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1 Yeu oIl INTRODUCTION

Ralionale for early intervention

The most common diagnoses associated with psychosis are schizophrenia, schizophreniform
disorder, schizoaffective disorder, bipolar disorder, and major depression with psychotic features. In
recent years, interest has grown in treating psychotic disorders as early as possible (1). Intervention
in early psychosis aims to reduce the duration of untreated psychosis, thereby reducing immediate
suffering and improving long-term outcomes (2).

GOALS OF EARLY INTERVENTION

B better short and long term prognoses

B increased speed of recovery

B lower use of hospitalization

B decreased risk of damaging socio-economic
consequences to the individual

B reduced secondary psychiatric problems (e.g.depression,
substance abuse, etc)

B minimization of family disruption

B preservation of personal assets, psychosocial skills, role
functions and social/environmental supports

B reduced relapse risk

For all psychotic disorders, the better the short-term course, the better the long-term outcome (3).
Many studies found long delays before treatment began in first-episode psychosis. Long durations of
untreated psychosis have been associated with slower and less complete recovery, more biological
abnormalities, more relapses and poorer long-term outcomes (4).

The early phase of psychosis, the period when most deterioration occurs, may represent a
“critical period” for determining long-term outcome (5). This period may present an important
treatment opportunity because course-influencing biopsychosocial variables, including patient and
family reactions, develop and show maximum ability to positively change during this time (6). The
relationship of the duration of untreated psychosis to outcomes is complex. Research findings are not
unanimous in showing that longer duration signals poorer outcome (7). Although the relationship
between duration of untreated psychosis and outcomes awaits further clarification, truncating the
time to effective treatment is one of several ways that improvement in long-term outcomes may
be produced.

Onset of psychosis typically occurs in late adolescence or early adulthood, thereby causing a major
disruption in the ability of individuals with the disorder to meet developmental challenges such as

m pursuing academic or vocational goals

m developing sexual and social relationships
m managing independent living

m establishing personal values and identity.
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1 Yeu oIl INTRODUCTION

Ralionale for early infervention / conlinued

At the same time, persons in the throes of a psychosis usually experience tremendous distress
and may engage in actions that are dangerous to themselves and others. Family relationships may be
affected, and individuals experiencing psychosis may also be prone to suicide, depression, aggression,
substance abuse, cognitive impairment and anxiety disorders.

Effective early intervention seeks to address these problems by
m pursuing academic or vocational goals
m developing sexual and social relationships
® managing independent living
m establishing personal values and identity.
m providing age-appropriate support to minimize disruption in the lives of these individuals
and enable them to more successfully meet their developmental challenges
limiting the suffering and possible negative repercussions of psychotic behaviour
assisting families
m remaining sensitive to factors that may hinder successful ongoing treatment, such as
> negative effects generated by aversive assessment and/or admission procedures
> medication side effects
> stigma and other impediments to collaborative relationships.

m providing treatment for associated problems such as suicidal tendencies, depression, aggression,
substance abuse, cognitive impairment, and anxiety disorders, rather than simply assuming
that these features are secondary phenomena.

COURSE AND OUTCOMES IN PSYCHOTIC DISORDERS

Most psychotic disorders tend to follow a relapsing course wherein periods of acute psychosis
are preceded by periods of disruption (a ‘prodrome’) and followed by recovery, deterioration, and
subsequent re-emergence of florid psychosis. By conceptualizing the disorder as consisting of these
phases, different strategies become appropriate for assessment and treatment at each stage (10).

For schizophrenia, males generally have an onset of psychosis during adolescence or early
twenties. Females tend to have an onset when they are several years older. About 3% of males and
23% of females have onset of schizophrenia before age 19 (11). Onset of bipolar disorder is slightly later
with about 25% occurring before age 20 (12).

Numerous studies of first-episode patients with schizophrenia have reported on long-term
outcomes. Typically, about 20-30% of first-episode patients recover with no persisting symptoms (13).
Poor symptomatic outcomes are found in 20-42% of cases. Moderate to severe functional and/or social
impairment is found in about half of patients after five years (14). One five-year prospective study found
that 30% of patients were considered to have a good outcome with 14% doing poorly and 56% having an
intermediate outcome (15). About 2% had competitive employment and good social networks.
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Ralionale for early infervention | conlinued

COURSE AND OUTCOMES IN PSYCHOTIC DISORDERS, continued

Almost 40% of patients showed no or minimal symptoms. About half of the 20% not on
medication at five years had good outcomes. However, other studies have reported worse outcomes
with about 50% doing poorly and less than 20% being in remission after five years (16). In contrast
to these overall general response rates, data from studies with high medication adherence rates
presents a more favorable picture of recovery. For example, one study employing injectible medication
reported that about 85% of first episode patients were considered recovered by one year (17).

When all psychotic disorders are considered, about half of the patients were considered to have
a good outcome after 15 years (schizophrenia 38% versus other psychoses 55%) (3). However, if more
stringent criteria are used that exclude patients who had an episode of treatment in the previous
two years, and includes those who showed no symptoms, and enjoyed a reasonably high level of
functioning, the proportion of recovered patients falls to 16% for those with schizophrenia and 36%
for those with other psychoses (3).

Persons with schizophrenia who are male, with cognitive impairment, less education, and
lower premorbid functioning levels tend to have poorer outcomes (18). Additional predictors of poorer
long-term outcomes include onsets associated with younger age, history of drug abuse, lack of close
friends and negative symptoms (3). Schizophrenia is associated with poorer functional outcomes and
slower recoveries from episodes than other psychotic disorders (19) (3). For all psychotic disorders, the
better the short-term course, the better the long-term outcome with the percentage of time spent with
psychotic symptoms in the first few years being the best predictor (3).

Bipolar disorder is a prototypical relapsing-remitting psychiatric disorder. Patients who have
ever been hospitalized are expected to spend about 20 of their lifetime in episodes (starting from the
onset of their disorder) (20). One half of bipolar episodes last between two and seven months (median
three months), with inter-episode intervals shortening over time. A 15-year follow up of bipolar patients
found that 176 showed a poor overall long-term outcome. Full compliance with medication, younger
age at onset and male sex predicted good outcome. Younger age at onset as well as male sex, but not
full compliance, also predicted a favorable psychosocial outcome (21). About 90% of youths with mania
will continue to have adult recurrences (22). Within one year of a first hospitalization for an affective
psychosis, 56% achieved syndromal recovery but only 35% achieved symptomatic or functional
recovery (23).

PRIMARY TARGETS FOR TREATMENT

Historically, the primary target symptoms were positive symptoms of psychosis (e.g., delusions,
hallucinations, thought disorder, and disorganization) and/or manic symptoms. Later, the importance of
treating negative symptoms became apparent. These defining features of psychosis remain the primary
targets of initial treatment efforts.

Psychosocial rehabilitation of social skills, activities of daily living, and vocational pursuits have
a long history in the treatment of psychosis. However, early psychosis treatment tends to emphasize the
preservation of personal skills, opportunities, environmental supports, and social relationships.

More recently, it has been recognized that other psychiatric symptoms and cognitive deficits are
intricately associated with psychotic disorders but do not necessarily vary with the positive psychotic
symptoms (24).
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PRIMARY TARGETS FOR TREATMENT, continued

Associated psychiatric features of psychosis include suicide, depression, aggression,
substance abuse, and anxiety disorders such as post-traumatic stress disorder (25) (26) (27) (28).
About 45% of drug-free patients with schizophrenia were found to have significant depressive
symptoms (29). Psychosis, regardless of type, carries an increased risk of suicide — half of the
persons with schizophrenia who commit suicide do so in the first five years of illness (30). The rate
of completed suicide in patients with schizophrenia is usually estimated to be about 10%, a rate
25 times greater than in the general population (31).

Cognitive deficits may both mediate functional performance and form the substrate of many
psychotic experiences. Patients with a first episode of schizophrenia frequently show a large generalized
neuropsychological deficit along with more selective deficits in attention, learning, memory, speeded
visual-motor, and executive functions (32) (33) (34). Similar cognitive impairments are also present in
other psychotic disorders (35) (36). Poorer long-term social functioning has been related to impaired
cognitive functioning and more severe negative symptoms (37) (38) (39). Cognition is increasingly
being targeted through both pharmacological (40) (41) and psychosocial approaches (42) (43) (44).
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THE EARLY INTERVENTION SERVICE-DELIVERY SYSTEM

[nilializing Early Inlervenlion Services

An early intervention approach implies the following

basic actions:

1/ identification and referral early in the course
of the illness

2/ rapid and appropriate response to the referral

3/ significant efforts to develop a long-lasting
therapeutic alliance

4/ prompt initiation of suitable treatments

5/ minimization of negative effects associated
with assessment and treatment

6/ provision of relapse prevention service

7/ completion of outcome assessments to assure

quality service delivery and refine future services.

conlinued . . .
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' Inilializing early intervention services / continued

To accomplish these goals two major initiatives must be pursued. The first entails early
identification of cases and linking persons with services. The second entails development of
service-delivery systems that can provide appropriate interventions.

Education programs aimed at people who are positioned to recognize and refer an individual
who is becoming psychotic enhance early identification. Teachers, the general public, students, family
physicians, professionals and paraprofessionals working in health, forensic, educational, and business
settings are populations that may be targeted for education. Educational content should include
information on

m signs and symptoms that may indicate psychosis
m the potential benefits of early intervention
m the availability of appropriate services and how they can be accessed.

The Australian National Early Psychosis Program developed a set of early intervention guidelines
in 1998 that formed a basis for action for both administrators and clinicians (45). The following steps
to facilitate early intervention are derived from the Australian guidelines.

INCREASE PUBLIC AWARENESS

The first step toward enhancing early intervention is to increase public awareness about
psychosis. The recognition of psychotic symptoms and awareness of the need for treatment are low in
the general public (46). Education helps to dispel myths and misconceptions that result in stigma and
counter the false belief that little can be done to effectively treat psychoses. Public education aimed
at custodians and at-risk populations should communicate in simple and respectful terms the signs
and symptoms, the risk factors, the availability of effective treatments, and the rationale for early
identification and treatment.

INCREASE AWARENESS OF AVAILABLE SERVICES

Even if a problem is recognized, patients and families may not be familiar with existing services.
Public awareness of available services and ease of accessing information about these services facilitate
first contact. Health professionals and other service providers should inform patients and families of the
range of services available. Special efforts must be made to educate teachers, physicians, counsellors,
and other service providers about early intervention services and how to access them. Increasingly,
the Internet is employed as a first step in persons’ search for information. The development of websites
can serve to provide education and specific information on local services.

INCREASE ACCESSIBILITY OF SERVICES

Patients should find access to services simple and convenient rather than stressful, confusing,
and complicated. Psychotic symptoms and cognitive deficits can significantly impair an individual’s
ability to access services. Entry can be facilitated by accepting referrals from a wide variety of sources
and situating services in discrete, accessible settings.

lﬁ THE EARLY PSYCHOSIS CARE GUIDE
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' Inilializing early intervention services / continued

INCREASE RESPONSIVENESS OF SERVICES

After a referral is made, individuals should not have to wait for extended periods before being
seen. If the interval is long, ambivalence the individual may have about entering treatment could result
in a failure to follow through. Fewer than 40 percent of persons with severe mental disorders receive
ongoing treatment (47). Young adults and those living in urban areas are especially likely to have
unmet needs for treatment. The majority of those who did not receive treatment felt that they did not
have an emotional problem requiring treatment. Among those who did recognize a need for treatment,
52 percent reported situational barriers, 46 percent reported financial barriers, and 45 percent reported
perceived lack of effectiveness as reasons for not seeking treatment. The most commonly reported
reason both for failing to seek treatment and for treatment dropout was a desire to solve the problem
without treatment (47). If an individual believes there is a need for treatment yet is denied prompt
access to services, there is a risk that the individual’s distress will be exacerbated and that psychotic
symptomatology will worsen. What was a situation that could be handled in the community may
deteriorate into one needing hospitalization.

Services should be organized so that clinicians can respond quickly, efficiently, and humanely.
Creative alternatives to traditional office visits may facilitate early treatment. For example, a first
meeting could occur at a school and include someone such as a teacher or friend, if the patient wishes
it. Assessors must tactfully respect the patient’s privacy and be aware of social and cultural concerns.

Models of service delivery

Educational initiatives must occur in the context of suitable services. In an integrated approach,
community services are not isolated from inpatient units. Whereas many early psychosis programs
begin at inpatient units and gradually add outreach components, others start in the community and
then integrate hospital services into their programs. An empirical comparison of these approaches to
early intervention has not been conducted. Perhaps a more critical issue concerns the skills available to
the team members and the support they receive from management and policy makers in being able to
utilize those skills.

The development of multidisciplinary community teams is now the predominant model of care in
many jurisdictions. Compared to standard care, team care has been shown to be cost effective, better liked
by patients, and able to produce clinical outcomes similar to those associated with standard care (48).

Although early intervention hopes to avoid hospitalization through early identification and avoid
re-hospitalization by decreasing relapse, the fact remains that 50% of first episode cases will be hospitalized
within a week of first making contact with psychiatric services and 80% within three years (49).
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'~ Models of service delivery | continued

INPATIENT SERVICES

Ideally, specialized inpatient units catering to the unique needs of young persons with
early psychosis should be available. Such facilities would have the capability of providing early-
psychosis-specific interventions in the context of a homogenous patient population. Staff would have
available early-psychosis-specific resources and be well trained in their utilization. Patients of a similar
age and stage of illness could benefit from each other as they are undergoing a similar experience.
They would also be shielded from the apprehension that can be produced by being grouped with
more chronically ill patients. Sufficient numbers of patients would allow for the potential to hold
age-appropriate and stage-appropriate group interventions. Also, recreational activities and general
ward atmosphere could be tailored to reflect youth culture, thereby helping to normalize the experience
and provide continuity with their normal pursuits.

Unfortunately, the development of such units would be restricted to large urban areas. The vast
majority of early psychosis cases will present to general inpatient units. Ward managers should be
sensitive to optimal early psychosis practices and strive to incorporate them into daily practice. One
initial strategy would be to provide staff training in these issues and assign staff with the greatest
interest and expertise to first-episode admissions.

Avoiding hospitalization when possible may decrease system costs and represent a less trying
experience for the patient and family. Alternatives to hospitalization include home care, outpatient
services, or specialized halfway houses. These settings must have adequate supportive capacities
and are not usually suitable for individuals at risk for harm to self or others.

Inpatient-outpatient liaison

If outpatient services are ongoing before a first admission is needed, the outpatient mental
health worker should be involved in the intake procedures, throughout the period of hospitalization,
and in discharge planning. This may mean having the mental health worker accompany the person
to hospital.

Conversely, if first contact is hospitalization, early engagement of community services should be
established. This will help ensure smooth transition and reduce the likelihood of the patient becoming
lost to “the system” after discharge from hospital. It is particularly important in early psychosis cases
to initiate discharge planning as soon as possible after admission since the patient is unlikely to have
any familiarity with community resources and housing options.

COMMUNITY SERVICES

Case management

Case management is at the center of comprehensive treatment of psychosis. It provides a
continuing relationship between service providers), the patient, and his or her family. The goals of
case management are to:

m engage and maintain contact with the patient
m ensure continuity of care

m provide comprehensive treatment

m increase accountability of service providers.

lB THE EARLY PSYCHOSIS CARE GUIDE
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'~ Models of service delivery | continued

COMMUNITY SERVICES
Case management, continued

At a minimum, a case manager should be:

m knowledgeable about theories of psychosis, presentation and course, and the range of treatments
appropriate for early psychosis

m skillful at assessing psychosis, early warning signs, other potential comorbid conditions,
level of functioning, and medication side effects

m proficient at providing suitable psychoeducation

m aware of other appropriate available services.

Additional training in a variety of psychosocial treatments allows the case manager to offer
more comprehensive care without having to refer to another professional. Case managers should only
provide treatments consistent with their level of expertise.

Forms of case management

Brokerage -
m The case managers’ role is to refer the patient to services and coordinate care.
m The case manager does not usually provide direct care to the patient.

Clinical case management -

m Within this model, the approaches differ in emphasis (i.e., rehabilitation, personal strengths) and
intensity (i.e., intensive case management, which includes frequent contact and proactive outreach).

m An individual case manager directly provides the majority of services/treatments. Referrals are made
to other services on an as-needed basis.

Assertive community treatment -

m Intensive support and rehabilitation are provided where the patient resides.

m Support and treatment responsibilities for a case are shared by a team of mental health workers
rather than by one individual case manager.

Clinical case management has been shown to increase contact with mental health services and
treatment adherence (50). There is less evidence that it results in improvements in mental state or social
functioning when compared to standard care. Within the general model of clinical case management,
intensive case management is associated with better short-term outcomes and lower rates of hospital
admission (51) (52).

Compared to clinical case management, there is more evidence demonstrating the effectiveness
of assertive community treatment (53). In addition to increasing contact with services and improving
treatment adherence, assertive community treatment is associated with a lower rate of hospital
admission, improved accommodation and employment status, and higher levels of patient satisfaction
(51) (54) (55). Patient-focused case management (in which the patient is seen as an equal partner
in treatment) is also associated with greater patient satisfaction with services (56).
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'~ Models of service delivery | continued

Case management for early psychosis

The vast majority of studies examining clinical case management and assertive community
treatment have focused on patients with significant social disability and chronic psychotic illnesses.
Most early psychosis programs utilize a model of intensive clinical case management. In the only
study to date, at three-month follow-up, there were greater improvements in treatment alliance and
adherence with assertive community treatment than with standard clinical case management (57).
Either assertive community treatment teams or intensive case management with team back-up
appear to be the most desirable case management approaches to providing community care for
individuals with early psychosis.

Case management tasks and phase of psychosis
Case management tasks have been subdivided according to phase of disorder (58):

Acute phase -

m Priorities in this phase are to establish engagement, provide symptomatic relief, perform a
comprehensive assessment, and provide information about psychosis and treatments.

m Although there is considerable variability across individuals, the acute phase typically lasts
several weeks.

m Patients and families are usually seen several times per week.

Early recovery phase -

m As the psychosis begins to respond to treatment, the case manager starts to address secondary
problems (e.g., depression, anxiety, substance abuse), provides psychoeducation, encourages
adherence, monitors for side effects, explores the patient’s explanatory model, teaches coping
strategies, and gradually begins the reintegration process.

m This phase frequently lasts several months.

m Visits occur about one to two times per week.

Later recovery phase -

m Later in recovery, the case manager continues to treat secondary problems, works on relapse
prevention, assists with problem solving, and monitors for return of symptoms.

m Visits are about once per week, moving to once per month as recovery progresses.

The case manager should become actively involved with the patient and family as soon as
possible — at the initial assessment or as soon as possible after hospital admission (58) (59). The case
manager typically carries the bulk of responsibility in providing direct service to the patient and
family. The case manager must be accessible to the patient and family should a crisis arise, flexible
to meet the individual needs of patient and family, as well as optimistic and encouraging in the
promotion of recovery.

The transition from adolescent to adult services may be particularly awkward. If such a
transition is unavoidable or associated with possible benefits to the patient (i.e., access to other
services not available in adolescent services), case managers are advised to gradually transfer
therapeutic contact until engagement with the new case manager is established.
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- Group inferventions

Case managers often act as leaders in therapeutic and educational groups. Groups can
be a useful and cost-effective method for providing education, support and treatment to people
with psychosis and their families. Group work may cover a wide variety of topics including
psychoeducation, health education, life style issues, stress management, social skills training,
occupational preparation, academic upgrading, and recreational pursuits. Specific benefits of
the group approach include:

m a sense of belonging for those whose social circles have diminished
m an opportunity to develop interpersonal skills
m a rich source of ideas for problem-solving regarding specific situations (60) (61).

Group approaches need to include individuals who are at a similar stage in terms of phase of
illness and need. Efforts should be made to create a climate that is safe for disclosure, allows discussion
of individual views of the illness, and allows equal participation. Group membership should be kept as
consistent as possible. Skilled facilitation must be available to minimize the possible deterioration into
“gripe sessions” (62) (63). When case managers facilitate the sessions, clinical issues that arise can be
handled in the context of continuity of care. Ideally, there should be two facilitators, and the group
should run in parallel with individual psychoeducational interventions, including home-based
interventions (62) (64).

Experience from early psychosis patient-group programs shows that they may be less desirable
for individuals who are further along in their recovery, and less convenient for people who continue to
attend school or work (65). Group-based education and interventions should be considered as an
adjunct (not an alternative) to individually based work.

THE EARLY PSYCHOSIS CARE GUIDE
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ASSESSMENT

Assessmen

Assessment and treatment constitute the core of
early intervention. Ongoing accurate assessment
guides treatment decisions, monitors changes over
time, reveals additional areas in need of attention,
and allows for program evaluation and research.
Assessment domains and procedures are examined
here in sufficient detail to allow clinicians to

meaningfully review their own practices.
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' Goals of assessment

Assessment provides sufficient information for diagnosis, guides treatment planning and
facilitates the development of a therapeutic alliance. Assessment must be ongoing in order to ascertain
change, uncover new problem areas and evaluation service delivery. The quality and breadth of any
assessment session will be affected by time constraints, degree of rapport, the assessor’s skill, and
the patient’s insight and ability to cooperate. A mental status exam should ascertain the presence,
severity, and duration of signs and symptoms. A thorough assessment ensures collection of collateral
information from family, social worker, school, police, or other authorities, etc. Many of the following
assessment recommendations were derived from existing clinical practice guidelines (45, 66-69) (70).

Assessment - Conlenl areas

SIGNS AND SYMPTOMS

Regardless of the stage of illness, assessments of symptoms and functioning are essential.
The assessor not only focuses on the referral symptoms suggestive of psychosis, but conducts a
comprehensive assessment of symptoms to allow for the diagnosis of comorbid conditions such as
depression and substance abuse. Particular attention should be paid to any indicators of suicidal,
homicidal, or victimization risk.

FUNCTIONING

The status of social relationships, school and/or work performance, recreational pursuits, finances
and ability to manage money, self care, religious activities, domestic roles, housing and clothing needs
to be ascertained. The rate of change in these functions should be established, wherever possible.

HISTORY

From interview and collateral information, the following histories should be taken: birth
and development, medical, psychiatric, forensic, academic/occupational, recreational, and social.
Any neurological problems such as head injury, loss of consciousness, or difficulties with walking,
coordination, or speech should be noted. The family history should include queries regarding past
and present psychiatric conditions, adjustment issues, interaction, and environment. Enquiries
about past involvement with services, previous treatments, and the outcomes of those treatments
will facilitate development of both a collaborative relationship and the treatment approach.

COGNITION

A preliminary estimate of cognitive and intellectual functions can be derived from the mental
status exam. The assessment of intellectual and cognitive function has ramifications for occupational
and educational possibilities, rehabilitation training, and the provision of services and financial
support (71) (72). Neuropsychological assessment may detect unusual patterns of deficit that could
have diagnostic implications. Also, cognitive assessment can help a patient understand personal limits
and the fact that their illness is a brain disorder. Conversely, areas of relative strength can be identified.
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' fssessment - Content areas | continued

STRESS/COPING/PERSONALITY

Enquires should be made about significant life events, instrumental needs, social stressors,
chronic and daily hassles, family conflicts, and developmental adjustment issues such as sexual
difficulties, school/work problems, identity formation, and separation-individuation. Assessment of
self-concept, personality and coping styles may assist diagnosis and treatment. In addition to taking
histories and conducting interviews, the assessor can use one or more of the many standardized
instruments available. The assessment of strengths and intact functions benefits intervention
targeting, retention of self-efficacy, and the relationship between patient and service provider.

THE PATIENT’S EXPLANATORY MODEL

Understanding the patient’s explanation of his or her condition should help promote a
collaborative alliance. Emotional and behavioural responses to the psychosis can be explored along
with the strategies employed to relieve distress. Patient and family attitudes to mental health services,
medications, and alternative therapies may be related to the degree of convergence between their
explanatory models and what they believe to be the conceptual models underlying various services.

PHYSICAL ASSESSMENT

The presence of physical disorders in patients with psychiatric disorders is high. Problems with
eyesight, dentition, and high blood pressure become especially common as the illness progresses (73).
A greater number of current medical problems appear to contribute to more severe psychosis,
depression, and greater likelihood of suicide attempts (73). Every patient should receive basic
neurological and general physical examinations. The presence of movement abnormalities prior
to initiating antipsychotic drug treatment should be carefully noted. Basic laboratory tests
should include:

m complete blood count

m electrolyte and glucose measurements

m tests for hepatic, renal and thyroid function
m tests to determine HIV and STD status.

These tests can help identify the presence of psychosis-inducing medical illnesses and provide
baseline information that may have implications for the treatment plan. A toxicology screen should
be ordered. Urine and blood analysis can also help detect systemic infections. Heart function (perhaps
including electrocardiogram) should be ascertained since antipsychotic medications may have adverse
cardiac effects. The patient should be weighed before beginning treatment.

IMAGING

The use of brain scans (i.e., CT scans) of individuals with recent onset psychosis is justified in
order to rule out neurological diagnoses that may mimic schizophrenia in their early stages. A scan
also serves to reassure patient, family, and physician that diagnostic possibilities with visible cerebral
insult have been considered. Certain brain abnormalities frequently found in schizophrenia are not
diagnostically specific and therefore, neuroimaging is not necessarily indicated if the neurological
exam and history are normal (68).
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[nitial infervieur consideralions

Good rapport produces better information and greater adherence to treatment. Initial contact
should focus on engaging the patient, while obtaining critical clinical information on risk and
symptoms. Both patient and interviewer must feel safe. Inform the patient about

m who made the referral and why

m what the assessment will consist of

m what the interviewer’s role will be

m who else will have access to the assessment information

m the provisions for explaining the results of the assessment.

The limited experience of most young persons with government agencies or mental health
professionals might increase their level of stress. Attempts to minimize distress or reluctance around
a first visit may include conducting the initial assessment in an environment comfortable for the
patient (e.g., the home), avoiding a long period in the waiting room, and encouraging someone the
person trusts to attend the session. A fairly short interview, concern for the person’s physical space,
and encouragement of participation and input into the pace and content of the visit can all facilitate
a successful initial visit.

Some patients may have a history of violence, be under the influence of drugs or alcohol, or
present as physically intimidating. Interviewers can minimize the risk of being assaulted by conducting
an interview in close proximity to other staff, maintaining non-threatening verbal and nonverbal
communications and paying attention to escape routes. If the patient picks up on the interviewer’s
discomfort, anxiety, or fear he or she may not engage well with the process. For further information
refer to section on Acute Inpatient Presentations.

Paranoia and distrust, substance abuse, preoccupation with psychotic experiences, difficulty
identifying feelings or finding words to express their experiences, and lack of knowledge about the
abnormality of certain experiences can all hamper assessment. The quality of information may be
affected by the patient’s intelligence, language, and cultural heritage. The family can usually help
the assessor determine whether certain beliefs or behaviours are abnormal.

In addition to family members, friends, school personnel such as teachers and counselors,
and others who know the patient well can all be a source of collateral information (for information
on the confidentiality requirements associated with early psychosis, see the material in Section VI,
Legal and Ethical Issues). The impact of the patient’s deterioration on them should be explored and
acknowledged. When a patient is hesitant to allow family involvement in the assessment, the
clinician should be patient, continue to develop rapport, and explore the reasons behind the
patient’s hesitation.

Semi-structured interviews increase diagnostic reliability and may help elicit features overlooked
in unstructured clinical interviews. Standardized clinical rating scales also help ensure consistent
coverage, quantify symptom severity, and permit later comparisons (74).
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Assessment feedback

Assessment feedback that is informative and hopeful is usually effective and helps to initiate
therapy. Discussing the diagnostic possibilities with the patient and the family provides an opportunity
to provide realistic hope and understanding about effective treatment. It is best not to be overly
speculative about diagnoses when uncertain. The patient and others involved in the process need to
understand that accurate diagnosis often requires observation of symptoms over a period of many
months. In these instances it is better to retain a focus on effectively treating the presenting problems
while acknowledging the uncertainty. It is important for the assessor to be sensitive to the rate and
amount of information that others can absorb. Feedback that addresses personal strengths and
resources should be provided in addition to information about identified problem areas.

Diagnosis

B

Diagnosis provides important information on possible treatments and outcomes. A diagnostic
formulation should be completed, including all five DSM-IV axes and possible rule-out diagnoses. In
early psychosis cases, a specific diagnosis may be ambiguous, even though the need for treatment is
clearly present. Presenting symptoms prioritized by a provisional diagnosis (e.g., psychotic symptoms)
should form the main focus of initial treatment.

Changes in the diagnosis are frequent in first-episode psychosis. The temporal criteria in
DSM-IV necessitate some diagnostic changes (e.g., schizophreniform to schizophrenia). Other changes
in diagnosis over the early course could result from a reluctance to label illness early, a shift in
symptoms over time, and neglect of the importance of affective features. This diagnostic instability
may be particularly evident in adolescents, almost 5% of whose initial diagnoses are subsequently
changed (75). In adolescents, diagnoses of schizophrenia and affective disorder demonstrate better
stability over time than diagnoses of schizoaffective disorder and atypical psychosis (76). For example,
whereas 806 of patients diagnosed with schizophrenia in adolescence would retain that diagnosis as
adults, the percentages for schizoaffective disorder and atypical psychosis are 33% and (%, respectively.
With earlier identification, this stability may be lessened, since longitudinal-course-related variables
have not yet become manifest.

Diagnostic reassessment several times per year is recommended. Use of diagnostic criteria
checklists or direct consultation of DSM-1V is likely to result in greater diagnostic precision. Failure
to re-diagnose can result in problems such as the possible application of inappropriate treatments in
the future, provision of inappropriate educational information, or the development of misleading

expectations on the part of both patient and treatment professionals.
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TREATMENT

Trealmenl

The information provided here on pharmacological
and psychosocial treatments is intended to be generally
applicable to many forms of service delivery. For
example, a family physician working alone may use
this guide as a framework for a general approach, a
prompt to seek out other appropriate resources, or as
a source for specific medication information. Those
working within multidisciplinary teams may
compare the style and content of the services

they provide to the approaches discussed here.

More specialized interventions are not presented

in exhaustive detail. Rather, evidence for their
effectiveness is presented, along with references

that the reader can consult for more information

on specific procedures.
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' General trealment principles

The development of a strong working alliance facilitates
successful ongoing treatment.

Development of the therapeutic relationship may take precedence over treatment initiation in
order to increase the probability of long term success. All too frequently, alliance is forsaken because of
demands on staff time or because its importance is not recognized.

The patient’s initial discomfort should be minimized.
Professional caregivers now recognize there are many opportunities for the person with
psychosis to become distressed or traumatized. These can include

m the nature of the symptoms (hallucinations, passivity experiences, delusions, etc.)
m insight that something is terribly wrong

m coercive or confusing admission procedures

B poor interviewing styles

m bothersome or dangerous side effects from treatment.

Minimization of distress and trauma is therapeutically beneficial over both short and longer terms.

Treatment should target a broad range of treatment goals.
Treatment should be comprehensive, individually tailored and adhere to best practices. General
goals for treatment include

amelioration of psychotic symptoms

rapid and effective re-entry into the person’s normal roles and environments
prevention of secondary morbidity

prevention of relapse

retention of a positive self-concept and self-efficacy

maximization of quality of life.

Diagnostic classifications frequently demand temporal criteria, yet the individual is clearly
suffering before a diagnosis can be definitively assigned. Therefore, the patient should be treated initially
for manifest psychopathology. Although merely treating symptoms is at odds with the principle of
treating syndromes, it is consistent with the fact that antipsychotic medications basically treat
psychosis and are not anti-schizophrenia medications.

The rate of comorbid psychiatric conditions in those with psychosis appears to be over 50% (77),
even in first-episode cases (78). The presence of symptoms suggesting co-morbid conditions must therefore
be carefully assessed. Only after this assessment is done can a judgment be made regarding whether the
symptoms can be considered integral to the primary or provisional diagnoses. This may be difficult. For
example, although panic attacks may be an associated feature of schizophrenia, the treating team must
evaluate the presence of certain cognitions about the attacks that, if present, would merit making
a diagnosis of panic disorder. Simply dismissing the presenting symptom (panic attacks) as a part of a
schizophrenia presentation could deprive the person of needed treatment. Similar arguments could be
made for other conditions including obsessive-compulsive disorder, post-traumatic stress disorder,
major depressive disorder and substance abuse disorders.
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~ General principles treatment / continued

Professional involvement should be ongoing and intensive,
and significant interruptions should be avoided.

The levels and types of interventions will vary according to individual readiness. The concept of
a critical period wherein early course predicts later course, suggests that ongoing intensive involvement
should occur for at least several years after the resolution of the initial episode (6). Solid evidence to
confidently inform the duration and intensity of numerous interventions is generally lacking. Further,
discontinuities in care can confuse and upset a patient and result in uneven treatment applications.
These disruptions pose potential threats to engagement and may lead to relapse either directly or via
non-adherence to treatment. In many jurisdictions the transition from youth to adult services is
especially awkward.

Practices should be age-appropriate and stage-appropriate.

Specific interventions are appropriate to different stages of a disorder. Both pharmacological
and psychosocial interventions are affected by this principle. Similarly, the content and process of
interventions should be consistent with the developmental stage of the individual.

The pace and timing of reintegration should be carefully considered.

Successful rapid reintegration back into social, occupational/scholastic and other roles is a
primary goal of early intervention. The pace and extent of return to each area calls for sensitive
handling. Confidence and self-esteem can easily be damaged if the individual experiences failures
rather than successes. Careful assessment and planning are needed to avoid problems such as
academic failure that can occur when the individual is expected to assume a full course load
from where he or she left off. Intellectual declines and cognitive deficits may persist, even though
symptomatic remission has been attained.

Family involvement is important.

Despite significant evidence that family involvement leads to lowered relapse rates, improved
patient functioning, and enhanced family well-being (79) (80) (81) (82) (83) (84), delivery of mental
health services to persons with psychosis often bypasses the family (85). Families need support both
for themselves and to assist the ill family member. Recognizing the enormous implications to a family
when a member develops a psychotic disorder, the alleviation of family disruption should be fostered
along with engagement of the family as a therapeutic partner. Most people who are ill do much better
with the ongoing help and support of their family. Collaboration between care providers and families
should begin immediately, with consideration given to the pace and extent to which a family can
participate. Involving families in the therapeutic process benefits both patient outcome and family
well-being. Regardless of the patient’s age, family involvement should be part of a specific treatment
plan rather than informal and as needed. Families should be actively approached and engaged as
early as possible. Work with the family should include supportive counselling, psychoeducation,
relapse prevention, stress management, and enhancement of coping skills.
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' Acule inpalient presentations

SPECIAL CONCERNS REGARDING HOSPITALIZATION

The experience of the early psychosis patient is markedly different from the experience of
someone who has been hospitalized repeatedly. Numerous reports indicate that first-episode patients
find their initial hospital experience to be traumatizing (25). Inpatient staff should promptly allay any
unfounded fears that first-episode patients may have, or concerns that they will inevitably come to
resemble some of the more chronic patients seen in inpatient settings. Instructions regarding how to
maintain personal safety may be of benefit if there are potentially aggressive patients on the ward.
Inpatient staff should attempt to include family or close friends in as many intake procedures and
interviews as possible. It is important that proceedings be explained to the patient and family, and
that realistic reassurance regarding shorter-term outcomes be given. Early psychosis patients should
be assigned priority for private rooms.

HANDLING EMERGENCY DEPARTMENT PRESENTATIONS

A patient in crisis presenting at hospital emergency may show significant behavioural
difficulties. An expert consensus panel has published its recommendations on appropriate procedures
to manage behavioural emergencies (86). In such situations staff must be aware of the factors that can
jeopardize or enhance their own safety. Measures that minimize risk include an open demeanor, room
logistics (e.g., a safe escape route, a location for conducting assessments in clear view of other staff),
and the ability to quickly access security personnel. One of the most important forms of psychological
management is to approach an anxious or agitated patient openly and genuinely to contain the
situation verbally. This includes communicating a reasonable summary of the situation along with
your psychiatric concerns in a clear, easy-to-understand manner. Tone of voice should be soft and
non-threatening. Clinicians should describe the treatment plan and sequence of upcoming events
as a set of short-term and longer-term goals. If verbal containment is not adequate to complete the
assessment or allay agitation, pharmacological methods may need to be employed as described in
the Pharmacotherapy section.

SECLUSION AND RESTRAINT

Seclusion and restraint are measures of last resort used when there exists a threat of imminent
physical harm to patient and staff or, more rarely, when significant property damage is occurring.
These procedures should be used for the minimum time necessary and should be preceded by a clear
explanation of the reason for their implementation. When the seclusion or restraint procedures are
terminated, it is important to discuss with the patient the expectations for his or her behaviour and
restate the treatment plan. The use of seclusion and restraint in early psychosis cases is especially
worrisome since it can seriously damage the relationship between the patient and mental health
services (87). One study found that patients reported a preference for medication over physical
restraint in psychiatric emergencies (88). Further discussions of some of the medical and ethical
questions involved in the use of restraint can be found elsewhere (see (89) (86)).
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~ DHARMACOTHERARY
Stalus of typical anlipsycholic medicalions

Older antipsychotic medications (“typicals”) have been successfully used for almost 50 years.
Though effective at reducing psychotic symptoms, they’re often associated with various acute and
chronic side effects, including significant motor effects (90) (91).

There is no evidence that proves superiority of one typical compared to any other in the
treatment of psychotic symptoms (92). This may to be due to the finding that all typical antipsychotics
effectively antagonize the dopamine subtype 2 receptor (D2) (93). There appears to be a narrow window
of D2 blockade between antipsychotic efficacy and the development of adverse side effects. For example,
while less than 70% D2 blockade does not ameliorate psychosis, prolactin starts rising at 72% blockade
and extrapyramidal symptoms emerge at close to 80% D2 occupancy (94). Given their therapeutic
similarity, choice of typical antipsychotic has generally been made on the basis of other variables
such as type and degree of side effects, patient preference, availability, and the presence of other
psychiatric disturbances.

In some instances, the side effect associated with a drug is useful therapeutically. For example,
sedation may be desirable in a patient who is agitated, anxious, or unable to sleep. Thus, a clinician
using a typical antipsychotic might choose one from the low potency group (e.g., chlorpromazine)
since low potency typicals have a high affinity for histamine subtype 1 receptors (H1) in addition to
cholinergic receptors. An understanding of receptor functions helps clinicians to understand the
effects associated with different medications, as described in the following table:

Receptor Profiles and Medication Side Effects

Dopamine (D2) extrapyramidal, elevated prolactin

Acetylcholine blurred vision, dry mouth, urinary hesitation,
(Muscarinic - M1) cognitive impairment, constipation

Histamine (H1) sedation, weight gain

Serotonin (5HT2A) increased appetite, sexual performance difficulties
Adrenergic (alpha1) hypotension, nasal congestion

Of course, all predictions of effects on the basis of receptor profiles is influenced by dose. A drug
with a low affinity for a specific receptor may still create a side effect associated with that receptor if
the dose is increased sufficiently. However, the increased dose would also affect other receptors and
produce consequent effects associated with those transmitters.
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Stalus of alypical anlipsycholics

“Atypical” antipsychotics developed over the past two decades are much less likely to produce the
types of side effects often found with the typical antipsychotics. Atypical antipsychotics (e.g., clozapine,
risperidone, olanzapine, quetiapine, and ziprasidone) have all been shown to decrease positive and
negative psychotic symptoms (95) (96). Numerous reviews have noted that all antipsychotics reduce
negative symptoms significantly more reliably than placebo, with some data showing that risperidone
and olanzapine do so slightly better than typicals (96) (97). Atypicals are associated with fewer
extrapyramidal side effects and reduced need for anticholinergic medication (98) (96). They also
carry more benign side effect profiles in a number of other areas (99).

The atypical antipsychotics can roughly be grouped into those resembling clozapine (olanzapine
and quetiapine) and those that do not, but have similar receptor profiles (risperidone and ziprasidone)
(100). Clozapine has high affinity for many receptors including 5HT2A, M1, H1 and D4, while olanzapine
is similar but has higher D2 and D1 affinities. The other group of atypicals has high affinities for D2
and 5HT2A receptors along with their adrenergic alphal blocking characteristics. All atypicals have a
high 5HT2A to D2 receptor ratio. It is believed that SHT2A blockage in the striatum increases dopamine
transmission and therefore lessens the tendency to cause extrapyramidal side effects (which is caused
by reduced dopamine transmission in the striatum).

Antipsychotics with high affinities for cholinergic receptors are less likely than those without
such affinities to generate extrapyramidal side effects, and most atypicals tend to have anticholinergic
activity. The exception is risperidone which, if given in higher doses, induces more extrapyramidal
side effects than other atypicals. The sedating potential of a drug can be reasonably predicted by its
ability to antagonize H1 receptors. The rank order of H1 blockade for selected antipsychotics starting
with the highest is: clozapine, olanzapine, chlorpromazine, quetiapine, fluphenazine, risperidone
and haloperidol (101).

fivailabilily of differenl antipsycholics

Both typical and atypical or antipsychotic medications are useful to treat first episodes of
psychosis (102) (97). In British Columbia, virtually all well-researched typical antipsychotics, along
with the atypical medications risperidone and quetiapine are designated under the provincial health
insurance plan as available for use as first line medications. Olanzapine may only be used after a trial
period with another antipsychotic.

Olanzapine and risperidone are the only atypicals for which there exist reported data from
clinical trials showing efficacy in early psychosis (98) (103). Peer reviewed publications document the
efficacy of risperidone and olanzapine in first-episode cases, although no such data currently exist for
quetiapine. Ziprasidone has yet to receive regulatory approval in Canada, and data from controlled
trials for its use in first-episode psychosis are lacking. Clozapine has been shown to be effective for
treatment-resistant first episodes (104). It is generally reserved for refractory cases, because its
associated risk of agranulocytosis necessitates rigorous monitoring procedures.
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' Targel symploms

Advances in assessment and delineation of various components of psychotic symptomatology
have led to an emphasis on treatment of negative, as well as positive, symptoms of psychosis (105).
Depression, anxiety, aggression, and other symptoms are commonly found along with psychosis and
cognitive deficits.

Targets should vary according to individual presentations. Although pharmacological treatments
should ultimately target all of the above symptoms, wholesale polypharmacy is neither recommended
nor proven to be beneficial (85). Rather, it is recommended that treatment begin with one antipsychotic.
If initial presentation suggests the presence of an affective disorder, an appropriate mood stabilizer or
antidepressant should also be started.

Response to treatment should be defined multi-dimensionally, with consideration given to
psychotic symptoms, mood, social and occupational functioning, acute and chronic side effects,
cognition, subjective response, and quality of life.

Firs-episode response [0 anlipsycholics

The vast majority of patients with schizophrenia or schizoaffective disorders will show a good
symptomatic response to antipsychotic medication (17). Most improvement tends to occur within the
first six months of treatment (106). Trials lasting shorter periods reported response rates of around
60-70% on atypicals (107) (103) and 50% on typical antipsychotics (108).

Data for established illness demonstrate that all atypicals are superior to placebo (96). The
effectiveness of risperidone and olanzapine several years after onset appear similar (95). Quetiapine
has been shown to be effective in patients partially responsive to typical antipsychotics (109) and
suffering from acute exacerbations of psychosis (110). However, quetiapine may not offer better
amelioration of negative symptoms than haloperidol, risperidone, or olanzapine (96). Trials examining
quetiapine and ziprazidone in first-episode cases have not been conducted. Use of quetiapine in
first-episode schizophrenia is limited. One case report documented use of a 600 mg dose to achieve
symptomatic amelioration (111). An open trial involving 15 adolescents with a variety of diagnoses
found a significant reduction in psychotic and manic symptoms at an average dose of 467 mg/day (112).

Both typical and atypical antipsychotics are effective treatments for mania (113). The literature
on antipsychotic medications in first-episode mania is sparse. A recent study found that 84% of bipolar
patients attained syndromal recovery within six months (80% of the sample had psychotic features)
compared to 5% syndromal recovery among patients with non-affective psychoses (114).
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 Drediclors of respanse in first-episode psychosis

Male sex, a history of obstetrics complications, more severe symptoms, younger age of onset, and
the development of parkinsonian symptoms predict poorer initial response to medication (17) (15) (115)
(116) (117). Poor premorbid adjustment has been related to lesser remission of positive symptoms (118),
insidious onset, poorer social course, and persistent negative symptoms (119) (15).

Other [argels for anlipsycholic medicalions

COGNITION

Cognitive performances appear to improve on all atypicals (albeit in slightly different domains),
whereas typicals generally do not lead to cognitive improvement (18) (40) (120). Clinicians should
be aware that anticholinergic effects impair several cognitive abilities (120).

DEPRESSION AND SUICIDE

Some research suggests that antipsychotics lower the risk of suicide (121), with evidence being
strongest for clozapine (122). Significant reductions in depression have been reported for risperidone,
olanzapine, quetiapine, and ziprasidone (123) (124) (125) (126).

AGITATION AND AGGRESSION
Many antipsychotics have been used to control agitation. Some evidence suggests that clozapine
use in particular may be associated with decreased aggression over extended periods (126).

SUBSTANCE ABUSE

Typical antipsychotics may be less effective in controlling psychotic symptoms in individuals
with schizophrenia and substance abuse (127), and higher doses may be required to achieve
stabilization (128). Additionally, typical antipsychotic medications do not appear helpful in decreasing
substance abuse, and there is some evidence that they might even be associated with increased use
(129) (130) (131). A number of case studies and non-controlled studies suggest that clozapine is effective
in reducing both psychotic symptoms and substance abuse (132) (133) (134) (135). There is less available
data for the other atypical antipsychotics but preliminary data is promising (136) (137).

RATIONALE FOR USE OF ATYPICALS IN EARLY PSYCHOSIS

B effective at treating psychotic symptoms

B less likely to cause adverse side effects that produce non-adherence
B appear to have beneficial effects on cognition

B appear to effectively treat some non-psychotic symptoms

B may be associated with less hospitalization
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~ Acule phase

STARTING MEDICATION TREATMENT
Treatment should be initiated as soon as possible. An antipsychotic-free period for a few
days may be useful if there are any possible diagnostic concerns (such as substance involvement). If
necessary, antipsychotic treatment can be delayed for weeks without adversely effecting outcome (138).
Perhaps because young people are usually more sensitive to both beneficial and negative effects
of antipsychotic medications (139), there is increasing evidence that much lower doses are needed (140,
141). The motto “start low and go slow” is indicated.
Doses of less than 3 mg risperidone (142) and about 2 mg of haloperidol have been shown
to be optimal in first-episode cases (140) (143). In a study with 106 patients of which 32 were
neuroleptic-naive patients, 73% attained remission after five weeks on an average of 3.4 mg
(+/-2.3mg) of haloperidol (144).

Medication Starting Daily Doses

Haloperidol 1mg

Risperidone 0.5-1 mg

Olanzapine 2.5-5mg

Quetiapine To be established (50-100 mg ?)
Ziprasidone To be established (5-20 mg ?)
Chlorpromazine 75-125 mg
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" Acule phase | conlinued

PHARMACOTHERAPY PRIORITIES IN THE EMERGENCY DEPARTMENT

Several general pharmacotherapy strategies apply to presentations in hospital emergency (86).

In prescribing medications, determine if any psychiatric medications are currently prescribed.

If so, it is advisable to continue with those medications, rather than switching to a new agent.
Reserve as-needed medications for situations (such as anxiety or mild aggression) in which
psychological interventions prove ineffective. If as-needed medication is required, benzodiazepines,
rather than antipsychotics are recommended.

The use of benzodiazepines allows for observation of the presenting symptoms and their course
over the initial few days as well as time to investigate possible etiologies of the presenting psychosis.
Use of atypical antipsychotics should be considered after the initial period of observation when the
psychosis persists and the provisional diagnosis appears more robust.

Moderate agitation may be treated with low to moderate doses of benzodiazepines

(e.g., 1-2 mg lorazepam given orally or sublingually) while severe agitation usually merits

higher doses (e.g., 3-4 lorazepam).

If a patient is combative, a show of force may be helpful along with the offer of higher doses of
benzodiazepines (e.g., 3-4 mg lorazepam) given orally if possible or intramuscularly, if necessary.
When a combative patient fails to respond to the above interventions then a combination of an
intramuscular benzodiazepine and a moderately sedating antipsychotic might be considered.

A patient may require an injectible benzodiazepine (e.g., 2 mg lorazepam) and antipsychotic

(e.g., loxapine 5-25 mg) depending on his or her size, ethnicity, and level of agitation. A

new injectible form of olanzapine has been developed that may be useful in this regard.

If repeated doses fail to settle a patient, the use of zuclopenthixol (Accuphase) represents a

viable option, as its effects last for several days. However, the use of injectible antipsychotics
prompts questions about the impact upon patient autonomy and informed consent (145).

Liquid risperidone and the rapidly dissolving olanzapine pill represent further medication

delivery strategies for patients in whom normal oral medication is problematic.
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PHARMACOKINETICS AND DRUG INTERACTIONS

Oral doses of atypical antipsychotics usually reach peak plasma concentrations after 2-4 hours,
are metabolized in the liver, and have half-lives of 20-40 hours (146). The use of polypharmacy is
generally discouraged. However, in many cases, several medications may need to be concurrently
administered.

Although the following interactions are far from exhaustive, they do represent several of
the more common situations that may be encountered (146) (147). Cytochrome P450 enzymes
metabolize many psychiatric drugs. Understanding the effects involving cytochrome P450 enzymes
has implications for avoiding unwanted drug interactions and for developing rational dosing
strategies (148) (149).

m All antipsychotics decrease the effects of dopamine agonists.

m Carbamazepine increases clearance of most atypicals.

m Quetiapine clearance is increased by phenytoin and decreased by cimetidine.
m Quetiapine increases clearance of lorazepam.

m Tobacco can lower blood levels of some antipsychotics by up to 50%.

m SSRIs can increase plasma levels of the atypicals.

m Benzodiazepines and clozapine can induce respiratory depression.

PHARMACOLOGICAL CONSIDERATIONS FOR ADOLESCENTS

Typical antipsychotic medications are effective in youth (150). It appears that adolescents’
response to atypicals is similar to that of adults (151, 152) (153) (154) (155). Dose finding studies in
youth are needed since sensitivity to extrapyramidal symptoms appears to be increased in younger
patients (150). Effects on cognition do not appear to have been examined, and long-term data on
dyskinesias and other adverse effects are lacking. The new practice parameters for schizophrenia
by the American Academy of Child and Adolescent Psychiatry caution that their treatment
recommendations are based on the adult literature because of a paucity of research on youth
with schizophrenia (70). These guidelines recommend that minimal standards for the use of
antipsychotics in adolescents include:

1/ informed consent
2/ documentation of target symptoms, laboratory findings, treatment response, and side effects
3/ trials of sufficient dose lasting at least 4-6 weeks
4/ long-term monitoring
5/ maintenance antipsychotic medication for 1-2 years after the initial episode for
first-episode patients.
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SIDE EFFECTS OF ANTIPSYCHOTIC MEDICATIONS

Motor side effects

The atypicals present a more favorable side effect profile than the typicals. Neuroleptic-naive
patients are more susceptible to develop extrapyramidal side effects than chronically treated patients
(156) (157). In neuroleptic-naive patients with schizophrenia, risperidone produced less extrapyramidal
side effects than haloperidol (141). Patients with mania may also be more vulnerable to developing
acute dystonia than patients with schizophrenia (158). In general, extrapyramidal side effect rates are
lower for all atypicals compared to typicals (97). Whereas approximately 4% of patients receiving
typical antipsychotic medications will develop tardive dyskinesia each year (68) (159), the one-year
risks are 0.52% for olanzapine (160) and 0.3% for risperidone (99). Data are not available for TD risks
from quetiapine or ziprasidone.

Elevated prolactin and sexual side effects

The atypicals, with the exception of risperidone (161), are much more prolactin sparing than the
typical antipsychotics (162) (163). In women, hyperprolactinemia may cause amenorrhea, galactorrhea,
vaginal dryness, hirsutism, reduced bone density and decreased libido. In men, it can result in erectile
dysfunction, ejaculatory dysfunction, gynecomastia, hyperspermatogenesis and decreased libido.
Younger women may be especially prone to these side effects because their higher estrogen levels
(e.g. on birth control pills) may potentiate the prolactin-elevating properties of typical antipsychotics
(164) (165). One study found that over 50% of males reported sexual difficulties while treated with
typical antipsychotics and over 90% of women reported menstrual changes (166). These changes were
associated with elevated prolactin levels. Among bipolar patients over 5% reported sexual dysfunction
when treated with benzodiazepines and lithium (compared to 17% treated with lithium and any
other drug) (167). Treatment with bromocriptine or amantadine (168) may be effective but the risk
of exacerbating psychotic symptoms must be considered (169). Dose reduction has been the treatment
of choice to date.

Weight gain

All antipsychotic medications can cause weight gain (90). Among atypical antipsychotics,
clozapine appears to cause the most weight gain followed by olanzapine, quetiapine, and then
risperidone. For example, quetiapine, one of the two drugs least likely to cause weight gain, is
associated with greater than 7% increase over baseline in about 25% of patients with the gains
continuing over the first year of treatment (170). Weight gain on olanzapine appears to be associated
with younger age (171). Ziprasidone appears not to cause weight gain but the data are limited to
several short trials and one study lasting one year in which placebo-treated subjects also lost an
average of three kilograms (170). Lithium and valproate are considered more likely to cause weight
gain than carbamazepine (172).

Weight is best monitored by taking a baseline measurement of Body Mass Index (weight in
kg/height in meters?). The Canadian Practice Guidelines recommend monitoring lipids and glucose
if the Body Mass Index increases by 10% (69). The Body Mass Index should be calculated monthly for
the first 6 months, or weekly if rapid weight gain is occurring. Significant weight gain could be a
risk factor for non-adherence, especially in young females. It also poses increased risk for other
obesity-related disorders such as diabetes and heart disease.
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SIDE EFFECTS OF ANTIPSYCHOTIC MEDICATIONS, continued

Weight gain, continued

Dietary strategies and exercise remain the principal treatments for weight gain. Support
groups may be helpful to some individuals. Atypicals have also been implicated in the exacerbation
or precipitation of diabetes regardless of the amount of weight gain (173). Risperidone appears to be
the sole atypical that has not been implicated in reports of impaired glucose regulation. Caregivers
in both community and inpatient settings should take baseline glucose measures and continue
monitoring over time.

Other side effects

Most sedation from atypicals is transitory (174). Low potency medications such as clozapine
and chlorpromazine appear to pose a greater risk of sedation than most high potency typicals.
However, the atypicals olanzapine, quetiapine and risperidone all appear more sedating than
haloperidol (172). Jaundice is an infrequent occurrence with antipsychotic medications but has
been found in 1-5/1000 patients on chlorpromazine (68). Leucopoenia has been found in almost 10%
of patients on chlorpromazine with 0.3% developing agranulocytosis. Extensive blood monitoring
must be undertaken with clozapine use because of the 1% rate of agranulocytosis (175). Clozapine
also has a dose-dependent risk for seizures with an overall rate of 2.8% (68).

Overdose of antipsychotic medications rarely causes death unless accompanied by alcohol/drug
ingestion or preexisting medical conditions (68). Treatment of overdose is symptomatic and supportive.
Neuroleptic Malignant Syndrome has been associated with virtually all antipsychotic medications
including atypicals (176) (177). Antipsychotic medications should be discontinued
immediately and symptomatic treatment instituted.

The rate of sudden death among those on antipsychotic medications is not higher than for
the general population (68). Nevertheless, the risk for heart arrhythmias may be lessened by using low
doses of medications, ensuring patients are well hydrated, monitoring vitals and, finally, minimizing
use of restraints since cardiovascular and autonomic instabilities could result from the interaction of
agitation/stress and medication effects (68). Failure to understand the patient’s subjective experience of
both mental and physical side effects can lead to treatment failure because the patient may develop a
negative attitude to the medication and cease to take it (178).

Treatment of side effects

Anticholinergic medications such as benztropine are effective for treating extrapyramidal
symptoms. They may also be used prophylactically. Because of the very high rates of extrapyramidal
side effects in neuroleptic-naive and young patients, anticholinergics should be used if the initial
medication is a typical antipsychotic given in more than very low doses. Prophylactic use of biperiden
dropped the rate of dystonia in first-episode cases from 606 to %% (157). When very low doses of
typicals or risperidone are used, the rates of extrapyramidal side effects are low, and anticholinergic
medications are not needed. If extrapyramidal side effects develop during treatment with an atypical,
the dose should be lowered.
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ASSESSMENT OF RESPONSE

Psychotic and other psychiatric symptoms, side effects, daily functioning, and subjective
response should all be assessed repeatedly. Assessments should occur on multiple occasions in the first
week and at least biweekly for the first month. Response is best assessed in the context of the types
of target symptoms identified. For example, agitation should respond within days, while negative
symptoms may take much longer to respond. Clinicians should not solely rate improvement according
to positive symptoms. The use of rating scales helps to objectify progress — especially over time — and
is suitable for routine clinical use. Several measures are listed in the section, Measuring Effectiveness.

INCREASING DOSES

An initial period of about one to two weeks should allow the clinician to determine if the patient
is tolerating the medication and deriving benefit. Positive symptoms, along with general symptoms
such as anxiety and agitation, often show discernible improvement within one week. A recent first-
episode study that restricted haloperidol doses to 1 mg for the first four weeks found that 55% of
patients remained stabilized on that dose (179). Further, 83% remained on haloperidol after a 12-week
trial at an average dose of 1.78 mg per day. The concept of a “neuroleptic threshold” (dosing to the
threshold of motor side effects) has been used successfully in several first-episode studies using
typicals to keep doses and side effects low while attaining excellent clinical responses (144) (140).

A European guide that lists the approximate lowest doses expected to be effective helped form
the table below (100). The list is derived either from studies using the drugs in early psychosis, or by
calculating chlorpromazine equivalents. Of course, many patients will require significantly higher doses.

Expected Lowest Effective Doses
Haloperidol 2
Risperidone 1-2
Olanzapine 5
Quetiapine 150
Chlorpromazine 100

Up to 30% of first-episode cases of schizophrenia will not respond within six weeks of
treatment. Since non-responders taking reasonable doses do show adequate binding to D2 receptors,
it is unlikely that dose increases will be effective (100). Instead, switching to another medication
should be considered.
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UTILITY OF ANTIPSYCHOTIC PLASMA LEVELS

About 75% of first-episode responders to low-dose haloperidol had blood plasma levels well
below those commonly believed to be associated with response (140). Therefore, plasma monitoring is
not recommended as a good predictor of response but may be undertaken to assess non-adherence, to
identify unusual drug metabolism when a seemingly adequate dose fails to produce an adequate
clinical response, and to help distinguish psychopathology from side effects (85).

USE OF OTHER MEDICATIONS

Little is known about the use of adjunctive agents such as antidepressants, benzodiazepines,
and mood stabilizers in first-episode cases of schizophrenia, because most studies utilized refractory
chronic patients (85). The use of two antipsychotics in first episodes is generally unwarranted.

Benzodiazepines

The benzodiazepines are helpful in managing sleep disturbances, agitation, and anxiety very
early in the treatment process. Benzodiazepines also appear to possess some antipsychotic activity,
albeit considerably less than antipsychotic medications (180). Their use can foster greater diagnostic
clarity and improve engagement. Benzodiazepines may be beneficial adjuncts to antipsychotics in
reducing positive symptoms, anxiety, agitation, and overall psychopathology (85) although these
effects may be limited in duration (68). If a benzodiazepine is used with an antipsychotic, the dose
of antipsychotic should be lowered. Given that benzodiazepines can cause disinhibition, abuse, and
rebound withdrawal symptoms, their use for more than brief periods demands caution.

Mood stabilizers

Lithium used alone for schizophrenia is likely to be ineffective or even to worsen symptoms,
but it may enhance the effects of antipsychotics when given adjunctively (68). Lithium should not
be employed before an adequate trial of an antipsychotic alone. The lithium add-on should show a
beneficial response in most patients within four weeks. Clinicians must closely monitor for lithium
toxicity, since lithium-antipsychotic combinations place patients at greater risk for side effects
including Neuroleptic Malignant Syndrome (68). Valproate and carbamazepine are not effective
antipsychotics, but may have a role in patients with persistent agitation, aggression, or EEG
irregularities (68).

If a first-episode psychosis patient presents with mania and the clinician suspects bipolar
disorder, treatment with an antipsychotic and either lithium or valproate is recommended.
Benzodiazepines can also be considered if severe behavioural disturbance is present (181) (66) (182).
Failure to derive a good response after three weeks may prompt use of a second mood stabilizer
as well, (e.g., carbamazepine or a different antipsychotic). Atypicals appear to hold promise as
monotherapy in the treatment of bipolar disorder (183) (184) (185). Also, both olanzapine and
risperidone have been shown to be effective adjuncts to mood stabilizers in persons with bipolar
or schizoaffective disorders (186) (187).

The relapse rate in persons with bipolar disorder on lithium is about 35% compared to about
80% on placebo (188). Withdrawal from lithium can lead to a higher rate of relapse than placebo.
Valproate and carbamazepine are also both effective maintenance agents (66).
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USE OF OTHER MEDICATIONS, continued

Antidepressants

The covariation of mood symptoms with psychotic symptoms in many patients with
schizophrenia suggests that depression is integral to the illness and that monotherapy with an
antipsychotic is viable (29). Others argue that neuroleptics themselves produce depressive symptoms
that are distinguishable from akinesia (189).

Although antidepressants, ECT, and mood stabilizers are all effective treatments for depression
in bipolar patients (190), their place in treating schizophrenia is less clear. Antidepressants may not be
particularly helpful once the illness is established (191) (192). Nevertheless, the use of antidepressants
is justified if antipsychotic monotherapy fails to adequately treat depressive syndromes (85). With
respect to early psychosis, initially prescribing antidepressant medications cannot be condoned when
reluctance to start antipsychotics is simply due to the lack of a definite diagnosis of schizophrenia.
Furthermore, evidence exists that antidepressants can induce mania in bipolar patients (115).

SWITCHING AFTER A PARTIAL OR POOR RESPONSE

When a patient fails to show significant improvements within four to six weeks, the clinician
should consider switching to another medication. A poor initial response is not cause for therapeutic
pessimism, since about 16% of early unremitting cases will achieve late-phase recovery (3). As noted
previously, the use of two antipsychotics in early psychosis is generally unwarranted.

Switching antipsychotics early in the course of illness can be an opportunity for significant
improvement, but it may also lead to worsening of symptoms and decompensation. Although there is
little scientific evidence regarding switching, clinical experience suggests that switching medications
may be advisable

m when target symptoms of psychosis persist
m when side effects are distressing or do not respond to treatment

m when there is a relapse despite adherence

m to reduce polypharmacy (e.g., reduce need for anticholinergic medication)
m when the patient or caregiver are dissatisfied with the current treatment.

Prior to switching, adequate discussion should be undertaken regarding the risk of symptom
exacerbation and length of time that might be needed to see results. When difficulties arise during a
switch (such as symptom exacerbation), the clinician should consider whether the dose is adequate,
whether side effects are confounding the switch, whether the change technique may be creating the
difficulty, or whether the patient is experiencing a rebound phenomena (e.g., following removal of
highly anticholinergic medications). Symptoms of anticholinergic rebound include vomiting, loss of
appetite, malaise, diarrhea, rhinorrhea, sweating, anxiety, agitation, and insomnia. Management
consists of reintroducing the antipsychotic and tapering more slowly or transiently adding another
anticholinergic medication such as benztropine.
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SWITCHING AFTER A PARTIAL OR POOR RESPONSE, continued

CRITERIA FOR CONSIDERING CLOZAPINE

Clozapine is regarded as the gold standard in treatment-resistant cases (193) (194). The
clinician must decide how long to wait before a treatment-resistant patient is prescribed clozapine.
The American Psychiatric Association Guidelines for Schizophrenia suggest that an acute episode be
treated with either one typical or atypical for six weeks. If response is poor after six weeks, these
guidelines recommend consideration of clozapine (68). A set of expert consensus guidelines suggests
use of one typical then a trial of an atypical before switching to clozapine (67). The Texas algorithms
suggest three trials before clozapine (195) while the PORT group recommended two trials from different
classes of either typicals or atypicals (85). The Canadian Clinical Practice Guidelines for Schizophrenia
imply that physicians consider one trial of a typical and at least one, if not two, trials of atypicals
before moving to clozapine (69). The only guidelines specifically written to date for early psychosis (45)
advocate two six-week trials of atypicals, then either adding lithium to the atypical or going directly
to clozapine.

Therefore, it is suggested that clozapine should not be considered before at least two trials, at
least one of which should be either risperidone or olanzapine. Each trial should last at least four to
six weeks, unless discontinued earlier due to side effects.

SWITCHING PROCEDURES
Several switching paradigms exist, and none is unequivocally superior to the others.

In the abrupt stop and start method, the old medication is stopped completely and the
new medication is begun at, or close to, a full dose. This method is frequently used for inpatients
or when serious adverse events occur. It can work well when patients are being switched from a
depot to an oral agent. Disadvantages include the possibility of symptom flare-up and anticholinergic
or extrapyramidal side effect rebound.

In the gradual cross-taper approach, the old and new medications are gradually interchanged.
This process can take weeks or months. Advantages include a low risk for anticholinergic or
extrapyramidal side effect rebound. Disadvantages include the possibility that neither medication
will be at a therapeutic level for some time, creating a risk of relapse. In addition, polypharmacy
can create or worsen side effects.

The third method involves reaching a therapeutic dose of the new medication and only then
gradually reducing the dose of the old medication. This final method has the perceived advantage of
less symptom exacerbation but involves the risks inherent in polypharmacy. The results of a study that
examined switching to olanzapine from typicals or risperidone found that achieving a therapeutic dose
of the new medication before gradual withdrawal of the old agent resulted in fewer relapses (196).
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DURATION OF TREATMENT FOLLOWING A GOOD RESPONSE

An expert consensus guideline document recommended that a first-episode patient with
schizophrenia who shows a good initial response to medication and is able to return to work full
time should be maintained on the medication for 12-24 months before considering dose reduction and
discontinuation (67). An evidence-based report recommended at least one year of maintenance therapy
after an acute episode (85). Guidelines for children and adolescents also recommended 12-24 months
of maintenance (70). However, the data from at least one study using typical antipsychotics in
first-episode schizophrenia suggested that patients receive maintenance medication for two to
five years after initial recovery because of the increased risk of relapse, especially in those who
discontinue medication (197). The influences of the atypical antipsychotics and specialized early
psychosis psychosocial interventions on relapse and course remain unresolved at this time.

Therefore, it is recommended that patients with first-episode schizophrenia remain on
maintenance medication for a minimum of one to two years.

Psychotic disorders other than schizophrenia merit shorter maintenance periods after
symptomatic recovery, although close monitoring is essential. For example, with first-episode manic
patients it is common practice for antipsychotics to be discontinued in about 75% of patients within
six months (114). Research on combined lithium/antipsychotic therapy in bipolar patients suggests
that discontinuation of the antipsychotic shortly after resolution of the psychotic symptoms is not
recommended (198). Successful discontinuation of the antipsychotic was associated with shorter
duration of illness and first-episode status.

Patients frequently discontinue medications when they have recovered from a first episode.
Unfortunately, there is no reliable way to predict who belongs to the substantial subgroup of persons
with schizophrenia (about 20%) who will not experience a second episode regardless of whether they
take maintenance antipsychotic medication. Therefore, some researchers and clinicians have advocated
a medication strategy that entails restarting the antipsychotic at the first signs of a relapse. Relapse
rates using this “intermittent targeted” approach are higher than when medication is continuously
prescribed (199). Restarting medication before the person is in crisis does produce less risk of relapse
than starting after a crisis has begun. However, both these strategies are less effective in preventing
relapse than staying on a low dose. A low dose was itself only slightly worse than staying on a regular
dose (200). Symptomatic exacerbations in recent-onset schizophrenia when off medication can be
successfully managed in most cases by providing support and restarting medication rather than
resorting to hospitalization (201). Also, some researchers are examining drugs other than antipsychotics
using the intermittent approach. One recent study showed that diazepam significantly outperformed
placebo (as did fluphenazine) in preventing progression from early warning signs to full relapse (202).
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DURATION OF TREATMENT FOLLOWING A GOOD RESPONSE, continued
Despite the fact that an intermittent dosing strategy is less than ideal, it will occur in

clinical situations quite frequently. If the person has had only one episode, experienced a complete

symptomatic recovery, and is willing to be closely followed but is very reluctant to take medication,

it might be acceptable to try the intermittent approach. However, for someone with schizophrenia

who has relapsed quickly, medication should probably be maintained for at least five years (68).

In general, a patient in the maintenance phase is well served through

m close monitoring,

m timely review of the diagnosis

m keeping the dose as low as possible

m facilitation of ongoing psychosocial interventions

B ensuring easy access to services if a relapse appears possible.

CONSEQUENCES OF STOPPING TREATMENT

About 60% of patients who recovered from a first episode of psychosis relapsed within a year if
they stopped receiving medication, whereas 40% of those on a maintenance dose of an antipsychotic
relapsed (203). Other studies report that 70% of patients with schizophrenia on placebo will relapse
within one year compared to 30% on active medication (204) while estimations of “real world” one-year
relapse rates of patients on medication are about 50% . When persons with schizophrenia have been
taken off typical antipsychotic medication, almost 75% have relapsed within two years (205). A recent
analysis of recovered first-episode patients with schizophrenia or schizoaffective disorder found that
the cumulative first relapse rate after five years was over 80 . Of those who had a second relapse,
86% had a third relapse within four years after recovery from a second relapse. Discontinuing
antipsychotic drug therapy increased the risk of relapse by almost five times. Subsequent analyses
controlling for antipsychotic drug use showed that patients with poor premorbid adaptation to
school and premorbid social withdrawal relapsed earlier (197).

A recent report highlights the interpretative problems that arise when the definition of relapse
varies. When hospitalization was used as a criterion for identifying relapse, only 13% of recent-onset
patients with schizophrenia were found to have relapsed within two years after discontinuation
of a typical antipsychotic (that had been prescribed for one to two years) (201). When increased
symptomatology was employed as the criterion, 96% experienced a “relapse” within two years.

Only six out of 46 patients who suffered symptom exacerbation could not be successfully
managed in the community. Therefore, although maintenance medication therapy is associated with
lower relapse rates, many patients will either request withdrawal or discontinue on their own. In
these cases, clinically supervised discontinuation with rapid reintroduction is preferable to covert
non-compliance. A cooperative patient with good insight and a history of excellent response to
medication will be a better candidate for supervised withdrawal than one lacking these
qualities (206). For a fuller discussion on non-adherence refer to Relapse section.
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 Summary

Atypicals are recommended as first line agents in early psychosis since, compared to typicals,
they have

m the least adverse side effect profile
m equal or better efficacy against symptoms
m better effects on cognition.

There is also evidence that some atypicals may be associated with less hospitalization time,
both during the index episode and during the subsequent follow-up (207).

To date, the only controlled trials on early-episode psychosis treated with atypicals used
olanzapine and risperidone (208) (69) (45). Recent research has demonstrated that doses effective for
early episode psychosis tend to be smaller than the doses recommended when a new atypical comes
onto the market (140) (179). The lack of research for quetiapine or ziprasidone means there is little
empirically-based guidance as to initial or subsequent dosing for these antipsychotics. It is hoped
that studies will soon be forthcoming that demonstrate effectiveness and provide better guidance
regarding the use of quetiapine and ziprasidone in early psychosis.

Clozapine should be reserved for treatment of refractory cases. Neuroleptic-naive patients
are especially sensitive to both therapeutic and unwanted effects from antipsychotics. Doses should
start low and proceed upwards slowly. Simultaneous use of two antipsychotics is discouraged.
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~ SOCIAL AND PSYCHOLOGICAL INTERVENTIONS
Psychoeducalion

Psychoeducation should be provided to all persons with early psychosis and their families
and should be viewed as an ongoing and intensive process. The content of psychoeducation should
be specific to early psychosis, and aim to enhance recovery, promote self-management of illness, and
improve coping abilities. Psychoeducation should be individually provided, with ideally both family
and patient together. Group psychoeducation may be a useful adjunct to individual psychoeducation.

SCOPE OF PSYCHOEDUCATION

Psychoeducation fosters the knowledge, attitudes, skills, and abilities necessary for a person to
manage his or her own illness. Psychoeducation also deals with the emotional aspects of the illness
experience (209) (210) (211). Treatment adherence and relapse prevention are often considered to be the
main aims of psychoeducation. However, these are embedded in the overall goal of promoting the
self-management capacity needed to achieve or recover valued life goals and overall quality of life (212).
Similarly, family education is better conceptualized as fostering well-being of the family rather than
simply preventing relapse in the patient. Psychoeducation should be offered to all persons with a
psychotic disorder, family members, spouses and partners, and other potentially supportive individuals.

Three key emphases for psychoeducation in early psychosis are to help the patient (212):

1/ negotiate “meaning” through a constructive assimilation of the illness experience into
his or her worldview

2/ develop “mastery” by acquiring or enhancing the subjective and objective skills needed to
exert control over the disorder and its effects

3/ protect “self-esteem” threatened by assaults on self-identity, social roles, relationships,
and future plans.

BENEFITS OF PSYCHOEDUCATION

Psychoeducation has been demonstrated to lead to (213) (60) (214) (215)
m improved knowledge, decreased negative symptoms

m improved interpersonal skills

m decreased relapse rates

m shorter hospital stays

In general, more intensive interventions lead to more lasting benefits. Additionally, involving
families in psychoeducation results in significantly better outcomes for both patient and family (79) (80)
(81) (82) (83) (84). Provision of psychoeducation to both patient and family should be intensive and
ongoing. Multiple studies in which psychoeducation was provided on a short-term basis (no more
than ten sessions over less than six months) failed to show convincing and long-lasting results for
patient outcome (reviewed in (79)), although they may have some positive effects on family sense of
support (216) (217). Provision of information over longer periods of time may lead to better outcomes
by providing more opportunity to apply knowledge and skills. The risk of relapse is minimized the most
when the psychoeducation lasts at least nine months (218). More frequent and longer involvement
(e.g., closer to one year) with sessions including both patient and family is associated with better
outcomes (79) (218).
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~ Dsychoeducalion / continued

INVOLVING FAMILIES

When psychosis develops in a close relative, the family may experience reactions ranging from fear
to denial. Frequently, the family will attribute the psychotic behaviour to substance abuse, adolescence,
family conflicts, or other “explanations.” These reactions suggest that the family should actively be
sought out and engaged as early as possible.

After the patient has made contact with mental health services, family members should be
allowed time to debrief and relate their personal experiences. Misconceptions about psychosis and its
treatments should sensitively be corrected (this part of the process can be delayed if it might threaten
engagement).

The increased stress experienced by family members as they care for their relative usually leads to
significant social disruption and the development of psychological problems (219) (220). Psychoeducation
can provide family members with the knowledge and skills necessary to help them care for their relative
and to increase their ability to cope.

If the patient seeks to limit family involvement, the basis for this request should be explored,
and the importance of involving the family should be clearly explained to the patient. Clearly addressing
issues of confidentiality may help alleviate some concerns about family involvement. Adequate
psychoeducation for the family should always be provided, even if it must be offered in a venue
apart from the patient and by other service providers. This can be accomplished even if the patient
does not wish the family to be involved with, or aware of, the details of his or her care.

PSYCHOEDUCATION PROCESS

Psychoeducation should occur during all phases of the illness. It may begin at the help-seeking
phase when distress and dysfunction are reframed as “illness-related,” and as a reason for receiving
outside help (209). Both individuals and families benefit from an explanation of the treatment and
from attempts to humanize and normalize the service.

Once the patient enters into mental health services, psychoeducation can facilitate the negotiation
of an initial “rationale for treatment” with the patient and family (212). This dialogue should be sensitive
to patient’s idiosyncratic explanatory models of the illness. Caution should bE exercised about proposing
other explanations before the person is ready to consider them (221). It may be necessary to begin by
framing the intervention as a response to a specific problem that has been identified as distressing
by the individual.

During the early assessment phase, clinicians should convey their familiarity with the condition,
the need for prompt intervention, and the message that their symptoms should respond well to treatment
(222). People will also require clear explanations about the roles of the involved professionals, treatment
options, legal rights, and available supports appropriate to that phase of illness.

More formal psychoeducation should commence once the person’s mental state begins to respond
to medication — usually within days to a few weeks (212). Psychoeducation should be paced and suitable
when cognitive abilities are compromised. The ability to process information may be impaired by
psychotic symptoms, cognitive deficits associated with the illness, medication side effects, or emotional
reactions to the illness experience (223) (211). Furthermore, some individuals may avoid discussion as
they attempt to “seal over” their experiences. Psychoeducation may need to be delayed or tailored to
accommodate the patient’s inability or unpreparedness to deal with emotionally provocative issues.
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 Dsychoeducalion / continued

CONTENT OF PSYCHOEDUCATION

Topics to be covered in psychoeducation

Psychosis -

m Allow the patient and family time to relate their explanatory model of the psychosis and
their emotional and behavioural responses.

m Discuss the symptoms and associated features of psychosis.

m Present the etiology of psychosis using a stress-vulnerability framework (see the ensuing section
on Educational Frameworks for details).

m Communicate the expectation of recovery.

m Explain why there is diagnostic ambiguity in the early phases of a psychotic illness.

Treatments -

m Provide information on medications and psychosocial treatments (including possible
side effects of treatment).

m Help the person come to an acceptable ongoing rationale for treatment.

Recovery -
m Provide information on the factors that enhance and impede recovery.
m Discuss topics such as lifestyle, physical health, socialization, and drug use within this context.

Relapse Prevention (see the section on “Relapse Prevention”) -
m Discuss the possibility of relapse.

m Provide information on early warning signs.

m Develop a plan of action for dealing with impending relapse.

m Help the person make lifestyle changes to reduce the likelihood of relapse.

Stress Management (see the section on “Stress Management”) -

m Increase coping and control over symptoms and key affected areas of the person’s life by
teaching stress management strategies.

m Foster use of social supports and services.

Teaching of skills such as structured problem solving, goal setting, and social skills (see the
section on “Skills Development”) helps individuals assimilate and apply information by actively
rehearsing the knowledge, skills, or strategies in question.

Throughout psychoeducation, issues of stigma and demoralization should be addressed.
The experience of psychosis should be normalized, and the expectation of recovery should be
communicated. Self-management of illness and social reintegration should be encouraged.

Diagnostic uncertainty in early psychosis and the potentially stigmatizing connotations
associated with diagnostic labels dictate that psychoeducation should be “problem-focused” rather
than diagnostically focused in the early phases. The early psychosis period, with its attendant
ambiguity, can be presented as an opportunity for the individual and family to take steps to
minimize vulnerability to future episodes and maximize the chances for a full recovery.
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~ Dsychoeducalion / continued

CONTENT OF PSYCHOEDUCATION, continued

Young persons with psychosis may particularly benefit from general health information.
This group is vulnerable to numerous health problems associated with lack of information, high-risk
behaviours, homelessness, and malnutrition. Educational topics may include:

m contraception

m sexually transmitted diseases
m drugs and alcohol

m hygiene

m dentition

W exercise

m nutrition

m herbal remedies.

It is important to monitor for signs of health problems that are unreported by an individual,
arrange for treatment, and provide needed education.

For persons who have experienced a manic episode, emphasizing maintenance of circadian
rhythms may help improve outcome and decrease risk of relapse (224).

EDUCATIONAL FRAMEWORKS

The usual framework for presenting information is the stress-vulnerability framework. This
involves explaining psychosis as an underlying vulnerability (e.g., genetic predisposition) in combina-
tion with exposure to stressors that may predispose, trigger, or serve to maintain symptoms (222) (212).
Within this context, one can present both biological strategies and psychosocial strategies to reduce the
risk of psychosis and prevent relapse. Strategies include

m complying with medications

m avoiding substance use

® managing interpersonal conflict

m making use of peer support

m identifying and managing environmental stressors

m learning the “early warning signs” of onset and relapse

m developing and planning proactive coping and help-seeking strategies (225).

Analogies to the management of other ongoing health issues that fit this framework, such as
diabetes, or asthma, can be drawn on as a way of normalizing the experience of mental illness, and as
a way of promoting a sense of control.
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