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Q1. What is the Essence of EIP?
· Dissatisfaction with a ‘one size fits all’ treatment approach, regardless of age or stage of illness. 
· EI emphasises that young people who develop a first episode psychosis require phase-specific interventions tailored to the particular needs and aspirations they have as young people
· EI services are built on the observation that long-term outcome is strongly determined by what happens during the initial phase (Harrison et al, 2001). 
· In the great majority of cases, psychosis begins in adolescence and young adulthood, at a crucial time for intellectual development, social functioning and emerging personal autonomy. 
· The first three years of illness have been described as a ‘critical period’ (Birchwood et al, 1998) during which therapeutic, illness and life experiences are likely to have important long-term consequences. It is the time when the neuro-pathological process of psychosis is at its most active (Lieberman, 1999), but it is also when treatments can achieve their best response. 
· EI services are based on the belief that effective and sustained intervention over this critical period maximises the potential for recovery, protects against relapse and improves the individual’s long-term trajectory and outcome.

Q2. What is distinctive compared with traditional approaches?

· EI in psychosis follows trends seen in other areas of healthcare such as diabetes and coronary artery disease where interventions have shifted significantly towards health promotion, early intervention and collaborative management where renewed optimism has come through securing quick access to high-quality treatment to reduce the risk of serious long-term morbidity. 
· In most areas of psychiatry, the pessimistic view of schizo​phrenia as a ‘dementia praecox’ (Kraepelin, 1896) whose treatment could be best characterised as ‘the orderly management of decline’ has given way to a similar more optimistic and proactive view.
· Current services have been summarised as ‘too little, too late’ and it has been estimated that up to 17% of those who develop schizophrenia never actually receive treatment or mental health services (Link & Dohrenwend, 1980). For those who do manage to gain access to treatment for their emerging illness, the delay between symptoms emerging and treatment being sought can be lengthy: during the prodromal period before frank psychosis develops it is typically 2–3 years in schizophrenia (shorter in bipolar disorder) (Jackson et al, 2003) and during the phase of frank psychosis it is typically 1–2 years (Johannessen, 2004). There is compelling evidence that this excessive delay is a significant contributor to poor response to treatment, recovery and relapse rates. 
· Once in services, the quality of the treatment and care provided has considerable shortcomings (Garety & Rigg, 2001). Most young people are initially hospitalised, in crisis, commonly with traumatic police involvement and use of the Mental Health Act 1983, lengthy hospital stays and coercive in-patient practices (Yung et al, 2003). 
· Levels of psychosocial treatment provision are unacceptably low. Clients and carers too frequently complain of how little practical help and education about psychosis is offered. Clinicians’ attention tends to focus on treatment issues, while personal adaptation, functional recovery, relapse prevention and carer needs tend to be neglected. 
· Not surprisingly, drop-out rates are depressingly high: the majority are lost to follow-up within 6 months and more than half have relapsed by 18 months (Craig et al, 2004). Relapse is most likely to occur between the end of the first and the third year of follow-up (Robinson et al, 1999), causing further disruption to educational, vocational, family and social functioning and increased risk of secondary depression, anxiety and substance misuse (Jager et al, 2003). With each relapse, the speed and quality of remission are progressively impaired, the risk of further relapse and persisting symptoms increases (Fig. 9.1) and service costs increase (Almond & Knapp, 2004). By 5 years, the majority (55%) of patients will fail to have achieved remission from their episodes of psychosis (Robinson et al, 1999) and most of the suicides will have occurred (Mortensen, 1993). 
· There are many and complex reasons for these delays and the poor quality of services provided. Current community services are characterised as overstretched and under- resourced, unable to engage in prevention, early detection or assertive follow-up for young people with psychosis, and the prospect of additional cases are a disincentive for beleaguered services to reduce thresholds for referral or engagement. Similarly, those with co-morbid presentations such as drug problems or learning disability have additional needs and risk being treated conservatively or, in some cases, actively excluded from services as somebody else’s business. These scenarios combine to result in assessment services setting high thresholds for referral or engagement, which prioritises only the most severely ill and perversely colludes with the progressive deterioration of individuals to a point when crisis and legal detention in hospital becomes inevitable. 
· Follow-up case management services focus mainly on ‘revolving-door’ patients with long histories and multiple admissions. In-patient units are populated with a high and, to a young person, demoralising proportion of middle-aged patients with chronic disabling illnesses in relapse. Standard pharmacological and psychosocial interventions cannot necessarily be applied successfully without adaptation to young people in their first episode (Linszen et al, 2002; Kemp et al, 1998; Gaebel et al, 2002). Rehabilitation is often reserved for those with the most serious and established forms of illness, and young people may be excluded from some settings on the basis of age. This can result in a catch-22 whereby adult services ‘don’t do young people’ and child and adolescent mental health services (CAMHS) ‘don’t do psychosis’ – so what becomes of a 16-year-old presenting with ambiguous signs of a possible first episode? At present, they risk sitting outside services until they are over 17 and they develop an unambiguous and severe illness that grants them access to acute admission to hospital under the Mental Health Act. 
· These are some of the factors that characterise the traumas young people commonly experience when they first encounter mental health services. Perhaps most importantly, they and their families lose hope and a belief in the possibility of recovery. 
· Finally, the result of services failing to regard young people merely at high risk of psychosis as ‘core business’ results in referrals being returned to general practitioners and others with little advice about appropriate support and treatment options. This de-motivates referrers from seeking help or advice for similar patients. 
· These observations, criticisms and consequences have generated deeply felt concerns which have driven the inception of early-intervention services

Q3. What works?

The broad aims and activities of EI services are prevention, detection, early intervention, improved treatment, relapse prevention, and onwards care-pathway connections:
 Prevention  to reduce the risk of developing psychosis: 

· public health policies that reduce general risk factors for psychosis (universal prevention)

· strategies in asymptomatic high-risk groups (selective prevention)

· interventions in symptomatic populations at high risk of psychosis (indicated prevention)

Improve detection:

· promote public health education

· promote professional education and opening of referral and care pathways

· low-threshold responsiveness to help-seeking by individuals, carers or referrers

· early detection and outreach assessment services, to maximise early collaborative engagement in the community

· comprehensive integrated biopsychosocial assessments by clinicians skilled in the assessment of young people with first-episode psychosis

 Reduce delays in accessing treatment for patients with psychosis:

· public health education, increasing understanding, reducing stigma and promoting help-seeking

· improve access and availability of services

· build bridges between primary and secondary care

· structure services across the inception age span (14–35 years)

Maximise symptomatic and functional recovery of people with psychosis: 

· make a better start, reducing the trauma of initial contacts with services by offering early home-based or in-patient treatment in high-quality youth-sensitive settings

· provide integrated treatments with low-dose atypical antipsychotics and phase-specific cognitive–behavioural treatments

· focus on functional recovery and adaptation through psychosocial recovery programmes 

· address comorbidity (e.g. cannabis dependence, depression, suicidality) early through specific cognitive–behavioural interventions 

· addressing treatment refractoriness early through graded treatment protocols and cognitive–behavioural interventions for positive symptoms

· ensuring that carers are offered a range of services early, including psychoeducation about psychosis, carer support groups, family intervention and access to services for unwell family members 

Prevent relapse after the first episode of psychosis:

· ensure assertive follow-up and psychoeducation during the critical period (the first 3 years)

· providing relapse-prevention counselling and advice about long-term management 

Plan for continuing needs and onwards care pathways: 

· recommend appropriate follow-up services, depending on need and risk

· broker collaborative arrangements with clinically adjacent services to open care pathways before needed

· ensure smooth transition of care and communication between early-intervention services and appropriate follow-on services, with co-working in the overlap

                                                            (Initiative to Reduce the Impact of Schizophrenia, 2000)

There is no doubt that standard services can provide high-quality care and treatment but when good-quality standard mental health services are compared with early-intervention services, the latter show shorter duration of untreated psychosis (Larsen et al, 2000), less use of legal detention, reduced hospital admissions (Yung et al, 2003), lower relapse rates (Craig et al, 2004), better recovery (Garety et al, 2006), better service engagement and client and carer satisfaction, lower suicide rates (Power, 2004) and better cost-effectiveness (Mihalopolous et al, 1999).
Q4. In EI how early is early?

· Clinical research has found that the longer psychosis is left untreated the greater the likelihood of serious harm to the individual experiencing psychosis and possibly to others. In most cases, the delay between the onset of psychotic symptoms and first treatment is surprisingly long, often between one to two years. Intervention at the right time can prevent the likelihood of an individual being sectioned and can prevent the individual seeking help through doing something desperate and harmful to themselves or someone else.

· The research that has been instrumental in developing this approach to early intervention to psychosis, highlights the importance of the timing of interventions. There is a ‘critical period’ of three years after the first symptoms of psychosis where an individual can become disabled by their mental illness and its consequences.

· As the markers for those at highest risk of developing psychosis become more refined, there is hope that very early detection and intervention with ‘at risk’ populations could reduce progression to full blown psychosis. Several studies are currently testing whether CBT and/or low-dose antipsychotic medication offered to individuals at ultra-high risk of psychosis can reduce the risk of subsequent psychosis as well as ameliorate prodromal symptoms. Two trials have already reported very promising results. The Personal Assessment and Crisis Evaluation (PACE) study in Melbourne (McGorry et al, 2002) showed a reduction in the risk of first-episode psychosis from 35% to 10% while in treatment with low-dose atypical antipsychotics and CBT, but the benefits disappeared when the treatment was withdrawn. Morrison et al (2004) demonstrated almost the same lowered conversion rate to psychosis (12%) could be achieved with CBT alone in a similar group of patients.
Q5. What happens after EI?

· Early intervention is not a single ‘injection’ that sustains functioning and outcomes throughout life (Linszen et al, 2001). 
· 60% of individuals will respond well to help from EI services and 20-25% of them will have no further episodes, although the risk of recurrence can emerge even 10 years later (Power et al, 2006). 
· The majority of this group can conceivably be discharged to primary care although they may require follow-up support and treatment from a CMHT from time to time. 
· 30% experience further relapses while within EI, confirming them as having a long-term condition, This group are likely to require sustained longer term intervention and family support from a CMHT which may include the need for supported accommodation and daytime activities, and specialist interventions such as CBT for positive and negative symptoms, cognitive remediation programmes and clozapine.  
· 10-20% of individuals will respond poorly and have persisting symptoms and disabilities requiring more intensive continuing care and rehabilitative support. These individuals can be identified early (within the first 3 - 6 months of early intervention), and for these individuals pathways to rehabilitation services need to be negotiated to avoid unhelpful delay. 
· And of course even for those who continue to need regular support from specialised services they will still require access to primary care using a collaborative model of care.
