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Practical Guidelines
FOR FIRST-EPISODE PSYCHOSIS

e a �ly  de t e c t i on

Prodromal symptoms

� Refer patient for psychiatric assessment

� Monitor patient’s progress

� Support and counsel client and family

Emerging psychotic symptoms

� Ask direct but gentle questions about psychotic symptoms

� Refer promptly to a psychiatrist or mental health service for

a more comprehensive work-up

di a g no si s

� Remain prepared to revise the provisional diagnosis

� Consider specialist reassessment 

Wor �i ng  r e l at i on sh i p

� Strive to maintain continuity of care

� Treat the patient as an autonomous adult

� Foster collaboration with the patient in managing the illness

p �a c t i c e  i s su e s

� Maintain a patient register

� Develop management protocols for problems such as missed 
appointments, adherence to treatment

� Ensure multidisciplinary comprehensive assistance to patient
and family

4
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Liaison with mental health agencies

� Maintain communication with the patient’s psychiatrist or 
case manager

Involunta�y admissions

� Work with a mental health team if possible

� First ensure safety of self and others (involve police
only if necessary)

� Use a non-threatening, non-confrontational approach

� Determine whether criteria for involuntary admission 
are present

� Follow procedures of the Mental Health Act - i.e. In order for 
a physician to fill out a Medical Certificate, the physician 
must have examined the patient and be of the opinion the 
patient meets ALL four criteria:

1. is suffering from a mental disorder that seriously impairs the 
person's ability to react appropriately to his or her environment 
or to associate with others;

2. requires psychiatric treatment in or through a designated facility;

3. requires care, supervision and control in or through a designated 
facility to prevent the person's substantial mental or physical 
deterioration or for the person's own protection or the protection 
of others; and

4.  is not suitable as a voluntary patient

� Clearly explain and inform the patient of his or her legal status

� Ensure supervised transport to hospital 

� Sedation may be clinically indicated

5
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Why is Early Intervention Needed?

Numerous studies have shown there is often a significant delay in
initiating treatment for people affected by a psychotic disorder.
These delays vary widely but the interval between onset of psychotic
symptoms and commencement of appropriate treatment is often
more than one year.

As a consequence of these delays, significant disruption can occur at
a critical developmental stage along with the formation of alarming
secondary problems. The longer the period of untreated illness, the
greater the risk for psychosocial disruption and secondary morbidity



I nt r o d u c t i o n

Delayed Treatment 
Can Result In...

� Slower and less complete recovery

� Interference with psychological and 
social development

� Strain on relationships, loss of family and 
social supports

� Disruption of parenting role in young 
mothers/fathers with psychosis

� Disruption of study or employment

� Increased family strain

� Poorer prognosis

� Depression and suicide

� Substance abuse

� Unnecessary hospitalization

� Increased economic cost to the community

Early  Psychosis :   A Guide for  Physic ians 13

Delayed Treatment 
Can Result In...



Stress-Vulnerability 
Model of Onset 

The onset and course of psychosis can be
viewed in terms of a "stress-vulnerability"
model (see Figure 1). Interactions between
a biological predisposition (genetic and 
neurodevelopmental factors) and 
environmental stress can trigger active
psychotic symptoms. 

A positive family history of psychosis and 
particular personality disorders (i.e., schizotypal,
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I nt r o d u c t i o n

Acute Phase

During the acute phase, typical psychotic symptoms emerge.
Positive symptoms such as thought disorder, delusions and halluci-
nations may become predominant. This phase usually continues
until appropriate treatment is initiated.

Hallucinations are sensory perceptions in the absence of an external
stimulus. The most common types are auditory hallucinations.
Other types of hallucinations include visual, tactile, gustatory and
olfactory.1.lfactor





Recovery Phase

With available treatments, the great majority of people recover well
from their initial episode of psychosis.

The recovery process is affected by the treatment environment,
medication and psychological therapies, personality style and factors
within the person's family and social environment. The recovery
process will vary in duration and degree of functional improvement.

Specific issues to be dealt with in the recovery phase include helping
the person and family make sense of the illness experience restoring
self-confidence and facilitating a return to premorbid levels of function-
ing. Problems such as post-psychotic depression, anxiety disorders,
decreased self-esteem and social withdrawal need to be addressed.
Assistance with housing, finances, employment and study may also
be required.
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Others will develop recurring episodes of psychosis, but lead produc-
tive lives between episodes. During the recovery phase, a discussion
of these possibilities should occur with the person and their family.
Guidelines for recognizing and seeking treatment for relapses at the
earliest possible stage should be established as part of the general
focus on patients and family psychoeducation. Definitive prognosis
is not possible.

Summary of First-Episode Psychosis

� A first episode typically occurs in adolescence or early 
adult life.

� It is confusing, distressing and disruptive for the person    
and their family.

� Symptomatic patients often remain undiagnosed and 
untreated for long periods. Failures to initiate treatment 
results from multiple factors (e.g., lack of insight and     
stigma), with delays in recognition representing a critical 
part of the problem.

� Increasing public and professional awareness of the 
symptoms and course of first-episode psychosis assists  
early case detection.

� The first episode usually occurs in three phases- 
prodromal, acute and recovery.

� Early intervention means intervention at the earliest 
sign of positive symptoms.

� Treatment should proceed in the least restrictive 
environment possible. 

21
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� Treatment requires a comprehensive biopsychosocial 
approach and a range of specialist treatments aimed 
at treating the person's primary psychotic symptoms 
and assisting them in overcoming the secondary 
personal and social difficulties that the illness often 
creates. 

� Full symptomatic recovery from the first episode is  
the norm.

E
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Role of the General Practitioner

While the presentation of first-episode psychosis is a relatively low
frequency event, general practitioners have a crucial role to play.

General practitioners are the first point of contact for the majority of
people seeking assistance for their health concerns, whether they
are physical or psychological. 

It is important you be aware of the usual presentations of psychotic
disorders and proficient in performing a preliminary psychiatric
assessment. You also need to be aware of the specialist psychiatric
services available to assist your patients.

The key to early recognition of these disorders is maintaining a high
index of suspicion, particularly when dealing with an adolescent or
young adult with persistent psychological difficulties or deterioration
in personality or behaviour.

If a psychotic disorder is suspected, a “wait and see” approach to
assessment and treatment may not be in the person’s best interest.
Not infrequently, a diagnosis of depression is given (followed by
treatment for depression) because of the pessimism and stigma
attached to diagnoses such as schizophrenia.

Early  Psychosis :   A Guide for  Physic ians 23







Table 1

COMPONENTS OF A MENTAL STATUS EXAMINATION
The Mental Status Examination is a review of psychiatric symptoms.  The following mnemonic may aid
in remembering all of the areas to review.

A B C  S t a m p  L i c k e r

Appearance Note anything unusual in the person’s self-care, dress, 
make-up or belongings.

Behaviour Look for abnormal motor activities, level of activity, eye 
contact, mannerisms and posture. 

Cooperation Note the person's attitude toward the interview.

Speech Look for any abnormalities in rate, tone and ability to express 
and comprehend language.

Thought Assess both form and content. Note whether thoughts are 
connected and logical. Ask about delusions and unusual ideas. 

Affect Note untimely or excessive affect, lack of affective responses to 



Insight and Determine judgement through questions on specific, 

judgement practical issues. Determine the client’s insight into 
symptoms and need for treatment.  Ask about their 
understanding and attitude towards treatments.

Cognitive Consider using a Mini-Mental Status Exam as a screening 

functioning tool for any cognitive deficits.

Orientation - ask about date, place and person.

Memory - ask about memory problems. Note whether the 
person seems to have difficulty recalling either recent or 
remote events.  Give the person a three to five word list and 
ask them to repeat it five minutes later. 

Attention and concentration - note whether the person attends to 
your questions; ask about capacity to attend to a TV show.

Reading and writing - ask about reading ability. Ask the person 
to read several sentences aloud and to write a sentence.

Knowledge base Note whether the person seems to have significant gaps in common 
knowledge.  Ask about significant dates, names of current political 
figures, or recent newsworthy events.

Endings Inquire about both suicidal and homicidal ideation. If any ideation,
do a thorough risk assessment. Ask about plans, intent and lethality 
of method.  Consider factors that increase the risk such as previous 
violence to self or others, drug and alcohol abuse, a recent triggering
event, impulsiveness, severe personality disorders, organic and   
neurological conditions, mood and psychotic symptoms (especially 
command hallucinations). 

Reliability
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Interview Considerations

The interview starts the therapeutic process between
yourself and the person. Therefore, a balance must
be sought between assessment, assistance and rapport.
Failure to develop good rapport is a major cause of
treatment dropout, which itself predicts poorer long-
term outcome.

It is better to ask specific questions about psychosis
than to let it go undetected.  

Obtain collateral information about the person from
their family or others. Explain that you want to find
out further information in order to provide better help.
You are trying to obtain information from others, not
tell them about the patient. Try to get the person to
bring along a family member to an appointment.

The termination of the interview involves discussing
your assessment and management plan and negotiating
proposed treatment, review or referral. Fostering a
collaborative partnership helps to counter the low
self-esteem and demoralization that usually follows
the experience of psychosis.

A s s e s s m e n t



DISCUSSING C
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Family Concerns

The family’s distress, confusion or denial need to be acknowledged.
Dismissing presenting problems invalidates the family's experience
and may foster denial thereby delaying reassessment and eventual
diagnosis and treatment.

Ask the family to describe specific examples of behaviour. 

Assess the degree of change and its duration. 

Gather information about the person’s premorbid 
personality and functioning. 

Clarify the family history including family history of 
psychotic disorders. 

Ask specifically about the behavioural manifestations of
psychosis, such as laughing or talking to themselves, poor
self-care, increased or decreased motor activity, posturing, etc.

Determine the urgency of the situation. If things can wait, encourage
the young person to come in and see you. If the situation seems
serious and urgent, then an outreach assessment should be arranged.

If a home assessment is contemplated, the family has to be consulted.
If there are indications of risk for violence to self or others, enlist
the support of experienced community psychiatric workers.

A s s e s s m e n t
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A s s e s s m e n t

Investigations in 
First-Episode Psychosis

Minimal appropriate investigations should
include a drug screen, general chemistry, com-
plete blood count and urinalysis. The physical
examination and investigations are important
to exclude possible medical and neurological
conditions that may present with symptoms of
psychosis (see Table 2). However, only about
3% of psychoses in the young are attributable
to such medical conditions.

Brain imaging and neurocognitive testing for
intelligence, memory, attention, executive
function, language, visuospatial and motor skills
are helpful if they can be arranged. A good MSE
at least provides some indication of cognitive
functioning.



Table 2

SELECTED MEDICAL AND NEUROLOGICAL CONDITIONS
THAT MAY PRESENT WITH SYMPTOMS OF PSYCHOSIS

DI S E A S E PR E S E N T I N G P S Y C H I AT R I C DI F F E R E N T I A L DI A G N O S I S

S I G N S /S Y M P T O M S
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OTHER MEDICAL CONDITIONS ASSOCIATED

WITH PSYCHOTIC SYMPTOMS

� Cerebrovascular disease; linked to late-onset psychosis

� Multiple sclerosis; especially when many periventricular 
lesions are present

� Huntington’s disease; psychotic symptoms in 5%-10% 
of cases

� Cushing’s syndrome; psychosis occurs in up to 20% 
of patients

� Hyperthyroidism and hypothyroidism

� Porphyria; acute intermittent porphyria and 
porphyriavariegata

� Wilson’s disease
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Referral Issues

Referral for specialist psychiatric assessment is usually
appropriate in suspected or confirmed cases of psychosis.

Even though an assessment in the prodromal phase may
be inconclusive, it is useful. 

"Prodromal" symptoms may not actually signal

psychosis but do suggest a mental health problem

that needs to be addressed.

A positive encounter with a psychiatrist or mental health
team establishes an important contact.  The GP is able to
provide continued support while diagnostic uncertainty
remains by acknowledging problems and helping to
implement any recommendations made by specialist
services.  

If the patient is unwilling to attend a private psychiatrist,
assessment by a community mental health service or
mobile psychiatric assessment team may be possible.
Depending on the person's difficulties, available social
supports and the assessment of possible risks to the 
person or others, outpatient treatment or home-based
treatment may be a viable option. At other times, close
monitoring of the patient by the family may be an option. 

A s s e s s m e n t



Hospitalization

Some people will require hospital admission for treatment or assessment. Hospitalization may be
indicated if there are insufficient social supports for home treatment, or a period of observation
may be needed for adequate assessment. It is important to ensure that transport to hospital and
the admission itself, is also handled with care. Patients often experience a considerable degree
of shame and distress if their hospitalization is violent and coercive. Frequently the person will
accept the recommendation to be hospitalized.  

A person who refuses hospitalization may be admitted involuntarily because of risks to the 
person's health and safety or for the protection of members of the public. The person does not
have to be assaultive to self or others.  

According to the Mental Health Act in British Columbia (1999), there are three methods of
arranging for involuntary admission:

1. through a physician's Medical Certificate (preferred method)

2. through police intervention

3. through an order by a judge

In order to fill out a Medical Certificate, the physician must have examined the person and be of
the opinion that ALL four criteria are met:

1. is suffering from a mental disorder that seriously impairs the person's ability 
to react appropriately to his or her environment or to associate with others;

2. requires psychiatric treatment in or through a designated facility;

3. requires care, supervision and control in or through a designated facility to 
prevent the person's substantial mental or physical deterioration or for the 
person's own protection or the protection of others; and

4. is not suitable as a voluntary patient
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Guidelines
Medication and other treatment strategies are outlined in several
publications including the Canadian Guidelines for the Treatment
of Schizophrenia and the Australian Guidelines for Early Psychosis.

Initiating Treatment

Once it is decided that further assessment or treatment is required,
all options should be presented to the person and their family.

Because the diagnosis of most psychotic disorders requires a certain
duration, it is best to avoid the early use of specific diagnoses.
Focus on assisting with the presenting problems. Patients are more
likely to be receptive to obtaining assistance for concrete problems
(e.g., confusion or sleep difficulties) while you 'check things out
further'. By using this approach, patients can be encouraged to
accept help in the early stages of psychosis. Additional education is
ethically and therapeutically indicated before a substantial period 
of time has elapsed.

There is a growing recognition that the treatment approach required
for a person with a newly diagnosed psychotic illness is different to
the approach suitable for long-standing illness. One clear example
of this difference can be seen in the area of psychopharmacological
treatment.

Tr
ea

tm
en
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PHARMACOLOGICAL
INTERVENTIONS

Antipsychotic Free Period

It is becoming common practice in first-episode psychosis, to provide
an antipsychotic free period of several days. Any agitation, irritability
or insomnia can be managed by the use of a long acting benzodiazepine.

This period gives physicians a chance to assess the person more
closely to exclude more transient psychoses (such as a drug-
induced psychosis). It also allows an opportunity to build up trust
and rapport.

Pharmacotherapy Options

Consultation with specialists familiar with antipsychotic use in early
psychosis is advised.

A person experiencing a first-psychotic episode is typically very
sensitive to the pharmacological effects of these drugs and susceptible
to side effects.

Antipsychotic drugs should only be chosen after considering their
relative side effects.  In general, low potency drugs are more likely
to produce sedation, postural hypotension and anticholinergic side
effects while high potency drugs produce more extrapyramidal
side effects.  

T r e a t m e n t



For first-episode cases, it is essential to start any
antipsychotic medication at very low doses to
minimize side effects. Side effects contribute to poor
compliance. It is important to be patient with the
"start low – go slow" approach to treatment with
antipsychotics. Full remission takes time, but will
occur in the majority of cases. Overall, around 60%
of persons will respond by 12 weeks and another
25% will respond more slowly.  Low doses are 
generally effective in treating psychotic symptoms
in this population.

The adjunctive use of a long acting benzodiazepine
over the first few weeks allows for sedation and
control of agitation, until the antipsychotic starts
having its full effect. In addition, the prophylactic
use of anticholinergic drugs, such as benztropine,
to protect against possible extrapyramidal side
effects is also common. These are then gradually
discontinued over the following weeks, unless
extrapyramidal side effects remain a problem.

The advent of atypical medications is especially 
pertinent to first-episode cases because of their low
propensity to generate extrapyramidal side effects.
This decreases the need for anticholinergic drugs,
which themselves produce adverse physical and
cognitive side effects. The newer atypical antipsychotics
are frequently used as front line medications
because of their favourable side effect profiles.
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t r e a t m e n t   

Cognitive Therapy

Cognitive therapy is a structured psychotherapy directed toward
solving current problems by modifying distorted thinking and
behaviour. It assumes that thoughts, beliefs, attitudes and perceptual
biases influence emotions and behaviour. Realistic evaluation and
modification of thinking produces improvement in mood and
behaviour.  

Cognitive therapy may be used to treat non-psychotic symptoms
and adjustment issues (e.g., depression, anxiety, substance abuse)
in patients with early psychosis. It is increasingly recognized to be
of benefit in treating the positive symptoms of psychosis. It can be
particularly useful for young people, as it offers a way of examining
alternative explanations for delusions or fixed ideas before they
become entrenched.

Coping Skills and Stress 
Management Approaches

Stress management approaches help people develop coping strategies
and reduce vulnerability to stress-induced relapse. 

Stress management also teaches people to monitor stress, recognize
potential warning symptoms and modify the stressor by adjusting
their environment or behavior.



Summary of Strategies 
for Early Intervention

1 General practitioners can play a pivotal role in ensuring
early detection and intervention for psychotic disorders.
The key is to maintain an index of suspicion.

2 Develop rapport, discuss confidentiality, reduce tension
and take time. Family concerns should be addressed.

3 Use a framework to assist the assessment. Describe specific
symptoms and behaviours in your documentation.

4 Inquire systematically about psychiatric syndromes and
ask specifically for prodromal changes and psychotic
symptoms.

5 Assess for potential to harm self or others.

6 Obtain collateral information, particularly from the
person's family or living companions.

T r e a t m e n t
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7 Perform physical examination and appropriate           
investigations.

8 Seek specialist psychiatric assistance if psychosis
is overt or suspected.  

9 If involuntary hospital admission seems necessary,
the BC Mental Health Act should be consulted.

10 An antipsychotic-free period allows clinicians to
observe symptoms and rule out more transient
psychoses.

11 The "start low - go slow" approach to treatment
with antipsychotics should be used.

12 Non-pharmacological treatments are beneficial
and should not be neglected.

13 Assertively follow up patients if they do not attend.
Keep in contact with their family.

t r e a t m e n t   
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