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KEY POINTS

� The evaluation of the first presentation of psychosis is extensive and can take place over
time; it necessitates a rule out of any non-psychiatric medical conditions.

� The shorter the duration of untreated psychosis, the better the prognostic outcomes for
young people, emphasizing the need for early intervention.

� Coordinated specialty care is an evidence-based, person- and family-centered, approach
that helps young people navigate their first episode of psychosis.
BACKGROUND

As we know, there is current pediatric mental health crisis occurring in this country.
While this current conversation is timely and critical, those with themost severe mental
illnesses have historically been in crisis, without adequate treatment, being marginal-
ized from the health care system and society at large. Data from the Nationwide Emer-
gency Department Sample database show that emergency department visits for
mental health issues rose by 60% and self-harm visits rose by 329%. Young people
with psychosis are presenting in crisis states as well. A 2023 article in JAMA Pediatrics
reported that young patients with psychotic disorders were 42% more likely to revisit
the emergency room (ER) than their peers with suicidal ideation. However, psychosis
still remains a highly stigmatized and misunderstood condition.
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Psychosis is a psychiatric symptom, broadly defined as loss of touch with reality
and can include changes in perception, misinterpretation of the environment, and
cognitive processing difficulties.1 Three in 100 will experience psychosis in their life-
times, often first in adolescence and young adulthood, and can be the onset of serious
mental illnesses like the schizophrenia-spectrum disorders.2 Over the last 3 decades,
we have seen a dramatic shift toward comprehensive treatment of the first episode of
psychosis (FEP) in efforts to change the trajectory for those suffering with historically
what have been the most devastating of mental illnesses. Furthermore, research has
shown that the longer duration of untreated psychosis (DUP), the worse the functional
and clinical outcomes, contributing further to a shift in the landscape of care for FEP.3

Schizophrenia-spectrum disorders are burdensome and costly for individuals and
health care systems globally. The World Health Organization estimates direct costs
including medical, non-medical, hospitalization, prescriptions, and outpatient care
associated specifically with schizophrenia in Western countries, ranges from 1.6%
to 2.6% of total health care expenditures, accounting for 7% to 12% of the gross na-
tional product.4 Indirect costs including productivity losses related to morbidity and
premature mortality, caregiver burden, incarceration, contribute to 50% to 85% of
the overall costs associated with schizophrenia spectrum disorders.4

This article aims to: (1) describe the evolution of FEP approaches; (2) define a model
of multidisciplinary care; (3) identify challenges and limitations; (4) discuss the unique
challenges for those first experiencing psychosis; (5) identify strategies to expand
early psychosis interventions.
From the medical standpoint, the differential diagnosis and initial medical work-up

for the first presentation of psychosis is extensive and takes place over time, as out-
lined by Skikic in an article outlining the full medical work-up.5 It is critical to ensure
that psychosis is not related to a non-psychiatric medical condition. Becoming familiar
with this protocol is critical. The remainder of the article will be focused on treatment of
FEP in those with schizophrenia-spectrum disorders.
EVIDENCE FOR EARLY PSYCHOSIS INTERVENTION

Landmark research out of Dr Patrick McGorry’s Australia Early Psychosis Prevention
and Intervention Center Study showed that engaging FEP patients in robust, multi-
disciplinary clinics could reduce the critically important DUP and improve symptom-
atic and functional outcomes.6 McGorry’s success inspired a specialization in FEP
globally. Denmark launched the OPUS trail, Norway launched TIPS, and the United
Kingdom Department of Health committed to early psychosis not only from the clinical
standpoint, but from the policy approach, making early psychosis a priority.
The United States (US) followed suit in the exploration of early psychosis interven-

tion. The first FEP clinics in the US began in Oregon and Maine, starting in 2000 and
2001, respectively, and North Carolina, Connecticut, and California quickly followed
suit.3 In 2013, with funding from the National Institute of Mental Health (NIMH), the Pro-
gram for Specialized Treatment Early in Psychosis (STEP) at Yale University conduct-
ed the first US randomized trial of a team-based model of care, including medication
management, individual therapy, family psychoeducation, and psychosocial skill
building. This trial demonstrated effectiveness of a team-based model of care in a
public-sector setting.7

Following the STEP trail, the Recovery After an Initial Schizophrenia Episode initia-
tive, (RAISE), a large cluster randomized NIMH-funded study, was implemented
across 21 states with variable funding models. RAISE demonstrated feasibility of
the specialized approach, better outcomes than treatment as usual, best outcomes
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in those with shorter DUP, and cost-effectiveness.8 This multi-disciplinary approach,
referred to as coordinated specialty care (CSC) here in the US, has now shown for over
a decade that outcomes are improved when compared to care as usual.3 These out-
comes include improving psychotic symptoms, reducing hospitalizations, reducing
depressive symptoms, and increasing engagement in school and work.7,9 Meta-
analysis shows comprehensive care is superior to treatment as usual10

EXPANSION OF EARLY INTERVENTION SERVICES

As the evidence for this approach grew, policy changes followed, helping to support,
both programmatically and financially, the shift in management of FEP from predom-
inantly routine outpatient care to the CSC model. In 2014, policy changes were made
on the national level, with 5% of community mental health services block grants ear-
marked to fund early intervention programs. This was later increased by 10% in 2016.
As a result, over 15 years, the number of clinics has grown from 12 in 2008 to an esti-
mated 381 clinics in 2022 with CSCs now existing in 51 states and all US territories.11

CSCs are team-based programs that rely on evidence-based treatments demon-
strated in the STEP and RAISE trials, to reduce symptom burden, improve overall
functioning, increase engagement in treatment, school, and/or work and provide sup-
port and education to the first episode patient and family. How this is accomplished
varies from program to program. State-wide programs have been developed, such
as in New York, Oregon, and Washington, while in other areas, programs can vary
from county to county.11 CSCs typically serve teens and young adults who are expe-
riencing their first psychotic episode, with DUP typically of less than 2 years. Themulti-
disciplinary team consists of psychiatrists, therapists, nurses, case managers, and
often peer support specialists and addictions counselors. While programming can
vary, the NIMH has 5 recommended core activities for CSC’s: psychotherapy (cogni-
tive or behavioral), medication management, family education and support, service
coordination and case management, and supported employment and education
and approximately 90% of FEP programs include these 5 components.12

COMPONENTS OF EARLY PSYCHOSIS INTERVENTION TEAMS

The core components of CSC care are not unique to the field of mental health; how-
ever, they are strategically brought together in a team-based approach, with the com-
mon goal of appreciating and supporting the enormity of what a young person and
their family are facing when first experiencing psychosis. Given the importance of
initial engagement in treatment to reduce DUP and get best outcomes, this person
and family-centered approach is critical and relies heavily on rapport building. Each
component of care is developmentally informed, oriented to promote recovery, and
instill hope. An example of the components of care in a CSC service in New Orleans,
Louisiana is provided as follows in Fig. 1. A case example is outlined in Box 1.

Medication Management

Shared decision-making principles in medication management are essential. Young
people entering FEP care are often antipsychotic-naı̈ve. This may be their first expe-
rience with medications therefore increasing the chance of a positive experience can
impact their long-term attitudes toward medication. The FEP population is more
sensitive to side effects of antipsychotic medications. Lowering side-effect risk is
important because experiencing side effects increases the risk for non-adherence.
Non-adherence then increases the risk of relapse. Atypical antipsychotics are
frequently used in this population but often require very low doses, typically half of



Fig. 1. Components of care in a CSC service in New Orleans, Louisiana.
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doses recommended for those with multiple psychosis episodes. Several expert orga-
nizations (Navigate, National Institute for Health and Care Excellence [NICE]) have
made recommendations and guidelines for prescribing antipsychotics. All agree that
monotherapy is the goal, with a tolerable side effect profile, with the lowest dose
needed for remission. It is also of note that symptom reduction takes time, with 4 to
6 weeks considered an adequate trial; however, improvements in symptoms being
seen as far out as 16 weeks with no dose change. Medications such as olanzapine
with high risk of weight gain and metabolic syndrome are discouraged for the FEP
population. Clozapine is recommended after failing 2 trials of atypical antipsychotics.
Long-acting injectable antipsychotics are encouraged early in treatment due to con-
venience and reducing risk of relapse.
The goal of medication management is sustained remission of symptoms for at least

1 year. Some studies have described a ‘controlled wean’ of medication being suc-
cessful in certain patients after 1 to 2 years of antipsychotics13; however, there is
also evidence that longer periods of medication management after the initial episode
before discontinuation can be protective against poor long-term outcomes and that
medication discontinuation can increase risk of relapse regardless of time of treat-
ment.14 There is no expert consensus on the relationship between the timeframe for
antipsychotic treatment and the risk of relapse. Multiple factors should influence the
prescription of antipsychotics and when combined with psychosocial supports, pa-
tients are often able to sustain recovery. For example, those who do not meet criteria
for schizophrenia, that have early functional recovery, and that have strong social sup-
ports, may be ideal candidates for discontinuation.13

Individual Psychotherapy

Psychotherapy approaches within the FEP clinic are variable given the level of expe-
rience and expertise amongst therapists, therapeutic preferences, and the dynamic



Box 1

The intersection of first episode psychosis and systemic racism

The Early Psychosis Intervention Clinic New Orleans (EPIC-NOLA) is a CSC clinic that provides
treatment to young people, typically between the ages of 16 to 25 year old, experiencing their
FEP. In this case study, we will learn about Thomas, a 24-year-old African American male, who
presented to our clinic after hospitalization for his FEP which occurred during his third year of
college and was preceded by chronic cannabis use, several depressive episodes, micro- and
macro-level trauma, and a family history of psychotic disorders.

Thomas was raised in an intergenerational household by a single mother and his grandmother;
he lived with grandma, siblings, and niece in a working class, primarily African American neigh-
borhood, in New Orleans. Thomas communicated and was engaged with his father whom his
visited during the summer when he was young. Thomas loved sports, played basketball, and
had friends.

Thomas started getting into trouble in middle school when his mom was diagnosed with
schizophrenia. He started smoking weed and hanging out with people who were doing drugs.
Thomas was in high school for only 2 weeks when Hurricane Katrina decimated New Orleans
and he and his family were forced to evacuate to and live in Mississippi temporarily. In Missis-
sippi, Thomas sold drugs to buy back what he lost during Katrina. He felt out of place, alien-
ated, and discriminated against. He attended 5 different high schools in Mississippi and then
landed at the 2ndworst school in NewOrleans upon returning home.Without anyone to guide
or advocate for him, he paid out of pocket and scored a 24 on the ACT, graduated high school
and enrolled in Southeastern University where he thrived initially. He began spiraling in his
third year, with increasing substance use, increase in irritability, loss of focus, and increasing
paranoia. He was hospitalized in New Orleans for severe psychosis and was discharged to
EPIC-NOLA for outpatient care.

Thomas has remained engaged with EPIC-NOLA for more almost 7 years and his recovery has
included peaks and valleys; graduations and hospitalizations; and intimacy and debilitating
drug use. At present, Thomas is sober, mood stable, and medication complaint; he starts law
school this fall.

Thomas’ story is not unique. Poverty, trauma, genetic history, and the environment contribute
to one’s risk for developing psychosis. Thomas meets all the risk factors for psychosis. These risk
factors are embedded in systemic racism that persists in the US and is perpetuated in the South.
In the context of psychotherapy for psychosis, Thomas has been able to identify the ways in
which systemic racism, stigma, and low expectations of him as a Black man from a poor com-
munity, have perpetuated self-sabotage and created barriers to his success.

This case study also underscores the need for better monitoring of young people who are at
CHR for developing psychosis and systems such as education and pediatric medicine that speak
to each other when they detect a change in functioning in young people who are CHRs.

We must reduce the DUP and get young people into specialized care sooner. The average DUP
in the US is 72 weeks. This is unacceptable. Once young people engage in treatment and gain
traction in their recovery, wemust continue to care for them and not discharge them from care.
Decades of data show that discharge from specialty care is a disservice to patients. When cul-
tural responsiveness is a part of continuous care, young people such as Thomas can recovery
and pursue their dreams.
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nature of psychosis and recovery. Cognitive Behavioral Therapy for Psychosis (CBTp)
is the cornerstone of many programs and is an evidence-based talk therapy that
makes connections between thoughts, behaviors, and emotions to reduce the
distress associated with the symptoms of psychosis and ultimately, to improve func-
tioning.15 CBTp can be offered in various forms; full CBTp includes 16 or more one-to-
one sessions over at least 6 months by a CBT therapist trained in formulation driven
CBTp; CBTp-informed interventions provided by a provider who is not fully trained
in CBTp; and targeted CBT interventions focused on specific mechanisms.15
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Individual Resiliency Training (IRT) is a modular-based, psychosocial treatment for
individuals recovering from a first episode of non-affective psychosis. IRT is designed
to treat individuals diagnosed with schizophrenia, schizoaffective disorder, and schiz-
ophreniform. This psychosocial treatment aims to promote recovery by identifying in-
dividual strengths and resiliency factors, enhancing illness management, and teaching
skills to facilitate functional recovery16

Emotional distress plays a significant role in the development and experience of
psychosis. The exploration of emotion and its connection to the psychotic experience
is crucial to understand and emotion regulation is an important part of the therapeutic
process and recovery from psychosis. Skills to mitigate emotion dysregulation can be
effectively built in the context of group work such as the Managing Emotions Group, a
dialectical behavior therapy-inspired group for people experiencing psychosis.
Theory-building and narrative approaches can also be effectively used to support
the role of emotion in psychosis.17 Attachment theory has established links between
a positive staff-patient rapport and enhanced emotion regulation.
Psychotherapy for psychosis, an approach evolved by Dr Michael Garrett, inte-

grates CBT and psychodynamic psychotherapy to support individuals in their recov-
ery from psychosis. The CBT part of the approach helps people to identify “cracks” in
their delusional thoughts while psychodynamic psychotherapy works in the direction
of meaning making.18 Meaning can be gleaned when there is a better understanding of
the emotional context of dynamic conflict and how the emotional distress or trauma
related to that dynamic conflict has contributed to an episode of psychosis. The psy-
chotherapy for psychosis approach is trauma-informed, which is essential as the rela-
tionship between psychosis and trauma is complex. Research suggests that people
with co-occurring trauma history experience more intense symptoms and have worse
outcomes than those without a trauma history. The research simultaneously supports
that trauma can be a consequence of the FEP.19

Family Psychoeducation

Including the patient’s identified family is a key to the comprehensive approach to FEP
and the primary goal is providing reliable psychoeducation. The main topics covered
include education about psychosis, processing the psychotic episode, developing a
wellness plan, psychosocial interventions aimed at reducing stress, effective commu-
nication, dealing with negative feelings, and coping with symptoms.16,20 Family psy-
choeducation around stress reduction and effective communication are specifically
important given that high expressed emotion in patient’s families is a known risk factor
of relapse in schizophrenia.21

Research has demonstrated that family psychoeducation is essential to an individ-
ual’s recovery; however, the rates of family participation in FEP programs are low.22

Different modalities for providing family interventions have been explored to increase
participation and engagement, ranging from individual family sessions to multi-family
groups. Innovative programs expand the role of peer support to include family mem-
bers with lived experience are promising. Including significant others, friends, and
other patient-identified supports are the keys, given that everyone’s support system
is unique and often deviates from the ‘typical’ western family unit.

Supported Education and Employment

Returning to work or school is crucial to an individual’s recovery. In the evaluation pro-
cess for FEP, one is assessing where the individual fell ‘off track’ in their school or work
trajectory in relation to psychosis onset. This is an important point to identify because
in the treatment planning, helping the individual get back ‘on track’ is a main goal.
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Supported education and employment was a core component of the initial RAISE
trial in the US; it remains a core component of CSC for FEP. A supported employment
and education (SEE) specialist helps clients identify or develop and pursue personally
meaningful goals related to education and competitive employment.16,20 SEE special-
ists often help with a range of support from resume building to helping with financial
aid applications to securing volunteer opportunities. Additionally, assisting with
educational pursuits is part of this role. This can include facilitating meetings with
teachers, assisting with getting academic accommodation in place to support
learning, and even managing when there is need for medical withdrawals due to illness
relapse.

Peer Support Specialists

Peer Support Specialists are individuals with lived experience of recovery from a
mental illness, often psychosis, that are CSC team members who in many cases
are age peers of clinic patients.23 Peer Support Specialists utilize their own stories
of recovery to help individuals with FEP navigate the challenges experienced. They
can also support individuals with reintegration into community settings, social cogni-
tion in social settings, and with some of the employment and education tasks that
SEES specialists work on.24 Some CSC teams have both a SEES specialist and a
Peer Support Specialist while other teams have Peers filling both roles. Additionally,
Peer Support Specialists can provide case management services.
The clinical treatment team truly represents the ‘coordination’ of specialty care for

FEP, with each discipline relying on the other to support the goals of a treatment
plan. For instance, if a patient is experiencing side effects from a medication and feels
uncomfortable telling their psychiatrist, their peer support specialist may share their
lived experience of medications and attend the psychiatry visit with the patient to pro-
vide support. Communication between teammembers is critical and includes not only
treatment teammeetings, but each teammember being easily accessible to the rest of
the team for issues that arise over time. Each team member brings a unique ‘lens’ to
the team, which contributes to a diverse and evolving formulation and treatment plan.
Ultimately, the treatment team leader is the patient with their unique needs serving as
the guide of treatment over time.
CLINICAL HIGH-RISK FOR PSYCHOSIS

In addition to early identification and treatment of psychosis, efforts have been made
to capture patients during the ‘at-risk’ for psychosis period with hopes of delaying or
preventing symptom onset. These patients will often present with subtle changes in
thinking, perceptual experiences or affect. The symptoms can appear psychotic,
but due to a reduced frequency, duration, intensity, or intact insight, do not cross
the level of psychosis and have been called attenuated symptoms.25 These patients
have also been defined as “clinically high risk” (CHR) or as having an “at-risk mental
state.” Not all patients who present as CHR will convert to a primary psychotic disor-
der. Research has varied, but a metanalysis from Salazar de Pablo and colleagues,
estimated the risk of CHR individuals developing psychosis to be 25% at 3 years
and up to 35% at 10 years.26 Unfortunately, exact prevalence rates are not known
as these individuals are not often identified at an early enough stage by family or med-
ical providers. For those that are identified their first point of contact is most often the
primary care physician.27

To help aid in the identification of CHR or several screening and diagnostic tools
have been developed. The Structured Interview for Prodromal Syndromes (SIPS) is
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one such instrument, developed by the Prevention through Risk Identification, Man-
agement, and Education (PRIME) prodromal research team at Yale University28 The
SIPS is a structured diagnostic interview used to diagnose prodromal syndromes. It
is multi-layered and utilizes a combination of interviews, checklists, and question-
naires that examine prodromal symptoms, family history, and overall functioning.28

While the SIPS remains a vital tool, there are barriers to its use including training/cer-
tification required to administer the SIPS and the time needed to complete it. There are
several less intensive screening tools, including the Prime Screen, which was devel-
oped by the creators of the SIPS. It is a 12-item questionnaire that assesses positive
symptoms and can be completed by the patient in minutes. Utilization of a brief
screening questionnaire with follow-up for positive individuals with the SIPS has
been shown to be an effective and efficient way to screen for prodromal illness29,30

The MiniSIPS has also been developed to capture Attenuated Psychosis Risk Syn-
drome. While this tool is easier and faster to use, limitations include a lack of granular
detail surrounding the onset and evolution of perceptual disturbances, both of which
are clinically helpful for supporting young people at risk for developing psychosis.

A DEVELOPMENTAL LENS TO UNDERSTANDING PSYCHOSIS AND CLINICAL HIGH-
RISK STATES

In order to accurately diagnose CHR-states and FEP, we must understand the individ-
ual’s life trajectory prior to onset of symptoms from a biopsychosocial standpoint and
how experiences throughout life could impact and influence psychosis onset.
Population-based data demonstrate that childhood psychosocial adversity is linked
to trauma31 and in turn, there is increasing evidence to support trauma as a risk factor
for psychosis development but also that psychosis can be traumatic itself.19,32 Specif-
ically, exposure to multiple adverse childhood experiences (ACES) increase the risk of
developing chronic and severe mental illnesses such as schizophrenia spectrum dis-
order29; exposure to any ACES can increase psychotic like experiences (PLEs) in
childhood and adolescence.33

IMPACT OF ADVERSE CHILDHOOD EXPERIENCES ON PSYCHOSIS ONSET

A study by Karcher and colleagues34 underscored that specific ACEs are more
strongly associated with PLEs; these include bullying, financial adversity, and witness-
ing domestic and traumatic grief. Conversely, PLEs such as suspiciousness, grandi-
osity, and perceptual abnormalities may be more strongly associated with ACEs.
Karcher and colleagues emphasize the need for clinicians to use evidence-based as-
sessments to determine the presence of trauma and, in the presence of trauma to use
trauma-informed interventions that address PLEs with the goals of reducing internal-
izing symptoms.35

THOSE WITH TRAUMA HISTORY AND PSYCHOSIS AS A TRAUMA

In addition to trauma history, there is recognition of the traumatic nature of the FEP
and the long-term impact that trauma has on one’s sense of the self and the world.36

A systematic review and metanalysis conducted by Rodriguez and Anderson37

demonstrated that on average, 1 in 2 people experiences post-traumatic stress disor-
der (PTSD) symptoms and 1 in 3 experiences full PTSD following the first psychotic
episode. Further studies have found depression to be consistently associated with
psychosis-related PTSD and that despite ambitious efforts in the field to use
trauma-informed care when working with people in recovery from FEP, there has
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been minimal reduction in psychosis-related PTSD necessitating further research.38

While there are no epidemiologic studies of prevalence of PTSD amongst Black, Indig-
enous and people of color (BIPOC) children, the literature implies that the prevalence
of traumatization and trauma-related disorders among minority youth is higher than in
white populations39 making BIPOC and minority youth more vulnerable to psychosis.

UNIQUE ISSUES FACED BY BLACK, INDIGENOUS AND PEOPLE OF COLOR
COMMUNITIES

Adverse childhood experiences and trauma are relevant to the history of schizo-
phrenia diagnosis amongst African Americans in the US. African American men
were transferred from Civil Rights protests, as well as from the military and prison sys-
tems during the Civil Rights Era. Metzl chronicles the singular diagnosis of schizo-
phrenia given to these new patients at a Michigan state psychiatric hospital. He ties
their presenting symptoms to political trends and racial tensions around the US in
the 1960’s and 1970’s. Metzl’s book, The Psychosis Protests, underscores the reality
that mental stress and provider patient relationships are impacted by macro level is-
sues, influence diagnosis and perpetuate health disparities.
The historic roots of biased diagnosis are perpetual in the current context of psy-

chosis. BIPOC youth are at higher risk of being diagnosed with a psychotic disorder.
A recent study conducted by Michael’s and colleagues40 explored racial disparities
amongst CHR and first episode youth. Black participants (43%) made up the largest
ethnoracial group and were overrepresented as compared to their representation in
the US population. This finding has been replicated in multiple settings, including in
a retrospective chart review of ER visits by Muroff and colleagues,41,42 which showed
that Black and Latino youth were more likely to be discharged with a psychotic or
behavioral (ie, attention deficit hyperactivity disorder, oppositional defient disorder)
disorder and less likely to be diagnosed with a mood or substance use disorder.
Research on adult patients has further established this trend with Black patients
more likely to be diagnosed with schizophrenia in ambulatory and state hospital set-
tings.43,44 A recent review completed by Schwartz and Blankenship45 found that Afri-
can American/Black patients and Latino American/Hispanic patients were more likely
to be diagnosed with a psychotic disorder when compared to Euro-American/White
patients at the rates of 3 to 4 times and 3 times more likely, respectively. The increased
diagnoses of schizophrenia among BIPOC individuals represents bias amongst pro-
viders, misunderstanding of an adaptive and protective mistrust toward the health
care system, and the likely underdiagnosis of mood and substance use disorders.
Research has also demonstrated that even after diagnosis, Black patients are more

likely to be referred to other providers, less likely to receive medication and less likely
to receive treatment with Clozapine, the only medication approved for refractory
schizophrenia.12,46 While addressing these inequities will require change on a sys-
temic, institutional, and individual level, there are several steps physicians can take
to improve, including acknowledging racism within the health care system and its
impact on patients, raising awareness of culturally relevant factors, following practice
guidelines and protocol for all patients, and advocating for antiracist practices.47

CURRENT LIMITATIONS TO EARLY PSYCHOSIS INTERVENTION

Estimates from 2021 report that only 24,000 individuals were admitted to CSC pro-
grams in the US despite the, on average, 100,000 new cases of first episode psychosis
per year.11 Many programs have strict criteria, so individuals who have very early
onset psychosis, age less than 13, would be ineligible as 71% of CSC programs
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have a minimum age of 15 or 16,12 despite being at higher risk for poor outcomes.
Some programs do not accept those with psychosis associated with affective disor-
ders. Finally, individuals with autism and intellectual disability, who are often at higher
risk for psychotic symptoms, are often excluded due to difficulties participating in
therapy programming.
While there is robust evidence for CSC and an exponential increase in CSCs, over-

all, access to CSC care remains challenging. Several states have launched hub-and-
spoke models for FEP care those aim to bring services into under-resourced and rural
communities. ON TRACK New York, EASA in Oregon and the PIER Program in Maine
have successfully expanded home and community-based services for FEP across
their states to serve hard to reach populations. Not all states have the capacity for a
hub-and-spoke model or funding to support home and community-based care.
Funding is also a limitation when considering up-front costs to establishing an FEP

clinic. Fee-for-service billing does not cover all core elements of CSC for FEP and
reimbursement for services is inconsistent across states and insurers; this hinders
development of a sustainable model-of-care. In 2023, The Center for Financing Re-
form and Innovation estimated the costs of CSC in the US to range from $1054 to
$1653 per person per month. International studies support early psychosis interven-
tions and reveal cost-effectiveness in more than 90% of clinical cases. A reduction
in utilization of expensive services such as inpatient hospitalizations is the biggest
cost savings measure.
Clinically, young people are recovering from their FEP while receiving CSC care but

are losing those clinical gains once discharged. The majority of CSC programs in the
US sees patients for 2 to 3 years and then discharge them. Time-limited services are a
limitation to recovery. The OPUS 20-year follow-up study, the longest follow-up study
of young people receiving early interventions for first episode psychosis, demon-
strated no differences between 2 years of CSC versus treatment as usual at 20 years.
We must find a way for young people to sustain the gain associated with CSC over the
course of their lives. Continuity of care at FEP clinics is one way to sustain gains but
the same funding challenges remain an issue. In October 2023, the Centers for Medi-
care andMedicaid Services issued billing codes for CSC; these codes have the poten-
tial to provide better reimbursement and for clinics to see patients longer. How these
codes will be disseminated and implemented by individual states remains to be seen.
STRATEGIES TO IMPROVE EARLY DETECTION OF PSYCHOSIS

Although there has been considerable attention to early psychosis intervention in the
mental health profession, the integration of early detection of psychosis in primary
care fields is lacking. Considering a biopsychosocial framework, we can consider imple-
mentation of strategies to detect psychosis earlier within each domain to enhance early
detection. A first significant step toward early detection is documentation of familial psy-
chiatric history in an intentional way. Genetic risk for schizophrenia is complex and not
well-understood. However, we know there is a polygenetic risk, complex epigenetic in-
teractions, and estimates of heritability of schizophrenia are as high as 80%.47

Documenting family history goes beyond a simple yes/no question. Many families
are reluctant to answer due to stigma, or uncertainty of the actual diagnosis. Primary
care inquiring about and documenting family history of severe mental illness is critical.
Those identified as having family history could be monitored more closely for early
warning signs, families provided psychoeducation on risk and identifying early warn-
ing signs and minimizing avoiding or minimizing that child’s exposure to risks for psy-
chosis (ie, enhanced education about risk of cannabis and psychosis).
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Implementation of screening tools described earlier (Mini-Sips, PRIME Screen) in
the at-risk populations would be a significant step toward early detection.
Screening for psychosis in a variety of settings, not only the health care space, but

also would increase reach, for instance, in high school and university settings.

SUMMARY

Given the robust responses and positive outcomes of quality early psychosis interven-
tion, we can change the trajectory for those with the most serious mental illnesses.
Most FEP program referrals are from inpatient psychiatric hospital referrals, reflecting
the reality that early psychosis symptoms are potentially being missed leading to
acute escalation of symptoms. To put this into context, the average DUP in the US
is 72 weeks, therefore health care practitioners and others involved in the lives of youth
and young adults have well over a year to identify signs concerning psychosis. We are
obligated to see psychosis as a critical symptom to identify, as early as possible, in
order to ensure young people have the best chances for quality lives. This is the
same approach that would be taken in other medical illnesses.

CLINICS CARE POINTS

� Screening for early warning signs of psychosis during childhood and adolescence is essential
especially in those with family history of serious mental illness.

� Urgent referral to a specialized early psychosis intervention program is important.

� Early identification of psychosis is protective for patient outcomes.

� Antipsychotics should be utilized in a conservative fashion.

� There are many evidenced-based psychotherapy options for those with first episode
psychosis.

� A biopsychosocial approach to assessment of psychosis is essential.

� BIPOC communities face unique challenges in their pathway to care for first episode
psychosis that must be addressed by clinician.

� Trauma and adverse child experiences can influence onset and course of psychosis.
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