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services, based on evidence-based public 
policies and practices on a national level. 
International research groups, including 
scientists and service users from low- and 
middle-income countries, are the key to 
the collection and timely dissemination 
of data on the best models and practices,  
with the goal to provide the evidence for sus­
tainable acute psychiatric care delivery.
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After the acute crisis – engaging people with psychosis in 
rehabilitation-oriented care

Johnson et al1 make a forceful argument 
for the need to improve quality and ac­
cess to acute psychiatric services. However, 
once the acute crisis abates, there are usu­
ally enduring symptoms and functional 
deficits associated with mental illness, 
notably for people living with psychotic 
disorders, such as schizophrenia. These 
individuals need access to rehabilitation-
oriented services to prevent relapses and 
subsequent return to crisis services, and to 
help them achieve their personal recovery 
goals.

As Johnson et al note1, there is evidence 
that early intervention for psychosis ser­
vices (EIPS) are associated with reduced 
risk of relapse and re-hospitalization com­
pared to treatment as usual2. The rationale 
for EIPS is that most disability associated 
with psychotic disorders occurs during 
the first few years after an initial psychotic 
episode, and that much of this disabil­
ity can be prevented or reduced with com­
prehensive care focusing on risk factors 
for functional deterioration. These include 
disruption of peer and family networks, 
unemployment, stigma, discrimination, de­
moralization and trauma2.

The goal of EIPS is to provide integrated 
care so that the acute crisis of a first epi­
sode of psychosis is followed by a focus on  
recovery, tailored to the individual’s needs2. 
A range of psychological, psychosocial and 
pharmacological interventions is available 
to individuals within EIPS, although these 

vary across different services. Frequently 
used interventions include well-monitored  
pharmacological treatment, family psycho­
education, individual cognitive behav­
iour therapy (CBT), social skills training 
and vocational education2.

EIPS show improved rates of remission 
and clinician- or researcher-defined re­
covery compared to treatment as usual. 
However, there is now a vast movement 
away from clinical classification of “recov­
ery” as absence or reduction in symptoms, 
improvement in functioning and/or re­
duction in mental health service use, with 
instead an emphasis on personalized re­
covery, as defined by the person with lived 
experience3.

While EIPS can improve outcomes for 
people in the early stages of psychotic ill­
nesses, there are some individuals who 
have suboptimal response or fail to recover. 
Those at highest risk for poor outcomes are 
individuals with long duration of untreated 
psychotic symptoms prior to their first epi­
sode of psychosis, poor premorbid adjust­
ment, high levels of negative symptoms at 
baseline, and poor cognitive functioning4. 
Further, while antipsychotics improve psy­
chotic symptoms in most people, up to one 
in three people with schizophrenia will de­
velop treatment resistant illness5. This is 
defined by ongoing psychotic symptoms 
and functional deficits following at least 
two adequate trials of first-line antipsy­
chotic medications.

Many risk factors for poor outcome can 
be identified early in the course of a first ep­
isode of psychosis. There is therefore an op­
portunity to develop stratified pathways of 
care, in which those at highest risk for poor 
outcome are monitored closely and offered 
specialized treatments early. For example, 
those at high risk for persistent positive 
symptoms and functional decline could be 
offered early use of clozapine.

Clozapine is the most effective medica­
tion for reducing both positive symptoms 
of schizophrenia6 and psychiatric hospi­
talizations7. Despite its widely accepted 
superiority for treatment resistant schizo­
phrenia, there is often a delay of many years 
between onset of treatment resistant symp­
toms and commencement of this medica­
tion. Improving early access to clozapine 
in both high-income and low- and middle- 
income countries is essential to reduce the 
need for acute psychiatric care among people  
living with treatment resistant schizophre­
nia. This would also increase the chance for 
many more people living with schizophre­
nia to enjoy a good quality of life.

Early and persistent negative symptoms 
are another risk factor for poor outcome 
in early psychosis. Their underlying ae­
tiopathology is unknown, and there are no 
evidence-based treatments for them. An­
tipsychotics, antidepressants, stimulants –  
including methylphenidate, d-ampheta­
mine and modafinil – and anticonvulsants 
have all been trialled, but meta-analyses  



World Psychiatry 21:2 - June 2022� 247

suggest that their effectiveness is poor. Fur­
ther trials are needed for these disabling 
symptoms.

Over and above pharmacological inter­
ventions for people with enduring psycho­
sis, there is a need for a whole person ap­
proach including rehabilitation-oriented 
psychosocial interventions to reduce the 
need for acute crisis services8. Evidence-
based rehabilitation-oriented interven­
tions include CBT for psychosis (CBTp) and  
social cognition training to assist in manag­
ing the distress associated with psychotic  
symptoms and improving psychosocial 
functioning.

A subset of people with early psycho­
sis will have high levels of cognitive im­
pairment at initial presentation. Routine 
screening and comprehensive assessment 
of cognitive ability early in illness course 
can help identify these people. Early pro­
vision of interventions such as cognitive 
remediation may improve cognitive func­
tioning and has been shown to improve 
psychosocial functioning in early psycho­
sis patients9.

Family based interventions, notably psy­
choeducation, have been shown to reduce 
rates of acute presentations and need for 
re-hospitalizations. Employment oriented 
interventions such as individual placement 
and support can assist in returning people 
living with psychosis to meaningful social 
roles through employment and education. 
Further research is needed to identify pre­
dictors of treatment response, so that these 

interventions can be targeted to those most 
likely to respond.

Comorbid alcohol and substance mis­
use can negatively impact the mental health 
trajectory of people living with enduring 
psychosis, leading to an increased need 
for acute psychiatric care. Evidence-based 
interventions, including motivational en­
hancement and relapse prevention, should 
be delivered as part of an integrated men­
tal health care package to reduce acute re­
lapse8.

People living with psychosis have much 
higher rates of avertable physical health 
comorbidity, leading to a 20-year reduc­
tion in life span. This is driven by the higher 
rates of cardiometabolic illness, due in part 
to higher genetic risks, poor diet, increased 
sedentary behaviour, higher rates of smok­
ing, and glucose dysregulating adverse 
drug reactions of second-generation anti­
psychotics. Early access to evidence-based 
physical health interventions to prevent 
obesity is crucial to reduce cardiometabol­
ic illness burden, and acute physical health 
care needs. Multidisciplinary lifestyle in­
terventions, including diet and exercise, 
have been repeatedly shown to be effective 
in reducing cardiometabolic comorbidity. 
Pharmacological interventions, notably 
metformin, can also modify weight gain 
as both primary prevention and second­
ary treatment. These interventions must 
commence in concert with early psychosis 
treatment.

There is an urgent need to improve qual­

ity and access to acute psychiatric services. 
However, these services – in both high-
income and low- and middle-income coun­
tries – need to be backed up by rehabilita­
tion-oriented services for people with psy­
chosis. These early and enduring psychosis 
treatment services are crucial to break the 
cycle of reliance on acute crisis care for peo­
ple living with psychosis, and to improve 
their quality of life.
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