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Preface

Preventive intervention in early psychosis is a relatively new area for most clinicians
working in mental health. Thus, much of the basis for intervention is based on first
principles and the clinical experience of pioneering early psychosis services rather
than on conclusive evidence. Throughout the Early Psychosis Training Pack we have
cited such data as there are on which our principles and practice are based. In
other cases, our recommendations are based on our experience with more than
1,500 first-episode patients since the initiation of the Aubrey Lewis Recovery
Programme in 1986 and the subsequent development of the Early Psychosis
Prevention and  Intervention Centre (EPPIC) in 1992. It could be argued that the
development of a training pack of this sort should wait for the systematic
generation of data on the outcome of the treatment approaches outlined but we
are aware that clinicians need information now and so offer the following modules
as a contribution to filling that information gap.

In creating this training pack we have tried to tread a middle path between a
comprehensive theoretical text book and a detailed ‘how to do it’ manual and to
develop a series of introductory modules which will give users an indication of the
breadth and depth of each subtopic with recommendations for immediate
implementation and further reading. The Early Psychosis Training Pack is, however,
primarily targeted at mental health workers who already work with people with
psychotic disorders, and who will have experience in implementing mental health
assessments and biopsychosocial interventions. For example, in Module 5 covering
specific applications of cognitive behavioural therapy, users who do not already
have a background in this area will need to consult other recommended texts for
first principles.

We are in the process of establishing a worldwide network of clinicians working in
the field of early psychosis. The Early Psychosis Training Pack represents a first step
in our efforts to share the expertise gathered at EPPIC and elsewhere and we invite
you to join us in the development of an international collaboration to further ‘best
practice’ in the care of people experiencing a psychotic disorder.



iv

Acknowledgements

The Early Psychosis Training Pack has arisen largely out of the work that has gone
into the development of the Early Psychosis Prevention and Intervention Centre
(EPPIC) here in Melbourne, Australia. We are therefore indebted to our colleagues
at EPPIC and elsewhere for making their contributions to the principles and practices
outlined in the Training Pack available to us. We are also grateful to the international
panel of reviewers whose constructive comments have been so helpful.

Patrick D McGorry
Jane Edwards

Melbourne, Australia, 
January 1997  

Principal authors

Patrick D McGorry

Director, Early Psychosis Prevention and Intervention Centre (EPPIC), Parkville,
Victoria, Australia and Professor, Department of Psychiatry, University of
Melbourne, Parkville, Victoria, Australia

Jane Edwards

Assistant Director (Clinical), Early Psychosis Prevention and Intervention Centre
(EPPIC), Parkville, Victoria, Australia and Associate of the Departments of
Psychology and Psychiatry, University of Melbourne, Parkville, Victoria, Australia

Contributors

D Albiston C Hulbert
M Birchwood H Jackson
J Bott JO Johannesen
P Burnett J Kulkarni
J Cocks C Lincoln
J Cullberg D Maude
P Fitzgerald M Mooney
S Francey K Pennell
J Gleeson P Power
G Haddock G Remington
H Hafner M Shannon
S Haines H Stavely
M Hambrecht A-M Wright
L Henry A Yung

Editorial reviewers

M Birchwood (UK) D Linszen (The Netherlands)
I Falloon (Italy) T McGlashan (USA)
M Leggatt (Australia) G Remington (Canada)
J Lieberman (USA) N Tarrier (UK)



1

● A young person experiencing a first psychotic episode will often be distressed,
suspicious and fearful about the future. The response of professionals at this
stage can influence the future course and there are many opportunities for
preventive strategies that are aimed at reducing the course and severity of the
disorder.

● Treatment of a first psychotic episode should aim initially to minimise trauma
and provide symptomatic relief, while developing a therapeutic relationship and
an explanatory model. The ultimate goal of treatment is symptom remission.
Reducing delays and secondary morbidity are key goals in prevention.

● The first experience of medication may influence a patient’s future attitudes to
therapy of all types and the therapist must not therefore concentrate only on
short-term goals.

● Conventional neuroleptics, although effective in treating positive symptoms in
psychosis, are probably less effective in treating negative symptoms and
generally cause extrapyramidal side effects, reducing quality of life and
compliance. The newer antipsychotics have been developed with the goal of
producing fewer side effects at therapeutic doses and better efficacy on
negative symptoms in first-episode psychosis. 

● Prescribing principles for first-episode psychosis: maximise therapeutic benefit
and minimise side effects; start with low doses, particularly in patients with
untried biology; make dosage adjustments in small increments at appropriately
spaced intervals (usually several weeks); and avoid polypharmacy.

● Clinicians need to be prepared to listen to patients’ fears about medication and
to propose medication strategies that take account of these fears.

● Psychological and social factors can contribute to early deterioration, slow
recovery and early treatment resistance in first-episode patients. Intervening
early with appropriate therapy can help avoid secondary morbidity and promote
better understanding and insight. Additionally, help with social problems and
psychological distress is likely to meet with less resistance from the 
patient than medication and therefore can assist with the therapeutic alliance.

Key
messages
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▼Provide information about drugs verbally and in writing

▼Consider patient and family lifestyle in decisions about administration of

medication.

Hospital-based treatment

If hospitalisation for first-episode psychosis is required, several measures
can help prevent or reduce secondary morbidity resulting from the
experience of being in hospital.

If hospitalisation is required, the following measures may be of benefit:

● separation of first-episode patients from older, chronically ill patients

● development of low-stigma settings, avoiding state psychiatric hospitals, for
example

● clear explanation about admission and other procedures

● education about the roles of various professionals

● flexible visiting times

● attention to personal comfort and individual needs/requests

● information about expected length of stay

● admission of relatives as well for young patients if possible.

Biological, social and psychological interventions must all be integrated to provide
maximum benefit to the patient. Treatment priorities will vary over the course of
the illness, and a flexible approach is essential.

Integrating
care

An integrated approach

Biological:

▼Brief neuroleptic-free period (48 hours)

▼Gain patient’s trust

▼Opportunity for clinical investigation

▼Treat anxiety and distress

– provide support, contact with others and distraction

– use non-neuroleptic tranquillisers (benzodiazepines), and hynoptics
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▼Exclude organic cause

▼Administer low-dose antipsychotics and titrate slowly: build up to
2 mg/day haloperidol or risperidone over one week, with a dose increase
to 4 mg/day after three weeks (for more detail see Table 4 on page 17)
for example (but see also symptomatic treatment below)     

▼Avoid impatient prescribing habits

▼Avoid side effects

▼Symptomatic treatment – Patients with early psychosis are at risk of
overtreatment with neuroleptics if symptomatic treatments are not
considered 

– lithium for comorbid manic features (up to three months’ treatment) 
or for aggression and overactivity (treatment for three weeks or less), 
i.e. a neuroleptic-sparing strategy

– antidepressants for post-psychotic depression and for clear-cut 
mood-congruent psychotic depression.

Psychological (see also Modules 5 and 6):

▼Promote adherence: explain effects and side effects of medication and
provide an acceptable rationale for its use

▼Reassurance/support

▼Psychoeducation (see Module 9)

▼Develop clear picture of patient’s actual experience of being psychotic
and avoid traumatic procedures (for example, forced sedation and
seclusion).

Social (see also Modules 7 and 8):

▼Family involvement

▼Peers

▼Offer help with problems that the patient identifies, even if at that stage

he or she is denying the need for treatment.



Conventional neuroleptics, at least at traditional doses (≥5 mg haloperidol),
although effective in treating the positive symptoms of psychosis, are
probably less effective in treating negative symptoms and generally cause
extrapyramidal side effects, reducing quality of life and compliance. The
newer antipsychotics have been developed with the goal of producing fewer
side effects at therapeutic doses and better efficacy on negative symptoms
in first-episode psychosis (Kopala et al., 1996; McCreadie, 1996).

9

Treatment of first-episode
psychosis: implementation

Whether or not to initiate treatment with an antipsychotic drug is dependent on a
correct diagnosis and an assessment of the chances of spontaneous recovery. A
quantitative measure of symptom severity is important so that the success of
interventions can be assessed accurately. 

Even in the difficult circumstances of the first episode, when the individual and
family may feel extremely anxious, stigmatised and threatened, and when denial
may be high and awareness of the ‘illness’ by the patient poor, it is important for
the clinician to start to build the basis for broader recovery including future
collaboration. It can be tempting at this stage to focus only on short-term goals
but the trust lost at this stage can be impossible to regain. Once the decision has
been made to offer antipsychotic medication, the choice of drug, dosage, timing
and administration need to be matched carefully to patient needs. During the first
psychotic episode, both content and process medication issues need to be
managed carefully to promote better recovery.

The first experience of medication may strongly influence a patient’s future
attitudes to therapy of all types.

Medication: content issues

▼Choice of drug
▼Optimal dosage

▼Side effects.

Medication: process issues

▼Method of administration
▼Changing medication
▼Promoting adherence to treatment.

Old and new antipsychotics
Medication:
content
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Conventional neuroleptics such as chlorpromazine and haloperidol block dopamine
receptors in the mesolimbic pathways and it is thought that their effects on
positive symptoms of psychosis arise from this characteristic. However, at
traditional doses, because dopamine receptors are also concentrated in the
extrapyramidal motor system, conventional neuroleptics generally give rise to
extrapyramidal side effects (EPS). Recent work (Remington et al., submitted for
publication) suggests that very low doses of haloperidol (2 mg daily) produce
sufficient dopamine receptor occupancy (>60%) to effect a clinical response while
reducing the EPS liability of haloperidol. The novel antipsychotics, such as clozapine
and risperidone, block dopamine receptors but are more potent blockers of 5-HT
(serotonin) receptors (Table 1) and it is this combination of binding activities that is
thought to be responsible for their increased efficacy against negative symptoms in
chronic schizophrenia and for their reduced side-effect profile (Carman et al.,
1995, Kane et al., 1988) (Figure 2).

Table 1. Relative receptor affinities of selected antipsychotics

D1 D2 5-HT1A 5-HT2A α1 α2 H1 M1

Haloperidol +++ ++++ .. + ++ .. .. +

Clozapine ++ ++ + +++ +++ +++ ++++ +++++

Quetiapine + + + ++ +++ +++ ++++ +++++

Olanzapine ++ +++ + +++ ++ ++ ++++ +++++

Risperidone ++ ++++ ++ +++++ +++ +++ ++ .. 

Sertindole ++ ++++ .. +++ +++ ++ ++ ..
Ziprasidone ++ ++++ +++ +++ ++ + ++ ..

(Data from Pickar, 1995; Bymaster et al.,1996; Goldstein, 1996)

D2 antagonism

treats

Positive symptoms

Dopamine antagonists

Increasing D2 receptor
occupancy

produces

EPS

D2 antagonism

treats

Positive symptoms

Serotonin-dopamine antagonists

Increasing D2 receptor
occupancy

produces

EPS

counteracts

5-HT2A antagonismNegative symptoms
treats

Figure 2. Hypothesis for
mechanism of action of
antipsychotic drugs



Maximise therapeutic benefit and minimise side effects

Therapeutic benefits

People experiencing a first psychotic episode are frequently suspicious or
frightened about the prospect of ‘mind-altering’ drugs. If, when administered, they
provide relief from symptoms without adverse subjective or motor effects, patients
are more likely to be reassured about their use and to collaborate in future therapy,
promoting recovery.

Several approaches can be helpful in persuading the patient (or their family) to
accept drug treatment for their illness:

● Gently expose their fears about taking medication and provide appropriate
information

● Provide a rationale for taking the medication

– as one element of a complete programme

– to ‘see if it helps’

Acute treatment
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Prescribing principles

▼Aim to maximise therapeutic benefit and minimise side effects

▼Starting doses should be very low, particularly in neuroleptic-naive
patients 

▼Make dosage adjustments in small increments at appropriately spaced
intervals, e.g. at three-week intervals

▼ If the patient’s symptoms become worse, or the patient becomes actively
suicidal, then medication should be reviewed (and ECT considered) 

▼ If the patient remains static for a while, patience is required as remission
can take several months to occur in many cases (Lieberman et al., 1993)

▼Short-term (up to three months) lithium treatment can be used for manic
symptoms

▼Benzodiazepines can be used to treat anxiety/agitation insomnia 

▼Antidepressants can be used to treat depression      

▼Otherwise avoid polypharmacy: only one neuroleptic at a time.
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● Set the drug therapy in a broad context of helping the person to recover their
previous life function and abilities (vocational, peer group, family)

● Put yourself in the patient’s shoes: what would help persuade you to take the
medication?

Maximising the therapeutic benefits conferred by the first antipsychotic
prescribed will help gain the trust of a patient experiencing a first psychotic
episode and may promote more positive attitudes to medication.

Recent clinical trials have investigated the efficacy of low doses of conventional
neuroleptics and of the novel antipsychotics in treating patients with first-episode
psychosis. Evidence that low doses of conventional neuroleptics such as haloperidol
may be as effective as traditional higher doses but with less EPS (i.e. the concept
of a neuroleptic threshold above which no extra therapeutic benefit is achieved),
comes from a study by McEvoy et al. (1991) in patients with schizophrenia or
schizoaffective disorder. Later studies have more or less extended this idea to
first-episode patients and used either low doses of haloperidol or risperidone
(Table 2). 

The authors’ clinical experience suggests that even lower doses of risperidone than
the 4.7 mg/day mean end dose in the Kopala study are effective and well tolerated
(low EPS) in first-episode patients.

Side effects

If side effects such as EPS and cognitive function impairment are minimised,
patients experiencing a first psychotic episode are more likely to continue with the
medication and to participate in therapy aimed at bringing about recovery in a
broader sense. If these side effects are severe, they are likely to affect patients’
adherence with medication, ability to adhere to other treatment interventions and
capacity to rebuild social and family networks, making integration back into the
community harder. Parkinsonian side effects, in particular, can increase the stigma
felt by the patient.

Minimising the side effects of medication promotes better recovery in a
person experiencing a first psychotic episode.
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Table 2. Studies of first-episode psychosis permitting low-dose neuroleptic treatment  

Emsley et al. Kapur et al. Kopala et al. Zhang-Wong et al.
Study 1995    1996 1996 (unpublished, 1996)

Design Double-blind Open Open Open
Flexible dose Fixed dose Flexible dose Fixed, flexible dose
Risperidone Haloperidol Risperidone Haloperidol
(R) vs (H) (R) (H)
haloperidol

Sample size (n) 183 7 22 36

Diagnosis Schizophreniform Schizophrenia Schizophrenia Schizophreniform (n=6)
(n=171)
Schizophrenia (n=12) Schizophrenia (n=25)

Schizoaffective (n=2)
Delusional disorder (n=3)

Duration (weeks) 6 7 7.1 (mean) 4

Initial daily dose R 4 mg (2–16 mg) H 2 mg R 2 mg (2–8 mg) H 2 mg (2–20 mg)

H 4 mg (2–16 mg)
Final daily dose R 6.1 mg H 2 mg R 4.7 mg H 2 mg (n=15) H 10 mg (n=7)

H 5.6 mg H 5 mg (n=11) H 20 mg (n=3)

PANSS decrease R    H H R H (mg/day)
(%) 2 5 10 20 

Positive 45  44 45 46 64 40 19 16

Negative 27  25 55 22 65 57 32 32

(Reproduced with permission from Remington et al., submitted for publication)

First-episode patients who have never received antipsychotics are often more
sensitive to their effects than those who have taken them before (McEvoy et al.,
1991; Aguilar et al., 1994).

Side effects can be managed though choice of drug and dose (Table 3).
Anticholinergic prophylaxis may be required in the early weeks of treatment for
those patients who require neuroleptic doses above the initial level of 2 mg
haloperidol/day.
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Preserving cognitive function

Antipsychotic medication that improves rather than reduces cognitive function
after a first psychotic episode is likely to help acquisition of insight and thus
adherence with medication, by extension helping recovery and reintegration into
society. Studies of the effects of risperidone and clozapine on cognitive function
show that these drugs impair cognitive function significantly less than conventional
neuroleptics (Gallhofer et al., 1996)

Extrapyramidal side effects

Drug-induced EPS can have a major impact on quality of life and hence on
compliance. Someone experiencing severe EPS with a first antipsychotic medication
may naturally become disenchanted with all forms of therapy, affecting their
medium and long-term recovery prospects. The newer antipsychotics such as
risperidone or very low doses of conventional neuroleptics (haloperidol) cause
fewer and less severe EPS.

Dosing

Table 3. Side effects of selected antipsychotics

Anti- Alpha-
Drug Sedation EPS cholinergic blocking

Chlorpromazine High Low Medium High
Thioridazine High Low High Low
Trifluoperazine Low High Medium Low
Fluphenazine HCI Medium High Medium Low
Haloperidol Low High Low Low
Thiothixene Low High Low Low
Pimozide Low High Low Low

Risperidone Low Low None Medium
detectable

Clozapine Medium/High Very low High Medium
Quetiapine Medium Low Low Medium
Olanzapine Medium/High Low High Medium
Sertindole Medium Low Low Medium/High
Ziprasidone Medium/Low Low Low Low

(Modified from Keks et al., 1989)

Impatient prescribing habits increase the risk of subsequent poor adherence
to treatment and relapse but do not shorten the length of the acute phase or
of admission.
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There is increasing evidence that increasing antipsychotic doses beyond a certain
threshold does not confer any benefits (Figure 3) (McGorry and Kulkarni, 1994;
Remington 1996, McEvoy et al., 1991). High doses increase the risk of side effects
with the consequent effects on recovery prospects. It can take at least 10–14 days
for psychotic symptoms to begin to respond to medication and prospective studies
show that it can take several weeks to achieve response to treatment and many
months for maximal remission. For example, in a five-year study of treatment
response and outcome in first-episode schizophrenia, the median time to
treatment response/remission was nine weeks (Koreen et al., 1996). Therefore,
very slow titration of doses to minimise side effects, especially when using drugs
with long half-lives that will accumulate in the body, is appropriate since no extra
antipsychotic effect will be achieved by rapid titration to a high dose. In fact, in the
authors’ opinion, treatment with what have been regarded traditionally as
maintenance doses of neuroleptics, or lower, is appropriate for patients
experiencing an acute episode of psychosis.

100

90

80

70

%
 O

cc
up

an
cy

Dose

‘protection’

5-HT2A
D2

EPS(5-HT2A/D2)

EPS (conventional)

EPS(5-HT2A/D2) EPS ‘protection’

Figure 3. Antagonism at
5-HT2A receptors by the newer
antipsychotics such as risperidone
might provide protection against
EPS. At higher doses, this
protection could be overcome
partially by increasing
D2 occupancy, without additional
benefits being conferred.
(Remington, 1996)

Figure 4 is an algorithm for drug treatment in acute first-episode psychosis. Table 4
provides dosing guidelines for risperidone in first-episode patients: note that lower
doses than those used in chronic schizophrenia are recommended for the reasons
outlined earlier in this Module.
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Psychosis
present?

Delusions
Hallucinations

marked

Yes No

Organic
cause?

Observe further
+ review

Yes No

Treat if
possible

Full affective syndrome?

Yes No

Concurrent or
after onset of

psychosis

Antipsychotic
Low-dose

risperidone
or haloperidol
for 8 weeks*

Depression? Mania?
Treat with
lithium +
low-dose

antipsychotic*
(risperidone/
haloperidol)
or lithium +

chlorpromazine
200–400mg

Preceded
psychosis
and very

prominent

Treat with
low-dose

antipsychotic*
alone

(risperidone/
haloperidol)

Treat with
antidepressant

+ low-dose
antipsychotic*
(risperidone/
haloperidol)

Response
(20–40%

in BPRS total
score)

Poor response
at 8 weeks

Continue

Add
lithium

Poor
response

after 3
months

Partial
affective

syndrome?

Depression? Mania?

Add
antidepressant

Add
lithium

Switch
to

clozapine

*See p17 for risperidone and haloperidol dosing guidelines in first-episode patients

Short-course
benzodiazepines

to relieve
anxiety/agitation

Response

Continue
for 3–6
months

Poor
response

Response

Continue
treatment

Response Poor
response

Continue
treatment

ECT

Figure 4. Drug treatment algorithm for acute first-episode psychosis
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Antipsychotic-free period

People with psychosis may be extremely agitated, aroused and anxious about their
experiences. They may be suspicious of clinicians, perhaps believing that the
administration of medication represents attempts to control their minds, but still
wish for relief from their distressing symptoms. 

Table 4. Very-low-dose (VLD) strategy with risperidone or haloperidol for first-episode psychosis

Dosage (mg) Frequency Total daily dose (mg) Observation period Notes

0.5 Single dose 0.5 24 hours

0.5 Twice daily 1 3–4 days

1 Twice daily 2 5–7 days

2 Single dose 2 14 days If no clinical response, 
progress to next step 
over 7 days

3 Single dose 3 14 days If no clinical response, 
progress to next step

4 Single dose at night 4 14 days Reassess positive and

if tolerated otherwise negative symptoms.
as 2 mg twice daily If no clinical response, 

either progress to next 
step or consider 
changing drug

6 3 mg twice daily or 6
single dose if tolerated

The dosage should be increased as slowly as possible. For patients with
marked positive symptoms (acute psychosis, agitation, sleeplessness etc.)
benzodiazepines (up to 30 mg/day diazepam for brief periods – acute and
hyperacute phases) can be prescribed or, for more severe patients who are
not stabilising behaviourally on the VLD strategy, a switch to chlorpromazine
and lithium should be considered (consider diagnosis – patient may be
bipolar). If comorbid mania or partial mania is present, the addition of
lithium to the VLD strategy should be considered. For disorganised patients
or those with negative symptoms, the dose of risperidone is unlikely to
exceed 4 mg/day.

Medication:
process
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A period free from antipsychotics, or any drugs, can help gain patients’ trust by
allowing them to develop relationships with staff. In turn, this may promote better
adherence to medication on recovery. It also allows clinical investigations (e.g. EEG
and possibly MRI) to be performed in the absence of the effects of medication.
If antipsychotics are prescribed too early, diagnosis may be confused. This period
also allows for preparation and psychoeducation so that the patient is more likely
to collaborate with pharmacological treatment.

With early intervention, it is often possible to provide a drug-free period. A
common consequence of late presentation is that patients may be too distressed or
at too great a clinical risk for a drug-free period to be possible. Even in this
situation, benzodiazepines can be effectively used to treat anxiety and sedatives to
treat sleep disturbance before antipsychotics are prescribed, or once antipsychotic
medication has begun. Moderate to high doses of benzodiazepines may be
required. Intoxicated patients and those with organic conditions should be treated
with extreme caution because of the possibility of neurological signs and
respiratory depression being masked. 

Attitudes to medication

The initial experiences of medication and the information provided about it
can have a major role in later adherence to treatment.

Attitudes towards illness, insight and concerns about the effects of medication
have an important influence on compliance (McEvoy et al., 1989). Clinicians need
to be prepared to be flexible, to anticipate and listen to patients’ accounts of
problems they are experiencing and to act on them.

Fears about drug therapy in first-episode patients are common and there is a
variety of strategies that can be used to address them.

Fear: ‘Mind’ drugs causing loss of control or changes in personality

▼ Possible solutions: 

– Engage patients as participants in medication management
– Discuss their explanatory models for current problems
– Find a rationale for drug therapy that the patient can accept
– Explain how the drug works and describe its effects
– Avoid ‘enforced’ medication (intramuscular injections, depot drugs).
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Fear: Side effects and addiction

▼Possible solutions:

– Use lowest possible dose
– Choose medication less likely to cause side effects
– Respond to any side effects quickly or prevent via prophylaxis
– Avoid pressure to increase dose prematurely
– Describe possible side effects clearly at different stages of the illness
– Provide different educational media
– Educate family.

Fear: Stigma of taking drugs

▼Possible solutions: 

– Avoid side effects that may draw attention to patients 
(rigid posture, salivation)

– Provide supportive psychotherapy and psychoeducation
– Encourage patients to review their attitudes to psychiatric illness.

Fear: Altered lifestyle

▼Possible solutions:

– Discuss timing of medication with patients
– Avoid polypharmacy (except possibly benzodiazepines and lithium)
– Discuss the interactions of the medication with other drugs and alcohol
– Be prepared to change medication.

Fear: ‘Emptiness’ (if, for example, long-standing hallucinations are cured,
creating a vacuum) 

▼Possible solutions: 

– Help patients develop or regain occupational and leisure skills and
interests (rebuilding of real world existence needs careful management if
the duration of untreated psychosis was lengthy).



20

Fear: Lifelong medication

▼Possible solutions: 

– Clearly explain drug management plan and realistic and tolerable time
course

– Suggest titrated dose with incremental decrease 6–9 months after
improvement

– Negotiate medications issues.

Fear: Issues arising from patient receiving same prescription as parent 
or sibling

▼Possible solutions:

– Explore patients’ feelings about the parent or sibling; these will influence
their reaction to being on the same medication.

Fear: Medication will not work

▼Possible solutions:

– Continue explanations about mode of action

– Highlight signs of improvement

– Discuss possible changes in medication and the reasons for them

– Outline expected time course and response to medication.



21

Cognitive behavioural therapy to treat psychotic symptoms has been increasingly
used with patients with chronic schizophrenia and medication-resistant symptoms
(but see Module 5: Psychological interventions) but its use in acute, first-episode
psychosis has not been extensively researched. Drury et al., (1996a,b), in the UK,
have recently completed a small randomised controlled study of cognitive
behavioural therapy in acute inpatients, some of whom were experiencing
first-episode psychosis (see also Module 5). Their results suggest that the cognitive
behavioural treatment hastened the time to recovery of symptoms by between
25% and 50% (depending on the definition of recovery used) and halved the time
spent in hospital compared with controls. An accompanying peer-review (Johnson,
1996) cautions against overenthusiastic interpretation of these results. The study
was not blinded. It is not clear how comparable the intervention and control
groups were. Nevertheless, these results are interesting and are in line with studies
of early intervention with medication that suggest early intervention leads to better
outcome.

An episode of acute psychosis is usually a traumatic experience for the patient and
his or her family, requiring short-term emergency intervention to safeguard the
patient and family before the presence of psychosis is confirmed and a treatment
plan agreed on (Kulkarni & Power, in press). 

● Sedation with a benzodiazepine (temazepam 20 mg at night) for a few days will
allow the patient to sleep (potentially preventing escalation into mania) and the
family to have some respite. Diazepam (16–30 mg/day) for several days will
often alleviate dysphoria and agitation. For patients in the inpatient setting who
are acutely and severely disturbed with violent behaviour, midazolam
5–15 mg/day im may be required.

● Impressing on the family the need for calm, clear decision making, and the
importance of consideration of the advice offered by medical personnel is
needed.

● An assessment of the risk to the patient and to the family presented by the
psychotic episode is needed.

● Provision of trained nursing care for the patient will help the family to cope with
their ill relative, can be a conduit for family education and begin to build up a
positive relationship with the medical care team for the patient.

● Prompt, clear information needs to be given to families about what has
happened and what they can expect from the medical care team by way of
treatment for the patient and support in the short and long term. 

Acute treatment

Cognitive
behavioural
therapy in acute
first-episode
psychosis

Crisis
intervention
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Trainer’s
guide

The aim of the trainer’s guide for each module is to help in the presentation of the
material in the booklets and to provide ideas to stimulate the assimilation and
application of the information in each module by participants. The trainer’s guide
to each module includes:

● list of key messages

● notes about using the module

● practical exercises.

The practical exercises are designed to reinforce the information presented in each
module, to promote discussion of it in the context of individuals’ experiences and
to stimulate thinking about its application within participants’ own mental health
services. 

The objectives for each exercise are highlighted in ‘message boxes’ at the
beginning of each exercise. You will not necessarily wish to use all the case studies
and other activities with each group. Use the message boxes and your knowledge
of the likely interests of the participants to pick the most appropriate exercises for
those participants.

Present the information in the case studies in stages as indicated. The questions
should be discussed before going on to the next stage. This can be done in small
groups, with each group asked to come up with a list of responses to the
questions and report back afterwards. The different responses can then be
discussed by all the participants before moving on to the next stage. Alternatively,
ask participants to suggest responses to the questions and list them where
everyone can see them. 

● A young person experiencing a first episode of psychosis will often be
distressed, suspicious and fearful about the future. The response of
professionals at this stage can influence the future course and there are many
opportunities for preventive strategies that are aimed at reducing the course
and severity of the disorder.

● Treatment of a first episode of psychosis should aim initially to minimise trauma
and provide symptomatic relief, while developing a therapeutic relationship and
an explanatory model. The ultimate goal of treatment is symptom remission.
Reducing delays and secondary morbidity are key goals in prevention.

● The first experience of medication may influence a patient’s future attitudes to
therapy of all types and the therapist must not therefore concentrate only on
short-term goals.

● Conventional neuroleptics, although effective in treating positive symptoms in
psychosis are probably less effective in treating negative symptoms and generally
cause extrapyramidal side effects, reducing quality of life and compliance. The
newer antipsychotics have been developed with the goal of producing fewer

Aims and
description

Key messages
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side effects at therapeutic doses and better efficacy on negative symptoms in
first-episode psychosis.

● Prescribing principles for first-episode psychosis: maximise therapeutic benefit
and minimise side effects; start with low doses, particularly in patients with
untried biology; make dosage adjustments in small increments at appropriately
spaced intervals (usually several weeks); and avoid polypharmacy.

● Clinicians need to be prepared to listen to patients’ fears about medication and
to propose medication strategies that take account of these fears.

● Psychological and social factors can contribute to early deterioration, slow
recovery and early treatment resistance in first-episode patients. Intervening
early with appropriate therapy can help avoid secondary morbidity and promote
better understanding and insight. 

Additionally, help with social problems and psychological distress is likely to meet
with less resistance from the patient than medication and therefore can assist with
the therapeutic alliance.

This module focuses on treatment strategies for an acute episode of psychosis with
particular emphasis on the principles which should govern treatment interventions
in a first episode of psychosis. It also discusses medication options in some detail
offering guidance on what medications to use, how to initiate medication, and
how to maximise the likelihood of adherence to medication in this patient group.
Suggestions for when to terminate drug treatment are covered in Module 6.
Preliminary work using psychotherapy to try to reduce the severity and duration of
an acute psychotic episode is also briefly covered.

Links with other modules:

● The consequences of delay are also discussed in Module 1.

● Improving rapid access to effective care is discussed in Module 2.

● Assessment is covered in more detail in Module 3.

● Psychological approaches are covered in Module 5.

● The role of the family is discussed in detail in Module 7.

● Social interventions are covered in detail in Module 8.

● Psychoeducation is discussed in detail in Module 9.

Trainer’s notes

Trainer’s guide
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Exercise 1
Objectives:

▼To illustrate the importance of the ‘low and slow’ principle when
beginning antipsychotic medication in a first episode of psychosis.

▼To illustrate the importance of collaboration and use of psychoeducation

in promoting adherence to treatment.

Initiation of antipsychotic medication: inappropriate practice

J, a 19-year-old woman, had been travelling overseas when she first became
unwell. Over a 2–3-month period she had gradually become convinced that people
were talking about her and had started hearing derogatory comments directed
toward her by day and night when alone in her flat. Before going to the doctor
she had become so frightened that she had returned precipitously to her family
home and had not left the house for 3 weeks, other than for brief periods. She
had a family history of psychosis – a distant relative had been ‘hospitalised all his
life; completely nuts’ for reasons that she did not understand. She lived with her
parents and younger sister and the family had good relationships. She was
described as quiet but was generally considered friendly, had completed 12 years
of schooling and had been accepted for a university course, although she had not
yet started it at the time she became ill. She used cannabis approximately once per
month but no other illicit drugs. 

When first seen, J’s thinking was vague and she was clearly distressed. She said she
felt her life was under threat and that people were trying to get ‘something into
my mind’ which terrified her further. A diagnosis of acute psychotic episode was
made and she was immediately hospitalised. Low-dose antipsychotic medication
was initiated on day 1 and the dose was increased on days 3 and 5. By day 7 she
was quite sedated and she experienced an acute dystonic reaction which severely
frightened her. She was given intramuscular benztropine which relieved the
dystonia but she was reluctant to take antipsychotic medications thereafter.

J was persuaded to stay on an antipsychotic. After 6 weeks, she presented at the
emergency clinic complaining of agitation and restlessness. She was clearly
distressed and the dose of her antipsychotic medication was increased. When she
saw her treating clinician a few days later she was dishevelled, had difficulty sitting
still, walked out of the interview after 5–10 minutes and said she would no longer
take any medication.

● Should J have been hospitalised immediately?

● Was immediate initiation of an antipsychotic medication necessary in J’s case?
What other medication strategies might have been used?
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● How might the occurrence of acute dystonia been avoided? 

● What was the agitation and restlessness at 6 weeks likely due to?

● A neuroleptic-free period of assessment in the first few days after admission
would have been helpful. J was not in a high-risk situation but needed some
form of treatment to alleviate her distress. Use of a benzodiazepine to calm her
and some attempt to minimise her distress through some psychoeducation and
support would have been more appropriate. Also, her immediate hospitalisation
given that she was living at home with supportive parents was not really
necessary.

● The dose of J’s antipsychotic medication although started at a low dose was
increased rapidly. Thus, J’s impressions of her first week in hospital were blurred
by the sedating (toxic) effect of a high dose of antipsychotic. Discussion here
could focus on the time period that needs to elapse before a response is seen to
any antipsychotic dose.

● Some attempt should have been made to explore J’s model of psychotic illness.
Given that she perceived her distant relative to have a chronic and disabling
psychiatric illness, the realisation of her own illness would have been very
distressing. She had not been given any sense of control over her treatment and
felt that forces outside herself were dominating her life.

● The side effects of antipsychotic medication are relevant here. This is a classic
example of akathisia being misdiagnosed as psychotic agitation with a resulting
increase in dose that exacerbates the side effect, leading to increased distress
for the patient and ultimately noncompliance.

● J did not come back for follow-up and 3 months later was admitted to a
different unit with florid psychosis where some of the issues raised here were
attended to. It is a matter of speculation how much better her management
might have progressed if she had had more appropriate treatment during her
first episode.

Discussion points

Exercise 2 Objective: 

▼To illustrate application of the principles for treatment of an acute first

episode outlined in Module 4.

A, a  23-year-old man presented to his general practitioner complaining of sleep
disturbance. On enquiry A revealed that he had become increasingly distressed
over the preceding months and believed that something special, but unknown to
him, was about to happen. He felt that other people, including his family, knew
about this but were keeping the information from him, despite his frequent
questioning. This distressed him. He had no family history of psychosis or other
psychiatric disorder and no history of substance abuse. He lived with his mother;
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his two older siblings lived away from home and his parents had separated when A
was 10. He had a cordial relationship with his father. He was described as a quiet
young man who had been considered a good and reliable friend by his school
friends. He had begun a science degree and passed the first 2 years but deferred
the final year as he couldn’t settle into university life and was unsure what he
wanted to do in the long term. 

When first seen after referral, he appeared distracted and it was difficult to obtain
a coherent history. He related his belief in the unknown special event and
expressed a sense of terror and dread about it that was becoming difficult for him
to tolerate. He had entertained thoughts of suicide as a way of escaping this
distress. He described times “when I talk inside my mind but do not have any
control over it”. In addition, he described two clear male voices arguing over
whether he was good or evil which he knew other people could not hear.

● A’s case manager and doctor allowed him to talk about his experiences at their
first meeting. A was very attached to his belief about the impending special event
but he was aware that his thinking was vague and difficult to follow, particularly
for other people. He accepted that under sufficient stress, concentration may be
impaired and this could manifest as vagueness of thought in extreme cases. He
agreed to accept medication to help with this vagueness of thought.

● His case manager and doctor talked to A about the possible side effects of
medication he might experience. They explained that they would keep close
contact with him because they thought he was ill and would like to see if the
medication helped his thinking over the coming days. If his thinking did improve
then that might suggest that they were right to think he was ill but they would be
prepared to discuss his ideas further. A agreed that they could speak to his family.

● The case manager and doctor took a corroborative history from A’s parents in
his presence. This interview showed that A had not been aware how difficult or
strange his behaviour in the preceding 2–3 months had been for his family and
gave the case manager an opportunity to explain further why people might
have difficulty accepting A’s ideas.

● A treatment trial of low-dose antipsychotic was initiated for A. He was given
risperidone 1 mg/day increased to 2 mg/day after 4 days and remained on this
dose. His mental state was observed to improve at his weekly appointments
over the ensuing 6 weeks to the extent that the voices had disappeared and his
thinking was clearer. He experienced some drowsiness in the first few days but
was not worried by it as he had been warned that this might occur. After
3 months of risperidone A was free of all positive psychotic symptoms.

● See the Trainer’s guide to Module 6 for illustrations of interventions in the early
and late recovery phases.

Discussion points


