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FOR FIRST-EPISODE PSYCHOSIS

EARLY DETECTION

Prodromal symptoms
ov  Refer client for psychiatric assessment

o~ Monitor client’s progress
o Support and counsel client and family
Emerging psychotic symptoms
> Ask direct but gentle questions about psychotic symptoms

& Refer promptly for thorough psychiatric assessment

DIAGNOSIS
ov  Remain prepared to revise the provisional diagnosis

o~ Consider specialist reassessment

WORKING RELATIONSHIP

=  Strive to maintain continuity of care
= Develop a trusting relationship with the client
«  Treat the individual as an autonomous adult

= Foster collaboration with the client in managing the illness

PRACTICE ISSUES

o~ Maintain a client register

o Develop management protocols for problems such as missed
appointments, adherence to treatment

ov  Ensure multidisciplinary comprehensive assistance to client
and family
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Maintain communication with the client’s psychiatrist,
physician, school counselor, etc.

o~ Work with the psychiatrist and/or physician

ov  First ensure safety of self and others (involve police
only if necessary)

o Use a non-threatening, non-confrontational approach

o Determine whether criteria for involuntary admission are
present

ov  (learly explain and inform the client of his or her legal status

o~ Ensure supervised transport to hospital

= Utilize specialists with expertise using antipsychotics with
first-episode clients

= Be patient with the “start low - go slow” approach
~  Monitor symptoms
= Explore reasons for non-compliance

= Encourage client’s role as collaborator

o Develop a supportive therapeutic relationship

ov  Set realistic goals

o Provide reassurance and an opportunity to air emotions
ov  Educate the client and family

ov  Encourage symptom self-monitoring and coping skills

ov  Ensure provision of multiple evidence-based interventions
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This booklet was produced by Mheccu as a supporting document for the Early Psychosis
Initiative (EPI) of British Columbia. A major goal of EPI is to enhance recognition of
early signs and symptoms of psychosis so that effective treatment can be started promptly.

In the 1999/2000 fiscal year, the Ministry of Health (Province of British Columbia)
undertook an initiative with bridge funding to further the goal of developing prevention
and early intervention services for young persons at risk for severe mental illness as
identified in the Mental Health Plan. In March 2000, the Ministry for Children and
Families announced additional one-time funds to further inter-ministry goals in this area.

Partners with the Ministry of Health and the Ministry for Children and Families include
regional representatives of the Ministry for Children and Families and regional health
authorities, Ministry of Education and regional counseling and special services
representatives, the BC Schizophrenia Society and the Canadian Mental Health
Association. All health regions in the province are participating in EPI strategies aimed at
improving services to young persons in the early stages of psychosis.

Mheccu (Mental Health Evaluation & Community Consultation Unit), the contractor for
EPI, is a unit of the Division of Community Psychiatry, University of British Columbia.

For further information on EPI or how to obtain copies of this booklet contact:

THE EARLY PSYCHOSIS INITIATIVE
Mheccu, UBC

2250 Wesbrook Mall

Vancouver, BC, Canada

VoT 1W6

or via the website:
www.mheccu.ubc.ca/projects/EPI
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will experience a
psychotic episode at some stage in their life. Usually a first
episode occurs in adolescence or early adult life, an important
time for the development of identity, relationships and
long-term vocational plans.

The initial episode of psychotic disorders is typically a
confusing and disturbing process for the person and their
family. Lack of understanding of psychosis often leads to
delays in seeking help. As a result, these disorders are left
unrecognized and untreated. Even when appropriate help
seeking does occur, further delays in diagnosis and treatment
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may result from skill and knowledge gaps among professionals.
Suspiciousness, fear and lack of insight also hinder contact
with professionals.

Increasingly, attention is being paid to strategies that reduce
the personal, social and economic strain of these conditions
on affected individuals, their families and the community.
Early intervention in first-episode psychosis is aimed at
shortening the course and decreasing the severity of the initial
psychotic episode, thereby minimizing the many complications
that can arise from untreated psychosis. Appropriate early
intervention can provide significant long-term benefits.

This booklet provides mental health clinicians with a brief

overview of first-episode psychosis guidelines in order to
promote early and appropriate intervention.
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FirRsT EPISODE PSYCHOSIS

Psychosis and Early Intervention

Psychosis describes a mental state characterized by distortion or loss
of contact with reality, without clouding of consciousness. Positive
symptoms of psychosis include delusions, hallucinations and
thought disorder.

Negative symptoms of psychosis such as affective blunting, poverty
of thought or speech and loss of motivation can also occur. There
are usually a number of other 'secondary' features, such as sleep
disturbance, agitation, behaviour changes, social withdrawal and
impaired role functioning. These secondary features often provide
clues to the presence of psychosis.

Psychosis can be caused by certain medical conditions, drug and
alcohol abuse, and a variety of psychiatric disorders such as
schizophrenia, bipolar disorder, schizophreniform psychosis and
schizoaffective disorder.

Early intervention involves investigating psychotic disorders at the
earliest possible time and ensuring that appropriate treatment is
initiated. Treatment should begin at the first sign of positive psychotic
symptoms, but it may also be possible to intervene during the
prepsychotic, prodromal phase. To date, antipsychotic medication
has not been validated for use in the prodrome. Psychosocial inter-
ventions are indicated.

Achieving early intervention requires increasing community
understanding of early signs and decreasing the stigma which can
sometimes delay people from seeking help. It also requires improving
skills and knowledge among health professionals positioned to
detect and treat these disorders.

EarlyiPsydiiosis: A GuidefforaMental-Health Clinigidgs
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Numerous studies have shown there is often a significant delay in
initiating treatment for people affected by a psychotic disorder.
These delays vary widely but the interval between onset of psychotic
symptoms and commencement of appropriate treatment is often
more than one year.

As a consequence of these delays, significant disruption can occur at
a critical developmental stage along with the formation of alarming
secondary problems. The longer the period of untreated illness, the
greater the risk for psychosocial disruption and secondary morbidity
for the person and their family.

A psychotic episode commonly isolates the person from others and
impairs family and social relationships. Difficulties in school and
work performance arise and problems such as unemployment,
substance abuse, depression, self harm or suicide and illegal
behaviour can occur or intensify.

Some evidence shows that long delays in treatment may cause
psychotic symptoms to become less responsive to treatment. Delays
in receiving treatment are associated with slower and less complete
recovery. Longer duration of psychotic symptoms before starting
treatment appears to contribute to poorer prognosis and a greater
chance of early relapse. It is hypothesized that untreated psychosis
causes increased pathophysiological changes in the brain and that
repeated episodes further erode long term functioning.
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Slower and less complete recovery

Interference with psychological and
social development

Strain on relationships, loss of family and
social supports

Disruption of parenting role in young
mothers/fathers with psychosis

Disruption of study or employment
Increased family strain

Poorer prognosis

Depression and suicide

Substance abuse

Unnecessary hospitalization

Increased economic cost to the community
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Stress-Vulnerability
Model of Onset

The onset and course of psychosis can be
viewed in terms of a "stress-vulnerability"
model (see Figure 1). Interactions between
a biological predisposition (genetic and
neurodevelopmental factors) and
environmental stress can trigger active
psychotic symptoms.

A positive family history of psychosis and
particular personality disorders (i.e., schizotypal,
schizoid, and paranoid personality disorders)
are associated with an increased risk of vulnera-
bility to psychosis. For example, the risk of
developing psychosis associated with schizo-
phrenia is 1% for the general population vs.
13% for the children of those with schizophrenia.

An estimated 80% of clients affected by a psy-
chotic disorder experience their first episode
between the ages of 16-30.

The median age of first onset of schizophrenia

is 19 years, with females experiencing a first
episode two to three years later than males.
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Figure 1

STRESS-VULNERABILITY MODEL
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COURSE OF

FiIrRST-EPISODE PSYCHOSIS

The typical course of the initial psychotic episode can be conceptualized
as occurring in three phases: prodromal, acute and recovery.

PRODROME

The prodromal phase occurs when the individual experiences
changes in feelings, thought, perceptions and behaviour although
they have not yet started experiencing clear psychotic symptoms
such as hallucinations, delusions or thought disorder.

Prodromal symptoms vary from person to person and some people
may not experience a prodrome. The duration is quite variable,
although it usually spans several months. In general, the prodrome
is fluctuating and fluid, with symptoms gradually appearing and
shifting over time. Some areas where prodromal signs and symptoms
occur include:

Emotion
Depression, anxiety, tension, irritability, anger or mood swings.

Cognition
Difficulty in concentration and memory, thoughts feel slowed
down or speeded up, odd ideas, vague speech, overvalued ideas.

Sense of Self, Others or the World
Feeling somehow different from others, that things in the
environment seem changed, suspiciousness.

Eathg=Psychosis: AMGniddior*™Mantal HealifClinician§
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Sleep disturbances, appetite changes, somatic complaints, loss
of energy or motivation and perceptual aberrations.

Deterioration in role functioning, social withdrawal or isolation,
loss of normal interests, preoccupations such as increased
concern with spiritual/philosophical issues, uncharacteristic
rebelliousness.

Clearly, these changes are non-specific and can result from a number
of psychosocial difficulties, physical disorders and psychiatric disorders.

The key for early intervention in psychotic disorders is to keep the
possibility of psychosis in mind when seeing a young person
exhibiting these symptoms. It is especially important to determine
if the changes in personality and behaviour are persistent or
worsening. These changes should not immediately be dismissed as
just being part of adolescence. Various explanations may exist, but
prodromal psychosis is one of them and close review and regular
monitoring of the person is advisable.
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During the acute phase, typical psychotic symptoms emerge.
Positive symptoms such as thought disorder, delusions and halluci-
nations may become predominant. This phase usually continues
until appropriate treatment is initiated.

Hallucinations are sensory perceptions in the absence of an external
stimulus. The most common types are auditory hallucinations.
Other types of hallucinations include visual, tactile, gustatory and
olfactory. These are less common and other medical/drug causes
may be contributory.

Delusions are fixed, false beliefs out of keeping with the person's
cultural environment. These beliefs are often idiosyncratic, very
significant to the client but hard for other people to understand.

Delusions often gradually build in intensity, being more open to
challenge in the initial stages, before becoming more entrenched.
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Thought disorder refers to a pattern of vague or disorganized thinking.
Speech seems disjointed and hard to follow. Thought disorder may
also refer to ideas of reference (special meanings that are found in
words and events and are communicated to the person), "thought
blocking" (an abrupt interruption to the flow of thought that can be
interpreted as stolen thoughts), and "thought insertion" (sense that
ideas seem alien and are often interpreted as the thoughts of others
placed in the client’s mind).

e e R e e R R e e e R g e g e R AR T

While delusions, hallucinations & thought disorder are definitive of
psychosis, disturbances of mood, behaviour, sleep and activity may
co-occur.

Many clients with an underlying psychological/psychiatric disorder
initially present with tiredness, repeated headaches, insomnia or
vague physical symptoms.

# o s Do D o e B T e B
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The person’s initial presentation is variable. The common presentation
of positive symptoms and disturbed behaviour should not lull one
into overlooking the quietly deteriorating “odd” individual whose
psychosis leads to a predominantly negative presentation.

Negative symptoms such as decreased motivation, energy and interest,
blunted affect and a decrease in the richness of inner mental life are
common in the acute phase. These symptoms, along with vague
somatic symptoms, may be misinterpreted as depression thereby
increasing the duration of improperly treated psychosis.
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With available treatments, the great majority of people recover well
from their initial episode of psychosis.

The recovery process is affected by the treatment environment,
medication and psychological therapies, personality style and factors
within the person's family and social environment. The recovery
process will vary in duration and degree of functional improvement.

Specific issues to be dealt with in the recovery phase include helping
the person and family make sense of the illness experience, restoring
self-confidence and facilitating a return to premorbid levels of function-
ing. Problems such as post-psychotic depression, anxiety disorders,
decreased self-esteem and social withdrawal need to be addressed.
Assistance with housing, finances, employment and study may also
be required.

To achieve maximal recovery, a supportive and collaborative
approach utilizing specialist treatments and a comprehensive
biopsychosocial approach is essential.

Medication is usually continued for at least twelve months after
recovery from a first episode and then slowly discontinued while
the individual continues to be monitored. Unfortunately, many
people fail to continue with medication and relapse as a result.

Following recovery from a first episode, a significant number of
people will never experience a recurrence of psychosis.

520 13 WAL ST et hosih: AJE i ST cal i cMPE inighnf &



Jiliduchien

Others will develop recurring episodes of psychosis, but lead produc-
tive lives between episodes. During the recovery phase, a discussion
of these possibilities should occur with the person and their family.
Guidelines for recognizing and seeking treatment for relapses at the
earliest possible stage should be established as part of the general
focus on client and family psychoeducation. Definitive prognosis is
not possible.

A first episode typically occurs in adolescence or early
adult life.

It is confusing, distressing and disruptive for the person
and their family.

«  Symptomatic clients often remain undiagnosed and
untreated for long periods. Failures to initiate treatment
results from multiple factors (e.g., lack of insight and
stigma), with delays in recognition representing a critical
part of the problem.

> Increasing public and professional awareness of the
symptoms and course of first-episode psychosis assists
early case detection.

= The first episode usually occurs in three phases-
prodromal, acute and recovery.

«  Early intervention means intervention at the earliest
sign of positive symptoms.

« Treatment should proceed in the least restrictive
environment possible.
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« Treatment requires a comprehensive biopsychosocial
approach and a range of specialist treatments aimed
at treating the person's primary psychotic symptoms
and assisting them in overcoming the secondary
personal and social difficulties that the illness often
creates.

Full symptomatic recovery from the first episode is
the norm.

e R et e R T e e R T e e R T

reduce the degree of disruption created by the
psychotic illness

reduce secondary morbidity
result in more rapid recovery

improve outcomes
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It is important you be aware of the usual presentations of psychotic
disorders and proficient in performing a preliminary psychiatric
assessment. You also need to be aware of the specialist psychiatric
services available to assist your clients.

The key to early recognition of these disorders is maintaining a high
index of suspicion, particularly when dealing with an adolescent or

young adult with persistent psychological difficulties or deterioration
in personality or behaviour.

If a psychotic disorder is suspected, a “wait and see” approach to
assessment and treatment may not be in the person’s best interest.
Not infrequently, a diagnosis of depression is given (followed by
treatment for depression) because of the pessimism and stigma
attached to diagnoses such as schizophrenia.
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There are numerous ways in which a person experiencing their first
episode of psychosis may come to your attention.

Psychotic illnesses rarely present “out of the blue”. They are typically
preceded by a gradual change in psychosocial functioning. The family
usually senses that something is not quite right and may initiate
seeking help.

Even when the person does visit a clinician, the predominant
presentation may consist of depression, anxiety-related problems,
and cognitive or somatic complaints.

In the acute phase, psychotic symptoms may be evident but the client
may be suspicious or attempt to conceal difficulties. Reassurance
and gentle persistence may be necessary. Focussing on the concerns
raised by the person's family and asking the individual for their
point of view are usually fruitful approaches.

SSCSSnren

When interviewing, it is helpful to have some sort of framework to
assist you in exploring potential problem areas.

One commonly used framework is the mental status examination

. The major domains assessed by the MSE are represented by
the letters of the mnemonic (see Table 1).
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Table 1

COMPONENTS OF A MENTAL STATUS EXAMINATION
The Mental Status Examination is a review of psychiatric symptoms. The following mnemonic may aid
in remembering all of the areas to review.

ABC Stamp Licker

Appearance

Behaviour

Cooperation

Speech

Thought

Affect

Mood

Perception

Level of
consciousness

Note anything unusual in the person’s self-care, dress,
make-up or belongings.

Look for abnormal motor activities, level of activity, eye
contact, mannerisms and posture.

Note the person's attitude toward the interview.

Look for any abnormalities in rate, tone and ability to express
and comprehend language.

Assess both form and content. Note whether thoughts are
connected and logical. Ask about delusions and unusual ideas.

Note untimely or excessive affect, lack of affective responses to
emotionally-laden topics. Determine whether affect matches
thought content.

Ask about depressive, anxiety and manic symptoms.
Determine the intensity and stability of any mood symptoms.

Ask about hallucinations and perceptual disturbances in all
sensory modalities.

Note how alert the person is during the interview and if the
level of consciousness fluctuates.

Earp-bsychosis: AJEdidelior™ental HeallifClinicidan§



Determine judgement through questions on specific,
practical issues. Determine the client’s insight into
symptoms and need for treatment. Ask about their
understanding and attitude towards treatments.

Consider using a Mini-Mental Status Exam as a screening
tool for any cognitive deficits.

Orientation - ask about date, place and person.

Memory - ask about memory problems. Note whether the
person seems to have difficulty recalling either recent or
remote events. Give the person a three to five word list and
ask them to repeat it five minutes later.

Attention and concentration - note whether the person attends
to your questions; ask about capacity to attend to a TV show.

Reading and writing - ask about reading ability. Ask the person
to read several sentences aloud and to write a sentence.

Note whether the person seems to have significant gaps in common
knowledge. Ask about significant dates, names of current political
figures, or recent newsworthy events.

Inquire about both suicidal and homicidal ideation. If any ideation,
do a thorough risk assessment. Ask about plans, intent and lethality
of method. Consider factors that increase the risk such as previous
violence to self or others, drug and alcohol abuse, a recent triggering
event, impulsiveness, severe personality disorders, organic and
neurological conditions, mood and psychotic symptoms (especially
command hallucinations).

Note whether the information gathered from the interview and
observations seems reliable.
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The MSE is just one component of a psychiatric interview. For an
interview to be comprehensive, it is essential to gather information
in numerous other domains.

|
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MSE

presenting problem

personal history

psychiatric history

physical health (including head injury)
developmental history

family history (including family psychiatric history)

interpersonal relationships (both social and family)
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role functioning (work, school, parenting, etc.)
daily functioning
drug and alcohol use

sexuality
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It is important to explore the hints and cues given by the client. What underlies the
anxiety? Why has the client been having so many headaches? Why is he always so
tired? Why has she stopped seeing her friends?

Ask specific questions to assess for the presence of particular syndromes such as
depression, anxiety disorders and psychosis. Inquire about possible substance abuse.
Assess the risk of suicide and whether the person poses a risk to others.

Clinicians should inquire, matter-of-factly and without embarrassment, about the
presence of psychotic phenomena. The following are sample queries to assess
psychotic thinking:

If the person is clearly psychotic or quite disturbed, the assessment will be more
focussed, but will always include an assessment of present problems, a mental status
examination and a risk assessment.
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The interview starts the therapeutic process between
yourself and the person. Therefore, a balance must
be sought between assessment, assistance and rapport.
Failure to develop good rapport is a major cause of
treatment dropout, which itself predicts poorer long-
term outcome.

It is better to ask specific questions about psychosis
than to let it go undetected.

Obtain collateral information about the person from
their family or others. Explain that you want to find y
out further information in order to provide better help. ]
You are trying to obtain information from others, not
tell them about the client. Try to get the person to
bring along a family member to an appointment.

The termination of the interview involves discussing
your assessment and management plan and negotiating
proposed treatment, review or referral. Fostering a
collaborative partnership helps to counter the low
self-esteem and demoralization that usually follows
the experience of psychosis.
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With any new client, it is useful to provide reassurance about the
confidentiality of your discussions but also explain the limits of
confidentiality.

Acknowledge that the person may be nervous or wary and find
some common ground for discussion, gradually building up
towards more specific questions about their psychotic experiences.

If the client attends with her/his parents, it usually works best to see
the person alone before meeting with the family.

It may not be possible to develop rapport and perform a complete
assessment in one session. Repeat visits over days or a couple of
weeks often clarifies the picture.

The length of each session is also important. The person with
psychosis can often 'hold it together' in brief or superficial conversa-
tion but the psychosis often becomes apparent in more lengthy or
challenging conversations.

Do not hesitate to contact a person if they fail to turn up for their
appointment. This is usually perceived as expressing concern rather
than intrusiveness.

Don't let the client drop out of sight as there is a significant risk of
suicide. This may require making some sort of agreement with the
client at the end of the first appointment enabling you to make
contact if they fail to attend.
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The family’s distress, confusion or denial need to be acknowledged.
Dismissing presenting problems invalidates the family's experience
and may foster denial thereby delaying reassessment and eventual
diagnosis and treatment.

I e e R e d e i R, = R St
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Ask the family to describe specific examples of behaviour.
Assess the degree of change and its duration.

Gather information about the person’s premorbid
personality and functioning.

Clarify the family history including family history of
psychotic disorders.

Ask specifically about the behavioural manifestations of psy-
chosis, such as laughing or talking to themselves, poor self-care,
increased or decreased motor activity, posturing, etc.

el [k I b e s St s e e R e s e el
W, e St e e D, re B A Gl s s Ty

N i A b R A i R i T i R A A RAnea

If the family is present without the person, determine the urgency
of the situation. If things can wait, encourage the young person to
come in and see you. If the situation seems serious and urgent then
an outreach assessment should be arranged.

If a home assessment is contemplated, the family has to be consulted.

If there are indications of risk for violence to self or others, enlist
the support of experienced community psychiatric workers.
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A referral should be made to a physician for a
thorough medical exam. The physical examina-
tion and investigations are important to exclude
possible medical and neurological conditions
that may present with symptoms of psychosis.
However, only about 3% of psychoses in the
young are attributable to such medical condi-
tions.

Brain imaging and neurocognitive testing for
intelligence, memory, attention, executive
function, language, visuospatial and motor skills
are helpful if they can be arranged. A good MSE
at least provides some indication of cognitive
functioning.
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Referral for specialist psychiatric assessment is
usually appropriate in suspected or confirmed
cases of psychosis.

Even though an assessment in the prodromal
phase may be inconclusive, it is useful.

The clinician is able to provide continued
support while diagnostic uncertainty remains by
acknowledging problems and helping the client
and family cope.

Depending on the person's difficulties, available
social supports and the assessment of possible risks
to the person or others, outpatient treatment or
home based treatment may be a viable option. At
other times, close monitoring of the client by the
family may be an option.

34 08 NLE ST/ el B hosih: A4 al HeBPE inigind &



/‘lii csSnmen 7[

Some people will require hospital admission for treatment or assessment. Hospitalization may be
indicated if there are insufficient social supports for home treatment, or a period of observation
may be needed for adequate assessment. It is important to ensure that transport to hospital and
the admission itself, is also handled with care. Clients often experience a considerable degree of
shame and distress if their hospitalization is violent and coercive. Frequently the person will
accept the recommendation to be hospitalized.

A person who refuses hospitalization may be admitted involuntarily because of risks to the person's
health and safety or for the protection of members of the public. The person does not have to
be assaultive to self or others.

According to the Mental Health Act in British Columbia (1999), there are three methods of
arranging for involuntary admission:

through a physician's Medical Certificate (preferred method)
through police intervention

through an order by a judge

In order to fill out a Medical Certificate, the physician must have examined the person and be
of the opinion that ALL four criteria are met:

is suffering from a mental disorder that seriously impairs the person's ability
to react appropriately to his or her environment or to associate with others;
requires psychiatric treatment in or through a designated facility;

requires care, supervision and control in or through a designated facility to
prevent the person's substantial mental or physical deterioration or for the
person's own protection or the protection of others; and

is not suitable as a voluntary patient.
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N Medication and other treatment strategies are outlined in several
publications including the Canadian Guidelines for the Treatment
of Schizophrenia and the Australian Guidelines for Early Psychosis.

Once it is decided that further assessment or treatment is required,
all options should be presented to the person and their family.

o Because the diagnosis of most psychotic disorders requires a certain

\) duration, it is best to avoid the early use of specific diagnoses.
Focus on assisting with the presenting problems. Clients are more

\ likely to be receptive to obtaining assistance for concrete problems

Al (e.g., confusion or sleep difficulties) while you 'check things out
further'. By using this approach, clients can be encouraged to accept
help in the early stages of psychosis. Additional education is ethically
and therapeutically indicated before a substantial period of time

has elapsed.

There is a growing recognition that the treatment approach required
for a person with a newly diagnosed psychotic illness is different to
the approach suitable for long-standing illness. One clear example
of this difference can be seen in the area of psychopharmacological
treatment.

S-Narbipsy @dds: A Guidefordinpaickilnl i Chinighifs =ty WP 37 &



Trcatment

PHARMACOLOGICAL

INTERVENTIONS

Antipsychotic Free Period

It is becoming common practice in first-episode psychosis, to provide
an antipsychotic free period of several days. Any agitation, irritability
or insomnia can be managed by the use of a long acting benzodiazepine.

This period gives clinicians a chance to assess the person more closely
to exclude more transient psychoses (such as a drug-induced
psychosis). It also allows an opportunity to build up trust and rapport.

Pharmacotherapy Options

A referral should be made to a specialist that is familiar with
antipsychotic use in early psychosis.

A person experiencing a first-psychotic episode is typically very
sensitive to the pharmacological effects of these drugs and susceptible
to side effects.

The prescribing physician will chose an antipsychotic medication
after considering their relative side effects. In general, low potency
drugs are more likely to produce sedation, postural hypotension
and anticholinergic side effects while high potency drugs produce
more extra pyramidal side effects.
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For first-episode cases, it is essential to start any
antipsychotic medication at very low doses to
minimize side effects. Side effects contribute to
poor compliance. It is important to be patient with
the "start low — go slow" approach to treatment
with antipsychotics. Full remission takes time, but
will occur in the majority of cases. Overall, around
60% of persons will respond by 12 weeks and
another 25% will respond more slowly. Low doses
are generally effective in treating psychotic symptoms
in this population.

The adjunctive use of a long acting benzodiazepine
over the first few weeks allows for sedation and
control of agitation, until the antipsychotic starts
having its full effect. In addition, the prophylactic
use of anticholinergic drugs, such as benztropine,
to protect against possible extrapyramidal side
effects is also common. These are then gradually
discontinued over the following weeks, unless
extrapyramidal side effects remain a problem.

s The advent of atypical medications is especially
3 Cy <y | pertinent to first-episode cases because of their low
i propensity to generate extrapyramidal side effects.
i I.' This decreases the need for anticholinergic drugs,
i which themselves produce adverse physical and
; % cognitive side effects. The newer atypical antipsy-
i) | E [-.7% chotics are frequently used as front line medications
o [N i because of their favourable side effect profiles.
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EVIDENCE-BASED

NON-PHARMACOLOGICAL
INTERVENTIONS

Mental health clinicians may provide a range of these non-pharmacological
treatments and/or refer for more specialized interventions as appropriate.
Although clinicians may be familiar with most of these interventions,
training is encouraged because these approaches are modified in both
content and technique for use in early psychosis.

Resources

The Early Psychosis Prevention and Intervention Centre (EPPIC)
based in Melbourne, Australia (http://www.eppic.org.au/)

has developed both best practice guidelines and a variety of training
materials on the use of non-pharmacological interventions.

Coordinating Care

Acting as a case manager, the mental health clinician plays a crucial
role by coordinating care among a variety of treating professionals
and creating links to other community services as needed. The case
manager also helps ensure continuity of care. Development of an
individualized treatment plan should be coordinated by the case
manager with input from the client, family, and other involved
professionals.
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Psychoeducation for first episodes involves teaching
people (including families) about mental illness while
maintaining an ongoing, interactive psychotherapeutic
relationship. In the case of psychosis it is important
to impart a message of hope without downplaying
the seriousness of the disease. Three inter-related
issues that should be addressed are "meaning",
"mastery" and "self-esteem". All clients and their
families should receive psychoeducation.

Meaning refers to addressing the confusion surround-
ing the experience and introducing the concept of
psychosis. Discovering the person's own explanatory
model and resolving discrepancies between it and
medical definitions is a key task.

Mastery involves instilling hope for recovery, building
stress management and coping skills, learning to
recognize possible signs of relapse and learning
how to access needed resources in the future.

Self-esteem enhancement includes helping the person
to distinguish "between the person and the illness"
and to counter stigmatized views they may have
internalized (e.g. that they are incompetent).
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Cognitive therapy is a structured psychotherapy directed toward
solving current problems by modifying distorted thinking and
behaviour. It assumes that thoughts, beliefs, attitudes and perceptual
biases influence emotions and behaviour. Realistic evaluation and
modification of thinking produces improvement in mood and
behaviour.

Cognitive therapy may be used to treat non-psychotic symptoms
and adjustment issues (e.g., depression, anxiety, substance abuse)
in clients with early psychosis. It is increasingly recognized to be of
benefit in treating the positive symptoms of psychosis. It can be
particularly useful for young people, as it offers a way of examining
alternative explanations for delusions or fixed ideas before they
become entrenched.

Stress management approaches help people develop coping strategies
and reduce vulnerability to stress-induced relapse.

Stress management also teaches people to monitor stress, recognize

potential warning symptoms and modify the stressor by adjusting
their environment or behavior.
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First episode psychosis is very disruptive and distressing to families.
Before proceeding with family therapy, it is important to consider
the client's wishes with regard to the extent of family involvement
in recovery. Family work may be useful to help the family cope
better with the psychotic illness and should be tailored to the needs
of each individual family.

If possible, group programs specific to the needs of people with
early psychosis should be made available. These group programs
can provide peer support, education, problem-solving opportunities,
and learning through discussion and observation. Group work also
provides the young person with an opportunity to take on an active
social role during a time when psychosocial functioning may be at a low.

Other therapies should be arranged on an individual basis as needed.
The clinician should be alert for signs of substance misuse as there
is a high incidence of drug and alcohol abuse among first episode
clients. Arrangements for substance misuse counseling should be
considered when appropriate. Other therapies that may be useful
for certain first-episode clients include social skills training, psycho-
social rehabilitation and cognitive rehabilitation. Education and work
readiness must be addressed.
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Mental health clinicians can play a pivotal role in
ensuring early detection and intervention for
psychotic disorders. The key is to maintain an
index of suspicion.

Develop rapport, discuss confidentiality, reduce
tension and take time. Family concerns should
be addressed.

Use a framework to assist the assessment.
Describe specific symptoms and behaviours in
your documentation.

Inquire systematically about psychiatric
syndromes and ask specifically for prodromal
changes and psychotic symptoms.

Assess for potential to harm self or others.
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Obtain collateral information, particularly from
the person's family or living companions.

Refer for a physical examination and
appropriate investigations.

Seek specialist psychiatric assistance if
psychosis is overt or suspected.

Work with the client's physician and/or
psychiatrist when hospitalization is indicated.

Pharmacological treatments are best handled
by specialists in early psychosis.

Non-pharmacological treatments are beneficial
and should not be neglected.
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