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Relatively poor outcomes among
persons with schizophrenia
and related disorders (1–6)

may partly be associated with delay in
treatment, lack of integration and
phase specificity of medical and psy-
chosocial treatments, and a system of
care that fails to address patients’ spe-
cific needs. Interest in early and pre-
ventive interventions for psychotic
disorders has grown in recent years
(7–11), spurred by a variety of factors:
the intuitive appeal of such interven-
tions, reports of a relationship be-
tween a greater duration of untreated
psychosis and poor outcome (12–15),
the development of novel antipsy-
chotic drugs less likely to produce ex-
trapyramidal side effects (16–20), and
shifts in the care of persons with se-
vere mental illness from the hospital
to the community. Several programs
have been established that address is-
sues related to the early phases of
psychotic disorders (21), and there is
evidence to support a comprehensive
early intervention strategy (22).  

Intervening early in the course of
psychotic disorders poses several
challenges related to specific needs of
persons who, in general, are young,
are inexperienced with mental health
services (23), and are unlikely to fol-
low through with treatment designed
for more chronic stages of the illness.
Birchwood and colleagues (24) have
promoted the idea of a critical period
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Objective: A phase-specific intervention provided soon after the onset of
a first episode of psychosis is likely to engender a more hopeful outlook.
This article describes a community-oriented treatment program of phase-
specific medical and psychosocial treatments integrated within an inten-
sive case management model for patients with first-episode psychosis in a
geographically defined population. One-year status is reported for a con-
secutive sample of patients with nonaffective mostly schizophrenic first-
episode psychosis who were receiving treatment in this program. Meth-
ods: Patients were assessed at baseline and at one year with a modified
version of the Interview for Retrospective Assessment of Onset of Schizo-
phrenia, the Structured Clinical Assessment for DSM-IV, the Scale for As-
sessment of Positive Symptoms, and the Scale for Assessment of Negative
Symptoms to ascertain baseline patient characteristics, remission rates,
hospital readmission rates, and change in the severity of symptoms. Re-
sults: Data at 13 months for 53 patients indicated a complete remission
rate of 70 percent, a hospital readmission rate of 20 percent, a highly sig-
nificant improvement in all dimensions of psychopathology, higher rates
of remission among patients who entered treatment within six months of
the onset of psychosis (82 percent compared with 60 percent), and a
longer median duration of untreated psychosis among patients who did
not experience complete remission (10.5 compared with 6.5 months).
Nearly half the patients received initial treatment as outpatients without
adverse consequences for their subsequent use of hospitalization. Con-
clusions: An epidemiologically representative sample of patients experi-
encing a first episode of psychosis, when treated optimally with low
dosages of novel antipsychotics and phase-specific psychological interven-
tions, showed a high rate of clinical recovery and were able to remain in
the community most of the time. (Psychiatric Services 53:458–463, 2002)



after a first episode of psychosis, dur-
ing which appropriate intervention is
likely to enhance positive outcomes.
Improvements and modifications in
the delivery of care (11,25) that ad-
dress specific needs of patients with
first-episode psychosis could improve
the modestly favorable outcomes re-
ported in previous studies, particular-
ly if treatment is provided early (26). 

The development of a comprehen-
sive early intervention program for
psychotic disorders requires a new set
of strategies that are likely to improve
outcome. These include using lower
dosages of antipsychotic medications,
relying mostly on novel antipsychotics,
and applying psychological interven-
tions that address the specific needs of
young patients and their families.  

In this article we describe a com-
prehensive approach to treating first-
episode psychosis, and we report the
clinical status at one year of an epi-
demiological cohort of patients with
first-episode psychosis who were
treated in a comprehensive program
designed to address the specific
needs of this patient group.

The Prevention and Early Inter-
vention Program for Psychoses 
The Prevention and Early Interven-
tion Program for Psychoses (PEPP)
was established to assess and treat all
cases of first-episode nonaffective
psychosis among persons between
the ages of 16 and 50 years in a pre-
dominantly urban population of
about 390,000 and to promote early
recognition and referral. Referrals
are accepted and encouraged from all
sources, including the patient and his
or her family. Both patient and family
are systemically informed and edu-
cated about psychosis as a serious
mental illness. No parallel service ex-
ists in this jurisdiction, and the popu-
lation has equal and free access to all
health services. Hospitalization for
initial treatment is available, but
treatment provided by the program in
the community is preferred.

An initial screening assessment,
conducted within 48 hours of referral,
identifies the presence of psychotic
symptoms, which then serves as justi-
fication for further comprehensive
psychiatric, family, and cognitive as-
sessment with a standard protocol.  

The program uses a modified ver-
sion of an assertive case management
model that recognizes patient charac-
teristics specific to the early phase of
the illness (23). These specific issues
are addressed through modifications
in the content of psychosocial inter-
ventions. Treatment is based on the
stress-vulnerability model of the de-
velopment and course of psychotic
disorders (27,28), and it includes low
dosages of novel antipsychotics and
several psychosocial interventions.
Patients who have not achieved re-
mission after one year with an ade-
quate trial of at least two antipsychot-
ic drugs—most often risperidone and
olanzapine at a maximum tolerated

daily dosage of up to 6 mg and 20 mg,
respectively—are advised to try cloza-
pine therapy. Benzodiazepines are
used initially to control agitation and
anxiety and are gradually tapered.
Antidepressants (selective serotonin
reuptake inhibitors) and mood stabi-
lizers are used when indicated.

Various psychosocial interventions
are provided. A group intervention
called “recovery through activity and
participation” (RAP) is provided in an
outpatient setting to both inpatients
and outpatients twice a week for two
hours for a maximum of three
months. The objectives of this inter-

vention are assessment and bolstering
of basic life skills, communication,
and mutual support during the transi-
tional phase of recovery from acute
symptoms of psychosis.

An eight-week “youth education and
support” (YES) group is conducted
weekly for two hours with six to eight
patients between the ages of 16 and 30
years whose acute psychotic symptoms
have undergone at least partial resolu-
tion. The sessions, organized in the fol-
lowing sequence, reflect pairing of rel-
evant themes: an introductory session,
self identity and the definition of psy-
chosis, peer pressure and drug and al-
cohol use, family and social relation-
ships and medications, stigma and
strategies, social skills and recovery, re-
turn to school or work and warning
signs, and a final review.

Cognitively oriented skills training is
provided in ten weekly two-hour
group sessions. Usually this interven-
tion is provided to patients who have
completed the interventions described
above and who are likely to be seeking
to reenter school or the workforce.

Family intervention based on the
model of Anderson and associates (29),
with modifications to address the spe-
cific needs of younger first-episode
patients, is also provided. After a pe-
riod of engagement, initial crisis man-
agement, and support, intervention is
provided in two stages—an initial se-
ries of three evening psychoeducation
workshops that provide information
relevant to the early phase of the ill-
ness for a group of four to eight fami-
lies, followed by individual support
and intervention based on specific
needs. The specific issues covered are
ambivalence about diagnostic issues,
dealing with stigma, substance use
and abuse, family relations, coping
with symptoms, and the family’s role
in the patient’s adherence to treat-
ment regimens.

Three video modules that depict
real-life scenarios have been devel-
oped to give families practical guide-
lines about the management of vari-
ous issues specific to families of per-
sons with first-episode psychosis. A
problem-solving approach is used to
provide individual family intervention
to each family according to its specif-
ic needs. In addition, an active family
support group comprising parents
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and other relatives of first-episode pa-
tients meets regularly to discuss con-
cerns, provide emotional support to
one another, and work closely with
the program staff in planning addi-
tional services for patients.

Individual therapeutic interven-
tions include supportive psychothera-
py and problem solving, which are
provided by the nurse case managers.
This program is the primary vehicle
for assisting patients in dealing with
day-to-day problems and the trauma
of psychosis.  

Cognitive-behavioral interventions
are provided to address anxiety, de-
pression, and nonresponsive psychot-
ic symptoms.

All group and family interventions
are based on manuals. Details can be
obtained from the authors or on the
program’s Web site (www.pepp.ca). 

In this article we describe the sta-
tus, at the end of one year, of a cohort
of patients who entered this program
between January 1997 and Septem-
ber 1998 and underwent treatment
and follow-up for at least one year.

Methods
A total of 122 patients were referred
for initial assessment during the study
period. Eighty-five patients who met
DSM-IV diagnostic criteria for a psy-
chotic disorder were admitted to the
program. The Structured Clinical As-
sessment for DSM-IV (30) was admin-
istered at baseline and one year later
for diagnostic assessment. A modified
version of the Interview for Retrospec-
tive Assessment of Onset of Schizo-
phrenia (31) was used to ascertain the
timing of onset of both psychotic and

general psychiatric symptoms. The du-
ration of untreated psychosis was esti-
mated from the time of onset of psy-
chotic symptoms to the time of entry
into the program and prescription of
regular antipsychotic therapy. The
prodromal period—the time between
onset of any psychiatric symptoms and
the onset of psychosis—was deter-
mined for each patient.

The Scale for Assessment of Positive
Symptoms (SAPS) (32) and the Scale
for Assessment of Negative Symptoms
(SANS) (33) were used to assess the
severity of symptoms at baseline and at
one year. Possible total composite
scores range from 0 to 150 for the
SAPS and 0 to 100 for the SANS, with
higher scores indicating more severe
psychopathology. All clinical ratings
were made by experienced clinicians
(AKM, RM, LC, RH), who had at least
80 percent agreement to within one
point for all items on the SAPS and the
SANS. Symptoms were rated with ref-
erence to the one-month period be-
fore the assessment.

Total positive and negative symp-
tom scores were derived by adding all
composite scores on each subscale of
the SAPS and the SANS. Syndrome
scores for reality distortion, psy-
chomotor poverty, and disorganiza-
tion and items constituting each syn-
drome were based on the previously
reported factor analysis (34) and were
confirmed by using a larger sample of
patients with first-episode psychosis
in the program. Complete remis-
sion—that is, absence of psychotic
symptoms—was defined as a score of
1 or 0 on all global items—hallucina-
tions, delusions, bizarre behavior, and

formal thought disorder—of the
SAPS for at least one month before
the assessment.  

At one year, remission status, per-
centage change in symptoms from
baseline to one year (total SAPS
score, total SANS score, reality dis-
tortion, disorganization, and psy-
chomotor poverty), number of hospi-
talizations after initial treatment, and
number of days in the hospital during
the follow-up period were examined.
For within-group comparisons across
time, paired t tests were used. For be-
tween-group comparisons, t tests for
independent samples and chi square
tests were used.

Approval for the early intervention
study was obtained form the research
ethics board for health sciences in-
volving human subjects of the Uni-
versity of Western Ontario, and all pa-
tients gave signed consent to partici-
pate in the assessment, treatment,
and follow-up protocol.

Results
Complete baseline and one-year data
were available for 53 of the 85 pa-
tients admitted to the program with a
diagnosis of a first episode of nonaf-
fective psychosis. Only eight patients
(11 percent) withdrew from treat-
ment during the one-year period.
Follow-up data were either missing
or incomplete for 15 patients, and
nine patients had either no baseline
data or incomplete data. 

No significant differences were
noted in age, age at onset of illness,
education, sex, marital status, or alco-
hol or drug abuse between the group
of 53 patients for whom complete
data were available and the other 32
patients. A lower proportion of pa-
tients in the latter group had a diag-
nosis of schizophrenia or a schizo-
phreniform or schizoaffective disor-
der (14 patients, or 44 percent, com-
pared with 33 patients, or 62 per-
cent), although the difference was not
statistically significant. These patients
also had a shorter mean±SD duration
of untreated psychosis (10.1±14.4
compared with 20.9±28.5 months,
t=2.28, df=80, p<.03). A comparison
of the baseline scores on the SAPS
and the SANS between 18 of the 32
patients who did not complete the
one-year follow-up and the 53 pa-
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Demographic characteristics of 53 patients who participated in phase-specific
community-oriented treatment for first-episode psychosis

Characteristic N or mean %

Age (mean±SD years) 24.7±7.9
Age at onset of illness (mean±SD years) 22.9±8.3
Education (mean±SD years) 11.5±1.6
Duration of untreated psychosis (mean±SD months) 20.9±28.3
Duration of untreated illness (mean±SD months) 42.3±42.4
Prodromal period (mean±SD months) 21.3±33.8
Sex, male 39 74
Marital status, single 40 76
Alcohol abuse 20 38
Drug abuse 18 34



tients who did complete the follow-
up showed no significant differences.

Patient characteristics
The 53 patients had been in our pro-
gram for a mean±SD duration of 56±
11 weeks. As Table 1 shows, the pa-
tients were generally young and had
relatively large variations in duration
of untreated psychosis and duration
of the prodromal period. As Table 2
shows, most of the patients (47 pa-
tients, or 89 percent) received a
DSM-IV diagnosis of schizophrenia,
schizoaffective disorder, or schizo-
phreniform disorder after one year. 

Remission and change 
in symptom dimensions
Thirty-seven patients (70 percent)
were in complete remission at one
year. No significant differences in
age, age at onset of illness, educa-
tion, duration of the prodromal peri-
od, or schizophrenia-spectrum diag-
nosis were found between patients
who were and those who were not in
remission. The median duration of
untreated psychosis was twice as
long for the patients who were not in
remission as it was for those who
were (10.5 compared with 5.6
months). However, this difference
was not significant by the Mann-
Whitney U test. The remission rate
was higher among female patients
(12 female patients, or 86 percent,
compared with 34 male patients, or
64 percent), but, again, the differ-
ence was not significant.

The group as a whole exhibited a
highly significant (p<.001) reduction
in total scores on the SAPS (t=7.7,
df=52, p< .001) and the SANS (t=4.7,
df=52, p<.001); reality distortion
(t=7.5, df=52, p<.001); disorganiza-
tion (t=5.1, df=52, p<.001); and psy-
chomotor poverty syndrome (t=4.1,
df=52, p<.001). As Table 3 indicates,
positive symptoms showed either no
improvement or worsened in 11 per-
cent of the sample, and negative
symptoms showed no improvement
or worsened in 40 percent. No rela-
tionship was found between mean
percentage change in psychomotor
poverty syndrome and reality distor-
tion or disorganization (rho=.24 and
.18, respectively), which suggests that
change in psychomotor poverty was

independent of change in positive
symptoms. Changes in reality distor-
tion and disorganization were interre-
lated (rho= .53, p<.01).

Hospital admissions
Twenty-five patients (47 percent) re-
ceived their initial treatment at home
through the outpatient case manage-
ment program without being admit-
ted to the hospital, and 28 patients (53
percent) were admitted to the hospital
at the time of entry into the program.
Neither admission or readmission to
the hospital during the follow-up peri-
od nor the total number of days in the
hospital was related to whether initial

treatment was provided in the hospital
or in the community.

On the basis of previous reports of
better outcomes among patients who
received phase-specific treatment
within six months of the onset of psy-
chosis (26), we compared remission
rates between patients whose psy-
chosis had gone untreated for six
months or less (23 patients) and those
whose psychosis had gone untreated
for more than six months (30 pa-
tients). A comparison of the two
groups showed a remission rate of 83
percent in the group that had un-
treated psychosis for six months or
less, compared with 60 percent in the
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Clinical characteristics of 53 patients who participated in phase-specific commu-
nity-oriented treatment for first-episode psychosis

Baseline One year

Characteristic N % N %

Diagnosis
Substance-induced psychosis 5 10 2 4
Psychosis not otherwise specified 11 21 3 6
Schizophrenia or related disordera 33 62 47 89
Other 3 6 1 2

Antipsychotic medicationb

Risperidone 2.4 mg 22 42
Olanzapine 8.8 mg 9 17
Quetiapine 467.8 mg 7 13
Conventional antipsychotic 2.8 mgc 6 11
Clozapine 385.8 mg 5 9
Blind drug trial 2 mgc 1 2
None 3 6

Benzodiazepines 9 17 5 9
Antidepressants 5 9 6 11
Mood stabilizers 4 8 4 8
Anticholinergic agents 8 15 8 15

a Includes schizophrenia, schizoaffective disorder, and schizophreniform disorder
b Mean daily dosage at one year 
c Haloperidol equivalent

TTaabbllee  33

Change in symptoms after one year in a sample of 53 participants in phase-spe-
cific community-oriented treatment for first-episode psychosis

Improvement by Improvement by
Same or worse more than 20% more than 50%

Symptoms or syndrome N % N % N %

Total positive 6 11 43 81 39 74
Total negative 11 21 32 60 21 40
Reality distortion 6 11 44 83 41 77
Disorganization 12 23 40 76 37 70
Psychomotor poverty 13 25 32 60 22 42



group that had untreated psychosis
for more than six months. A scatter
plot of patients who were in remission
compared with those who were not
against duration of untreated psy-
chosis showed that more than 50 per-
cent of the patients in remission had
less than six months of untreated psy-
chosis, compared with 19 percent of
the patients who were not in remis-
sion. The patients who were in remis-
sion also had a significantly greater
change in total positive symptoms (80
percent compared with 44 percent,
t=2.4, df=50, p<.02, two-tailed), real-
ity distortion (79 percent compared
with 48 percent, t=2.0, df=50, p<.04),
and disorganization syndrome (74
percent compared with 11 percent,
t=2.2, df=46, p<.04). The difference
in change in negative symptoms was
not significant. 

Discussion
Patients who were treated in the pre-
vention and early intervention pro-
gram very likely represent a commu-
nity sample of persons who have ex-
perienced their first episode of nonaf-
fective psychosis. We assessed and
treated 85 new cases in the first 20
months of the development of the
program. On the basis of an estimat-
ed incidence of nonaffective psychot-
ic disorders of 15 per 100,000, we
would have expected to assess 97 pa-
tients (15×3.9×1.66) over a period of
20 months in a population of 390,000.
The estimated incidence used for this
calculation is higher than that report-
ed for schizophrenia (ten to 12 per
100,000) (35), because it includes re-
lated psychotic disorders. The charac-
teristics of our sample were similar to
those reported by the Early Psychosis
Prevention and Intervention Center
study, a large community-based pro-
gram of early intervention in psy-
chosis (7,21,26). The large proportion
of patients who were still in treatment
at one year (89 percent) may suggest
a major benefit of the phase-specific
comprehensive approach to treating
patients with first-episode psychosis.  

Nearly half of the patients in the
program were initially treated as out-
patients. Organizational factors such
as the inpatient unit’s being part of
the program, a stated preference for
delivering care to patients while they

are living at home, a strategy of using
low dosages of novel antipsychotics
integrated with phase-specific psy-
chosocial interventions, and the avail-
ability of intensive case management
from the time of the initial assess-
ment, may have helped keep a signif-
icant proportion of patients out of the
hospital for their initial treatment. 

These strategies for reducing de-
pendence on inpatient treatment of
first-episode psychosis, apart from
costing less (36), may also help pa-
tients avoid the trauma and demoral-
ization associated with admission to a
psychiatric unit (37). Our data show
that the initial treatment setting was
not associated with later use of inpa-
tient resources.

A remission rate of 70 percent at
one year, although significantly high-
er than that reported in earlier stud-
ies of first-episode psychosis (38,39),
is comparable to recent reports from
programs specifically designed for
early detection and treatment (22,
40). Even higher rates of response to
treatment were reported in a selected
sample of patients who did not repre-
sent a naturalistic community sample
of first-episode psychosis and who
were treated within a fixed research
treatment protocol (41). The criteria
for remission that we used are very
conservative (global scores of 1 or less
on all SAPS items).

Here we have reported results
from a naturalistic community sample
of patients who were treated within a
clinical protocol, including patients
who had concurrent substance abuse
or who may not have been compliant
with their medication regimens all of
the time. It is unlikely that our find-
ings were biased as a result of the ex-
clusion of 32 patients for whom we
did not have complete data. No sig-
nificant differences between the two
groups were found on several demo-
graphic and clinical measures likely to
influence outcome. 

Eleven of the 16 patients who were
not in complete remission at one year
were treated with clozapine toward
the end of the first year, and nine of
them showed excellent response in the
subsequent three months. These pa-
tients did not necessarily have to meet
criteria for treatment refractoriness,
and clozapine was deliberately intro-

duced as a strategy for reducing
chronicity. It is possible that introduc-
ing clozapine earlier would be benefi-
cial to a substantial number of patients
who show a slow recovery. Although
the nonsignificant differences we
found in the median duration of un-
treated psychosis between patients
who were and were not in remission
and the higher remission rates for
those who had had untreated psy-
chosis for less than six months may
support this suggestion, it was not the
purpose of this study to draw any
causal inferences about the effects of
duration of untreated psychosis. The
relationship between duration of un-
treated psychosis and outcome is like-
ly to be complex and influenced by
possible confounding relationships be-
tween duration of untreated psychosis
and other prognostic indicators (15).

Improvement in negative symp-
toms in our sample, although mod-
est, was independent of change in
positive symptoms and may have
been related to the almost exclusive
use of novel antipsychotic medica-
tions and intensive psychosocial in-
terventions. Delay in treatment be-
yond six months appeared to have a
negative effect on the magnitude of
change—or improvement—achieved
in each of the positive symptom di-
mensions (reality distortion and dis-
organization) but did not significant-
ly influence change in negative symp-
toms. Changes in negative symptoms
may be influenced by longer-term
patient characteristics, such as pre-
morbid adjustment (41,42).

Conclusions
An epidemiological cohort of pa-
tients with a first episode of schizo-
phrenia or a related disorder, when
treated in a population-based treat-
ment program in the community and
given a comprehensive array of novel
antipsychotics in low dosages and
phase-specific psychosocial treat-
ments, appeared to show a relatively
high level of improvement on clinical
measures and retention in the treat-
ment program. Patients who re-
ceived treatment within six months
of the onset of psychosis were more
likely to achieve remission and to
have greater improvement in positive
symptoms at one year than patients
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who entered treatment after six
months. Whether these differences
are related to duration of untreated
psychosis or other variables requires
closer examination. �
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