treatment Outcomes:

As previously discussed in the first part of thepart, early findings from the PEPP program have
been rather encouraging. For instance, Dr. Mallh®fPEPP program sound that if DUP was kept at
six month or less, remission of positive symptonas wxtremely high. After one year in the early
treatment program, Malla and colleagues (2001 hé&uréstablished the following results. Length of
DUP was able to predict the extent of positive syms (SAPS) and Hamilton Anxiety Scores but
was unable to predict the level of negative (SANIS)epressive (CDS) symptoms at one year.
Therefore, DUP can clearly be linked to the magt@taf positive symptoms but it might not be linked
the extent of negative or depressive symptoms. Suher researchers, such as Patrick McGorry from
the EPPIC program would find this is informatioroganews, as his team argues that negative and
depressive symptoms possibly can be effectivelyeed and controlled by assertive case management
and community based treatment during the “critpiod”.

Another PEPP research team, Norman and coksa@001) also found evidence that DUP may
not play a role in cognitive functioning. A battesfycognitive tests were administered shortly after
admission to PEPP. Although several variables ssaender, premorbid adjustment, education and
handedness were related to cognitive functioniogetation was found between DUP and cognitive
performance. This finding further supports a grayield of research that argues that in order tsee
cognitive impairment in schizophrenia, interventioay need to take place before initial onset of
psychosis (prodromal phase).

Unfortunately, the one-year long PEPP prognasinot assessed the effectiveness of their case
management strategies during treatment. This déltheninteresting to see once an assessment takes



place in about six months because the treatmenéhmfased on models used and mostly developed
by EPPIC. Replication of EPPIC’s success amondferdnt population would be of valuable interest
to any organization or group looking for eviden¢¢he adaptability of the EPPIC model.

6. Early Psychosis Identification (EPI) - British Cotbia:

This particular program has spent substagtrathre time building up its tactics and stratedogs
increasing awareness and detection than actudilgreing strategic treatment strategies with first-
episode patients. Like many other programs, théigda offer community based care. The first step
that project designers address is beginning witip@r assessment, or making the first contact count.
This may mean that assessments are conducted pmiviaey of the individual’s home or through other
means of effective outreach efforts. Other elemehgsoper initial treatment include getting the
family involved if possible and immediately begingipsychoeducation, integrating current services
providers, and making thorough and repeated assetsm

In terms of treatment, the program specified it should represent the following principles:

Contain specialized programs

Assertive case management

Family involvement

Take place in the least restricted environment

Each treatment plan should be tailored to the nettle individual.

In terms of medication, they have one importarg fstart low and go slow”.

VVVVYVYVYY

As it has been mentioned atypical anti-psyickare preferable because they do not create ag ma
side effects and as a result clients are moreylitcebtay in the program. This program also feledd t
minimizing side effects is essential because itrdomtes to high levels of compliance. Overall this
program estimates that the use of low-dose atypitpsychotics will be responded to by 60% of
persons within 12 weeks (MHECCU, 41:1999). Anot%&%o of clients will respond more slowly.

In terms of what elements of psychoeducatimukl be stressed, the project promotes an emphasis
on self-esteem building, cognitive therapy, copang stress management skill building, a combination
of additional family and group therapy, and if nesary therapy to address signs of substance misuse.

The community mental health agencies that §dish Columbia try to offer these services.
Unlike other programs, EIP does not have any prelany statistics to report at this time. Evaluason
in terms of effectiveness of outcome as well as efiectiveness should be analyzed and available by
May of 2001.



7. Danish OPUS Project — Treatment Outcomes

Although the Danish OPUS project did not employohlihe outreach tactics used by TIPS, EPPIC,
and PEPP programs in order to reduce DUP, examieitent results from the OPUS project for first-
episode psychosis demonstrates that reducing Ddét ithe only effective method to improve
outcome. Recalling an earlier discussion, the OBtd§ect did not apply aggressive outreach effarts t
the general public. Instead, aggressive outredontefvere applied only to primary care physicians,
teenagers, and individuals who come in contact wotlng adults (i.e. school counselors). Researchers
concluded that an additional factor that led toittadility to reduce DUP was that a mobile assestme
team did not facilitate accessing treatment. Degpigse findings, OPUS project leaders continued
with a second area of research that evaluatedfibetigeness of assertive community-based treatment
among first-episode patients regardless of len§dP. The findings demonstrate that despite a
failure in significantly reducing DUP, proper andensive treatment can improve outcome and
decrease the possibility of relapse.

The OPUS project did offer assertive commuhaged treatment for inclusion populations that was
structured and based upon a fusion of the EPPICT#M8 models. OPUS team treatment consisted of:
at least once a week contact from case managévidodlly designed treatment programs,
multifamily education groups, psycho-education jaakills training, and medication free of charge.
Jeppesen and colleagues (2001) assessed theveffests of these programs for both individuals
experiencing first-episode psychosis, as well ag family members, if possible. Assessment took
place upon entrance into the OPUS program and @fieyear. In addition, a control group was
assessed at baseline and after one year of regatandard treatment. Measurements for patients
included PSE, SANS, and SAPS. Measurements folyffanembers included interviews about
satisfaction with treatment, expressed emotion (BM$8urden of iliness (SBAS), and general well
being (GHQ). The results demonstrated that assecbmmunity based treatment did have some very
positive effects on outcome. The experimental grioymroved more than the control group with a
stronger reduction in psychotic dimensions. Alstemmrthy, team treatment had a significant effect
on reducing negative symptoms. For example, 52%avh patients experienced an improvement in
anhedonia when only 31% of the standard group\desh{egodt et al., 2001). In addition, team
treatment significantly reduced the symptoms ofliiea, demonstrating improvement among 50% of
patients and deterioration among less than 20%téqts, whereas nearly 35% of the standard group
deteriorated. Lastly, family members included ia titeatment group expressed a better willingness to
be interviewed and had considerably higher sconeSABS, GHQ, and EE after the 12 months
(Jeppesen et al., 2001). Overall, both team pati@md their family members expressed a signifigantl
higher level of satisfaction with treatment. Traseektremely noteworthy, as various researchers have
argued that satisfaction among both patients agid shipport systems is associated with reduced rate
of relapse and increased medication compliancy.

The OPUS project further wanted to explorergiationship between team treatment and suicidal
behavior. It has been long established by reseexthat suicidal behavior is frequent among first-
episode patients. OPUS researchers hypothesizehiginer levels of client satisfaction would
decrease suicidal thoughts, plans, and attemptpriSiagly, results illustrate that suicidal thoagh
and plans were reduced almost evenly in both dartrent and standard groups (Nordentoft at el.,
2001). On the other hand, client satisfaction ratere significantly higher on the Client Satisfaati
Scale among treatment group participants. For elgrtrpatment group subjects expressed a strong



acceptance of repeat treatment if necessary, whstaadard group subjects did not express even %2 as
much acceptance. OPUS project leaders argue timgf the experimental treatment could dramatically
improve compliancy rates.

The final arena of research that OPUS hasitBceeleased explored the relationship between
substance abuse and outcome in treatment forefaisbde psychosis. Peterson and colleagues (2001)
wanted to explore the effectiveness of team treatmoe first-episode patients who were also
substance abusers. Prospective studies have shatwngatment outcomes such as symptom level and
functional status are worse among patients with diagnosis than among individuals with single
disorders. The problem is certainly valid, as 7Bjects out of 335 total patients, or 24%, were
substance abusers at entry into the program (Petetsal., 2001). After a year of team treatment,
OPUS researchers only found that team treatmentmildly effective in controlling continued
substance abuse but was not more effective in neglsgmptoms of first-episode psychosis. This
finding clearly demonstrates that early intervemtstrategies must continue to attempt to reach goun
people before substance abuse is utilized as aoshethself-medication for untreated symptoms of
major mental illness.

8. Family Psychoeducation in Treatment of First-Episoé Patients -Calgary:

This is an on-going study that looks at fanmitervention beyond just assisting in reducingpsk
rates. The study has several different aims. Flisticians are to educate family members for three
primary reasons — (1) so they clearly understaagutssibility of relapse and that causes for relaps
are biological and psychological, (2) so they tan @entify potential relapses (3) so they can bkso
able to cope with relapses. A second major ainh@ftteatment program is to reduce the distress and
burden family members may be experiencing. Thigté for their mental health — not just the family
member who is dealing with emerging psychosis.

Study after study have shown that individwath mental disorders relapse less when the
environment, particularly that of the individuatamily, is less full of stress. The Calgary family
program is particularly designed to meet the neddsfirst-episode family — and therefore the pcoje
length for participants is three years. The progcamsists of individualized family treatments and
specialized short-term groups, discharge plannimgcantinuous involvement in the program if a
family chooses to do so. So far preliminary outcopmilts are promising. More than 75% of families
are actively involved and for these families thisra significant improvement in psychological well
being, burden and care giving at the 6-month, I gad 2-year follow-up periods. Overall this
randomized trial illustrates the effectiveness ®fghoeducation that uses both individualization and
group participation to enhance well-being, hencthéar reduce the high incidence of relapse.

The Calgary Family Psychoeducation Prograncmiike the PEPP and OPUS programs, is based
on the work of Dr. William McFarlane, who advocatesbehalf of family intervention, psycho-
education, and multi-family groups. It is therefqust at this point to highlight some of the immies
data McFarlane’s programs have recently displaidid.funded a five-year clinical trial that aimed to
compare patient and family caregiver outcomes anpanticipants randomized to psycho-educational
multiple-family groups (MFG) or standard care (Dytkal., 2001:259). Positive and negative
symptom status was monitored monthly for two yelterviewers further assessed family caregiver
stress, burden, and health. Controlling for baselparticipants in the MFG had significantly reddice
relapse, hospitalization, and negative symptomeed@iers attending MFG groups reported reduced



perceived stress and anger, as well as reducedrdasits and frequency of their own medical
conditions. It is clear that MFGs have the potértidoe strong tools in reducing the cost of treatin
if performed within the community.

9.Nova Scotia Early Psychosis Program (NSEPP)

Although this particular program is very new andeally just in the primary stages of evaluating
their work, two recent research studies attempietononstrate the importance of outpatient treatment
and family psychoeducation. Richard and collea@R@81) compared the rate of hospitalization and
suicide among first-episode patients who were eitleated in a hospital setting or part of the nhode
early psychosis program after one year of treatn@hthe individuals diagnosed and treated in a
hospital setting, 18% were re-hospitalized withire gyear, were as only 8% of the outpatient
diagnosed sample was hospitalized. In additionmetivere four suicides committed among the hospital
diagnosed sample and none among the outpatieniesafihough this may seem like evidence that
the outpatient treatment is superior — this isthetcase. Research illustrate that individuals Veitiy
DUPs are the individuals who eventually end up ¢péieated in a hospital setting. Their assumptson i
that DUP additionally accounts for poorer outcome.

A second study, containing better methodol@ygluates the effectiveness of family psycho-
education programs on a first-episode patientsttnent outcome. Crown and colleagues (2001)
evaluated the program through assessing particgaisfaction, measures of knowledge, family
members’ experience of caregiving, and level ofregped emotion. Data illustrated success in all of
these areas. The next step of these researchélsewd compare these measures in relation to
evaluations conducted with the caregiver and tbeed one experiencing first-episode psychosis.

Although neither of these studies providesickvidence that outpatient treatment and family
psychoeducation are absolutely essential to bietatment outcomes for individual experiencingtfirs
episode psychosis. The strong interest in using thase strategies to reduce the long term cost of
treatment by reducing the likelihood of hospitdiiza during relapse illustrates that many inte o
programs have faith and see promise in utilizirggbmmunity and the family in offering effective
treatment.

IV. What Questions and Concerns is the Current Avdable Research Unable to Answer?

Unfortunately there are a number of questtbas current research is unable to answer. The main
reason for this is that it is too soon for curréata and recent studies to provide any evidentengf
term results. Most advocates of early intervensisategies even agree that caution should be taken
into account when thinking about future possil@btand implications. Although recent studies have
offered the hypothesis of “biological toxicity”,rdict evidence is still not available because largat
effects cannot be assessed (Ho et al., 2000).srevident in this report thus far, there are numero
reasons why the mental health community shouldobentitted to developing models of detection and
intervention.

First, numerous researchers have noted tbatiduals suffering from psychotic symptoms are not
seeking treatment promptly. Why they are not d@adpas not been determined yet but it is clear that



the combination of influencing factors includegsta or misconceptions about seeking treatment, lack
of ability to identify symptoms, inaccessibility pfoper places to seek help, and that the symptoms
themselves impair many from getting the help thegcd As this report has demonstrated, outreach
efforts that target the “hard to reach” populatidrieens and young adults has been successful in
offering earlier treatment. In addition, there h&een multiple efforts to educate young adults|thea
professionals, and the general population abouivliraing signs of psychosis and why getting
treatment is a step towards recovery. The effect@se of these efforts is a bit easier to assesaibec
rates of DUP can be measured in projects suchRS, BHPPIC, and PEPP. Although the long-term
implications could mean that if public educatior @wareness campaigns cease, stigmatizing
attitudes could return to initial pre-campaign levéhis remains to be seen at this time.

A second key finding is that early interventia most studies is correlated with better immidia
outcome or outcome that has been measured for Isotvgh to three years. What is unknown is what
are the causal mechanisms that determine thig loetteome. Is it just reduced DUP or is it just
getting proper treatment? Another camp of reseasalieuld argue that it is neither and that the eaus
is determined by the illness that manifests afterdnset of psychotic symptoms. They argue that non
schizophrenia related psychosis would not beconteb#itating in the long-term anyway. For
example, a recent study by Ho et al.(2000) arguaisa possible reason why their sample did not
correlate shorter DUP to better outcome as inavastudies from the EPPIC program was because
their sample did not have as many subjects diaghagé affective psychosis. Instead, the sample
included more subjects with a diagnosis of schizepia. The results didn’t show that shorter DUP
increased QLS scores or reduced symptom sevemtyh®other hand, even though these researchers
argue that there is not enough evidence to evegestighat short DUP is correlated with better
prognosis they do state that early interventiaomiserative because, “such long durations of unéeat
psychosis are clearly undesirable, since the psigchrperience is usually unpleasant, bewildering,
and painful to the patient and his or her familgfb(et al., 813:2000).

A third possible, but thus far inconclusiveding, is that alternative treatments which congoris
mainly of assertive community-based care for fagisode patients could add to the predicted cost
savings in treating psychosis. In terms of mengallth policy we are forced to ask the important
guestion of whether early detection and intervengmgrams will be cost effective in the long term.
To date there is no research that provides thefemg results of the outcome of both reduced DUP
and community-based treatment systems. Without temg results we unfortunately cannot make
evidence-based estimations on cost savings. Yeh#gnitude of the direct and indirect cost of
schizophrenia is so severe that the incentivetabésh alternative methods of detection and treatm
is very appealing to nations across the globe.\Adeat in both the TIPS and EPPIC projects, early
detection strategies in conjunction with commuitnsed treatment, illustrate that long-term cost
savings are highly likelySome researchers predict that two factors will i@aost in conjunction
with each other. First, better prognosis due tolgaetection or short DUP and second the use of
treatment services that can be received throughnoonity mental health centers which would provide
an array of supportive social services that willlbss costly then treatment that requires
hospitalizationIn order to do this an investment must be madedease education as well as
enhance community-based services and integratewh#nother social services. The aim is to
decrease the direct cost of schizophrenia and psigeihelated illnesses, in which direct costs are
identified as the actual dollar expenditure oniliness. In addition, indirect costs will be targetfor
reduction. Indirect costs are often not as notieehbt much more severe. Indirect costs include not
only the cost of the loss of productivity from thatient but also the loss of productivity from the



patient’s caregivers and family (Bosanquet, 20Q0%. important to note that assessing the imp#ct o
both costs is imperative.

Fortunately, EPPIC has recently reported spraminary data about their services in order to
examine if EPPIC’s community-based treatment ig &dlreduce direct costs of illness by psychosis.
Researchers compared the direct cost of treatmeheipre-EPPIC sample to the direct costs of
treatment on the post-EPPIC sample. After one geaeatment, cost-effectiveness ratios were
determined for both the pre-EPPIC and post-EPPHEsts. Measures of functioning such as QLS or
SANS scores were translated into costs saved bypsrifamprovement and reduced cost of treatment
because treatment was preformed in the communéta Mustrates that it was 91% cheaper to gain a
one-point improvement in the SANS and 46% cheapgain a one-point improvement in the QLS
using the EPPIC model of treatment (Mihalopouloal€52:1999). Data further shows that the post-
EPPIC group averaged almost %2 as many inpatierst asyhe pre-EPPIC group, creating a major cost
reduction (Mihalopoulos et al., 1999). Even wheseasing the cost of one-year of community based
treatment, researchers found that the yearly dastatment for a patient reduced from $ 24, 074 pe
client in the pre-EPPIC sample to $ 16, 964 pemtla year in the post-EPPIC sample (Mihalopoulos
et al., 1999). Further analysis does reveal thagdatient treatment offered is more expensive, st t
is still dramatically counter-balanced by the sggimade by the reduction in inpatient care. Altlioug
EPPIC program designers are pleased with theskgéisety note that potential savings must also be
used to build up the system of community careothmunity based treatment is under-funded then
hospitalizations will just increase because prapEtment is not available.

One recent study about healthcare in Spain dstrades this point. The study by Salvador-Carulla
et al (1999) examined the first three years oftineat for first-episode schizophrenia patients. The
purpose of the study was to examine the cost effsedss of community-based treatment versus only
inpatient hospital treatment in another region.lBammunities were roughly the same size and
contained the same socio-demographics but haddieyent systems of mental health care. Over the
course of three years the direct costs of caredormunity-based treatment was significantly less
except for the third year. In the first and secgadrs, costs were as much as 35% lower by using
community-based care. Only in the third year digtsdor community-based care exceed costs for
hospital care. This was due to chronic patientgicoimg to be hospitalized and recovering patients
often still using some services that the commubdaged program provided, such as occupational
therapy. But this doesn’t take into account two ami@nt factors. First, the hospital was continually
adding new patients at a cost 35% higher than camtyabased care. More importantly, subjects
receiving community-based care seemed to be less widirect cost to society. For example,
throughout the 3 years, roughly 37% of the subjeeie employed and 45% lived independently
(Salvador-Carulla et al., 1999). On the other hamdly 25% of the subjects in the hospital-baseé car
setting were employed during the study and less 836 lived independentlLlearly this study
shows that community-based care is a more costteiemethod of caring for patients with first-
episode schizophrenia.

Keeping this example in mind, one can onlygma the possible deduction in costs if early
intervention strategies succeeded. If we considetet the Spanish mental health care example
demonstrates, even if DUP is not found to be thusalamechanism of prognosis, it is evident that
early detection and treatment among a communitingas far less costly than in a hospital-like
setting with no other services provided. Add t tiiie argument that young adult lives will be less
disrupted and stigmatized by hospitalization andl dlear that early intervention programs are not
only cost-effective but potentially will be quitest reductive.



Although cost effectiveness of early intervents likely, this does not mean that communitgdxh
care should be skimmed down during treatment. Bsuldave shown that intensive outpatient treatment
should continue for approximately two years oritfteédence of relapse and the prospective damage
relapse causes is not really reduced. In shdrgatment is insufficient than the benefits gaifreth
early intervention are lost. For example, a reséudly of an early intervention program in Holland
explored this issue by asking the question of wérethyearlong post treatment day program that
reflected the principles of early intervention treant could assist in preventing psychotic relapse
first-episode patients (Linszen et al., 1998). freatment program included a combination of patient
centered psychosocial treatment, drug maintengmsgehosocial education for families or caregivers
as well as intensive drug treatment for those whra@atment applied. Like many of the programs that
this report has explored thus far, the intensiverirention program was successful in reducing sgap
rates and increasing drug compliancy. On the dihad, Linszen and collegues argue that if treatment
seizes to be active, such as through case managenushog compliancy, than poor outcome will
result. Linszen et al (1998) even argue that treatrahould remain intensive for a minimum of five
years in order to ensure that positive treatmdottsfwill be sustained.

V. Conclusion

As this report has demonstrated, it is cleat early intervention programs are a step initg r
direction for the treatment of severe mental ildsarly intervention is a positive step for muéip
reasons, even though the research is not yet lgrtwaclusive. How can this be? First, untreated
psychosis, or any other severe mental illnessvastating to a young person’s quality of life. Ade
onset for severe mental iliness coincides with othajor life changes, making the experience even
more overwhelming and disruptive than expected.yibung person’s life is “derailed” by untreated
severe mental illness, than it is necessary tottak@roper and extensive measures to mend the
condition appropriately from the start. This inadsdhot only increasing the ability of detecting
symptoms from the initial stage but also enhaneimg improving the initial treatment young people
receive. Doing so requires a strong community-basextal health system of care that can efficiently
collaborate with other social service sectors tsuea recovery. For example, many early intervention
programs offer treatment that is designed to entéme patient’s life skills such as stress manageéme
and family psychoeducation. These skills are ti@get to other social services — such as education
and vocational rehabilitation. The mental healtmowinity must be willing to collaborate, if not
coordinate, services that will work to reduce tlegbility of relapse.

Secondly, the body of research that suppaty entervention is rapidly growing. This body of
evidence is no longer restricted to just findinggt tllustrate that low DUP is associated with eased
positive outcomes. Research is beginning to dematesihat low doses of atypical antipsychotics are
highly effective in the treatment of psychosisatidition, individual and family psychoeducation, as
well as cognitive therapy, has been proven an &f'ecomponent to decreasing the possibly of
relapse. Ongoing research is absolutely cruciatder to perfect best practices treatment.

In all, the possibility of early interventi@trategies being successful will depend on theagpi@
reduce the stigma that surrounds mental ilinesi Wil require that physicians, policy-makers,
educators and the public in general to acceptsinatre mental illness should and can be treated
effectively. Recovery from mental illness is po$siliDoing so is facilitated by the ability to detec
symptoms when they initially manifest and to obtaiaper treatment by a skilled and attentive
clinician. If the stigma continues, early treatmenit not be sought and young adults that could



possibly be deterred from the tragedies that acemypntreated mental iliness will not be helped.
Early intervention strategies can be implementedatifornia, demonstrating to the rest of the U.S.
that the long-term outcomes of severe mental ilesssuch as schizophrenia, can be altered for the
better. It is possible that early intervention ieyention — that is, the prevention of the develeptrof
chronic and costly psychiatric disabilities.

I please see: Johnstone, E.C., Crow, T.J., JohAsbrand MacMillan, J.F. 1986. “The Northwick PaBkudy of First-
Episodes of schizophrenia: Presentation of thesérand Problems Relating to AdmissidBritish Journal of Psychiatry
148:115-120. Also see Scully, P.J., Coakley, GngsKils, A. and Waddington, J.L. 1997. “Psychopatfp) Executive and
General Cognitive Impairment in Relation to Duratiaf Initially Untreated versus Subsequently Trdd@sychosis in
Chronic SchizophreniaPsychological Medicing7: 1303-1310. Also see, Loebel, A.D., LiebermhA,, Alvir, J.M.J,
Mayenhorf, D.l., Geisler, S.H. and Szymanski, S.892. “Duration of Psychosis and Outcome in FigisBde
Schizophrenid American Journal of Psychiatri49: 1183-1188.

°? please see: Helgason, L. 1977.” Psychiatric Sesvémd Mental lliness in Iceland: Incidence Stuith & 6 — 7 year
Follow-up.” Acta Psychiatrica Scandinavicaé8, 111-137Johnstone, E.C., Crow, T.J., Johnson, A.L. andNien, J.F.
1986. “Presentation of the lllness and ProblemsitiRe) to Admission. British Journal of Psychiatry148, 115-120.
Loebel, A.D., Lieberman, J.A., Alvir, J.M.J., Mayef, D.I. Geisler, S.H. and Szymanski, S.R. 19%uration of
Psychosis and Outcome in First-Episode Schizoparedimerican Journal of Psychiatr49, 1183-1188.

¢ please see: McFarlane, W.R., Lukins, E., Link,Rishay, R., Deakins, S.A., Newmark, M., Dunne, ,EHaren, B.
and Toren, J. 1995. “Multiple-family Groups and &lsyeducation in the Treatment of Schizophrerachives of General
Psychiatry 52: 679-687.




References

Amminger, G.P., Edwards, J., Brewer, W.J., Harmadga, McGorry, P.D. 2001.
“Duration of Untreated Psychosis and Cognitiveddetation in First-Episode
Schizophrenia.Schizophrenia Research9 Special Issue of thd's
International Congress on Schizophrenia Reseaugpl@smental): 99.

Andery, Lena. 1997. “The Importance of Early Inestion in PsychosisEarly
Psychosis New#/ay (6) 8.

Andrews, M.D., Faruqui, R.A., Barnes, T.A. 200Health Beliefs of People with
Schizophrenia and their Professional Careers latiea to Compliance with
Antipsychotic Medicatiori. Schizophrenia Research9 Special Issue of thd'8
International Congress on Schizophrenia Reseaugplemental): 256-257.

Baldessarini, R.J., Kando, J.C., and Centorrind,905. “Hospital Use of Anti-
Psychotic Agents in 1989 and 1993: Stable Dosiritp Wecreased Length of
Stay.” American Journal of Psychiatr§52 (7): 1038-1044.

Bentall, R., Drake, R.J., Lewis, S.W. 2001. “Thedtess of Depression, Self-Esteem
And Insight in First-Episode Schizophreni&¢hizophrenia Research9 Special Issue of the
8" International Congress on Schizophrenia Reseatgiplemental): 10.

Bermanzohn, P.C., and Siris, S.G. 1992. “Akineai&yndrome Common to
Parkinsonism, Retarded Depression and Negativgoyns.”Comprehensive
Psychiatry 33:221-232.

Bland, R.C., Newman, S.C., and Orn, H. 1987. “Sgblirenia: Lifetime Co-Morbidity in
A Community Sample.Acta Psychiatrica Scandinavica5: 383-391.

Birchwood, Max. 1992. “Early Intervention in Schptoenia: Theoretical Background
And Clinical Strategies.British Journal of Clinical Psychologyl1:257-278.

Birchwood, Max. 2000. “Early Intervention: The Eowonic Issues.” IrEarly Intervention
In Psychosis: A Guide to Concepts, Evidence atehtantionsEds. Max
Birchwood, Davis Fowler, and Chris Jackson, 28Ma&w York: John Wiley
& Sons, Ltd.

Birchwood, M. and MacMillian, F. 1993. “Early Int@ntion in Schizophrenia.”
Australian and New Zealand Journal of Psychidtidy 374-378.

Bosanquet, Nick. 2000. “Early Intervention: The Bomic Issues.” IrEarly Intervention
In Psychosis: A Guide to Concepts, Evidence atehtantionsEds. Max



Birchwood, Davis Fowler, and Chris Jackson, 34862. New York: John Wiley
& Sons, Ltd.

Carbone, S., Harrigan, S., McGorry, P.D., Curry,Eins, K. 1999. “Duration of
Untreated Psychosis and 12-Month Outcome in Epssode Psychosis: The
Impact of Treatment Approach&cta Psychiatrica Scandinavid®0: 96-104.

Cassidy, M and Klymaz, A. 1995. “Economic Cost$ohizophrenia in Canada: A
Preliminary Study.” Prepared for the Schizophreéuaiety of Canada and
Health Canada.

Corrigan, P.W., Lieberman, R.P., Engel, J.D. 1986om Non-Compliance to
Collaboration in the Treatment of Schizophrentdgspital Community
Psychiatry41: 1203-1211.

Craig, T.J., Bromet, E.J., Fennig, S., Tanenbergiia M., Lavelle, J., Galambos, N.
2000. “Is There an Association Between Duratioblofreated Psychosis and 24-
Month Clinical Outcome in a First-Admission Sefiéamerican Journal of
Psychiatryl57: 60-66

Crown, M., Whitehorne, L.S., Milkiken, H., Davidso@.M., Kopala, L.C. 2001.
“Evaluating Family Psychoeducation In Early PsygikoThe Nova Scotia Early
Psychosis Program.” 200%chizophrenia Research9 Special Issue of th&'8
International Congress on Schizophrenia Reseaugplemental): 258-259.

Dyck, D.G., Short, R.A., Hendryx, M.S., Voss, W.DBlI¢Farlane, W.D. 2001. “Multi-
Family Groups and the Management of Schizophrétasient and Family
Caregiver OutcomesSchizophrenia Research9 Special Issue of thd'8
International Congress on Schizophrenia Reseaugplemental): 259.

Edwards, J., Elkins, K., Hinton, M., Pitman, K.,ilgan, S., Athanosopoulos, O., P.D.
McGorry. 2001 “Cannabis Use Following Initial Tteeent of First-Episode
Psychosis.’Schizophrenia Researct9 Special Issue of thd'8
International Congress on Schizophrenia Reseaugplemental): 12-13.

Edwards, J., Maude, D., McGorry, P., Harrigana8d Cocks, J. 1999. “Preventive Case
Management” InThe Recognition and Management of Early PsychédsRreventive
Approach,Eds. P.D. McGorry and H. Jackson, 301-337.

Cambridge: Cambridge University Press.

Edwards, J., Maude, D., McGorry, P., Harrigana8d Cocks, J. 1998. “Prolonged
Recovery in First-Episode PsychosiBritish Journal of Psychiatri72 (33):
107-116.

Fallon, I.H., Kydd, R.R., Coverdale, J.H., and Llavd T.M. 1996. “Early Detection and



Intervention for Initial Episodes of Schizophrehi&chizophrenia Bulleti@2 (2):
217-282.

Fannon, D., Chitnis, X., Doku, V., Tennakoon, L'C@allaigh, S., Soni, W., Sumich, A,
Lowe, J., Santamaria, M., and Sharma, T. 2000attifes of Structural Brain
Abnormality Detected in First-Episode Psychosfsrierican Journal of
Psychiatryl57: 1829-1834.

Fitzgerald, P. and Kulkarni, J. 1998. “Home-Oriehkanagement Program for People
With Early Psychosis.British Journal of Psychiatri72 (33): 39-44.

Francey, Shona M. 1999. “The Role of Day Programrecovery in Early Psychosis.”
In The Recognition and Management of Early PsychdsRreventive Approaclids. P.D.
McGorry and H. Jackson, 407- 437. Cambridge: CadlgleriJniversity Press.

Friis, S., Melle, 1., Haahr, U., Larsen, T.K., Johassen, J.O., Simonsen, E., Vaglum, P.,
McGlashan, T.H. 2000. “Threats to Validity in Oomees Studies of Early
Intervention in SchizophreniaPaper presented to: The Department of Research
And Education, Division of Pyschiatry, Ulleval Warsity Hospital.

Gleeson, J.F., McGorry, P.D., Rawlings, D., Jackstd. 2001. “Predictors of First
Psychotic Relapse Following Remission in Firstdgdie Psychosis: A 12-Month
Prospective Follow-Up StudySchizophrenia Research9 Special Issue of thd's
International Congress on Schizophrenia Reseaugpl@emental): 13.

Gleeson, J.F., et al.1999. “Family Interventioricarly Psychosis” IThe
Recognition and Management of Early PsychosBre&ventive Approaclkds. P.D.
McGorry and H. Jackson, 376-406. Cambridge: Camgeridniversity Press.

Green, L.W. and Kreuter, M.W. 19%ealth Promotion Planning: An Educational and
Environmental ApproachMayfield Publishing Company, Second Edition.

Hambrecht, M. and Hafner, H. 1996. “Substance Alaugkthe Onset of Schizophrenia.”
Biological Psychiatry5: 56-62.

Heinrichs, D.W., Hanlon, T.E., and Carpenter, WJF.,1984. “The Quality of Life
Scale: An Instrument for rating the Schizophrddéicit Syndrome.”
Schizophrenia BulletifO (3): 388-398.

Helgason, L. 1990. “Twenty Year Follow-Up of FiRs$ychiatric Presentation for
Schizophrenia: What Could Have Been Preventéd?d Psychiatrica
Scandinavica1l, 231-235.

Ho, Beng-Choon, Andreason, N.C., Flaum, M., NopsuR, and Miller, D. 2000.
“Untreated Initial Psychosis: Its Relation to Qtyabf Life and Symptom



Remission in First Episode Schizophrenimerican Journal of Psychiatry
157: 808-815.

Jackson, H.J., Edwards, J., McGorry, P.D., HuldertHenry, L., Francey, S., Maude,
D., Cocks, J., Harrigan, S., and Dudgeon, P. 1928gnitively-Oriented
Psychotherapy for Early Psychosis (COPE): PrekmjifResults.’British Journal
Of Psychiatryl 72 (33): 93-100.

Jackson, H.J., Edwards, J., Hulbert, C., and McG&D. 1999. “Recovery From
Psychosis: Psychological Interventions.Time Early Recognition and
Management of Early Psychosis: A Preventive Apghoeds. P.D. McGorry and
H.J. Jackson, 265-307. Cambridge: Cambridge UsiityelPress.

Jackson, H.J, Hulbert, C.A., and Henry, L.P. 2000e Treatment of Secondary
Morbidity in First Episode Psychosi€Early Intervention In Psychosis: A Guide to Conegpt
Evidence and Interventionsgds. Max Birchwood, Davis Fowler, and Chris Jack&dr3-235.
New York: John Wiley & Sons, Ltd.

Jeppesen, P., Nordentoft, M., Abel, M., Hemming$eR,., Joergensen, P., Kassow, P.
2001. “OPUS-Project: A RCT of Integrated Psyclicafireatment for Recent-
Onset Psychotic PatientsSthizophrenia Research9 Special Issue of thdénternational
Congress on Schizophrenia Research (suppleme2éal):

Johannessen, J.O., Larsen, Tor K., McGlashan, Teoh®99. “Duration of Untreated
Psychosis: An Important Target for InterventiorSichizophrenia?Nordic Journal Of
Psychiatry 53 (4).

Johannessen, J.0O., etlal Press “Early Detection Strategies for Untreated First
Episode PsychosisPreliminary results in draft form. Publication ir0@1.

Johnstone, E.C., Crow, T.J., Johnson, A.L., andNMigen, J.F. 1986. “The Northwick
Park Study of First Episode Schizophrenia: Pregemt of the lllness and
Problems Relating to AdmissiorBtitish Journal of Psychiatryl48: 115-120.

Jorm, A. 1997. “Mental Health Literacy: A Surveytbe Public’s Ability to Recognize
Mental Disorders and Their Beliefs about the Bffemess of Treatment.”
Medical Journal of Australid66: 182-186.

Kampman, O., and Lehtinen, K. 1999. “Complianc@aychoses.Acta Psychiatrica
Scandavian100: 167-175.

Kane, J.M., and Borenstein, M. 1985. “Compliancéhm Long-Term Treatment of
Schizophrenia.Psychopharmacol Bulletial: 23-27.

Keshavan, S., and Schooler, N.R. 1992. “First-Eg@sBtudies in Schizophrenia:
Research.Schizophrenia Bulleti8:491-513.



Knight, M.T., Wykes, T., Hayward, P. 2001. “Stignzation in Schizophrenia:
Identification and InterventionSchizophrenia Research9 Special Issue of thd's
International Congress on Schizophrenia Reseaugplemental): 137.

Kraepelin, E. 1971Dememtia Praecox and Paraphreniaanslated by RM Barclay.
Huntington, New York: Robert E. Krieger Publishi@g.

Kuipers, Elizabeth, and Raune, David. 2000. “TheyHaevelopment of Expressed
Emotion and Burden in the Families of First-Ons&tdPosis.” InEarly Intervention in
Concepts, Evidence and InterventioBds. Max Birchwood, Davis Fowler, and Chris Jackson
128-140. John Wiley and Sons Ltd.: England.

Larsen, T.K., Johannessen, J.O., and Opjordsmod®98. “First-Episode
Schizophrenia with Long-Duration of Untreated dis.”British Journal of
Psychiatryl72 (33): 45-52.

Larsen, T.K., McGlashan, T.H., and Moe, L.C. 19%%st-Episode Schizophrenia: |
Early Course Parametersthizophrenia BulletirR2(2): 241-256.

Larsen, T.K. et al. 2000. “The TOPP-Clinic: Desanrd Early Results Acta
Psychiatrica Scandinavi&04 (102), 3.

Larsen, T.K. 2000. “Early Intervention in Psychodikeory, Practical Models and
Cost/Benefit.”Acta Psychiatrica Scandinavi#04 (102), 41.

Lehman, A.F., Carpenter, W.T., Goldman, H.H., atidrSvachs, D.M. 1995. “Treatment
Outcomes in Schizophrenia: Implications for P@gtiPolicy, and Research.”
Schizophrenia Bulleti@1(4): 669-675.

Liddle, P.F. 1987. “The Symptoms of Chronic Schiz@mia: A Re-Examination of the
Positive-Negative DichotomyBritish Journal of Psychiatryl51: 145-151.

Lieberman, J., Jody, D., Geisler, S., Alvir J., hakA., Szymanski, S., Woerner, M., and
Borenstein, M. 1993. “Time Course and Biologic @tates of Treatment
Response in First-Episode Schizophrenfachives of General Psychiatp:
351-371.

Lincoln, C.V., and McGorry, P.D. 1995. “Who Cardzthways to Psychiatric Care in
Early Psychosis.Psychiatric Service16:1166-1171.

Lincoln, C.V., and McGorry, P.D. 1999. “PathwaySQare In Early Psychosis: Clinical
And Consumer Perspectives.”Thhe Recognition and Management of Early
Psychosis: A Preventive Approaélds. P.D. McGorry and H. Jackson, 51-79.
Cambridge: Cambridge University Press.

Linszen, D., Lenior, M., De Haan, L., Dingemans,dhd Gersons, B. 1998. “Early
Intervention, Untreated Psychosis and the Cour&andy Schizophrenia.”



British Journal of Psychiatr72 (33): 84-89.

Loebel, A.D., Lieberman, J.A., Alvir, J.M.J., Mayerf, D.l., Giesler, S.H. and
Szymanski, S.R. 1992. “Duration of Psychosis antt@me in First Episode
Schizophrenia.American Journal of Psychiatr{49:1183-1188.

MacDonald, E.M., Pica, S., McDonald, S., Hayes,.Rahd Baglioni, J. 1998. “Stress
And Coping in early Psychosis: Role of Symptonedf-Gfficacy, and Social
Support in Coping with StressBritish Journal of Psychiatrg72 (33): 122-127.

MacMillian, F. and Shiers, D. 2000. “The Iris Pragmme.” InEarly Intervention in
Concepts, Evidence and Interventiods. Max Birchwood, Davis Fowler, and Chris Jackson
315-326. John Wiley and Sons Ltd.: England.

McGlashan, T.H., Johannessen, J.O. 1996. “Earlgddein and Intervention with
Schizophrenia: RationaleSchizophrenia Bulletig@2: 201-222.

McGlashan, T.H. 1999. “Duration of Untreated Psygitian First Episode
Schizophrenia: Marker or Determinant of CoursBiglogical Psychiatry
46: 899-907.

McGlashan, T.H. 1988. “A Selective Review of Reddntth American Long-Term
Follow up Studies of Schizophreni&thizophrenia Bulletid4: 515-542.

McGorry, P.D. 1992. “The Concept of Recovery andddéeary Prevention in Psychotic
Disorders.”Australian and New Zealand Journal of Psychi&6y 3-17.

McGorry, P.D. 2000. “The Scope for Preventive ®igas in Early Psychosis: Logic,
Evidence and Momentum.” IBarly Intervention in Psychosis: A Guide to Cortsggvidence
and Interventionsizds. Max Birchwood, Davis Fowler, and Chris Jack$s@7. John Wiley
and Sons Ltd.: England.

McGorry, P.D., Chanen, A., McCarthy, E., van RRl, McKenzie, D. and Singh, B.S.
1991. “Post-Traumatic Stress Disorder Followingé&tg-Onset Psychosis. An
Unrecognized Postpsychotic SyndromEie Journal of Nervous and Mental
Disease179:253-258.

McGorry, P.D., Copolov, D.L., and Singh, B.S. 19%oyal Park Multidiagnostic
Instrument for Psychosis: Part I. Rationale andi®e’. Schizophrenia Bulletin
16 (3) 501-515.

McGorry, P.D., Edwards, J., Mihalopoulos, C., Hgan, S.M. and Jackson, H.J. 1996.
“ EPPIC: An Evolving System of Early Detection apgtimal Management.”
Schizophrenia Bulletig2: 305-326.



McGorry, P.D. and Singh, B.S. 1995. “SchizophreRisk and Possibility of
Prevention.” In B. Raphael and G.D. Burrows (Eékahdbook of Studies on
Preventive Psychiatr§lsevier Publishing: Amsterdam.

Malla, A.K., Norman, R.M., Manchanda, R., ScholtBn]., Cortese,L., Takhar, J.,
Harricharan, R. 2001. “Does DUP Predict Outcom@rag-Year in First-Episode
Psychosis?Schizophrenia Researc#9 Special Issue of thd'8
International Congress on Schizophrenia Reseaugpl@emental): 38.

Malla, A.K., Norman, R.M.G., Kotteda, V., and Ziy8.1999. “Switching from Therapy
With Typical Antipsychotic Agents to Risperidoriging-Term Impact on Patient
Outcome. Clinical Therapeutic21) 5: 806-817.

Malla, A.K., Norman, R.M.G., and Townsend, L. “Dtioam of Untreated Psychosis and
Neurocognitive Functioning in First-Episode PatsehPresentation at the
Second International Conference on Early Psychégisl 1, 2000. New York,
NY.

Mental Health Evaluation and Community Consultatiomt. 1999.Early Psychosis: A
Guide for Physicians/ancouver, Canada: Department of Psychiatry, Usityeof British
Columbia.

Mental Health Evaluation and Community Consultatimt. 1999.Early Psychosis
Identification and Intervention Initiative: TowardsFramework and Best Practice Approach
in Regional ImplementatioMancouver, Canada: Department of Psychiatry, Usityeof
British Columbia.

Mihalopoulos, C., McGorry, P.D., and Carter, R.@99. “Is Phase-Specific, Community
Oriented Treatment of early Psychosis an Econdimivaable Method of
Improving Outcome?Acta Psychiatrica Scandinavid®0: 47-55.

Mueser, K.T., Bellack, A.S., Morrison, R.L. and Véad.H. 1990. “Gender, Social
Competence, and Symptomatology in Schizophreniaorgitudinal Analysis.”
Journal of Abnormal Psycholog9; 138-147.

Nordentoft, M., Jeppesen, P., Ventegodt, A.T., Jeesen, P., Able, M., Peterson, L.,
Hemmingsen, R.P., 2001. “OPUS-Project: A Randothizentrolled Trial of
First-Episode Psychotic Patients: Patient SatisfacDepression, and Suicidal
Behavior.” Schizophrenia Research9 Special Issue of th&'@nternational Congress on
Schizophrenia Research (supplemental): 265.

Norman, R.M., Malla, A.K., Townsend, L.A. 2001. “Eation of Untreated Psychosis

And Cognitive Functioning in First Episode Patieh001.Schizophrenia Research9
Special Issue of thé"8nternational Congress on Schizophrenia Reseatgiplemental): 141.

Power, P., Elkins, K., Adlard, S., Curry, C., Mc@grP., and Harrigan, S. 1998.



“Analysis of the Initial Treatment Phase in FiEgtisode PsychosisBritish
Journal of Psychiatryt72 (33): 71-76

Redman, S., and Spencer. 1990. “The Role of MastiaMe Changing Health Related
Behavior: A Critical Appraisal of Two ModelsHealth Promotion International
5: 85-101.

Richards, J.C., Whitehorne, D., Kopala, L.C. 206{ealth Outcomes Among Newly
Diagnosed Patients with Schizophrenia and Relatedr@ers.”Schizophrenia Research9
Special Issue of thé"8nternational Congress on Schizophrenia Reseatgiplemental): 131.

Rund, B.R., Friis, S., Larsen, T.K., Melle, I.Sip& C., Vaglum, P., McGlashan, T.H.
2001. “TIPS: Stability of Cognitive Functioning krst-Episode Psychosis.”
Schizophrenia Research9 Special Issue of the 8ternational Congress on Schizophrenia
Research (supplemental): 119.

Salvador-Carulla, L., Haro, J.M., Cabases, J., Mallo, Sacristan, J.A. and Vasquez-
Barquero, J.L. 1999. “Service Utilization and Gost First-Onset Schizophrenia
In Two Widely Differing Health Service Areas in Nlo-East Spain.Acta
Psychiatrica Scandinavici0: 335-343.

Schotlen, Derek. 2000. Preliminary Analysis of ue Measures from the PEPP —
Prevention and Early Intervention Program for egis.Poster Presentation at
ACPR.October 17, 2000. Napa Valley, CA

Simonsen, E., Haahr, U.H., Melle, I.S., Larson,.T Kiis, S., Vaglum, P., McGlashan,
T.H. 2001. “TIPS: First-Episode Psychosis: DiadmoStability Over One Year.”
Schizophrenia Research9 Special Issue of thd'8nternational Congress on Schizophrenia
Research (supplemental): 277.

Stephenson, Joan. 2000. “Delay in Treating Schiapa May Narrow Therapeutic
Window of Opportunity.”Journal of the American Medical Associati@83 (16)
2091-2092.

Strakowski, S.M., Keck, P.E., McElroy, S.L., Lonkz#&.S., and West, S.A. 1995.
“Chronology of Comorbid and Principal Syndromeg-irst-Episode Psychosis.”
Comprehensive Psychiati§6: 106-112.

U.S. Department of Health and Human Services. 18@9ital Health A Report from the
Surgeon GeneraRockville, MD: U.S. Department of Health and Human
Services.

U.S. Department of Health and Human Services. 1B8dictive Tobacco Use Among
Young People, A Report from the Surgeon GenAtknta: Center for Disease
Control and Prevention.



Varma, V.K., Wig, N.N., Phookun, H.R., Misra, A.KKhare, C.B., Tripathi, B.M.,
Behere, P.B., Yoo, E.S. and Susser, E.S. 199it“Binset Schizophrenia in the
Community: Relationship of Urbanization with Ondearly Manifestations, and
Typology.Acta Psychiatry Scandinavi6: 431-438.

Vaglum, Per. 1996. “Early Intervention in Psycho€§ifinical Consequences.”
Schizophrenia Bulleti@2(2): 347-351.

Ventegodt, A.T., Jeppesen, P., Petersen, L., AbglNordentoft, M., Kassow, P.,
Hemmingsen, R.P. 2001. “OPUS-Project: A Random(@edtrolled Trial of
First-Episode Psychotic Patients: Gender diffeesn&ocial Network, and
Negative Symptoms.Schizophrenia Research9 Special Issue of thd' énternational
Congress on Schizophrenia Research (suppleme2al):

Verdoux, H., Liraud, F., Bergey, C., Assens, F.ala, F., Van Os, J. 2001. “Is the
Association between Untreated Psychosis and Ow@coomfounded? A Two-
Year Follow Up Study of First-Admitted PatientsSchizophrenia Research9 Special Issue
of the 8" International Congress on Schizophrenia Reseatgiplemental): 141.

Wyan, R.J. 1991. “Neuroleptics and the Natural Gewf Schizophrenia3chizophrenia
Bulletin,17: 325-351.

Wyatt, R.J., Henter, I.D. 1997. “Early TreatmentSahizophrenia and Long-Term
Morbidity.” Psychiatric Timed.4: 26-29.

Wyatt, R.J. 1991. “Neuroleptics and the Natural SGewf Schizophrenia.”
Schizophrenia Bulletith7: 325-351.

Yung, A.R., McGorry, P.D., McFarlane, C.A., JacksHnl., and Rakkar, A. 1996.
“Monitoring and Care of Young People at Incipi@isk of Psychosis.”
Schizophrenia Bulleti@2(2): 283-303.

Yung, A.R., Phillips, L.J., and Drew, L.T. 1999.rtimoting Access to Care in Early
Psychosis.” InThe Recognition and Management of Early Psych@sRreventive Approach,
Eds. P.D. McGorry and H. Jackson, 80-112. Cambri@genbridge University Press.



