
Early Intervention in Psychosis in Young People:
A Population and Public Health Perspective

Over the past two decades or

more, the creation of early in-

tervention services (EIS) for

psychoses has been regarded

as one of the most significant

developments in the reform

of mental health services. The

development of EIS is based

on evidence of their superior

effectiveness on multiple do-

mains compared with regular

care and the well-established

relationship between delay in

treatment of psychosis and

outcome.

The benefits of EIS may,

however, be underutilized be-

cause of a patchy implementa-

tion even within high-income

countries, low attention to ac-

tively reducing delays in treat-

ment, inadequate knowledge

about the length and dose of

EIS required, and a lack of a

population perspective in re-

search and service planning.

In this commentary, we of-

fer some suggestions of how

to address these challenges.

(Am J Public Health. 2019;

109:S181–S184. doi:10.2105/

AJPH.2019.305018)
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Public health, including
mental health, refers to “the

science and art of preventing
disease, prolonging life and pro-
moting health.”1(p30) Here, we
discuss the current status of young
people with psychotic disorders
and the opportunities for im-
proving their health and social
outcomes through a more pop-
ulation- and public health–based
approach to early intervention.

Psychotic disorders include
schizophrenia spectrum and af-
fective psychoses (bipolar and
major depressive disorders with
psychosis). The symptoms usually
include delusions, hallucinations,
and disorganization of thought
and behavior, as well as negative
symptoms such as poverty of
emotional expressionand thoughts,
low volition and motivation, an-
hedonia, and poor social in-
teractions. Negative symptoms are
associated more often with schizo-
phrenia spectrum psychoses,
whereas disturbances of mood and
anxiety may be more prominent in
affective psychoses. Although we
recognize that there may be some
differences in long-term outcome
between schizophrenia spectrum
and affective psychotic disorders, we
have chosen not to deal with them
separately because early intervention
services (EIS) provide care to both.

The lifetime risk of these dis-
orders is relatively high (3–3.5%),2

although yearly incidence is
modest but highly variable (8–43
per 100 000per year),3with a peak
age of onset of 22 and 25 years for
males and females, respectively.
Treatment of psychotic disorders
generally involves antipsychotic

medications, which should be—
but is often not—accompanied by
psychosocial interventions such as
family and cognitive behavioral
therapy and case management.
Treatment is typically delayed, it
often lacks fidelity to an evidence
base, and initial high rates of re-
mission frequently donot translate
into good functional outcomes
and recovery. There is rarely
sustained high-quality continuing
care, unlike with cancer, heart
disease, and diabetes.

The most alarming aspect of
psychotic disorders is the rela-
tively high prevalence resulting
from persistence of the disorder
through adulthood and later in
life. The commonly observed
deficit in long-term social and
work functioning4 is likely at-
tributable to a combination of
poor premorbid functioning,
variation in illness severity, and
failure of services to provide
sustained good quality of care,
supported employment, ade-
quate housing, and treatment of
comorbid conditions such as so-
cial phobia and substance abuse.
In addition, individuals di-
agnosed with psychotic disorders
face significantly earlier mortality
compared with the general
population,5 because of a high

prevalence of cardiovascular dis-
ease, suicide, and cancer. As a
result, psychotic disorders inflict
heavy suffering on individuals
and their families and huge fi-
nancial costs for society.6 Such
impact on society and human
suffering, including premature
mortality, make them a public
health problem.

EARLY INTERVENTION
IN PSYCHOSIS

Development of EIS for psy-
choses over the past more than
two decades may be the most
significant development in
mental health services globally
since deinstitutionalization began
more than half a century ago.
This is particularly remarkable, as
the development of EIS has been
informed by scientific evidence,
their effectiveness has been tested
in controlled and uncontrolled
studies across several countries,7

and many jurisdictions have
scaled up EIS as part of public
health policy. Despite these de-
velopments, the impact at the
population level remains un-
certain and limited. Here, we
explore the nature of these
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limitations and what might mit-
igate them.

Early intervention in psychosis
is based on two related concepts.
First is a strong and independent
association between the duration
of untreated psychosis (DUP) and
short- and long-term clinical and
functional outcome.8 The sec-
ond is the concept of a critical
period of two to five years fol-
lowing the onset of psychosis,
supported by evidence that tra-
jectories of long-term outcome
are established during the first
two years.9 EIS delivered during
this period is likely to be more
effective than if delivered much
later, when the negative impacts
of the illness have become more
consolidated.

There is consensus that an
early intervention service must
provide comprehensive and
multimodal interventions within
the context of a system of care
appropriate for, and acceptable
to, young treatment-naı̈ve pa-
tients and their families. The
dominant model of EIS com-
prises a package of interventions,
most of which are evidence based
(e.g., low-dose pharmacotherapy
using second-generation anti-
psychotics, cognitive behavioral
therapy, family intervention,
supported employment pro-
grams, and, when needed, cog-
nitive remediation). However,
processes that bind this package
may be difficult to assess on firm
evidence without consideration
of social, economic, and cultural
contexts (e.g., ratio of service
provider to patients). In addition,
EIS must engage in practices that
reduce delay in treatment. Fur-
thermore, there is now level-1
Cochrane evidence in support of
indicated prevention through
deployment of relatively non-
noxious interventions (e.g.,
cognitive behavioral therapy) for
reducing risk of, or delaying, the
onset of a diagnosable psychotic

episode in patients who meet
criteria for clinical high risk for
psychosis. It is estimated that up
to two thirds of patients with a
first-episode psychosis (FEP)
have passed through the clinical
high-risk state prior to their FEP,
but only a fraction seek treatment
during the clinical high-risk
phase.10 Although potentially an
effective way of reducing the
incidence of psychotic disorders,
changes required to the current
system of care to achieve this
remain unexplored.

EIS have been scaled up na-
tionally (e.g., in England and
Wales, Australia, Denmark,
Netherlands), or regionally in
countries such as Canada (e.g., in
Ontario, Nova Scotia, British
Columbia, Yukon). Others have
emerged from individual clinical
programs and through crucial and
determined leadership and the
enthusiasm of service providers,
academics, and service user
families (e.g., in Québec and
Alberta inCanada; Schizophrenia
Research Foundation [SCARF]
in Chennai, India), or they have
been supported through imple-
mentation of research endeavors
(e.g., Recovery After an Initial
Schizophrenia Episode [RAISE]
in the United States). Assessment
of adherence to key elements
necessary for an early interven-
tion service may be challenging,
although recent efforts may be
promising.11 Such assessment
will need to take into account the
nature of evidence for different
components of EIS as well as the
local context.

EFFECTIVENESS OF
EARLY INTERVENTION
SERVICES

Several randomized con-
trolled trials have reported on the
superior effectiveness of EIS

compared with regular care,
summarized in recent meta-an-
alyses.7 These effects have been
demonstrated on rates of re-
mission, level of positive and
negative symptoms, hospitaliza-
tions, relapse rates, independent
living, social and occupational
functioning, and satisfaction with
services. Health economic eval-
uations of EIS range from costs
of direct care to sophisticated
modeling of costs within a
randomized controlled trial
design.12

MISSING A
POPULATION
PERSPECTIVE

Despite level-1 Cochrane
evidence in support of specialized
EIS, the implementation of EIS
remains patchy at best and es-
sentially absent outside countries
in the Organisation for Eco-
nomic Co-Operation and De-
velopment.13 Many gaps remain
in addressing the implications of
psychotic disorders at the larger
population level and as a public
health problem, despite their
well-known impact on in-
dividuals, families, society, and
the economy. Here, we at-
tempt to highlight some of
these gaps, and the putative rea-
sons for such gaps, and we offer
some recommendations to ad-
dress them.

Benefits May Be
Underestimated

Systematic and meta-analytic
reviews of EIS show low to
moderate effect sizes on most
domains of outcome. However,
evidence from randomized con-
trolled trials of EIS versus routine
care may not capture the full
potential of EIS given the limi-
tations of enrollment in a ran-
domized controlled trial, the

heterogeneity in the magnitude
and number of effective com-
ponents included in each service,
and the duration of treatment.13

Additionally, most studies have
included patients who had re-
ceived prior treatment in regular
care, the very system of care that
has been demonstrated to pro-
duce inferior outcomes to EIS.
FEP patients with little or no
previous treatment exposure are
likely to derive greater benefit
from EIS because of their
greater capacity for change at
such early stages. Therefore,
systemic interventions for early
and rapid access to treatment
are needed.

Underused Benefits/Lack
of Population Approach

Most EIS have been estab-
lished as clinical services attached
to an existing system of care. In
general, their focus remains on
treating patients who make it to
the EIS, without adequate regard
for the needs of the community,
the level of untreated prevalence,
or pathways to care encountered
by those who seek services but
may not make it to the EIS.
There is often large variation in
what constitutes an early in-
tervention service and in how
an early psychosis patient is de-
fined. In jurisdictions without a
policy-driven EIS establishment,
some individual initiatives have
eventually led to policy changes
with public funding while others
have remainedmired in advocacy
for public funding and policy
support for years (e.g., in
Québec).

Even when EIS are scaled up
as part of a national policy (e.g., in
the United Kingdom and Den-
mark), they are invariably added
to the prevailing structure of
services through which those
seeking services must navigate.
Such approaches to providing
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EIS do little to alter pathways to
care involving several layers of
primary and secondary care (e.g.,
community mental health ser-
vices). Further, there are large
variations in incidence rates
across urban and rural areas3 that
have generally not been consid-
ered when EIS were planned or
delivered. More recently in the
United Kingdom, however,
greater attention is being paid to
planning EIS and their staffing by
aligning them closer to epide-
miologically derived local pop-
ulation needs.14,15

Further, most patients in EIS,
including those in some pivotal
controlled studies, have long
DUPs.16 Ironically, the idea of
early intervention was originally
supported by findings related to
the impact of delay in treatment.
Some of the earliest EIS had in-
deed incorporated interventions
to reduce delays in treatment.17

Despite evidence of the effects of
reduction inDUPonoutcome,18

apart from recent initiatives in the
UnitedKingdom to ensure access
to an early intervention service
within two weeks,15 most EIS
have paid limited attention to
reducing delays in treatment.
Within EIS, better outcome is
associated with lower DUP.19 It
has been suggested that reducing
DUP to less than 12weekswould
lead to greater benefits of EIS,20

although we need more sub-
stantial evidence to support such
a cutoff.

Interventions to reduce DUP
require attention to two distinct
aspects of delay: first in seeking
help and then delays encountered
in the health care system fol-
lowing first contact. Each aspect
of DUP has somewhat different
determinants that require differ-
ent interventions.21 The systemic
delay requires systemic in-
terventions that would allow
direct and rapid access to the EIS
without the person seeking help

having to navigate the prevailing
layers of primary and secondary
care. Emergency departments
remain a major source of entry to
the mental health system, in-
cluding EIS. This is generally
expensive and traumatic and in-
dicates failure to engage patients
early in more user-friendly set-
tings. To reduce system-related
delay, a wider community ap-
proach is required that targets
all potential sources of referral
within the health and other ser-
vice sectors (e.g., education,
social services); reducing help-
seeking delay requires direct
communication with the com-
munity for raising mental health
literacy around psychosis and
the importance of early in-
tervention.18 These approaches
to reducing DUP demand a
thorough understanding of the
size and nature (e.g., ethnic and
cultural composition) of the
population to be served, the ex-
tent of untreated prevalence, the
nature of pathways to care, and a
careful mapping of health, edu-
cation, religious, and social ser-
vices in the community served.
Reducing DUP demands a
population- and system-level
perspective generally lacking in
clinical services and, sadly, even
from many policy decisions. The
recent development of integrated
youth mental health services may
provide a softer entry portal to
patients with FEP at an early stage
as long as these services are
backed up by specialized care
EIS.22

Other Health-Related
Implications

The high rate of premature
mortality for individuals with
psychoses is related to greater
medical morbidity (e.g., cardio-
vascular disease, diabetes, and
cancer) and suicide,4,5 even in
early phases. The impact of EIS

on these important indicators of
outcome has generally not been
examined. A recent study of a
defined catchment area with an
early intervention service has
shown that those who received
treatment in EIS, compared with
those who did not, had one
fourth the mortality rate during
the first two years of treatment.23

The excess mortality in the
non-EIS sample appears to be
related to nonsuicidal causes.
Although these important results
need replication in different set-
tings and systems, they highlight
two major issues: first, that de-
spite availability of a publicly
funded early intervention service,
almost twice asmany cases of FEP
did not receive treatment in the
early intervention service as those
that did; second, that premature
mortality may be reduced if more
individuals with FEP receive
treatment in EIS. If such findings
are confirmed in other settings,
we must find ways to have a
deeper reach into the community
and be able to target individuals
who may otherwise be missed
during assessments for entry to
EIS or who do not seek treat-
ment in EIS. This will require
knowledge about the character-
istics of individuals less likely to
seek care in EIS. Also neededwill
be assertive efforts by EIS to
connect with the local commu-
nity, engage in strategies known
to facilitate early case identifica-
tion, maintain greater visibility in
the communities they serve, and
improve patients’ access to pri-
mary care services.

Long-Term Need and
Implications for Services

Although it has been claimed
that the gains made through
treatment in EIS may not be
sustainable once patients are
transferred to regular care, cur-
rent evidence suggests that

extension of EIS, even at a re-
duced intensity, over the entire
critical period of the first five
years produces better clinical
outcomes than does regular
care.24 Such extended full-scale
EIS, however, have resource
implications and may not be
necessary for all FEP patients after
the first two years of EIS. In a
recent random controlled trial,
almost half of the patients who
completed EIS for two years
were stable enough to be trans-
ferred to primary care24 as long as
their needs were matched with
the service and transitions were
carefully managed. The role of
primary care in maintaining the
gains of EIS remains largely un-
explored, and the recent report
that FEP patients in EIS use
primary care less than FEP pa-
tients not in EIS may be of some
concern,23 as being in EIS may
reduce patients’ access to physical
monitoring and, eventually, to
mental health monitoring. Given
the long-term nature of the
treatment required for psychotic
disorders, a better-equipped pri-
mary care, use of e-technology,25

and non–health care interven-
tions such as employment and
housing support may assist in
maintaining the gains of EIS
beyond their tenure.

CONCLUSIONS
Early intervention in psychosis

is one of themost evidence-based
reforms in mental health care.
Scaling up EIS has, however,
been patchy, and the quality of
care remains uncertain partly
because of problems with assess-
ing and maintaining fidelity to
key components. Delays in
treatment remain a major issue
and can only be addressed
through community-focused
public health interventions. It
may be more effective to embed
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early case detection of FEP or
subthreshold clinical high-risk
states in an enhanced form of
primary care that is designed
specifically to address a wide
range of mental health problems
in young people and that ad-
dresses their functional, educa-
tional, employment, and physical
health needs. An extended tenure
of EIS may be required, but not
necessarily embedded in specialist
care. Such broad approaches to
address variation in the needs of
patients in the early phases of
psychosis will require specialized
EIS to be vertically integrated
with youth-friendly primary
care. Last, but not least, the
physical health of young people
with psychosis needs to be
addressed from the time they seek
services initially, and this is an-
other good reason to connect
such services to primary care. EIS
may also need to include physical
healthmonitoring as a standard of
quality care. An active role of
primary care in EIS, and in the
treatment and follow-up of FEP,
is likely to be easier in countries
with a publicly funded system of
care than in those without.

CONTRIBUTORS
A. Malla prepared the first draft of the
article andmade subsequent revisions with
feedback from the coauthor. P. McGorry
made contributions to the first draft of the
article as well as extensive revisions to
subsequent versions.

ACKNOWLEDGMENTS
The authors did not receive any funding
related to this publication. A. Malla is
funded through the Canada Research
Chairs Program and McGill University.
P. McGorry is funded by Orygen and
the University of Melbourne.

CONFLICTS OF INTEREST
There are no conflicts of interest to de-
clare in relation to the content of this
commentary.

REFERENCES
1. Winslow CE. The untilled fields of
public health. Science. 1920;51(1306):
23–33.

2. Perala J, Suvisaari J, Saarni SI, et al.
Lifetime prevalence of psychotic and

bipolar I disorders in a general population.
Arch Gen Psychiatry. 2007;64(1):19–28.

3. McGrath J, Saha S, Welham J, El Saadi
O, MacCauley C, Chant D. A systematic
review of the incidence of schizophrenia:
the distribution of rates and the influence
of sex, urbanicity, migrant status and
methodology. BMC Med. 2004;2(1):13.

4. Lally J, Ajnakina O, Stubbs B, et al.
Remission and recovery from first-
episode psychosis in adults: systematic
review and meta-analysis of long-term
outcome studies. Br J Psychiatry. 2017;
211(6):350–358.

5. Hjorthoj C, Sturup AE, McGrath JJ,
Nordentoft M. Years of potential life lost
and life expectancy in schizophrenia: a
systematic review and meta-analysis.
Lancet Psychiatry. 2017;4(4):295–301.

6. Cloutier M, Aigbogun MS, Guerin A,
et al. The economic burden of schizo-
phrenia in theUnited States in 2013. J Clin
Psychiatry. 2016;77(6):764–771.

7. Correll CU, Galling B, Pawar A, et al.
Comparison of early intervention services
vs treatment as usual for early-phase psy-
chosis: a systematic review, meta-analysis,
and meta-regression. JAMA Psychiatry.
2018;75(6):555–565.

8. Penttila M, Jaaskelainen E, Hirvonen
N, Isohanni M, Miettunen J. Duration of
untreated psychosis as predictor of long-
term outcome in schizophrenia: system-
atic review and meta-analysis. Br J Psy-
chiatry. 2014;205(2):88–94.

9. Harrison G, Hopper K, Craig T, et al.
Recovery from psychotic illness: a 15- and
25-year international follow-up study.Br J
Psychiatry. 2001;178(6):506–517.

10. Shah JL, Crawford A, Mustafa SS, Iyer
SN, Joober R, Malla AK. Is the clinical
high-risk state a valid concept? Retro-
spective examination in a first-episode
psychosis sample. Psychiatr Serv. 2017;
68(10):1046–1052.

11. Addington D, Birchwood M, Jones P,
et al. Fidelity scales and performance
measures to support implementation and
quality assurance for first episode psychosis
services.Early Interv Psychiatry. 2018;12(6):
1235–1242.

12. Hastrup LH, Kronborg C, Bertelsen
M, et al. Cost-effectiveness of early in-
tervention in first-episode psychosis:
economic evaluation of a randomised
controlled trial (the OPUS study). Br J
Psychiatry. 2013;202(1):35–41.

13. McGorry PD, Ratheesh A, O’Do-
noghue B. Early Intervention—an
implementation challenge for 21st century
mental health care. JAMA Psychiatry.
2018;75(6):545–546.

14. Kirkbride JB, Jackson D, Perez J, et al.
A population-level prediction tool for
the incidence of first-episode psychosis:
translational epidemiology based on
cross-sectional data.BMJOpen. 2013;3(2):
e001998.

15. Guidance to Support the Introduction of
Access andWaiting Time Standards for Mental
Health Services in 2015/16. London, UK:
National Health Service; 2015.

16.Cotter J, Zabel E, French P, YungAR.
Prolonged duration of untreated psy-
chosis: a problem that needs addressing.
Early Interv Psychiatry. 2017;11(3):
263–268.

17. McGorry PD, Edwards J, Mihalo-
poulos C, Harrigan SM, Jackson HJ.
EPPIC: an evolving system of early de-
tection and optimal management. Schiz-
ophr Bull. 1996;22(2):305–326.

18. Melle I, Larsen TK, Haahr U, et al.
Reducing the duration of untreated
first-episode psychosis: effects on clinical
presentation. Arch Gen Psychiatry. 2004;
61(2):143–150.

19. Kane JM, Robinson DG, Schooler
NR, et al. Comprehensive versus usual
community care for first episode psy-
chosis: two-year outcomes from The
NIMHRAISE Early Treatment Program.
Am J Psychiatry. 2016;173(4):362–372.

20. Bertolote J, McGorry P. Early in-
tervention and recovery for young people
with early psychosis: consensus statement.
Br J Psychiatry Suppl. 2005;48:s116–s119.

21. Norman RM, Malla AK, Verdi MB,
Hassall LD, Fazekas C. Understanding
delay in treatment for first-episode psy-
chosis. Psychol Med. 2004;34(2):255–266.

22. Malla A, Iyer S, McGorry P, et al.
From early intervention in psychosis to
youth mental health reform: a review of
the evolution and transformation of
mental health services for young people.
Soc Psychiatry Psychiatr Epidemiol. 2016;
51(3):319–326.

23. Anderson KK, Norman R, Mac-
Dougall A, et al. Effectiveness of early
psychosis intervention: comparison
of service users and nonusers in
population-based health administrative
data. Am J Psychiatry. 2018;175(5):
443–452.

24. Malla A, Joober R, Iyer S, et al.
Comparing three-year extension of early
intervention service to regular care fol-
lowing two years of early intervention
service in first-episode psychosis: a ran-
domized single blind clinical trial. World
Psychiatry. 2017;16(3):278–286.

25. Alvarez-Jimenez M, Bendall S,
Lederman R, et al. On the HORYZON:
moderated online social therapy for
long-term recovery in first episode psy-
chosis. Schizophr Res. 2013;143(1):
143–149.

AJPH PERSPECTIVES

S184 Commentary Peer Reviewed Malla and McGorry AJPH Supplement 3, 2019, Vol 109, No. S3


