Early Intervention in Psychosis: A High Priority for Services
Although medication has been the mainstay of treatment for serious and enduring mental health problems since its introduction in the late 1950s and some writers have concluded that research into psychological treatment of psychosis is not warranted (Spring and Ravdin 1992) it is also abundantly clear that for many patients neuroleptics alone are not enough to help them cope successfully with the distress and disruption caused by psychotic symptoms (Brown and Herz 1989). Cognitive-behavioural family interventions, based on the concepts of expressed emotion (Brown et al 1972), have a long history of research using tightly controlled experimental conditions (Leff et al 1982, 1985; Falloon et al 1982, 1985; Hogarty et al 1986, 1987; Tarrier et al 1988, 1989). For individuals with residual symptoms of psychosis, Beck (1952) had successfully utilised psychological therapy to reduce distress caused by delusional beliefs and other clinicians and researchers, first through single case studies utilising behavioural techniques (e.g. Lindsley 1959; Nydegger 1972); by use of cognitive techniques (Watts et al 1973; Milton et al 1978; Chadwick and Lowe 1990) and later through randomised controlled trials (e.g. Kuipers et al 1997; Tarrier et al 1998; Sensky et al 2000) have tested the efficacy of such approaches. Family interventions have been systematically reviewed by the Cochrane database (Pharoah et al 2005), as have cognitive-behavioural interventions for individuals (Cormac et al 2005). In November 2002, The National Institute of Clinical Excellence (NICE) brought out guidelines for the treatment of schizophrenia which made recommendations to incorporate both FI and CBT into the treatment offered to patients and families based on the evidence from these trials. Many methodological, ethical, statistical and clinical questions exist within this evidence base. For instance, Cormac et al (2005) is far from convinced about the evidence base for CBT with this client group. Despite these caveats, however, there is considerable impetus in the need to develop innovative and opportunistic interventions for young people experiencing a first onset of psychotic illness (e.g. Sainsbury Centre for Mental Health 2003; Mental Health Policy Implementation Group Guidelines 2001).

As defined by the International Statistical Classification of Diseases and Related Health Problems (World Health Organisation 1992), psychosis consists of a set of symptoms seen in a range of mental health problems, including 'manic-depressive psychosis', 'schizophrenia' 'schizoaffective disorder' and 'paranoid schizophrenia'. Disturbances in thinking that divorce the person from their surrounding reality often manifest themselves in 'positive' symptoms such as distorted perceptions (hallucinations) and delusional ideas (these can be paranoid, grandiose or depressive ideas); by disorganised speech or rapid mood swings; or by so-called 'negative' syndromes such as apathy, flattened affect or anhedonia. Psychosis is associated by a range of underlying factors including exposure to stress, biological determinants such as genetic predisposition or physical illness or injury, and by lifestyle choices such as substance misuse. A consensus has developed among clinicians and users of services that an episode of psychosis is brought about by a combination of stress-inducing situations and the underlying vulnerability of the affected individual - the 'Stress-Vulnerability Model' (Zubin and Spring 1977; Nuechterlein and Dawson 1984). First-episode psychosis refers to the first time that an individual experiences either psychotic symptoms or a psychotic episode, a subtle distinction clearly illustrated via the writing of researchers involved in the EDIE Project (Morrison et al 2004). Although the majority of these first-episode cases go on to be diagnosed as being schizophrenia, (Edwards et al 1998), labelling a client as having 'schizophrenia' at this stage can be misleading and unhelpful. 40% of all first-episode diagnoses are eventually changed within 18 months (McGorry 2003; cited in Sainsbury Centre for Mental Health 2003).  The label 'schizophrenia' can result in stigma, fear, confusion and distress for both the client and their family. A diagnosis of 'psychosis' is therefore preferable for people in an early episode of illness. 

The average incidence of psychosis is approximately 15 per 100,000 new cases per annum (Department of Health 2001), though this appears to increase in urban areas and centres of high deprivation. Rates also vary between ethnic communities in the UK - for instance the rate among Bangladeshis people is 6 per 1000 compared to Black Caribbean people, which is 16 per 1000 (the reasons for this variation are highly complex and the subject of intense debate e.g. Jenkins 1998, Sashidharan and Francis 1993). Rarely seen in childhood, rates of first onset of psychosis increase sharply during adolescence. Although psychosis affects men and women almost equally - 5 per 1000 amongst women and 6 per 1000 amongst men (Singleton et al 2001) men tend to be affected at an earlier age, usually in their late teens (Russell at al 1989). 

Historically there has not been an emphasis for mental health services to target young people who are experiencing psychosis for the first time. It is not untypical for it to take up to two years after the first signs of psychosis for clients and their families to access appropriate support and treatment (Department of Health 2000), a 'critical period' known as the duration of untreated psychosis (DUP). This period is characterised by demoralisation and distress for individuals and families and for potentially disastrous and long-term consequences of delay. Approximately 20 - 30 % of young people experiencing first-onset psychosis were a danger to themselves or others (Lincoln and McGorry 1999), with suicide being a particular problem (Caldwell and Gottesman 1990; Nordentoft et al 2002). Other consequences of DUP include greater risk of physical harm, unemployment, impoverished social networks and loss of self-esteem (Jackson and Farmer 1998). A literature review by Johannessen (2001) found that delayed treatment is correlated with lower rates of complete remission, increased resistance to treatments, including response to medication, increased incidences of compulsory admission following violence, lack of insight into illness, family problems, poverty, depression and suicide. The reasons for DUP can be service-related: inflexible and diagnostically driven referral and assessment criteria; lack of resources and poor staffing levels; the non-specificity of initial presenting symptoms, often very similar to 'normal' adolescent experiences (Morrison et al 2004); and poor communication systems between statutory and non-statutory agencies who may come into contact with young people in mental distress. However, potential clients and their families also have a lack of awareness about mental illness and its signs and symptoms; are often reluctant to seek help; and have stigmatising views about mental illness in general. Therefore, mental health services must attempt to be not only clinically effective and evidence-based in their interventions but also address the distinctive needs and cultures of this client group and their families. The National Institute of Mental Health in England (NIMHE) have recently published an Expert Briefing (National Institute of Mental Health for England 2003) which strongly advocates the importance of avoiding treatment delay, as the first few years of mental illness carry the highest risks of serious social disruption, physical harm and legal problems. Two-thirds of deaths by suicide of people with severe mental illness occur within the first five years of illness (Wiersma et al 1998). Intervening as early as possible to treat the onset of psychosis appears ethically crucial and sensible to many clinicians. For instance, McGorry (2000), an internationally renowned expert from the Early Psychosis Prevention and Intervention Centre (EPPIC) makes an impassioned case for the development of high quality services for these clients. 

The impetus for early intervention services is derived from two factors: an increasing acceptance of the evidence base supporting the effectiveness of early intervention; and a growing dissatisfaction with current service provision among clients and carers (Bywaters et al 2003). In 1999 the National Service Framework for Mental Health (DOH 1999) described early intervention services for psychosis as being essential to improve mental health for young people. An expansion of provision of early intervention services is a key element of the NHS Plan (Department of Health 2000) and the Mental Health Policy Implementation Guide (MH-PIG; DOH 2001) outlined a plan for the formation of 50 'discrete and specialist' services across England so that by 2004 all young people in the areas these teams cover who have either a first presentation of psychotic symptoms or who are in the first 3 years of their psychiatric career will receive timely and intensive support. The MH-PIG provides a fairly prescriptive specialist model that may not be suitable for all clinical settings or localities. An influential forum of proponents of early interventions have produced the Newcastle Early Psychosis Declaration (2002) which outlined five 5-year outcome standards for services to adhere to. At present early intervention services remain in their relative infancy in England, with some examples of good practice existing in mainly inner-city settings. A vigorous and at times acrimonious debate has taken place in professional journals about the ethical and empirical arguments surrounding early intervention (e.g. Pelosi et al 2003; Warner 2003; Bentall and Morrison 2003). Even some of its most enthusiastic proponents admit that the evidence base is still far from conclusive (McGorry 2003). However, the potency of effective and timely intervention with clients newly referred to services with possible psychotic symptoms is considerable. Early intervention services as outlined by the Sainsbury Centre for Mental Health document 'A Window of Opportunity' - A Practical Guide for Developing Early Intervention in Psychosis Services (Sainsbury Centre for Mental Health 2003) are outlined in the table overleaf.

This training manual is intended to provide workers in an Early Intervention in Psychosis Service (EIP) with a series of teaching sessions to enable them to engage with and educate a number of different 'stakeholders'. In order to make an EIP function effectively, vital links will have to be made and maintained. It is anticipated that there will be a number of different professional and voluntary groups who will be hoping to make referrals to any new service attempting to engage with young people at high risk of psychosis. These different groups will require some basic knowledge about psychosis, its early signs and symptoms, what treatments are available and the pathways to care that either exist or are being developed to meet the needs of this client group.

.

	Client's Need
	Service Response to First Episode of Psychosis

	Changes in behaviour, mood, cognitions
	Early detection and assessment of possible psychosis

	Early contact with services; possible reluctance to engage; bewilderment and anxiety about  the future
	An optimistic view about a person's chance of recovery; realistic planning and goal setting

	Confusion around diagnosis and prognosis (usually by families  and carers)
	An acceptance that early diagnosis is neither possible or desirable at this stage

	Client finds that traditional services are not designed with young people in mind
	A service focus on the needs of young people, including their cultural, developmental and educational aspirations

	Client is experiencing a range  of 'symptoms' associated with psychosis, including 'positive' and 'negative' symptoms of illness, social and emotional adjustment, and relationship difficulties
	Service should be able to offer a wide range of pharmacological and psychosocial interventions and personal support

	Families are often affected by the onset of psychosis just as much as the  client
	Support should be offered to the family as well as the client. This may include cognitive-behavioural family interventions

	Clients develop a range of needs that may fall well outside the remit or expertise of traditional mental health services
	Services should endeavour to work in partnership with a wide range of statutory and non-statutory services that exploit local and national resources to overcome social exclusion and lack of choice and opportunity to a vulnerable group


Service Responses to Clients Experiencing a First Episode of Psychosis (Sainsbury Centre for Mental Health 2003)

Introduction to the Manual

Successful early intervention for young people experiencing a first onset of a psychotic illness is dependent on two key factors. Firstly those providing this service must be able to deliver interventions that are timely, effective and acceptable to young people and their families. Secondly it is vital that those people who may have contact with young people at risk of developing psychosis are able to recognise the development of the illness and know where to go for help and advice on behalf of young people when they need it. For those young people who are already receiving a service it is important that those adults with whom they have regular contact have an understanding of their experiences.  


Awareness of psychosis is variable across professional groups and support systems. It will depend on individual workers’ own experiences, background and training. This manual is aimed at professionals and non-professionals from a variety of backgrounds and traditions – teachers, youth workers, social workers, prison officers, police, probation officers and many others. What they will all have in common is regular and sustained contact with young people and a close interest in their current and future well-being. This training package has been specifically designed to respond flexibly to the needs of this broad range of ‘stakeholders’. Care has been taken to ensure that the information provided is accessible and informative. Where necessary, individual sessions have included a range of information to reflect these differences. As many staff groups have constraints on the time and resources available for training. We have therefore designed this pack so that trainers can provide tailor-made training that fulfils the needs of the attendees and the services they represent.

Content of the Training Package 

· Unit One provides a brief introduction to the concept of psychosis. The stress-vulnerability model is explained to provide an understanding of the development of psychotic symptoms and how they have influenced current thinking about treatment approaches. Early intervention services are described in detail to clearly indicate best practice for young people at risk of psychosis and their families.

· Unit Two is concerned with issues of engagement with young people and how to assess their symptoms and their needs. Informal and formal assessment procedures are explained. Structured and semi-structured interviews will be introduced and opportunities to practice some of these skills are provided.

· Unit Three gives an introduction to the range of therapeutic approaches used to help young people experiencing psychosis. These include psychological ('talking') therapies such as CBT, family interventions and relapse prevention; issues around medication management; specific areas of concern including those young people with a 'dual diagnosis' of co-morbid substance use and severe mental illness. Social inclusion, education and training matters are all discussed.

· Unit Four describes in detail how mental health services are currently organised, including the workings of the Care Programme Approach (CPA). It explains the roles of different professionals that clients may encounter. The Mental Health Act is explained and possible changes to the Act are outlined. Finally, what clients and their families can expect from services is clearly outlined.

Using this Manual

Each session in every module is consistent in its design. PowerPoint presentations are provided. Each slide is accompanied by a trainers' notes page to ensure that all trainers are fully aware of the issues presented. A lesson plan clearly outlines each session, with the slide numbers given for each section of the presentation, an approximation of the times of each section, the teaching style of each section and materials needed. Teaching prompts are also provided in the timetable. A green font identifies interactive sessions in the lesson plan. Where an exercise has been included (for instance a case study or a role play) additional Worksheets are provided and clearly labelled. Some of the material has been specifically written for those attending who have a more advanced level of knowledge and experience of mental health issue.These sections are highlighted in the lesson plan with a red font and clearly numbered. They can thus easily be included or omitted at the discretion of the trainers and in collaboration with the trainees. A Trainers Guide provides a brief summary of each section and a list of all training resources required. A reference list and reading list is also included. Session evaluation sheets are available at the end of each session and a master copy of this is provided in the appendix. Finally, reflective worksheets are provided as an appendix for participants to record key learning points or questions that occur during the sessions. 

 Appendix 1

Session Evaluation Sheets

Title of Session:

Date of Session:

Trainers Involved: 

It is important for us to evaluate the effectiveness of our training. Please complete this form at the end of session. Your views enable us to improve our training.

Please rate the following items on a scale of 0 –10 where 0 indicates poor quality and 10 indicates excellent quality.

Content

· Coverage of subject area                               -----------

· Relevance to your work                                  -----------

· Adequacy of time spent                                  -----------       

· Level of interest                                              -----------      


· Level of enjoyment                                          -----------

Teaching Style

· Quality of audio-visual aids                           -----------

· Structure of session                                      -----------

· Quality of exercises                                       -----------

·  Clarity of teaching style                                -----------

·  Opportunity for questions                             -----------

Overall Satisfaction

· How useful was the day?                               -----------

· Would you recommend this session for future training?  Yes/No/Maybe
· Have you any suggestions for improving the training 
Thank you for your help

Appendix II

Reflective Diary Sheet

[image: image1.wmf]Use this diary to record any important issues or point from the training.


Title of Session:

Date of Session:

Trainers Involved: 
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