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Major psychotic disorders are one of the leading causes of disability worldwide, 

having severe impacts on the people who suffer from the conditions, their families and 

society.  There is evidence that if these conditions are identified and treated early, the 

prognosis is improved.  The purpose of this dissertation study is to produce two 

manuscripts related to the use of family aided community treatment (FACT) with 

individuals who are experiencing early psychotic disorders.  Using a proof of concept 

design with multiple repeated-measure t tests, this study focused on first-episode 

psychotic disorder participants (n = 8),  with an average age of 19.6  (sd =  3.28) and 

males comprising 75% of the sample engaged in a family aided community treatment 

(FACT) protocol in order to examine if psychiatric symptoms scale scores decreased 

post-intervention. The hypothesis which stated that a year-long family aided community 

treatment (FACT) intervention would reduce psychiatric symptoms when assessed by the 

Structured Interview for Prodromal Syndromes (SIPS), the Positive and Negative 

Symptoms Scale (PANSS), and the Global Functioning Scales in a first episode psychotic 



 

 

disorder sample, is supported. The FACT intervention decreased psychiatric symptom 

scores in this population. Implications of this study include improved training on early 

recognition for mental health clinicians and students, implementation of a specific 

treatment model in community settings, and policy around treatment funding allocation. 
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FAMILY AIDED COMMUNITY TREATMENT  

 

CHAPTER 1: GENERAL INTRODUCTION 

Overview  

The purpose of this dissertation is to demonstrate scholarly work by using the manuscript 

document dissertation format, as outlined by the Oregon State University Graduate School. In 

this format, Chapter 1 provides explanations which thematically tie two journal-formatted 

manuscripts found in Chapters 2 and 3 and supports the way in which they build toward research 

conclusions pertinent to the field of identification and treatment of initial psychotic disorders in 

adolescents and young adults. Accordingly, Chapter 2 is a literature review titled, A Review of 

the Literature on Early Psychosis Identification and Interventions, and Chapter 3 presents 

quantitative research in a manuscript titled, Family Aided Community Treatment as an 

Intervention for the Treatment of Early Psychosis: A Proof of Concept Study. The purpose of the 

study described in Chapter 3 is to determine the feasibility of using family aided community 

treatment to impact psychiatric symptoms of individuals with early psychotic symptoms. 

 Initial psychotic disorders are found in people who have experienced a recent break of 

psychosis that meets diagnostic criteria for a major psychotic disorder, such as schizophrenia, 

and in those individuals who are considered at risk of developing a major psychotic disorder. 

Both of these manuscripts focus on the construct of early identification of psychosis, including 

the constructs of first episode psychosis and at-risk for psychosis for the purposes of reducing 

known biological, psychological, and social consequences. 

 The research hypothesis stating that a year-long family aided community treatment 

(FACT) intervention would improve psychiatric symptoms in a first episode psychotic disorder 

sample was supported. The target symptoms were positive and negative symptoms and  
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functioning. The Structured Interview for Prodromal Syndromes (SIPS) and the Positive and 

Negative Symptoms Scale (PANSS) assessed positive and negative symptoms; The Global 

Functioning Scales assessed functioning.  

The manuscripts thematically converge on the application and competent use of early 

psychosis identification to reduce the consequences of psychosis in individuals who are 

experiencing symptoms for the first time or are at risk of developing psychotic symptoms in the 

future.  

Importance to the Profession of Counseling 

Major psychotic disorders, specifically schizophrenia, bipolar disorder, and major 

depression with psychosis, contribute to severe and ongoing burdens to the public health care 

system, society, the people who suffer from these conditions, and their families. The 

consequences of these conditions for the individuals are often a lifetime of poverty and disability 

(McGlashan & Johannessen, 1996).  Early identification and treatment of psychosis are needed 

to prevent deterioration and to increase treatment adherence (McGlashan & Johannessen, 1996). 

Results of several early intervention treatment trials and improvements in identification 

strategies indicate treatment during the period preceding outright psychosis may prevent poor 

outcomes (Haroun, Dunn, Haroun, & Cadenhead, 2006).  Prevention of poor outcomes is 

dependent on the consistency and accuracy of the community response, faciliated by education 

and assessment by trained professionals, and requires access to early psychosis intervention and 

treatment (McFarlane et al., 2010). Community-based identification is an efficient intervention 

for individuals who are experiencing initial symptoms of psychosis (McFarlane et al., 2010).   
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Early identification of psychosis allows for an increased opportunity for the person to 

engage in treatment and prevent serious consequences. It also allows for a more accurate 

diagnosis on the part of the clinician. Thus, early identification and treatment of psychotic 

disorders can reduce biopsychosocial consequences for the people with these conditions and their 

families. Four important components of early identification are (a) the relationship between 

identification and intervention, (b) the reduction of symptomology, (c) the increase of 

functionality, and (d) ultimately, decrease in the distress of the individual and family by 

accurately identifying the etiology of the psychotic symptoms. The implications of this study 

extend beyond the realm of counseling. The research described in these manuscripts is relevant 

for counseling, consultation, and psychotherapy. It has a broad use for those whose professional 

degrees relate to counselor education, psychology, general medicine, social work, psychiatry, 

case management, and nursing, among other professions that help at-risk populations. This is 

especially true for those professionals who work with adolescents and young adults. The first 

manuscript, a literature review, addresses the potential value of early identification of major 

psychotic disorders and subsequent treatment. Relevant literature provides information regarding 

the history of early identification and the use of evidenced-based treatment strategies for a young 

population in the early stages of a major psychotic disorder. The second manuscript highlights 

the impact on psychiatric symptoms of an early intervention program on individuals aged 12-25.   

The Early Assessment and Support Team (EAST) is the first community based early 

psychosis program in the United States attempt to systematically change the course of 

schizophrenia and related conditions through system reform combining early intervention and an 

evidence-based care treatment model. In 2007 The Robert Wood Johnson Foundation funded a  
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nationwide attempt to explore the impact of the evidence- based treatment model; Family Aided 

Community Treatment (FACT). This national study was titled the Early Detection and 

Intervention for the Prevention of Psychosis Program (EDIPPP).  The study had six participating 

sites implementing early intervention services for people age 12 to 25 that were experiencing 

symptoms of psychosis suggesting a potential risk for developing more acute symptoms, as well 

as individuals with acute psychosis lasting thirty days or less.  The Early Assessment and 

Support Team was one of the participating sites.  The EDIPPP treatment protocol followed the 

Family Aided Community Treatment (FACT) model, which includes psychoeducational 

multifamily group, assertive community treatment and supported education and/or employment, 

and psychotropic medication as indicated by severity of psychotic symptoms.  The FACT model 

has resulted in low rates of conversion to psychosis
 
(Nordentoft et al., 2006) and high rates of 

engagement, occupational functioning and retention in treatment (McFarlane, Stastny, & 

Deakins, 1992).  The Portland Identification and Early Referral Service (PIER) at Maine Medical 

Center was the acting National Program Office for the EDIPPP Study and monitored adherence 

to the model.  Other study participants in addition to PIER and EAST included Zucker Hillside 

Hospital in New York City, University of New Mexico, Washtenaw County’s Michigan Prevents 

Prodromal Progression (M3P) Program, and University of California-Davis.   

Following the study protocol, the Early Assessment and Support Team implemented the 

FACT treatment intervention mode with individuals identified as being in one of two stages of a 

psychotic condition: (a) those at risk for a psychotic condition, and (b) those already diagnosed 

with a psychotic condition within the last 30 days. Positive symptoms, negative symptoms, and 

the presence of a psychotic condition will be determined by the presence of psychotic symptom  
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criteria and criteria of psychosis risk syndromes (see Appendix B & C) defined by the Structured 

Interview for Prodromal Syndromes (Miller et al., 2002).   

Initial Identification 

Those individuals who experienced a first episode of psychosis may have previously 

received diagnoses such as major depressive episode, panic disorder, or attention deficit 

hyperactivity disorder (ADHD), and may have been prescribed medications or psychosocial 

treatment for one or more of these previously diagnosed conditions (Meyer et al., 2005).  

Although psychosis is commonly identified as the core symptom of schizophrenia, it is present in 

other disorders, which often have their first onset in adolescence.  These disorders include, but 

are not limited to, drug intoxication or withdrawal, stress disorders, and affective disorders, such 

as a major depressive episode and bipolar conditions.  

Many mental health disorders begin in the developmental period of adolescence (Roberts, 

Atkinson, & Rosenblat, 1998).  Mental health disorders produce more than 50% of the burden of 

disease in people age 12 to 25 years (Australian Institute of Health and Welfare, 2007). If the 

disorders persist without treatment, they result in distress and disability that has the potential to 

last for decades.  

Although there is merit to primary prevention in early childhood, adolescence and early 

adulthood appears to be the developmental stage during which early intervention treatment has 

the most impact (Hafner et al., 1993; Yung et al., 2007).  Given the significant long-term costs 

both at the individual and systemic level, special attention to major psychotic disorder 

identification and intervention is warranted at this developmental stage.  
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Mental health treatment systems have the largest gap in care for individuals aged 12 to 25 

years, despite the overwhelming evidence that this developmental stage is when the path to 

disability begins (Pottick et al., 2008).  Services that provide public treatment for adults with 

psychiatric disabilities exist (Singh, 2009).  Unfortunately, those services are often poorly 

resourced, stigma-inducing programs that fail to engage adolescents and young adults who are 

developing or who have already developed a severe mental disorder (Singh, 2009).  

The Stress-Vulnerability is a model based on the evidence that certain characteristics of 

persons may serve as vulnerability factors and that environmental stressors may precipitate 

psychotic experiences in vulnerable individuals (Nuechterlein & Dawson, 1984). Certain 

information-processing deficits, autonomic reactivity anomalies, and social competence and 

coping limitations are viewed as potential vulnerability factors.  Life events and social 

environmental stress are seen as factors that interact with preexisting vulnerability characteristics 

to produce vicious circles, which lead, in turn, to psychotic experiences (Nuechterlein & 

Dawson, 1984).  Much research supports the efficacy of the stress vulnerability model and the 

lack of access to evidenced-based early identification and intervention treatment as an 

explanation for the progression of symptoms into major mental disorders during adolescence 

(Aarons et al., 2008; Eyler, Zorilla, & Jeste, 2000; Rosenberg et al., 2007).  

Importance of Early Recognition of Emerging Major Psychotic Disorders 

For young people whose symptoms of psychosis are consistent with early onset 

schizophrenia, early identification and treatment is important (Frazier et al., 2007; Imran & 

Clark, 2008). Early identification and developmentally-appropriate, evidenced-based treatment 

offer the maximum opportunities for people with early-onset psychosis to stay on their normal  
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life course and meet the challenges associated with their age group, including completing 

education, engaging in employment, and experiencing peer and intimate relationships.  

A major challenge of early identification is locating people who are at risk or who are in 

the early stages of a major psychotic disorder.  The early symptoms are often similar to those of 

many psychiatric conditions or may appear similar to dramatic adolescent behaviors.  Early 

detection studies attempting to identify young people at clinically high risk for major psychotic 

disorders have found discrepancy between identification efforts and actual diagnoses.  Addington 

et al. (2008) reported that despite four years of an over-inclusive education campaign to assist in 

recruitment, only approximately 27% of the participants met the criteria for being at high risk for 

a major psychotic disorder.  This finding naturally results in ethical and iatrogenic concerns 

associated with early identification and possible unnecessary treatment.  Additional studies 

exploring the effect of using detection teams to reduce the duration of untreated psychosis 

increased referrals to early identification and treatment programs but did not necessarily reduce 

duration of untreated psychosis among those with major psychotic disorders (Nordentoft et al., 

2008). 

Another challenge to the early identification of major psychotic conditions is the 

confounding effects of the normal developmental process occurring in adolescence. Adolescence 

is a time of rapid behavioral, social, emotional, and neurological development.  The neurological 

process occurring during this period involves both the pruning of neurons and the formation of 

new dendritic connections.  This process affects the cognitive capacities of attention, executive 

function, and abstract reasoning.  This cognitive development allows the adolescent to modulate 

control of impulses, become more reflective in thought, develop awareness of the importance of  
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context, and evaluate the effects of behaviors.  As physical and social changes occur, intensity of 

mood experiences change.  The adolescent can build on positive experiences during childhood, 

tolerate the intensity of emotions, and increase confidence with new experiences.  The capacity 

for relationships extends beyond the family (Cicchetti & Curtis, 2006). Unfortunately, not all 

adolescent experiences facilitate this development.  The impact of poor attachment, challenging 

relationships, stress, and trauma can thwart this process significantly, potentially resulting in 

psychosis and psychotic-like experiences.  These experiences are often confused with the 

development of major psychotic disorders, such as schizophrenia. 

Schizophrenia 

Schizophrenia is an insidious condition with symptoms being present up to 10 years 

before the onset of a first episode.  The time before the first episode is called the prodromal 

period.  The prodromal period is a recognizable pattern that includes specific problems with 

verbal and visual knowledge acquisition, reasoning, conceptualization, attention, problem-

solving abilities, working memory, and processing speed (Reichenberg et al., 2010).  These 

findings are consistent with evidence that individuals diagnosed with schizophrenia have deficits 

in the areas of registration and sensation seeking.  Registration refers to a person’s ability to 

recognize and respond to what others do; sensation seeking refers to the enjoyment of sensory 

stimuli in one's environment (Brown et al., 2002).  

Clinical features described by Frazier et al. (2007) included intelligence quotient (IQ) 

scores at or below average and multiple diagnoses before a schizophrenia diagnosis. These 

diagnosis categories included ADHD, mood disorders, anxiety disorders, and conduct, and 

oppositional-defiant disorders.  The majority of people diagnosed with schizophrenia lived with  
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their parents, and some had a history of aggression and legal problems.  Parents and teachers 

noted concerns regarding social, behavioral, and attention problems among school age youth 

prior to the onset of diagnosis and younger than the Early Assessment and Support Team 

(EAST) age group. 

Previous diagnostic and clinical data are essential when seeking to understand the 

schizophrenia spectrum prodrome.  Epidemiologic studies have shown predictive factors of some 

youth over others.  Individuals at higher risk include male youth with prior treatment of 

depression, anxiety, and ADHD; those individuals with a history of aggression, homelessness, 

small support networks, and first-degree relatives with psychotic disorders (Fraizer et al., 2007).  

According to the Mayo Clinic Staff (2010), specific risk factors included first-degree relatives 

with schizophrenia, prenatal viral exposure or malnutrition, life stress, childhood trauma, and 

older paternal age.  

According to the Diagnostic and Statistical Manual of Mental Disorders (4
th

 ed., text 

rev.;DSM-IV-TR; American Psychiatric Association, 2000), a traumatic event is defined as one 

in which the child “experienced, witnessed, or was confronted with an event or events that 

involved actual or threatened death or serious injury, or a threat to the physical integrity of self or 

others” (p. 427), and in which the child’s response involved intense fear, helplessness, horror, or 

disorganized, agitated behavior (Ronen, 2002).  The symptoms of trauma can appear similar to 

that of schizophrenia.  Thus, the presence of a prodromal symptom such as trauma highlights the 

need for careful differential diagnosis. 

Prodromal signs of schizophrenia include social isolation, decline in academic 

functioning, inattention, bizarre perceptual experiences, such as anomalous experiences, unusual  
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beliefs, disorganized thoughts, and flat affect.  The prodromal stage has been associated with 

cortical gray matter loss.  Evidence suggested that early treatment with medications may offer 

neuroprotection and that social support may slow the erosion of the normal developmental 

capacities (Kumra, 2008).  

A prodromal process is further supported by neurodegenerative model (Cornblatt et al., 

2003).  This model follows four domains reflective of the vulnerability, progression, and ultimate 

disability associated with schizophrenia: cognitive deficits, affective disturbances, social 

isolation, and school failure (CASIS).  The domains do not include all signs and symptoms 

associated with the prodrome of schizophrenia but focus on the areas that are recognizable and 

indicative of times during which intervention can occur.  The model may act as a more precise 

guide in recognizing the early signs of schizophrenia and subsequent appropriate treatment.  

It may also be helpful to understand the prodrome from an idiographic analysis as 

opposed to the primary focus on normative behavioral features.  Findings from qualitative 

literature highlighted missing information about a person’s experience. Qualitative studies 

described the prodrome from a phenomenological perspective and have indicated that symptoms 

are often a mixture of attenuated psychotic symptoms, neurotic and mood-related symptoms, and 

behavioral changes (Yung & McGorry, 1996). Parental narratives of youth in the prodrome fell 

into two thematically-different subgroups.  One subgroup identified the youth as declining and 

the second was never normal. The declining subgroup had a higher rate of conversion to an 

active psychosis than the identified never normal group (Corcoran et al., 2003). 
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Rationale  

There has been growing interest over the last few decades in the potential for early 

detection and intervention during the earliest possible stages of a major psychotic disorder, 

whether that occurs during a prodromal, at-risk, or first-episode phase of the illness.  Intervention 

at these stages, when psychological and interpersonal resources are mostly intact, may offer 

success at changing the negative trajectory associated with major psychotic disorders.  The best 

opportunity of success is assumed to be at the earliest stage of the condition (Addington et al., 

2007). In 1999 the National Institute of Mental Health (NIMH) announced research into the 

schizophrenia prodrome.  The research area was titled, Prevention and Early Intervention of 

Psychotic Disorders.  Subsequently, NIMH funded seven projects, which focused on refining 

prodromal diagnostic criteria and improving risk prediction (Addington et al., 2007).  Evidence 

from these projects, as well as others, prompted the Robert Wood Johnson Foundation to invest 

$12.4 million in early intervention research projects across the United States (Cloud, 2009).  One 

study in 2007 identified people in the earliest stage possible of a psychotic condition and 

provided evidenced-based treatment as a means of prevention of disability. The multisite 

research project was titled, The Early Detection and Intervention for the Prevention of Psychosis 

Program (EDIPPP).  These projects provided outreach to local communities to educate teachers, 

therapists, physicians, parents, students, police officers, and related community members about 

the early warning signs of a psychotic illness so that persons with prodromal symptoms received 

the opportunity to engage in early treatment intervention.  Treatment included evidenced-based 

psychosocial support for the individual and the primary support system, medications if indicated, 

and support with education and employment.  All of the aforementioned projects assumed a  
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public health approach for mental health concerns in the form of prevention (McFarlane et al., 

unpublished manuscript).  

Levels of Prevention 

 It is commonly understood that prevention occurs at three distinct levels: universal, 

secondary, and tertiary prevention.  However, each of these levels exist on a continuum when it 

comes to health care.  The broadest level, universal prevention, refers to reducing risk and 

increasing resistance to a medical condition at a specific population level. Secondary prevention 

refers to early identification of at-risk people with the goal of providing assistance to reduce the 

risk of experiencing the targeted concern.  The final and most specific level is tertiary 

prevention.  Tertiary prevention reduces the risk that the targeted concern will worsen. A 

targeted concern is defined as a psychotic episode. 

The identification and treatment of major psychotic disorders occur at all three levels.  At 

the universal level, community education is used.  Community education is a critical feature in 

the effort to improve the outcomes of people in the early stages of a major psychotic disorder.  

Primary goals of community education include the decrease of stigmatization and 

improvement of treatment access.  Destigmatization can occur if community education efforts 

frame education as a positive response to concerns and not as crisis response. Shorter timeframes 

between identification of early psychosis symptoms and treatment for those symptoms reduce 

lost function and allow for more effective treatment.  Literature refers to this time period as the 

duration of untreated psychosis (DUP)  (Marshall, Lockwood, & Fiander,, 2005).  Community 

education efforts should target anyone who comes in contact with adolescents and young adults 

at the time that they may be first experiencing symptoms, including teachers, physicians,  



FAMILY AIDED COMMUNITY TREATMENT 13 

 

 

counselors, police, church staff, parents, and young people themselves.  Countywide community 

education efforts have been used in England, Australia, Canada, and the United States.  

Community education has occurred countrywide in Norway, with each effort showing a 

reduction in DUP and a reduction in hospitalizations related to psychotic breaks (Johannessen et 

al., 2001).  Community education also has an effect at the fiscal level.  Results of an 8-year study 

of the early intervention in youth mental health disorders in Melbourne, Australia, indicated that 

a model that includes community education and rapid treatment delivered a higher recovery rate 

at half the cost of standard public mental health services (Mihalopoulos, McGorry, & Carter, 

1999).  

In Oregon, early identification and treatment programs for people experiencing the early 

symptoms of a major psychotic disorder have experienced dramatic reductions in 

hospitalizations and involvement in the legal system after intake into the program (Sale & 

Melton, 2010).  Secondary prevention is used in early identification and treatment programs for 

major psychotic disorders when specific people have been identified.  Once identified, the ability 

to distinguish between the wide variety of conditions and developmental stressors adolescents 

and young adults face requires specialized training. This specialized training reduces the error of 

misdiagnosis and over inclusion, which may have iatrogenic consequences.  

Clinicians need to have access to specialized assessment tools.  Valid tools include the 

Comprehensive Assessment of at Risk Mental Status (CAARMS; Yung et al., 2005) and the 

Structured Interview for Prodromal Symptoms (SIPS; Miller et al., 2004). These screening tools 

were applied in the North American Longitudinal Study and were found to robustly identify 

young people who would go on to develop schizophrenia from a normal comparison group and a  
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group who had a family history of a major psychotic illness or a schizotypal personality disorder 

(Woods et al., 2009).  

For the third level of prevention, tertiary prevention, to be effective in treatment planning, 

an accurate diagnosis must occur.  Differential diagnosis of psychosis must rule out for mood 

disorders, brief psychotic disorders, conduct disorders, dissociative disorders, organic conditions, 

pervasive developmental disorders, anxiety disorders, personality disorders, substance abuse, and 

schizophrenia-related conditions.  Treatment differs for each of these conditions (Clark & Unruh, 

2009; Imran & Clark, 2008).  

The community is not alone in misunderstanding the prodromal symptoms. Mental health 

professionals often misinterpret the warning signs and early symptoms of major psychotic 

disorders in adolescents and young adults.  This situation is confounded by the complex nature of 

the condition, which is a combination of neuroscience, social psychiatry, and cognitive 

psychology (Broome, Woolley, Tabraham et al., 2005).  For adolescents and young adults, 

accurate diagnosis is also confounded by a sense of invulnerability and overall general good 

physical health.  The idea of having any condition—much less a pending mental illness—is 

foreign in the minds of this population and in the minds of those who care for them.  Community 

education efforts associated with early identification and treatment programs need to 

destigmatize both the early warning signs of a major psychotic disorder and the prognosis.  It 

must stress the promising new strategies for treating these conditions.  Historically, families of 

youth diagnosed with major psychotic disorders have been dissatisfied with the traditional 

system of care, primarily hospitalizations (Corcoran et al., 2007).  A destigmatized message can 

result in willingness by the referent to make the referral and the youth’s willingness to engage in  
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treatment.  The earlier the referral is made, the quicker the differential diagnosis can occur, 

which in turn facilitates appropriate treatment and, in the case of major psychotic disorders, the 

DUP.  

The goal of early intervention treatment is to curve the historically poor trajectory.  In 

this study, the outcomes of positive and negative symptoms of people referred to the early 

intervention program, The Early Assessment and Support Team, will be measured after a 

yearlong trial of FACT. 

Research Question 

The research question asked, "What is the impact of yearlong family aided community 

treatment trial on psychiatric symptoms of people aged 12-25 with early psychosis?”  

The research question fills a critical gap in the literature because most research in the 

early psychosis field is done using randomly-controlled designed in research settings.  The 

research question purposed in this study will be explored using a proof of concept design in a 

community based setting (Eli Lilly and Company, n.d.).  A traditional research design would not 

be appropriate for the intended populations, because the use of a placebo arm poses ethical risks 

and the nature of community based treatment makes it difficult to establish a fixed sample size.  

The proof of concept design (Eli Lilly and Company, n.d.) is ideal for this research question as it 

allows the study to be implemented in stages.  At each stage, data can be examined, and 

determinations continue based on previous outcomes (Leung, Toiber-Temin, Chiu, & Chung, 

2006). 

Hypotheses 

The hypotheses are as follows: 
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Ho   A family aided community treatment trial will not improve psychiatric symptoms of 

people aged 12-25 with early psychosis. 

 H1   A family aided community treatment trial will improve psychiatric symptoms of 

people aged 12-25 with early psychosis. 

 Glossary of Terms  

At-risk mental state (ARMS): The period of time during which a person can be reliably 

identified as being at increased risk, compared with the general population, for the onset of 

psychosis. This period is also referred to as the prodrome, but ARMS is the preferred term, 

because prodrome implies the individual will inevitably meet the criteria for a psychotic illness. 

The period historically has also been termed high risk. The term high risk has fallen out of favor, 

because of its use in older studies regarding individuals only at higher risk as a result of only 

genetic factors. The term ultra-high risk, which denotes both a genetic risk and functional 

decline, is often used, but ARMS does not sound as ominous. 

Duration of untreated psychosis (DUP): The period of time during which an individual 

who is experiencing psychosis first receives treatment from a mental health clinician. 

Early intervention: Specialized treatment provided during the ARMS or first episode of 

psychosis. 

Early psychosis:  Refers to a stage of illness that is either considered an at risk stage of 

developing a major psychotic disorder or the first episode of a major psychotic disorder. 

Family aided community treatment (FACT): FACT integrates all components of a person 

with a psychotic condition’s treatment under one coordinated system. The treatment includes: 

community based counseling and case management, employment and education support,  
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medication management, occupational therapy, and family support and counseling. This 

integration of all components, including family support, reduces the likelihood of contradictions, 

collusion, and disagreements among those who are invested in the recovery of the individual 

(McFarlane, Stastny, & Deakins, 1992). 

First episode of psychosis: The term is used to denote the first onset of full psychotic 

symptom(s). It may not be clear what the specific diagnosis is during this period; the individual 

is distressed or impaired by the clear presence of the symptoms. 

Negative symptoms: The symptoms of psychosis, including affective flattening, alogia, 

avolition, and anhedonia, that involve functioning below the level of normal behavior.   

 Positive symptoms: The symptoms of psychosis, including delusions, hallucinations, 

disturbed speech, and disturbed behavior, that are exaggerations or distortions of normal 

thoughts, emotions and behaviors. 

 Proof-of-concept study (POC): Any treatment trial that could generate, confirm, provide 

adequate benefit-risk, or establish a dose response relationship that could be used as the basis for 

a decision to move forward with additional trials (Eli Lilly and Company, n.d.). 

Organization 

The organization of the dissertation follows a thematic review of the literature focusing 

on all the constructs described in the research question in Chapter 2.  The themes include (a) the 

specific ways in which people are identified as having symptoms that are considered at-risk for a 

psychotic disorder and ways in which individuals that have a major psychotic disorder are 

identified, (b) how treatment approaches are applied, and (c) outcomes of treatments.  Chapter 3 

will be a research study focusing on a treatment approach that integrated all described treatments  
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in Chapter 2.  The treatment approach, FACT, will be applied to people meeting diagnostic 

criteria for a psychotic disorder.  Chapter 4 will offer general conclusions and link all chapters 

together. 
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Abstract 

The construct of schizophrenia has been extensively studied and described as a disease 

for the past 100 years.  Despite the years of research and treatment, the precise clinical nature of 

the condition remains misunderstood.  Since the original labels of dementia praecox by 

Kraepelin (1919/1971) and schizophrenia by Bleuler (1950) were first used, the definitions, 

scope, prognosis, and treatment have changed dramatically. One finding that remains consistent 

in the literature is that only with a better understanding of the condition currently called 

schizophrenia can the mental health community define and ultimately treat it.  Review of the 

literature indicated that if the cluster of symptoms defined as psychosis (the defining markers of 

schizophrenia) are identified early in a person’s life, when the symptoms have not been present 

for a long period, the long-term prognosis is better.  Questions still remain about how long is too 

long, how early can a clinician correctly identify the symptoms, what treatments work, and how 

the prognosis is best defined.  This quantitative research study seeks to explore the impact of the 

FACT treatment model that integrates several evidenced-based practices in mental health with 

individuals who have been identified by the Structured Interview of Prodromal Syndrome (SIPS) 

as first-episode psychosis with the outcome being focused on the positive, negative, and 

functioning symptoms after a year-long trail of Family Aided Community Treatment (FACT). 

Keywords:  schizophrenia, first-episode psychosis, SIPS, FACT  
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A Review of the Literature on Early Psychosis Identification and Interventions 

As Carl Sagan (n.d.) stated, “Somewhere, something incredible is waiting to be known.”  

This review of literature will explore that “something” as the interventions with individuals who 

are in early stages of schizophrenia-like conditions. Mrazek and Haggerty (1994) asserted:  

The best hope now for the prevention of schizophrenia lies with indicated 

preventive interventions targeted at individuals manifesting precursor signs and 

symptoms who have not yet met full criteria for diagnosis. This identification of 

individuals at this early stage, coupled with pharmacological and psychosocial 

interventions, may prevent the development of the full blown disorder. (p. 154)  

The “incredible waiting to be known” explored in this literature review is the for whom this 

works and the potential outcome in terms of employment and educational activities. 

 The prospect of early detection of schizophrenia and intervention during early stages to 

prevent onset or disability has captured the attention of mental health clinicians and policy 

makers.  Although the prospect appears doable, it is not without its challenges. Three essential 

conditions must be met to establish early detection and intervention as a practice with mental 

health providers: reliable and accurate diagnostic methods of identification, proven methods of 

intervention, and the integration of these methods into service delivery (Lieberman & Corcoran, 

2007).  

Despite the recent attention in the last 10 years, early intervention as prevention of the 

negative outcomes of schizophrenia is not a new idea. Emil Kraepelin (1919/1971) recognized 

the importance of identifying individuals in a prepsychotic stage, and prodromal symptoms were 

first included in the DSM-III-R (1987). The expert consensus on prodromal symptoms, as  
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defined by the DSM-III-R (1987), is that there has been a marked prevalence in population 

samples of high school students (McGorry et al., 1995). 

Recently, those individuals at risk were identified using low-predictive value strategies 

such as the presentation of clinical features.  The risks of this method include unnecessary 

medication exposure and reconsideration of life goals for young people (Warner, 2005).  Using 

medications as the primary intervention, although effective in many cases, may not be the most 

appropriate treatment in an early stage of illness.  The risks of financial costs, stigma, and serious 

side effects (e.g., weight gain or metabolic syndrome) may outweigh the potential benefits for 

individuals, particularly adolescents, in an early stage.  Given these risks and a lack of clear 

pathophysiology of developing schizophrenia, the focus on intervention has moved to 

neuroprotective prevention strategies, such as omega fatty acids, psychological treatments that 

target cognitive symptoms and problem behaviors, and family interventions focused on the 

reduction of overstimulation in the environment (Amminger, Schaefer, & Papageorigiou, 2007; 

McFarlane, Stastny, & Deakin, 1992; Morrison et al., 2007).  Falloon (1992) designed a service 

model that identified high-risk people in two small towns northwest of London. Caregivers 

followed up with support services that included education about schizophrenia, home-based 

stress management, and low-dose antipsychotic medication. The 4-year follow-up resulted in 

hospital admissions for psychosis of 10% of those in the rest of the country.  However, because 

the screening methods had low predictive validity, the results may be confounded by false 

positives (Schmidt, 2007).  The majority of mental health services are located in clinics and 

hospitals.  People in an early stage of schizophrenia often need to be engaged in the community.  

Many people in an early stage of schizophrenia experience unfamiliarity with the system,  
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negative preconceptions about mental health services, and have symptoms such as paranoia, 

disorganization and cognitive problems, and lack insight into the need for assistance (Amador, 

2007).  The current system delivery model is not conducive to identifying and engaging the 

target population.  Level of engagement in treatment is critical to outcomes (Kreyenbuhl et al., 

2009).  Many mental health programs expect that individuals with early schizophrenia will seek 

help and consistently adhere to a clinic based treatment model.  There is growing research 

demonstrating the benefits of assertive community treatment models (ACT) with early 

schizophrenia (Dixon et al., 2009; Rosen, Mueser, & Teeson, 2007; Verhaegh, 2009).  Using 

mobile outreach teams of qualified clinicians to reach individuals in the early stage of 

schizophrenia has shown positive outcomes in the forms of earlier diagnosis and treatment, 

reduced relapse, suicide, and reduction in positive and negative symptoms (Craig et al., 2004; 

Larsen, Melle, & Auestad, 2006; Nordentoft et al., 2006; Thorup, Peterson, & Jeppsen, 2005).  

Identification of Individuals in an At-Risk State for Schizophrenia  

Genetics 

To engage at-risk people, clinicians must be educated and well-trained in their ability to 

identify such individuals.  It is common knowledge that schizophrenia has a genetic component.  

In the 1950s, research focusing on predictors of risk began focusing on having a relative with 

schizophrenia.  The research procedures involved identifying trait markers present in healthy 

people with family members diagnosed with schizophrenia and monitoring them over time 

(Asarnow, 1988; Erlenmeyer-Kimling & Cornblatt, 1987; Mednick, Parnas, & Schulsinger, 

1986; Weintraub, 1987).  The challenge with this method is that only 9% of people with first-

degree relatives who have schizophrenia have the condition themselves.  Consistent with  
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previous but more recent research, Heston (1966) found that five of 47 foster children born to 

mothers with schizophrenia developed the condition.  The finding was significant compared with 

the control group.  Half of the children went on to be successful adults and the remaining 

children experienced psychosocial difficulties.  

Monitoring based solely on genetics is high in expense and time and offers low predictive 

validity.  DSM-III-R (1987) offered the field the schizophrenia prodrome definition.  Yet, 

adherence to the criteria resulted in challenges in identification and low predictive validity as it 

did not take into account the functional decline often associated with the development of 

schizophrenia (Jackson, McGorry, & Dudgeon, 1995; McGorry et al., 1995). 

Multiple Factor Approach 

Recognizing that genetic risk and nonspecific symptom identification were not adequate 

in identifying the true prodrome of schizophrenia, the field moved toward the development of 

instruments that used multiple factors and behavior difficulty to identify at-risk individuals.  The 

current, most popular instruments using the multiple factor approach demonstrating validity and 

reliability are the Comprehensive Assessment of At-Risk Mental Status (CAARMS; McGorry, 

Young, & Philips, 2003) and the Structured Interview for Prodromal Syndromes (SIPS; Miller et 

al., 2002).  The North American Prodrome Longitudinal Study (NAPLS) followed up with 291 

at-risk individuals identified as using the SIPS 2½ years after initial identification.  The findings 

indicated a 35% conversion rate to a major psychotic disorder.  Five features assessed at baseline 

contributed specifically to the conversion to the disorder: (a) a genetic risk for schizophrenia, 

with (b) a recent drop in psychosocial functioning, (c) higher than average levels of unusual 

thought content, (d) higher than average levels of suspicion/paranoia, and (e) a history of  
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substance abuse.  Combining two or three of these variables resulted in predictive power 

compared with the prodromal criteria alone (Cannon et al., 2008). The NAPLS (Addington et al., 

2007) findings were consistent with naturalistic studies exploring the prodromal phenomena.  

Moller and Husby (2000) interviewed 19 first-episode DSM-IV-TR (2000) schizophrenia 

patients.  They found four dimensions of prodromal behavior across their participants: (a) 

quitting school or work, (b) marked and lasting observable shifts in interests, (c) social 

withdrawal, and (d) marked change in appearance or behavior. Despite marked changes in the 

prodrome, people often did not report concerns because they perceived the experience of the 

emerging difficulties as normal or did not understand the change as part of a mental illness.  If 

they recognized it, a fear of going mad and stigmatization prevented help-seeking behaviors 

(Byrne & Morrison, 2010; Judge, Estoff, Perkins, & Penn, 2008; Woodside, Krupa, & Pocock, 

2008). Unfortunately, people are not likely to seek help until the symptoms significantly impair 

functioning and social consequences occur, such as incarceration or homelessness, resulting in a 

poor perception of the future (Hardy, Dickson, & Morrison, 2009).  The naturalistic findings 

support the need of early identification at the idiographic level. 

Evolution of Assessment Tools 

The reliability and validity of the CAARMS and the SIPS instruments have resulted in 

the development of shorter questionnaires to act as screening tools for clinicians.  These tools 

include the Schizotypic Syndrome Questionnaire (SSQ; Van Kampen, Maurer, Heiden, & 

Hafner, 2009) and the Prime Screen (McGlashan et al., 2003).  Despite the development of 

instruments to identify at-risk individuals and subsequent outreach efforts, the prevalence of 

individuals who meet the at-risk criteria remains difficult to determine.  Large, epidemiological  
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data suggest that at-risk and diagnostic symptoms are not uncommon (Eaton, Thara, Freedman, 

Melton, & Liang, 1995; Poulton, et al., 2000).  

McFarlane (as cited in Cloud, 2009, p. 74) reported that 80% of those who individuals 

met SIPS criteria for prodromal psychosis received a diagnosis of schizophrenia within 30 

months.  In 2007, the Robert Wood Johnson Foundation devoted $15 million to expand on 

McFarlane’s work using the SIPS to identify and to treat at-risk individuals (Cloud, 2009).  

Treatment of Individuals in an At-Risk State for Schizophrenia 

The at-risk literature suggested several forms of treatment, including pharmacological, 

psychological, cognitive, family education and support, case management, and multimodal 

mental health interventions. 

Pharmacological Intervention 

The psychiatric literature showed significant evidence that pharmacological interventions 

are effective in treating the psychotic symptoms of people with major psychotic disorders.  

Findings were mixed in regard to effectiveness with those individuals who met criteria for at-risk 

states. McGlashan et al., (2003) conducted a randomly controlled 2-year trial in which one group 

of at-risk participants during the first year received the antipsychotic olanzapine and during the 

second year received no medication.  They found that this group did not differ statistically in 

terms of symptom decrease and functioning increase from the group that did not receive 

medication.  Both groups improved in the variables of symptoms decrease and functioning 

increase.  A statistical difference was found in the medication group regarding the experiences of 

adverse side effects and an increase in positive symptoms scores in the second year of the study 

(McGlashan et al., 2003; McGlashan et al., 2006; Miller et al., 2003).  In a case study of a 17- 
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year-old individual meeting CAARMS criteria for the prodrome, Bharadwaj, Bhargavaraman, 

and Math (2008) explored the use of the antipsychotic medication aripiprazole.  They found that 

the medication was effective in controlling symptoms without adverse metabolic side effects.  

Despite the appearance that antipsychotic medications are the obvious choice for people 

experiencing at-risk symptoms, based on their effectiveness with those individuals who met full 

diagnostic criteria for a major psychotic disorder, alternative psychosocial interventions may be 

more appropriate for the individual deemed at risk (Kane, Krystal, & Correll, 2003).  Bentall and 

Morrison (2002) suggested that the use of antipsychotic medications might be dangerous because 

of the aversive side effects.  Further, their effect on the developing brain of adolescents, the age 

at which at-risk criteria are most likely to be met, is unknown. However, Scherk and Falkai 

(2006) found that, in people with schizophrenia, typical antipsychotics might ameliorate 

structural changes caused by the disease process.  It is of note that the latter study did not include 

at-risk participants.  The Food and Drug Administration (FDA) has not approved the majority of 

antipsychotic medications for the use with people younger than 18 and with at-risk people.  

Despite the lack of FDA approval and the still misunderstood prevalence of at-risk individuals, 

psychotropic medications, including antipsychotics, are being prescribed at increasing rates to a 

population with different patterns across the world.  This practice results in confusion as to what 

clinically may be happening with adolescents in terms of disease process, including if a process 

exists at all (Morris & Stone, 2009; Thomas, Conrad, Casler, & Goodman, 2006; Zito et al., 

2008).  

The increased use of medications for all mental health conditions may have had an 

adverse effect on the use of psychosocial interventions for mental health conditions, specifically  
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those that include any form of psychosis, despite findings that the use of psychosocial 

interventions can be effective in reducing conversion to a major psychotic disorder with people 

at risk.  

Cognitive Intervention 

The use of cognitive behavioral therapy, cognitive remediation, and family 

psychoeducation reduced conversion to a psychotic disorder by three times compared with 

adolescents and young adults who received crisis intervention and family counseling (Hafner et 

al., 2004).  The use of cognitive therapy with at-risk people, in addition to reducing the 

conversion to a psychotic disorder, reduced the likelihood of being prescribed antipsychotic 

medication later in life (Morrison et al., 2007).  Cognitive remediation pilot studies have shown 

promising results for at-risk people in the young to mid-adult age range in neurocognitive 

improvement, lower positive symptoms, and higher global assessment of functioning scores 

compared with a treatment-as-usual group (Vinogradov, Luks, Schulman, & Simpson, 2008).  

 Few mental health programs in the world focus on the treatment of people who meet at-

risk criteria. Of those, most were research-funded clinics and not community-based mental health 

programs. The Hillside Recognition and Prevention program (RAP) in New York (Cornblatt, 

2002), the Outreach and Support in South London (OASIS) project (Broome, Woolley, Johns, et 

al., 2005), and the Personal Assessment and Crisis Evaluation (PACE) program in Melbourne, 

Australia (Yung et al., 2003) are research programs that combine medication and psychosocial 

interventions for at-risk people.  All found lower conversion to psychotic disorders with people 

aged 14-30 who were involved in cognitive treatment models compared with those people who 

did not receive cognitive therapy.  The criticisms of these programs include: (a) participants  
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demonstrating varying levels of risk, (b) participants volunteering to be part of research, and (c) 

variance of adherence to the multiple modes of treatments.  All these programs acknowledge that 

it is a challenge to determine the most effective form of treatment and at what stage of risk each 

form of treatment has the best outcome.  

The Portland Identification and Early Referral Program (PIER; McFarlane et al., 2010) at 

Portland, Maine, used a combination of the Substance Abuse and Mental Health Services 

Administration (SAMHSA) evidenced-based practices of Assertive Community Treatment 

(ACT) and Multifamily Psychoeducation Groups, called FACT, to treat SIPS-defined prodromal 

people with the goal of reducing the incidence of psychotic disorders and schizophrenia in a 

catchment area of approximately 340,000 (McFarlane et al., 2010).  The FACT model was 

previously used in the large-scale first episode study called the Danish National Schizophrenia 

Study of Integrated Treatment (OPUS; Rosenbaum et al., 2006).  After two years of treatment, 

48.3% of the individuals in the treatment-as-usual group had a psychotic episode, compared with 

25% in the treatment group.  Given the large sample size of 562 people diagnosed consecutively 

over the 2-year trial, this finding was significant (Rosenbaum et al., 2006).  An unintended result 

of the study was that many participants recruited actually met criteria for schizotypal personality 

disorder (SPD) and not an initial psychotic disorder.  Seventy-nine of these participants were 

assigned to respective treatments, with the dependent variable being initial conversion to a 

psychotic disorder rather than relapse of another psychotic episode (Nordentoft et al., 2006).  

This finding further supported the efficacy of family-based treatment as a prevention strategy, as 

well as identifying personality type as a predictor for early identification (McFarlane et al., 

2010).  
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Treatment Guidelines 

People in an at-risk state are a new clinical entity; hence, treatments for these individuals 

are experimental.  More research needs to be completed before clear treatment approaches can be 

articulated to maximize benefit and minimize risk.  However, given that specific clinical 

strategies appear effective, guidelines for individuals who are identified and distressed by signs 

and symptoms of an at-risk mental state have been established (McGlashan et al., 2007).  The 

guidelines are as follows:  

• At-risk people should be engaged and assessed by a mental health services professional who 

is aware of the unique needs of this group.  

• At-risk people should receive regular monitoring of mental state. 

• Specific treatment for syndromes, such as depression, anxiety, substance use, and assistance 

with interpersonal, vocational, and family-related problems, should be provided with 

psychoeducation and support to understand the symptoms experienced. 

• Treatment should be provided to assist in developing skills to cope with subthreshold 

psychotic symptoms that might be experienced. 

• Family education and support should be offered. 

• Information about risks for mental disorders, as well as existing syndromes, should be 

offered in a clear, flexible, and careful way. 

• People at risk should be provided with appropriate treatment with minimal delay if symptoms 

worsen and an acute psychotic episode develops..  

These guidelines are consistent with McGorry, Killackey, and Young’s (2008) clinical staging 

model with early intervention in psychosis.  The model indicated that the earliest stages of a  
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psychotic disorder are nonspecific, multidimensional and overlap phenotypically with other 

mental health disorders.  Based on the model, researchers implied treatment should proceed in a 

stepwise fashion depending on safety, response, and progression without withholding treatment 

until a severe and less reversible condition symptomatically and functionally became apparent 

and entrenched. 

Identification and Characteristics of People With First Onset Psychosis 

People who have experienced an initial psychotic episode are more likely than the 

chronically mentally ill population to have limited knowledge about treatment and the mental 

health system as a whole.  The initial psychotic break may result in an introduction to the system 

through a psychiatric hospital or jail rather than a mental health clinic.  

Despite the presence of overt psychotic symptoms, diagnostic uncertainties remain. 

Henry et al. (2007) conducted a study involving 723 people 7.4 years after an initial admission to 

an early intervention program.  At baseline, 57% of participants were diagnosed with 

schizophrenia or schizophreniform disorder; yet, the full range of psychotic disorders was 

represented.  

In addition to the challenges presented to the mental health clinician, people face the 

challenge of negotiating developmental trajectories that have been interrupted by the initiation of 

a potentially significant condition.  People must cope with issues related to social identity after 

experiencing a psychotic episode.  

A review of the literature that specially explored experiences of people with an initial 

episode of psychosis that received early intervention services suggested that those individuals 

who had not received the specialized service had already experienced the feeling of having a  
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lower quality of life than their peers (Bechdolf et al., 2005).  People who experienced an initial 

episode of psychosis often lose contact with their friends before the onset of their condition, 

which could lead to a lower quality of life.  A possible benefit of an early intervention program 

would be to provide environments that support people to cope with the direct implications of 

psychosis and to engage them in developmentally appropriate behaviors, thereby, allowing for 

support of the integrative processes after the onset of the condition (Macdonald, Sauer, Howie, & 

Albiston, 2005). People without early intervention services who had been hospitalized for an 

initial episode of psychosis also experienced severe levels of positive, negative, and depressive 

symptoms (Schothorst, Emck, & van Engeland, 2006).  People who do not receive early 

intervention services are more likely to be hospitalized longer (Bota, Sagduyu, & Monro, 2005).  

Those individuals not enrolled in early intervention services had higher rates of posttraumatic 

stress disorder (PTSD).  The PTSD diagnosis was not related to often-assumed initial aspects of 

treatment, including involuntary admission to a psychiatric hospital or law enforcement 

involvement (Jackson, Knott, Skeate, & Birchwood, 2004). Finally, people not enrolled in early 

intervention programs had lower rates of insight into symptoms of a mental condition, a higher 

belief that mental health treatment was unnecessary, and higher rates of others initiating 

treatment (de Haan, Peters, Dingemans, Wouters, & Linszen, 2002).  The robust findings of the 

effect of early intervention services with people experiencing a first episode is consistent with 

findings that significant symptoms that affect identity development are present in 60% of people 

before the first episode.  Early intervention treats symptoms, addressing cognitive deficits in 

performance and working memory and reducing the effect of stressful life events and critical 

attitudes toward the person (Nuechterlein et al., 1992).  Perhaps the largest challenge to mental  
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health clinicians is creating an initial experience that engages the person, because this initial 

experience may affect long-term outcomes in either direction. 

Incidence rates of people with first-episode psychosis vary greatly.  The low estimate is 7 

to 8 per 100,000 (Drake, Haley, Akhtar, & Lewis, 2000), and the high estimate range is 35 per 

100,000 (Svedberg, Lichtenstein, & Pedersen, 2001).  The incidence rate is not evenly 

distributed geographically, culturally, or environmentally. Incidence rates for first onset 

schizophrenia were nine times higher for Black-Caribbean individuals and six times higher for 

Black-African individuals than White-British Individuals (Morgan et al., 2006).  Migrants had an 

incidence rate of 140.9 per 100,000 (Cantor-Graae & Selton, 2005).  There was also a difference 

in incidence in terms of sex. Men were more likely to have schizophrenia than women at a mean 

ratio of 1.42 to 1 (Aleman, Kahn, & Selton, 2003). 

Treatment of People With First Onset of Psychosis 

Much like the treatment of people at risk, there are no consistent findings in the literature 

to assess the exact methods and interventions for the best outcomes in treating people with first-

episode psychosis.  It has been widely suggested that the longer the delay between the initial 

episode and the initiation of treatment, the worse the outcomes. Simonsen et al. (2010) 

researched the impact of DUP on symptom and social outcomes with 301 first-episode 

nonaffective psychosis patients.  Findings indicated that longer DUP predicted both 3-month and 

2-year nonremission rates of psychotic symptoms. Multiple meta-analyses revealed a small to 

moderate effect of DUP, including symptomatic and functional recovery.  The finding was 

independent of potential confounds and the fact that prolonged DUP had a negative effect on 

recovery (McGorry, Killackey, & Young, 2007).  A reduction in DUP has been the primary  
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reasoning behind early intervention services.  Unfortunately, this effect has not been extensively 

studied in terms of effectiveness.  The Treatment and Intervention in Psychosis (TIPS) Project in 

Norway has been the one major effort to determine whether a comprehensive, multitarget, 

multilevel information and education campaign could reduce DUP.  This study did result in a 

reduction of DUP from 114 weeks to 26 weeks over two years (Johannessen et al., 2001).  

In addition, the delay between initial treatment and specialized early intervention 

treatment predicts worse outcomes (de Hann et al., 2002).  Marshall, Lockwood, and 

Fiander,(2005) identified the essential components of an early intervention program after an 

extensive review of treatment options and outcomes.  The elements included community 

connections, engagement activities, serving the same group of individuals, an initial assessment, 

nonpharmaceutical interventions, pharmaceutical interventions, team membership, and team 

structure.  Phenomenological analysis of participants’ experiences in specialized first episode 

programs indicated an adherence to best practice guidelines were appreciated by individuals 

involved (O’Toole, Ohlsen, Taylor, Walter, & Pilowsky, 2004). 

Antipsychotic Medication 

It is common practice in mental health treatment that individuals who experience an 

initial psychotic break receive antipsychotic medications.  Ten-year longitudinal medication 

outcome studies of individuals with first-episode schizophrenia have indicated earlier recognition 

of the condition, a reduction in hospital bed time, and an increase in number of outpatient 

contacts.  Outcomes have also shown the mean dosage of medication doubling during the first 

year after an initial diagnosis and an increased rate of polypharmacy (Nielsen, Le Quach, 

Emborg, Foldager, & Correll, 2010).  
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The practice of medication use for those individuals experiencing the first onset of 

psychosis does not appear to carry the same level of criticism that it does with at-risk individuals.  

However, no consensus exists as to whether this method is the best practice. Individuals with an 

initial episode of psychosis do not often adhere to antipsychotic medication orders.  In a 1-year 

follow-up study of people with an initial episode of psychosis, 63% had one or more medication 

gaps, 51% had a gap of 30 days or more, and the average length of time off of medication in the 

first year after an initial episode of psychosis was 7 months (Mojtabai et al., 2002).  Sixty percent 

of those individuals who had any gaps had them within the first 3 months of treatment (Mojtabai 

et al., 2002).  

A study of a program that attempted to explore the effects of medications for people with 

an initial episode of psychosis indicated that of those individuals who did not use medications in 

the first four months of treatment, 46% continued to be medication-free two years after the initial 

admission to the program.  Of these individuals, 60% were working at least part time, fewer than 

a third had been readmitted to a hospital, and 80% were living independently with peers.  This 

finding is surprising given the perceived effectiveness of anti-psychotic medication (Bola & 

Mosher, 2002).  

Other research efforts determined whether discontinuation of medications was effective 

with people who have experienced an initial episode of psychosis. Gaebel et al. (2002) examined 

three groups of people.  One group continued medication, another group gradually discontinued 

medications, and the final group also gradually discontinued medications but re-started 

medication if a crisis occurred.  Once the crisis was resolved, the medications were discontinued 

a second time.  Each group experienced high attrition rates (55.6% for the continued medication  
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group, 51.3% for the gradually discontinued medication group, and 62.5% for the discontinued 

but restarted medication group).  Although not significant between groups, each group 

experienced relapses (38% for the continued medication group, 42% for the gradually 

discontinued medication group, and 67% for the discontinued but restarted medication group), 

but the rates of relapse were not statistically significant. 

Gitlin et al. (2001) examined discontinuation of medication, but unlike Gaebel et al. 

(2001), did so after at least one year of symptom stability.  People in the study experienced 78% 

relapse rate within first year of withdrawal and 96% experienced an exacerbation of symptoms or 

relapse within two years.  The idea of delaying medications for an initial episode of psychosis 

existed before the era of early intervention.  Meta-analyses demonstrated a small, nonsignificant 

advantage for nonmedicated patients with an established diagnosis of schizophrenia over 

medicated patients in terms of improved outcomes.  One conclusion is that long-term harm is not 

caused by short-term medication-free periods, at least under the condition that other forms of 

psychosocial treatment are available (Francey et al., 2010).  Bola, Lehtinen, Cullbery, and 

Ciompi (2009) conducted a meta-analytic review that supported this conclusion, showing that a 

carefully supervised approach to medication-free treatment in combination with psychosocial 

treatment for first-episode psychosis might support a reduction in long-term medication 

dependence and the discrimination of different clinical prognoses.  

McGlashan (2006), in his report on the rationale and parameters for medication-free 

research reports, concluded that clinicians are still left with a case for and a case against 

medications use in the treatment of people with an initial onset of psychosis. Medications are less 

expensive than inpatient care and are logistically easy to use. Medications are considered the  



FAMILY AIDED COMMUNITY TREATMENT 38 

 

 

primary treatment of schizophrenia; not to use them with the condition paralyzes medical 

providers with fear of litigation should safety issues arise.  The case against medication included 

long-term outcome data from first-episode samples well treated with medications suggesting 

deterioration in cognition if maintained and the tendency to be more psychosis-prone once the 

medication was stopped (McGlashan, 2006)  

Antipsychotic Medication Combined with Psychosocial Treatment 

Potential psychosocial consequences of medication use alone are that people taking 

medications are given little attention in the standard treatment models. People may discontinue 

medications to elicit greater care and concern from their treatment providers. People often 

experience medication as a symbol of an illness-related identity that infuses their self-concept.  

People discontinue medication us because of the subjective experience of losing one’s identity 

and the immediate experience of side effects.  Treatment providers can more effectively respond 

to these types of peoples’ experiences with greater attention and empathy for the individual’s 

experiences and by providing a safety plan when attempts to withdraw medications occur 

(Aderhold & Stastny, 2007). Specialized early intervention programs for first-episode psychosis, 

which combined medication support and intensive psychosocial interventions, may be able to 

moderate this case for and case against conflict. 

Specialized early intervention treatment, which included medications and psychosocial 

interventions, resulted in 70% complete remission rates after one year, with hospital readmission 

rates at 20% and individuals improved significantly from baseline functioning on all measures of 

psychopathology (Malla et al., 2002).  This finding is consistent with the research of Guo et al. 

(2010), a randomly controlled trial of 1,268 early-stage schizophrenia individuals across 10  
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clinical sites comparing outcomes of treatment with medication alone and medication combined 

with psychosocial intervention.  Individuals who received both treatment options experienced a 

lower rate of treatment discontinuation or change, a lower risk of relapse, improved insight, 

higher quality-of-life scores, and improved social functioning. 

Behavioral Interventions 

Before the 1950s, when neuroleptic medications were introduced, the highest standard of 

care for the treatment of schizophrenia was psychotherapy.  Unfortunately, very few people 

obtained access to this form of treatment and were subjected to what is described currently as 

barbaric biological treatments and inpatient care.  Once medications were introduced as the new 

gold standard, people improved at a higher rate proportionately to people with psychotherapy, 

and many people with schizophrenia were able to live in the community (McGorry, 2005).  

Despite the improvement in symptoms, people did not make improvements in occupational, 

social, and self-care areas of their lives.  The lack of improvements in the areas of functioning 

may have facilitated the emergence of behavioral interventions in the 1960s, followed closely by 

the introduction of psychoeducation and family interventions.  There has been increased focus on 

cognitive behavioral therapies, supported employment efforts, and, more recently, cognitive 

rehabilitation (McGorry, 2005). 

Reducing the overall impact of schizophrenia is the core goal of early intervention 

programs with psychosis.  The Royal Australian and New Zealand College of Psychiatrists 

developed recommended practice guidelines for the treatment of schizophrenia and related 

disorders (McGorry, 2005).  The guidelines focused on specific treatment interventions, with an 

emphasis on providing the appropriate treatment early in the condition as an intensive  
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comprehensive package for 3 to 5 years after diagnosis (McGorry, 2005). 

Cognitive Behavioral Therapy   

Cognitive behavioral therapy (CBT) is a recommended treatment for people experiencing 

an initial episode of psychosis.  CBT focuses on facilitating functional recovery.  Journal article 

reviews of CBT use with people in first-episode psychosis indicated that CBT resulted in modest 

efficacy in reducing symptoms, people adjustment to the condition, and improved subjective 

quality of life.  Yet CBT studies also showed minimal efficacy in reducing relapse (Penn, 

Waldheter, Perkins, Mueser, & Liberman, 2005).  Two CBT models were embedded within early 

intervention programs: the Graduated Recovery Intervention Program for First Episode 

Psychosis (GRIP) at the University of North Carolina Chapel Hill (Waldheter et al., 2008) and 

the Cognitively Oriented Psychotherapy for Early Psychosis (COPE) model at the Early 

Psychosis Prevention and Intervention Centre (EPPIC) in Melbourne Australia (Jackson et al., 

2005).  Further review of these treatment models suggested clinical and psychosocial benefits 

with a low retention rate (67%) for the former and no significant advantage over and above the 

early intervention routine care for the latter (Jackson et al., 2005; Waldheter et al., 2008). 

Employment Support  

Additional efforts to improve functional recovery with people undergoing first-episode 

psychoses have resulted in the introduction of employment support within early intervention 

programs.  The primary goal of employment support is to prevent chronic patterns of disability 

for this population. Delays in returning to work with first-episode psychosis are common, 

ranging from one to 65 months.  Explanations for delays include illness-related factors (e.g., 

symptoms or medication side effects), nonillness-related factors (e.g., lack of childcare, lack of  
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experience), messages from mental health clinicians and families about not returning to work, 

and fears related to symptom-return while working.  This factor is especially important given the 

symptoms that affect employment the most are not usually positive symptoms, but negative, and 

cognitive symptoms that often do not improve with medication adherence but can be moderated 

with psychosocial accommodations.  These themes suggest that work delay does increase the 

likelihood of disability.  Given the stage of identify development that a major psychotic disorder 

occurs, it may be helpful to use career counseling methods to assist individuals in finding their 

vocational strengths (Gioia, 2006).  

With the recent attention on cognitive rehabilitation as an intervention to specially target 

cognitive impairments in first-episode psychosis individuals, early intervention programs around 

the world are exploring cognitive rehabilitation as an auxiliary to employment and education 

support.  Eack et al. (2010) asserted that cognitive enhancement training, a form of cognitive 

rehabilitation with patients experiencing early schizophrenia, may offer neurobiologic protection 

and enhancement associated with improved long-term cognitive outcomes.  

Individual placement and support (IPS) is a form of supported employment and education 

that emphasizes integration of mental health and career services, rapid search for competitive 

employment and educational positions, assertive community outreach, a focus on individual 

employment choice, and ongoing support once employed or enrolled in school.  Implementation 

of an IPS model proportionally increased returning to work or school of first-episode 

schizophrenia patients by 43% compared with traditional vocational rehabilitation. IPS also 

resulted in lower attrition rates by 26%.  Both findings were considered significant (Nuechterlein 

et al., 2005).  
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Family Intervention   

Family interventions are another recommended psychosocial support that should be 

offered by early intervention programs.  Families and primary care givers of people experiencing 

first-episode psychosis are less likely to be engaged with mental health treatment providers.  

Families and primary care givers provide practical, emotional, and financial support to their 

loved ones in addition to usually being the individuals to initiate treatment services and 

ultimately act as the sustainer of engagement to those services.  Despite the subjective 

experience of providing an immense amount of effort, they are left feeling undervalued by the 

providers of mental health services (Sin, Moone, & Wellman, 2005).  To reduce this feeling 

endorsed by many family members and caregivers, early intervention clinicians must involve 

them in the treatment process.  At times, this involvement can be a challenge given the common 

need of young adults in treatment to feel as if their clinicians are not colluding with families and 

significant others (McCann & Baker, 2001). 

Community Support   

A well-studied and described model for the treatment of people with chronic mental 

illness and intensive needs because of risk of hospitalization is the Assertive Community 

Treatment Model (ACT; McFarlane et al., 2010).  ACT is a comprehensive, biopsychosocial 

intervention with the intended goal of improving community functioning with the mentally ill.  

Components of ACT include in vivo teaching of coping and problem-solving skills, 24-hour 

availability to respond to crisis, a small caseload (1–10 people), and a multidisciplinary team 

approach.  As described, the original intention of the ACT model was to serve high-risk mentally 

ill populations. Recently, there has been an increased awareness of its potential with first-episode  
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and at-risk populations (McFarlane et al., 2010). 

A missing component of ACT, which is recommended in the treatment of first-episode 

individuals, is the direct inclusion of family participation in treatment.  Direct and effective 

treatment methods that explicitly include families are multifamily group treatment (MFGT) and 

behavioral family interventions.  MFGT is an evidenced-based cognitive behavioral 

psychoeducational intervention for the management of schizophrenia.  The model is 

systematically structured with intended clinical integrity. McDonell et al. (2007) noted a negative 

correlation between integrity to model and psychiatric symptoms, including negative symptoms.  

However, MFGT interventions fail to adequately support the needs of a mentally ill population, 

especially personal factors that complicate treatment or possibility impede it all together.  

Rossberg et al. (2010) compared people experiencing first-episode psychosis who attended 

MFGT and those individuals who refused or were not offered MFGT over a 5-year period.  

People who attended groups had less improvement in positive symptoms and a longer duration of 

symptoms than those individuals who did not participate.   In a comprehensive review of the 

literature, both ACT and family psychoeducation interventions were found to be treatment 

models for people with mental illness, of which there was unequivocal evidence of efficacy 

(McFarlane et al., 2010). 

Integrated Treatment 

Given the effectiveness of interventions mentioned above, the high risk and needs of 

people with first-episode psychosis, and the recommendations to include family interventions 

and a wide range of additional psychosocial interventions in the single team treatment of first 

episode individuals, the combination of models is a promising, empirically supported approach.   
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The integrated treatment model is called family aided community treatment (FACT).  FACT 

integrates all components of the individual’s treatment under one coordinated system.  This 

integration of all components, including family support, reduces the likelihood of contradictions, 

collusion, and disagreements among those people who are invested in the recovery of the 

individual (McFarlane, Stastny, & Deakins, 1992).  

A multimodal approach to treating first-episode psychosis with the goal of increasing 

functioning and reducing disability is a well intended but an expensive endeavor.  An exploration 

of cost-effectiveness is necessary given economic constraints and the need for public funding to 

complete such an approach.  The largest expenditure for mental health in the United States is for 

schizophrenia - costing approximately $62 billion annually (Compton & Thase, 2008).  Most of 

the expenses can be attributed to repeated hospitalizations (Penn et al., 2005).  

Costs Associated With Treatment 

Given that health insurance is not widely available to the people in the age range most 

affected by first-episode psychosis, the cost of treatment is almost entirely public. Over a 3-year 

period, the direct cost to treat a first episode of schizophrenia costs an average of $10,151. There 

is a positive correlation between DUP and cost.  The average cost for patients with more than six 

months of DUP was $12,283.  This figure doubles the cost to treat an individual with less than 

six months of DUP, an average cost of $5,606 (Moscarelli & Stefano, 1991).  

In a direct cost-effectiveness comparison of an early intervention program with a high-

quality outpatient clinic in Sweden over a 3-year period, the cost to the public for the early 

intervention program was an average of $11,614 per person compared with $23,192 over the first 

year.  Outpatient costs were higher for the early intervention program than for the comparison  
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clinic; however, inpatient costs were higher for the comparison clinic than the early intervention 

program.  The costs did not differ significantly in Years 2 and 3 (Cullberg et al., 2006). 

A before-and-after intervention study in Melbourne indicated that cost per person on 

average was $16,964 for those people who were served during the year when he early 

intervention program opened compared to $24,074 per person the year before opening the 

program. Like Culberg's, this study produced results suggesting higher outpatient costs and 

lower inpatient costs for the early intervention program (Mihalopoulos, McGorry, & Carter, 

1999). 

In a randomly controlled trial of individuals served in an early intervention program 

compared with routine care, early intervention services produced a savings of 53% in the first 

year.  After three years of treatment, the percentage of savings remained stable (McCrone, 

Dhanasiri, & Knapp, 2006). 

Summary 

Active psychosis ranks in the top three most disabling conditions worldwide (Compton & 

Thase, 2008).  There are widely used valid and reliable instruments to identify individuals at risk 

of psychosis and experiencing symptoms of a first-episode of psychosis.  For those individuals at 

risk, early intervention may prevent conversion to a full psychotic disorder.  Early intervention 

services also treat already present symptoms such as impaired cognitive, social, and occupational 

functioning, and alleviates family distress.  Early intervention programs can reduce duration of 

untreated psychosis for individuals who already meet criteria for a psychotic disorder.  Reducing 

DUP can ameliorate the known impact psychosis can have on symptomology, functioning, 

trauma, social networks, and the community at large.  
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The exact treatment package that early intervention programs must offer to achieve the 

greatest outcomes remains unknown.  However, elements have been specifically identified to 

provide a holistic and easily accessible nonstigmatizing intervention to a multidimensional 

condition.  Those elements include: (a) outreach and community education to identify people at 

risk and reduce duration of untreated psychosis, (b) family and individual psychoeducation to 

reduce confusion and conflict and provide problem-solving skills, (c) intensive in vivo 

counseling, (d) case management and family therapy to meet the individual in a safe 

nonstigmatizing location as well as develop real-world skills, (e) medications to reduce positive 

symptomology, and (f) supported employment/education and cognitive rehabilitation to improve 

occupational functioning and overall quality of life. 

Evidence of effective treatment for people at risk for psychotic disorders and with a first 

break of psychosis offers an opportunity for mental health professionals of all designations to 

change the assumed entrenched pessimism that may exist for those people who are developing or 

have psychotic disorders and to begin to offer the treatments that positively influence the 

trajectory of an individual’s development. 
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Abstract  

Major psychotic disorders are one of the leading causes of disability worldwide. If these 

conditions are identified early and treatment promptly implemented, the prognosis is improved. 

This study examined the impact of a year-long family aided community treatment (FACT) 

intervention upon psychiatric symptoms. Psychiatric symptom scores improved with the FACT 

intervention. Improved training on early recognition for mental health clinicians, implementation 

of a specific treatment model in community settings and policy around treatment funding 

allocation are implications of this study. 

Keywords:  major psychotic disorders, early recognition, treatment model 
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Family Aided Community Treatment As An Intervention For The Treatment Of Early Psychosis: 

A Proof Of Concept Study  

Schizophrenia has a prevalence rate of 1 in 100 people. Onset usually begins in late 

adolescence or early adulthood (APA, 2000).  Symptoms include hallucinations, delusions, 

confused thinking, and a range of cognitive deficits (APA, 2000).  In its acute phase, a person 

afflicted with schizophrenia becomes unable to discern what is real from what is not and may act 

on incorrect or inaccurate information about the environment. The young person often loses the 

ability to participate in school and work or even to take care of basic needs.  Families may 

mistakenly attribute the cause of these changes in a loved one to antisocial behavior or drug use.  

Friends drop away quickly as these youth isolate or behave strangely.  

The fact that schizophrenia begins during teenage and young adult years makes early 

intervention critical.  The illness interferes with key developmental tasks, including forming an 

identity, finishing school and beginning employment, taking on adult roles and responsibilities, 

and forming intimate relationships.  Psychosis can impede these developmental processes in 

ways that will affect a person for life.  The stress can lead to family dissolution and even 

homelessness.  Unable to tell what is safe from what is not or what is real from what is not, the 

person with schizophrenia is at risk of accidental death, injury, or suicide.  It is common for 

psychosis to lead to arrest and legal charges (Sale & Melton, 2010).  

Unfortunately, these experiences are common because many people with schizophrenia 

do not get the right help in the early stages of psychosis (Harrigan, McGorry, & Krstev, 2003).  

Treatment programs and providers are often untrained and unprepared to provide appropriate 

support.  Too often, a series of traumatizing crises and inappropriate care lead to an involuntary  
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hospital commitment, entry into the federal disability system, or both (Edwards & McGorry, 

2002). The longer it takes for a person to get appropriate help, the more challenging recovery 

becomes. 

Mid-Valley Behavioral Care Network (MVBCN) is an organization responsible for 

publicly funded mental health services across five Oregon counties.  In 1999, Mid-Valley 

Behavioral Care Network investigated ways to improve the typical life course of people with 

schizophrenia.  The Early Assessment and Support Team (EAST) was created in early 2001 

EAST was modeled after the work of the Early Psychosis Prevention and Intervention Center 

(EPPIC) in Melbourne, Australia (Edwards & McGorry, 2002) and the best practice guidelines 

for intervention with psychotic disorders (McGorry, 2005).  

EAST program adaptations over the years included adopting aspects of the Substance 

Abuse and Mental Health Services Administration’s (SAMHSA) recovery toolkits (Substance 

Abuse and Mental Health Services Administration, n.d.).  FACT was a primary treatment 

adaptation.  FACT allowed for supplementing missing elements from the Australian best practice 

guidelines in the EAST model.  Because of the positive outcomes and a strong legislative 

campaign in 2007, the Oregon legislature provided funding to begin disseminating EAST 

statewide.  This broader effort became the Early Assessment and Support Alliance (EASA).  

EASA programs were created in 11 counties so that currently 60% of Oregon’s population has 

access to this early psychosis program.  

EAST and EASA's missions are to support young people and their families to maintain 

their normal life trajectory after psychotic symptoms first occur.  Most people receive FACT 

while enrolled in the program.  The program lasts for two years and then clients move on to a  
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planned transition into additional supports.  The target of the FACT intervention is to improve 

psychiatric symptoms.  The treatment interventions of the FACT model included:  

• Community education and outreach: Early Assessment and Support Team/Early 

Assessment and Support Alliance representatives go into the community to increase 

awareness about psychosis and to encourage early referrals. These education efforts are 

offered to a wide range of audiences—school counselors and teachers, medical 

professionals, law enforcement personnel, parents, clergy, and adolescents. 

• Targeted outreach to those in need: Psychosis is often frightening, and even the thought 

of being diagnosed with such a serious mental health condition may cause a young person 

to refuse to seek help. Early Assessment and Support Team/Early Assessment and 

Support Alliance team members meet the youth and family at their level of readiness to 

form a relationship built on trust. Services are strengths focused and oriented toward 

issues young people find relevant, such as getting through school, resolving conflicts, 

paying off debts, or regaining their proficiency in areas they have previously done well in 

but in which they are now struggling.  

• Consistent services in the transition from adolescence to adulthood: Services are 

provided to teens and young adults by the same team. Early Assessment and Support 

Team serves people ages 12 to 25, and the other Early Assessment and Support Alliance 

programs serve people ages 15 to 25. There is no discontinuity of care or caregiver teams 

just because a person ages out of childhood services. Teams meet twice weekly or more 

often to coordinate care closely.  
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• Supported employment/education specialist: This specialist works closely with each 

program participant. The success of this program aspect is highlighted by the fact that the 

majority of young people involved with Early Assessment and Support Team/Early 

Assessment and Support Alliance do not pursue federal disability funding. 

• Psychopharmacology treatment options: When it comes to medications, Early 

Assessment and Support Team/Early Assessment and Support Alliance emphasize 

education and choice. Medications are used cautiously, and close attention is paid to the 

side effects experienced by the individual. Member of the medical staff, which includes 

psychiatrists and nurses, are part of the treatment team and collaborate in decision-

making. 

• Occupational therapists: These specialists are available to help assess and provide 

treatment for underlying sensory, cognitive, and functional issues.  

• Family inclusion: Families are viewed as essential partners in the decision making 

process. Most families participate in evidence-based multifamily psychoeducation 

treatment focused on increasing knowledge, reducing conflict and problem solving 

(McFarlane, 2002). 

• Commitment from systems leaders: State and regional leaders work together to develop 

and realign funding streams, regulations, and workplace policies to best serve individuals 

in a flexible way, without barriers such as insurance restrictions and gaps between child 

and adult systems. 

This proof of concept study focused on these eight components delivered as a package.  

Hypothesis  
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The hypotheses are as follows: 

Ho   A family aided community treatment trial will not improve psychiatric symptoms of 

people aged 12-25 with early psychosis. 

 H1   A family aided community treatment trial will improve psychiatric symptoms of 

people aged 12-25 with early psychosis. 

Methods 

Research Design 

Archival data sets were analyzed using a single-group pre/post test design comparing baseline 

and 12-month scores for the purpose of proof of concept of the FACT intervention (Eli Lilly and 

Company, n.d.).  

Participants 

Archival data were analyzed from 8 participants who received and completed 12 months 

of the FACT intervention.  The mean age was 19.6  (sd = 3.28).  Males comprised 75% of the 

participants.  The sex difference is consistent with Hafner et al. (1993).  The racial demographics 

included 75% White and 25% Hispanic, which is consistent with data from Brekke and Barrio 

(1997).   

Participants were selected from referrals made to the Early Assessment and Support 

Team.  Eligible referrals included residents of the Mid-Willamette Valley Region of Oregon, 

which includes Marion, Polk, Yamhill, Linn or Tillamook counties, ages 12 - 25.  At initial 

referral the participants appeared to have early, low-intensity or low-frequency psychotic 

symptoms.  If participants met the criteria of age, location, and level of symptoms they and their 

families were asked if they would be interested in participating in a research study.  If they  
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agreed they were asked to attend an orientation session, which covered the FACT intervention, 

informed consent, description of financial incentives provided, and scheduling of the Structured 

Interview for Prodromal Syndromes (SIPS) assessment with trained research assistants if the 

participants consented; the final inclusion and exclusion criteria were determined by scores and 

syndromes of the SIPS Interview.  Inclusion criteria consisted of participants who met criteria for 

a first episode psychosis.  These participants presented with psychotic symptoms (at least one 

score of 6 on one of the positive symptom scales from the Structured Interview for Prodromal 

Syndromes (SIPS), with loss of insight, and treatment with anti-psychotic medication) for less 

than 30 days.   

Included participants were offered the FACT intervention.  At baseline the data set 

included 11 individuals who met criteria for inclusion.  At the end of 12 months, eight 

participants remained for final analysis (see Figure 1).  There were no clinical or demographics 

differences between the participants who remained in the research and those who were not in the 

final analysis. The final age range for the participants who remained was 16 - 25.  A two-tailed t-

distribution test did not find significant differences in the Structured Interview for Prodromal 

Syndromes (SIPS) Positive, Negative, Disorganized, or General symptoms baseline scores 

between participants who dropped out and the participants who remained in the study.  

Some potential participants were excluded because the purpose of this research project 

was to prevent the disabling effects of the onset of psychotic disorder.  Those excluded met at 

least one of the following criteria: 

 participants with a current diagnosis of a psychotic disorder at baseline,  

 those with a positive symptom score of 6 for over 30 days, 
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 those receiving anti-psychotic medication at a dosage appropriate to treat a psychotic 

illness for over 30 days,  

 those that scored lower than a 6 on any of the Positive symptoms scales, 

 less than 12 years or over 25 years old,  

 IQ less than 70 based on school records,  

 living outside the Mid-Willamette Valley region,  

 not an English speaker, and/or neither parent is an English speaker,  

 incarcerated,  

 psychotic symptoms due solely to acute psychoactive substance toxicity, or clear organic 

etiology of psychotic symptoms.  

Measures 

Structured Interview for Prodromal Syndromes (SIPS) 

 Participants received the SIPS at baseline and again at 12 months.  The SIPS is a semi-

structured diagnostic interview including five components: (a) the 19-point Scale of Prodromal 

Symptoms, (b) a version of the Global Assessment of Functioning with well-defined anchor 

points, (c) a Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, 2000) 

schizotypal personality disorder checklist, (d) a family history of mental illness, (e) and a 

checklist for the Criteria of Prodromal Syndromes (Miller et al., 2002).  The five components are 

used to determine if the person meets criteria of a Psychosis Risk Syndrome, indicating lower 

risk or a presence of psychotic symptoms (greater risk). SIPS questions include questions 

determined valid for predicting conversion to schizophrenia.  For example, an item exploring  
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unusual thought content asks the question, “Have you felt that you are not in control of your own 

ideas or thoughts?” 

 People who meet criteria for a prodromal syndrome have a positive, predictive value of 

conversion to psychosis related to schizophrenia: 43% at 6 months, 50% at 12 months, 62% at 18 

months and 67% at 24 months.  There was a significant relationship of diagnostic status at 

baseline to outcomes at 6 months and 12 months (Miller et al., 2002). 

 All interviews were conducted by independent research assistants who were blind to 

which participants received the FACT intervention.  Research assistants received regular inter-

rater reliability checks by a Yale University certified rater expert in scoring the SIPS.  SIPS 

raters who received training from a certified rater yielded an inter-rater reliability score of k =.81 

(Miller et al., 2002).  To maintain this high reliability research assistants were asked to score 10 

videotaped SIPS interviews.  Reliability was measured by computing the intraclass correlation of 

raters’ scores with criterion scores of experienced researcher trained by Dr. Tandy Miller, one of 

the developers of the Structured Interview for Prodromal Syndromes instrument.  In a prior study 

using the SIPS, this format was used to establish reliability (McFarlane et al., 2010).  The 

intraclass correlation was .81 for the positive symptom scale and .81 for the negative symptom 

scale. 

Positive and Negative Symptoms Scale (PANSS)  

Participants also received the Positive and Negative Symptoms Scale (PANSS).  The 

Positive and Negative Symptoms Scale is a 30-item researcher rated scale used to determine 

severity of positive and negative symptoms of psychosis, in addition to other psychiatric  
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symptoms such as excitatory, depressive, and cognitive.  Higher scores indicate a greater severity 

of psychiatric symptoms. 

 PANSS construct, discriminative, convergent, and predictive validity is supported by 

longitudinal, multidimensional, and psycho-pharmacological research in people with acute and 

chronic schizophrenia.  In two studies of 37 acute and 47 chronic people with schizophrenia, the 

criterion-related validity of the PANSS used for typological distinction was supported (Kay, 

Opler, & Lindenmayer, 1988; Lindenmayer, Kay,& Opler,1984).   Studies specific to young 

people with schizophrenia found that high negative scores in the early presentation co varied 

with lesser incidence of psychosis related to schizophrenia and a greater covariance with 

psychosis related to a mood disorder (Kay & Opler, 1987; Lindenmayer, Kay, & Friedman, 

1986). 

 Positive and Negative Symptoms Scale (PANSS) inter-rater reliability scores ranged 

from .83 to .87.   The Positive and Negative Symptom Scale (PANSS) also has a significant 

correlation (r = .52) with the National Institute of Mental Health Clinical Global Impression 

Scale (Kay, Opler, & Lindenmayer, 1988). 

Global Functioning Scale (GFS) 

 Participants also received the Global Functioning Scale (GFS).  The GFS produces a 10-

item score measuring social and role functioning.  Higher scores indicate higher functioning in 

each domain. 

 GFS studies on construct validity have found statistical significant correlations with the 

Strauss-Carpenter Outcome Scale.  The Global Functioning Social Scale (Auther, Smith, &  
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Cornblatt, 2006) of the GFS was correlated with the Strauss-Carpenter Outcome Social Contacts  

Scale (r = .70, p < .001). The Global Functioning Role Scale (Niendam, Bearden, Johnson, & 

Cannon, 2006) was correlated with the Strauss-Carpenter Outcome Work/School Functioning 

Scale (r = .57, p < .001).  Researchers on the Global Functioning Scales also have found 

statistical significant correlations with the Premorbid Adjustment Scale on the Global 

Functioning Social Scale with the Premorbid Adjustment Social Scale ( r = .49, p < .001)  and on 

the Global Functioning Role Scale with the Premorbid Adjustment Role Scale (r = . 68, p < .001) 

(Cornblatt et al., 2007). 

 One study using 100 research clinicians at two different mental health research clinics 

found that GFS inter-rater reliability yielded .84 and .92 for the Social and Role functioning 

scores respectively (Cornblatt et al., 2007).  The researcher who collected PANSS and GFS data 

did not undergo regular inter-rater reliability check as they did with the Structured Interview for 

Prodromal Syndromes.  However the positive and negative symptoms from the SIPS were used 

to score the PANSS so reliability is inferred. 

Procedures 

 Participants and their families were told that this research study focused on people who 

are possibly at risk of developing a major psychotic disorder.  As participants were both over and 

under the age of 18, guardians provided consent for their children’s participation in the treatment 

and for all the assessments.  Once consent was obtained and the initial the Structured Interview 

for Prodromal Syndromes assessment was completed participants and their families met with the 

lead clinical researcher.  At this meeting the participants were given feedback on their 

assessment scores and, based on the total positive symptoms scores, were assigned to either the  
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FACT intervention arm or the comparison arm of the study.  The latter participants were offered  

treatment but were not included in data analysis.  Participants who were assigned to the FACT 

intervention were given appointments with a primary Master’s-prepared clinician who was 

responsible for providing and coordinating the FACT intervention elements.  The clinicians 

providing the FACT model had Master’s degrees in counseling, psychology, social work or 

occupational therapy.  Participants assigned to the comparison group were given a telephone 

appointment with a Bachelor’s-prepared clinician trained in providing a monthly questionnaire 

assessing symptoms and safety.  The clinician providing the monthly questionnaire had at least a 

Bachelor’s degree and was a graduate level Master’s in counseling student that received training 

and weekly supervision on people receiving the questionnaire.  Participants who did not meet 

criteria for the FACT intervention or comparison were provided assistance in locating 

appropriate clinical services. Research assistants called participants approximately once a month 

before their 12 month assessments.  

The treatment intervention is Family Aided Assertive Community Treatment (FACT).  

FACT is a combination of psychoeducational multifamily groups, assertive community 

treatment, psychotropic medications and supported employment and education (McFarlane, 

Stastny, & Deakins, 1992).   

The multifamily group intervention is a manualized treatment that includes joining with 

people and their families, educational workshops, and twice-monthly problem solving groups 

involving the person and their family (McFarlane, 2002). 

Assertive Community Treatment is a comprehensive, biopsychosocial intervention with 

the intended goal of improving community functioning with the mentally ill.  Components of  
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Assertive Community Treatment include in vivo teaching of coping and problem-solving skills, 

24-hour availability to respond to crisis, a small caseload (1–10 people), and a multidisciplinary 

team approach.  As described, the original intention of the Assertive Community Treatment 

model was to serve high-risk mentally ill populations.  Recently, there has been an increased 

awareness of its potential with first-episode and at-risk populations (McFarlane et al., 2010). 

A Board Approved Psychiatrist managed psychotropic medications.  Persons were seen 

every 1 to 3 months depending on level of symptom severity.  Medications were typically 

prescribed if symptoms indicated a conversion to psychosis or reached a level at which 

medications were indicated. 

Supported Employment is an evidenced-based, manualized treatment to support people 

with symptoms of mental illness return to or gain new employment.  It involves an integration of 

employment and traditional mental health services.  Clinicians using the supported employment 

model must offer rapid job search of competitive employment emphasizing the person’s 

preferences for work goals.  The model also involves clinicians offering support while the person 

is employed and assisting with benefits planning.  The model is implemented regardless of the 

person’s level of symptoms or substance use.  The only inclusion is a person’s statement they 

want to work (Swanson & Becker, 2011). 

Supported Education involves collaboration between clinician and educational 

institutions, and teaching skills relevant to the person’s current level of education.  A mental 

health clinician in collaboration with an occupational therapist completes this intervention.  The 

occupational therapist is responsible for evaluating the person’s functional and cognitive abilities 

and using that information to guide intervention.     
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Treatment Fidelity 

All clinicians involved in implementing the FACT intervention received a week-long 

training on the elements of the model.  The delivery of each clinical service provided was 

documented using a secure web-based tracking program.  Using measurements of services 

people received was found to be a reliable and valid predictor of outcomes with populations 

similar to the population used for this study (Cook et al., 2005).  The FACT model practices of 

multi-family group treatment and supported employment are manualized treatments with fidelity 

scales.  Certified trainers monitored fidelity of these treatments on a monthly basis in 

collaboration with the clinicians that implemented these FACT model interventions.  

Clinical Significance 

  Clinically significant change has typically been utilized to determine the extent to which 

an intervention moves a person outside the range of the dysfunctional population or within the 

range of the functional population (Jacobson & Truax, 1991).  For the SIPS, if any of the 

Positive Symptoms scales dropped from the baseline 6, the participant would no longer be 

considered psychotic, hence producing a clinically significant change (Miller et al., 2002).  This 

research question asks, did participants who received the FACT intervention improve their 

overall average SIPS, PANNS, and GFS scores after 12 months of participating in the 

intervention.   

Data Analysis Plan and Procedures 

The data were obtained from the Early Detection and Intervention for the Prevention of 

Psychosis Program (EDIPPP) National Database.  To determine impact of the Family Aided 

Community Treatment (FACT) intervention, multiple repeated measures t-tests were used to  
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compare the outcome variables of pre-test and post-test average positive and negative symptoms 

subscales scores of the Structured Interview for Prodromal Syndromes, The Positive and 

Negative Symptoms Scale, and the Global Functioning Scales at baseline and at 12 months. An 

intent-to-treat approach was used to avoid the effects of treatment crossover inherent in the 

FACT model. This research design provided information about the potential effects of the FACT 

model rather than the effects of specific treatment within the model.  The assumptions of a 

repeated measures t-test are met given the wide distributions of scores at baseline in all outcome 

variables. 

Results 

The hypothesis posited there would be an improvement in psychiatric symptoms in 

participants with early psychosis receiving a family aided community treatment (FACT) 

intervention.   Using multiple repeated measures t-tests to compare the outcome variables of pre-

test and post-test average positive and negative symptoms subscales scores of the Structured 

Interview for Prodromal Syndromes, The Positive and Negative Symptoms Scale, and the Global 

Functioning Scales at baseline and at 12 months, the alternative hypothesis was supported for all 

outcome variables except role functioning (see Table 1).  There was a change in average role 

functioning score indicating improvement but the change was not statistically significant.  In 

almost each scale, the standard deviation was smaller post-intervention.  This is another indicator 

that the FACT intervention produced the mean changes.  It is expected that participant scores 

pre-intervention would vary resulting in greater variation of standard deviations for the pre-score 

measures than the post-score measures. 

Discussion 
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Schizophrenia and major psychotic disorders are conditions with historically poor 

outcomes, both at a person and system level.  These outcomes have produced a sense of 

entrenched pessimism among clinicians treating people with schizophrenia and major psychotic 

disorders.  The research on this topic demonstrated that using an intensive, multi-discipline 

treatment model with people in the very early stages of a major psychotic disorder can improve 

psychiatric symptoms and functioning.   

Using a proof of concept design with multiple repeated measures t-test, eight first-

episode psychotic disorder participants engaged in the Family Aided Community Treatment 

(FACT) protocol in order to examine if psychiatric symptoms scale scores improved post-

intervention.  The hypothesis that stated that the (FACT) intervention would reduce psychiatric 

symptoms when assessed by the Structured Interview for Prodromal Syndromes (SIPS), the 

Positive and Negative Symptoms Scale (PANSS), and the Global Functioning Scales in a first 

episode psychotic disorder sample was supported.  The FACT intervention decreased psychiatric 

symptom scores in this population. 

The results although statistically significant, are better explained by meeting clinical 

significance.  The measures used in this study, specially the SIPS define a person as psychotic 

when scored as a 6 on the Positive Symptoms Scale.  At baseline each individual had at least one 

score of 6 on at least one of the five Positive Symptoms Scale.  At 12 months no participants had 

a single score of 6.  This, in combination with the statistical significant changes, implies that 

FACT intervention resulted in the participants moving from inside the diagnostic range of 

dysfunctional and psychotic to outside of that range.    

Limitations 
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The use of FACT with this first episode psychosis population has resulted in an 

improvement in psychiatric symptoms as measured by Structured Interview for Prodromal 

Syndromes (SIPS), the Positive and Negative Symptoms Scale (PANSS), and the Global 

Functioning Scales. Despite the contributions that this study makes concerning early treatment of 

psychotic disorders, the study is not without limitations.  The sample was composed of 

participants who were help-seeking and consented to a major research study.  People with major 

psychotic disorders, specifically schizophrenia, often do not seek help (Amador, 2007; van Os, 

2003) raising the question as to whether this study reflects a representative sample of people with 

the condition, who generally do not seek help.  However, given this specific associated feature of 

the condition, the design and selection of participants for this study is an effective way to 

determine if the FACT model offers predictive validity. An essential component of the FACT 

model is assertive community treatment (ACT), which has proven outcomes indicating improved 

engagement in treatment among individuals with severe mental illness including those who do 

not seek help (SAMHSA, 2008). 

The single group pre-post design offers several threats to internal validity. The use of 

multiple comparisons itself creates the chances of a type I error.  The history threat was present 

given it was possible an event outside of the treatment that occurred during the course of the 

participants’ treatment resulted in the achieved results.  Participants in this study did not enroll 

simultaneously, they were enrolled as they were referred and met criteria for the research.  This 

reduces the likelihood of a history threat.   

It is possible that the participants’ outcomes would have been achieved as a natural 

course of their development, resulting in a maturation threat.  Baseline analysis of the  
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participants found that they were a homogeneous group in terms of symptomology, age, 

gender and race.  The baseline demographics are consistent with persons who also are diagnosed 

with psychosis.  If a maturation were present, persons outside of this study with early psychosis 

would also have experienced a reduction in symptoms which has not been the case. 

A common pre-posttest design threat to internal validity is the testing threat.  In the case 

of this study did the participants experience of being administered the SIPS at baseline prepare 

them for improved responses at 12 month administration of the SIPS?  To address this threat this 

study also used the PANSS which measures the same construct of psychosis as the SIPS.  The 

PANSS is researcher rated and hence not a risk for a testing threat.  The PANSS scores were 

similar in terms of level of psychosis to the SIPS both at baseline and at 12 months.  The 

advantage of using the same two instruments measuring the same construct also reduces the risk 

of the instrumentation threat, which would imply the participants change in symptomology 

would be due to the alternative forms of the same tests intended to be equivalent but are not.   

This study had a small number of participants lost to attrition (n = 3).  No statically 

significant clinical or demographics differences were found between participants who remained 

in the research and those who dropped out; this reduced the threat of attrition.   

Another limitation was the use of multiple research assistants in the measurement of the 

outcome variables.  To address this potential limitation, each assistant was required to attend a 

40-hour training on the instrument in Portland, Maine.  Each assistant also received ongoing 

reliability checks from experts certified with the instrument tools.  If reliability was found to be 

inconsistent between researchers, the trainers would flag the specific researcher with 

unacceptable reliability scores and offer additional supervision and monitoring. 
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A final limitation could be the sample size (n = 8).  Yet, it is important to note that the 

incidence of schizophrenia is 7 to 8 of 100,000 (Drake, Haley, Akhtar, & Lewis, 2000).  The 

sample was pulled from a population of 630,000.  The number of participants is consistent with 

an expected incidence rate.  For a measure of schizophrenia the number of participants would not 

likely exceed this sample given the one-year duration of this research project.  To investigate this 

limitation, power analysis was conducted to assess the importance of sample size on the t-test 

statistics.  For the majority of scales, post-hoc power analysis supported the t-test results. In all 

these analyses an alpha of .05 and a power of .90 were used. The only analysis that does not 

support the sample size was the Global Functioning Role Scale. 

The single threat to internal validity that will require further analysis was the regression 

threat.  Given that the all the participants had extreme scores at baseline and the sample was not 

randomized or large, regression cannot be ruled out.  However, several participants’ scores 

improved drastically.  Four participants with average SIPS P scores of 4 or higher reduced their 

scores to less than 1.  

Implications for Practitioners 

  

 The results suggest some potential modifications in practice.  It demonstrates that there 

are reliable and valid tools for identifying early symptoms of psychotic disorders and that if the 

conditions are caught early there is a treatment model that is effective in reducing psychiatric 

symptoms and improving functioning.  This may encourage practitioners of all disciplines to 

engage people with early psychotic conditions in treatment with a sense of hope and optimism as 

opposed to the historical beliefs of hopelessness and pessimism.   
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It may also improve social justice efforts to reduce discrimination and stigma associated 

with psychotic disorders, and advocate for appropriate and evidenced base treatment that reduces 

symptoms to the person, reduces costs to systems and improve overall delivery of services.   

Implications for Researchers 

 

 The implications of this study for researchers are also extensive.  Given the overall 

strengths of the findings after 12 months a follow-up study would be to explore the effects of the 

intervention for longer periods.  It may be possible that role functioning requires a longer 

treatment dose for the impact to be at a significant level.   

 This study used an intent-to-treat approach to avoid the effects of treatment crossover 

inherent in the FACT model. This research design provided information about the potential 

effects of the FACT model rather than the effects of specific treatment within the model.  

Implications for further research would be to identify specific treatment ingredients within the 

FACT model that could be randomized, such as participation in multifamily psychoeducation 

groups, supported employment and education and occupational therapy.  Using the proof of 

concept model this study has established a dose response relationship that could be used as the 

basis for a decision to move forward with additional trials. 
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Table 1 

FACT intervention outcome variables: Inferential Statistics (N = 8) 

Variables 
M SD 

    t Ho (one-tail)  

SIPS P Scale 

Pre 

Post 

 

3.60 

3.93 

0.33 

0.70 

0.59 

0.41 

14.53 Reject  

p < .05 

SIPS N Scale 

            Pre 

Post 

 

1.27 

2.52 

1.25 

1.04 

1.21 

0.71 

3.46 Reject  

p < .05 

SIPS D Scale 

Pre 

Post 

 

1.81 

2.09 

0.28 

1.22 

1.21 

0.34 

4.22 Reject  

p < .05 

SIPS G Scale 

Pre 

Post 

 

2.22 

3.28 

1.06 

0.96 

0.66 

1.19 

6.55 Reject  

p < .05 

PANSS P Scale 

Pre 

Post 

  

1.77 

2.96 

1.20       

0.47 

0.56 

0.34 

10.63 Reject  

p < .05 

PANSS N Scale 

Pre 

Post 
 

1.00 

2.27 

1.27 

0.59 

0.73 

0.30 

4.82 Reject  

p < .05 

GFS-Social 

Pre 

Post 

 

1.13 

6.00 

7.13 

0.84 

1.60 

1.36 

3.81 Reject  

p < .05 

GFS-Role 

Pre 

Post
 

0.50 

4.13 

4.63 

4.00 

2.26 

3.29 

0.35 Do not 

Reject  

p < .05 
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Figure 1. Research screening and eligibility for participants 

 
 
 
 

Referrals to EAST 
n=115 

Consented to research 
and screened for 

inclusion 

n=79 
 
 

N=79 

 
Declined research 

n= 36 

Met criteria for 
inclusion in treatment 

and analysis (first 
episode psychosis) 

n= 11 

 
n 
 

 

Met exclusion 
criteria 
n= 68 

 
Assisted in finding 

assistance elsewhere 

Completed 12 
months of treatment 

n= 8 



FAMILY AIDED COMMUNITY TREATMENT 89 

 

 
 

CHAPTER IV: FAMILY AIDED COMMUNITY TREATMENT AS AN 

INTERVENTION FOR THE TREATMENT OF EARLY PSYCHOSIS: A PROOF OF 

CONCEPT STUDY 

General Conclusion 

 

Two manuscripts thematically linked in examination of the recognition of early psychotic 

disorder and subsequent family-aided community treatment (FACT) were included in this 

dissertation.  Review of the literature asserted that there are valid and reliable instruments that 

can identify early psychotic conditions.  The primary instrument of interest in this dissertation 

was the Structured Interview for Prodromal Syndromes (SIPS).  The Review of the literature also 

asserted that early psychotic disorders can be effective treated using an integrated multi-

disciplinary treatment model such as family-aided community treatment (FACT).   FACT is an 

effective treatment intervention and that it has not been investigated in many community based 

settings and not investigated specific to SIPS defined first episode psychotic disorders in Oregon, 

where the interest in early psychotic disorders and subsequent evidenced-based treatment is a 

primary focus of the State’s mental health division.  

The study presented above provides empirical evidence for the use of FACT to improve 

levels of psychiatric symptoms for people with early psychotic disorders.  

Due to the historically poor outcomes and high cost of schizophrenia, improving clinician skill 

set in recognizing early symptoms of psychotic conditions as well as treatment options increases 

the likelihood that a better prognosis can achieved.  In addition allocating funding to ensure that 

community based settings are prepared to implement a FACT model is recommended.  
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Recommendations for Future Research 

 

Research to further understand the specific treatment, length of treatment given to people 

with early psychotic disorders as well as the efficacy of such, is imperative. Recommendations 

for future studies pointing to the theme of using FACT with people diagnosed with early 

psychotic disorders include utilizing a larger sample size, employing the model with those who 

did not reach a psychotic level on the SIPS but met criteria for a prodromal syndrome, exploring 

outcomes over a longer period in treatment and post treatment.  An important recommendation 

for future research consistent with the proof of concept model would include employing a 

random selection and sampling of participants with specific interventions within the FACT 

model. 

Although the specific treatment elements that comprise the FACT model were not a focus 

of this study, the review of the existing data on the treatment received indicated four participants 

did receive all elements of the FACT model (assertive community treatment, family 

psychoeducation, supported employment, medications) over the course of the year, 2 received 

assertive community treatment and medications only, and 2 received assertive community 

treatment only.  This finding adds to the existing literature that the specific elements that result in 

the best outcomes remain unknown and will require further investigation.  

Using a proof of concept design with a repeated measures t-test, this study focused on 

first-episode psychotic disorder participants (n = 8), with an average age of 19.6  (sd =  3.28) and 

males comprising 75% of the sample engaged in a family-aided community treatment (FACT) 

protocol in order to examine if psychiatric symptoms scale scores decreased post-intervention. 

The hypothesis that stated that a year-long family aided community treatment (FACT)  
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intervention would reduce psychiatric symptoms when assessed by the Structured Interview for 

Prodromal Syndromes (SIPS), the Positive and Negative Symptoms Scale (PANSS), and the 

Global Functioning Scales in a first episode psychotic disorder sample was supported. The 

FACT intervention decreased psychiatric symptom scores in this population. 

Implications of this study extend beyond the realm of counseling.  Literature 

presented in these manuscripts is relevant for counseling and has a broad use for those, whose 

disciplines related to counselor education, psychology, social work, psychiatry, occupational 

therapy, career counseling and nursing among other para-professionals that assist people with 

early psychotic disorders. Findings support the use of FACT as a means of reducing psychiatric 

symptoms and improving functioning in a way that is not currently being met by professionals in 

community based mental health settings. Research encompassing the importance of 

implementing evidence-based practices in working with people with early psychotic disorders 

was achieved by this study, and lays the groundwork for future research.   The more clinicians 

that are trained in recognizing early symptoms of psychotic disorders the more effectively and 

quickly they can be treated with appropriate treatment.  Counselor educators as well as educators 

for all future mental health clinicians can meet this need by providing appropriate assessment, 

diagnosis and specific evidenced based treatment planning training while in training programs. 

Mental health professionals must continue to challenge historic pre-conceived notions 

that people with psychotic disorders are destined for a poor trajectory and become more prepared 

to accurately assess and treat those people who are suffering from early psychotic disorders.  
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Positive and Negative Symptoms Scales from the SIPS 

 
Sections of the SOPS Subsections Measures Summary 

Positive symptoms 1. Unusual thought content/ Delusional 

Ideas 

2. Suspiciousness/Persecutory Ideas 
3. Grandiose Ideas 

4. Perceptual 

Abnormalities/Hallucinations 
5. Disorganized Communication 

Several interview 

questions are asked 

by the clinician to 
the patient requiring 

a “N” or no, 

“NI”=no 
information, or “Y” 

yes response. 

If a “Y” response is 
given for a question 

additional questions 

are asked to obtain 

more information 

Two types of 

severity scales:  
1. For positive 

symptoms 

ranging from 0 
(absent) to 6 

(severe and 

psychotic)  
 

2. For negative, 

disorganized 
and general 

symptoms 

ranging from 0 
(absent) to 6 

(Extreme) 

The total combined SOPS score 

for the four sections do not affect 

the diagnosis of PRS but are taken 
to quantify the range and severity 

of the PRS symptoms. The SOPS 

scales are used in the COPS and 
POPS sections of the SIPS 

 

Number of questions requiring a 
“Y,N,NI” response per section: 

Positive Symptoms: 48 

Negative Symptoms: 13 

Disorganization Symptoms: 9 

General Symptoms: 4 

 
 

Number of Severity Scale 

questions administered per 
section:  

 

Positive Symptoms: 5 
Negative Symptoms: 6 

Disorganization Symptoms: 4 

General Symptoms: 4 
 

Negative symptoms 1. Social Anhedonia 
2. Avolition 

3. Expression of Emotions and Self 

4. Experience of Emotions and Self 

5. Ideational Richness 

6. Occupational Functioning 

Disorganization 

symptoms 

1. Odd Behavior of Appearance 

2. Bizarre Thinking 
3. Trouble with Focus and Attention 

4. Impairment in Personal Hygiene 

General symptoms 1. Sleep Disturbance 
2. Dysphoric Mood 

3. Motor Disturbances 

4. Impaired Tolerance to Normal Stress 
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Positive and Negative Syndrome Scale (PANSS) 

□   Baseline 

□ 24 Month 
 

Name: ________________________________ Pt ID: 
____________________________ 
 

Date: _____ / _____ / ______   Rating Clinician: 
____________________ 
 

Instructions: Complete the appropriate rating for dimension following clinic interview. 
Refer to the rating manual for item definitions, descriptions of anchoring points, scoring 
procedure and norms. 
 

Rating Key:  1 = Absent    2 = Minimal    3 = Mild    4 = Moderate    5 = Moderately severe    6 = Severe    7 = 

Extremely severe 
 

Positive Scale              Rating Based on 
 
 
P1. ____ Delusions             SIPS P1 
 
 
P2. ____ Conceptual Disorganization           SIPS P5 
 
 
P3. ____ Hallucinatory Behaviors           SIPS P4 
 
 
P4. ____ Excitement                         Observation 
 
 
P5. ____ Grandiosity            SIPS P3 
 
 
P6. ____ Suspiciousness / Persecution           SIPS P2 
 
 
P7. ____ Hostility             Observation 
 
 
 

General Psychopathology Scale   Rating Based on 
 
 
G1. _____ Somatic concern   SIPS P1, PANSS 
 
 
G2. _____ Anxiety    SIPS G2, PANSS 
 
 
G3. _____ Guilt Feelings   SIPS P1, PANSS 
 
 
G4. _____ Tension    Observed physical tension 
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G5. _____ Mannerisms and Posturing SIPS G3, Observation, Reports 
 
G6. _____ Depression   SIPS G2 
 
 
G7. _____ Motor Retardation SIPS G3, Observation, Reports 
 
G8. _____ Uncooperativeness   Observation, Reports 
 
 
G9. _____ Unusual Thought Content  SIPS D2 
 
 
G10. _____ Disorientation   PANSS 
 
 
G11. _____ Poor Attention   SIPS D3 
 
 
G12. _____ Lack of Judgment and Insight PANSS 
 
 
G13. _____ Disturbance of Volition  Observation Only 
 
 
G14. _____ Poor Impulse Control  Observation, Reports 
 
 
G15. _____ Preoccupation   SIPS D1, Observation 
 
 
G16. _____ Active Social Avoidance  SIPS N1 

 

Negative Scale                  Rating Based on 
 
 
N1. _____ Blunted Affect    SIPS N3, N4 
 
 
N2. _____ Emotional Withdrawal   SIPS N1 
   (from life events)    Observation, Reports 
 
 
N3. _____ Poor Rapport    Observation, SIPS D4 
 
 
N4. _____ Passive / Apathetic    SIPS N1 
  Social Withdrawal 
 
 
N5. _____ Difficulty in     SIPS N5 
  Abstract Thinking 
 
 
N6. _____ Lack of Spontaneity     Observation 
  and Flow of Conversation 
 
 
N7. _____ Stereotyped Thinking    Observation 
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GLOBAL FUNCTIONING: SOCIAL SCALE (GF: Social) 

 

CURRENT _______ 

CURRENT COMPOSITE _______ 

LOWEST PAST YEAR 

_______ 

HIGHEST PAST YEAR 

_______ 

Check here if this is a retrospective rating  

 

Please rate the patient’s most impaired level of social functioning for the specified time period by 
selecting the lowest level which describes his/her functioning within that time frame. For current, 
rate most impaired level of functioning in the past month. Rate actual functioning regardless of 
etiology of social problems.  
 
Note: The emphasis is on social contact/interactions with people other than family members, 
unless these are the only interpersonal contacts a person has (e.g., the lower end of the scale). Also 
note that ratings of intimate relationships are secondary to the rating of primary friendships and 
should take into account the age of the individual. For example, older individuals may be expected 
to have intimate relationships involving steady dating, cohabitation, or marriage whereas younger 
individuals may be expected to have only romantic interests (i.e., flirtations or crushes) or close 
friendships. 
 

SUPERIOR SOCIAL/INTERPERSONAL FUNCTIONING 
Criteria: 

 

10 

Superior functioning in a wide range of social and interpersonal activities. 
Frequently seeks out others and has multiple satisfying interpersonal relationships, 
including multiple close and casual friends. Is sought out by others because of his or 
her many positive qualities. Age appropriate involvement in intimate relationships. 
 

ABOVE AVERAGE SOCIAL/INTERPERSONAL FUNCTIONING 
Criteria: 

 

9 

Good functioning in all social areas, and interpersonally effective. 
Interested and involved in a wide range of social and interpersonal activities, including 
both close and casual friends. Age appropriate involvement in intimate relationships. 
No more than everyday interpersonal problems or concerns (e.g., an occasional 
argument with spouse, girlfriend/boyfriend, friends, co-workers, or classmates). Able 
to resolve such conflicts appropriately. 
 

GOOD SOCIAL/INTERPERSONAL FUNCTIONING 
Criteria: 

 

8 
 

Some transient mild impairment in social functioning. 
Mild social impairment is present, but transient and expectable reactions to 
psychosocial stressors (e.g., after minor arguments with spouse, girlfriend/boyfriend, 
friends, co-workers, or classmates). Has some meaningful interpersonal relationships 
with peers (casual and close friends), and/or age appropriate intimate relationships. 
Infrequent interpersonal conflict with peers. 
 

MILD PROBLEMS IN SOCIAL/INTERPERSONAL FUNCTIONING 
Criteria: 

 

7 

Some persistent mild difficulty in social functioning. 
Mild impairment present that is NOT just expectable reaction to psychosocial stressors 
(e.g., mild conflicts with peers, co-workers or classmates; difficulty resolving conflicts 
appropriately). Has some meaningful interpersonal relationships with peers (casual 
and/or close friends). Some difficulty developing or maintaining age appropriate 
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intimate relationships (e.g., multiple short-term relationships). 
 

MODERATE IMPAIRMENT IN SOCIAL/INTERPERSONAL FUNCTIONING 
Criteria: 

 

6 

Moderate impairment in social functioning. 
Moderate impairment present (e.g., few close friends; significant but intermittent 
conflicts with peers, co-workers or classmates). Moderate difficulty developing age 
appropriate intimate relationships (e.g., infrequent dating). Occasionally seeks out 
others, but will respond if invited by others to participate in an activity. 
 

SERIOUS IMPAIRMENT IN SOCIAL/INTERPERSONAL FUNCTIONING 
Criteria: 

 

5 

Serious impairment in social functioning.  
No close friends or intimate partner, but has some casual social contacts (e.g., 
acquaintances, school/work friends only). Rarely seeks out others. Occasional 
combative or verbally argumentative behavior with peers. Beginning to withdraw from 
family members (e.g., doesn’t initiate conversation with family, but will respond if 
addressed). 
 

MAJOR IMPAIRMENT IN SOCIAL AND INTERPERSONAL FUNCTIONING 
Criteria: 

 

4 

Major impairment in social functioning.  
Serious impairment in relationships with friends or peers (e.g., very few or no friends, 
frequent conflicts with friends, or frequently avoids friends). Frequent combative or 
verbally argumentative behavior with peers. Infrequent contact with family members 
(e.g., sometimes does not respond to family or avoids family members). 
 

MARGINAL ABILITY TO FUNCTION SOCIALLY  
Criteria: 

 

3 

Marginal ability to function socially or maintain interpersonal relationships.  
Frequently alone and socially isolated. Serious impairment in relationships with all 
peers, including acquaintances. Few interactions with family members (e.g., often alone 
in room). Serious impairment in communication with others (e.g., avoids participating 
in most social activities).  
 

INABILITY TO FUNCTION SOCIALLY  
Criteria: 

2 
Unable to function socially or to maintain any interpersonal relationships. 
Typically alone and socially isolated. Rarely leaves home. Rarely answers the phone or 
the door. Rarely participates in interactions with others at home or in other settings 
(e.g., work, school). 
 

EXTREME SOCIAL ISOLATION 
Criteria: 

1 

Extreme social isolation. 
No social or family member contact at all. Doesn’t leave home. Refuses to answer the phone or 

door. 
 

NOTE: This scale has been partially derived from the Social and Occupational Functioning Assessment Scale (SOFAS) from DSM-IV 
and the GAF as it appears in the SOPS. Item content has been changed to focus specifically on social and interpersonal functioning. 
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GLOBAL FUNCTIONING: ROLE SCALE (GF: Role) 

 
 

CURRENT _______ 

CURRENT COMPOSITE _______ 

LOWEST PAST YEAR 

_______ 

HIGHEST PAST YEAR 

_______ 

Check here if this is a retrospective rating  

 

Please rate the patient’s lowest level of functioning in occupational, educational, and/or homemaker 
roles, as appropriate, within specified time frame. For current, rate most impaired level of functioning for 
the past month. Rate actual functioning regardless of etiology of occupational/educational problems.  
 
NOTE: This scale emphasizes the level of support provided within the individual’s environment and the 
individual’s performance given such support. The term “independently” as used throughout this 
instrument implies that an individual is functioning at an age-appropriate level without the assistance of 
external supports or accommodations. Examples of independent functioning include (1) age-appropriate 
functioning in a mainstream school without out requiring extra help, special classes, or special 
accommodations for testing, (2) competitive full-time employment without additional guidance, support, 
job coaching, or other forms of special assistance, and (3) full-time homemaker responsible for 
generating, organizing and pacing of household tasks and activities for a family without additional 
guidance, support or supervision. 
 

SUPERIOR ROLE FUNCTIONING 
Criteria: 

 

10 
Independently maintains superior functioning in demanding roles. Obtains only superior 
performance evaluations at competitive work placement. Obtains all A’s in mainstream 
school. Generates, organizes & completes all homemaking tasks with ease. 

ABOVE AVERAGE ROLE FUNCTIONING 
Criteria: 

9 

Independently maintains very good functioning in demanding roles. Rarely absent or 
unable to perform. Obtains good to superior performance evaluations at competitive work 
placement. Obtains grades in A and B range in all courses in mainstream school. Generates, 
organizes and completes all homemaking tasks. 

GOOD ROLE FUNCTIONING 
Criteria: 

 

8 

Independently maintains good role functioning in demanding roles. Occasionally falls 
behind on tasks BUT always catches up. Obtains satisfactory performance evaluations at 
competitive work placement. Obtains grades of C and above in mainstream school. 
Occasional difficulty generating or organizing homemaking tasks. Or Maintains above 
average performance with minimal support (e.g., tutoring; reduced academic course load 
at 4-year university; attends community college; may receive additional guidance at work 
less than 1-2x week). Receives As & Bs, good work/school evaluations, completes all tasks 
with this level of support. 

MILD IMPAIRMENT IN ROLE FUNCTIONING 
Criteria: 

 

7 

Mildly impaired functioning in demanding roles independently. Frequently behind on 
tasks or unable to perform. Frequently obtains poor performance evaluations at 
competitive work placement or grades of Ds or better in mainstream school. Frequent 
difficulty generating or organizing homemaking tasks. Or Maintains good performance 
with minimal support (e.g., minimal accommodations in general education classroom; 
receives additional guidance/support at work 1-2x week). Receives Cs or higher, 
satisfactory work/school evaluations, and completes most homemaking tasks with this 



FAMILY AIDED COMMUNITY TREATMENT 124 

 

level of support.  

MODERATE IMPAIRMENT IN ROLE FUNCTIONING 
Criteria: 

 

6 

Moderate impairment independently. May receive occasional F in mainstream courses, 
persistently poor performance evaluations at competitive work placement, may change 
jobs because of poor performance, persistent difficulty generating or organizing 
homemaking tasks. Or Requires partial support (some resource or special education 
courses; receives guidance/support at work 2+ times/week). May requires less 
demanding or part-time jobs and/or some supervision in home environment BUT 
functions well or adequately given these supports (may fall behind but eventually 
completes assigned tasks, obtains satisfactory evaluations at work or passing grades in 
school).  

SERIOUS IMPAIRMENT IN ROLE FUNCTIONING 
Criteria: 

 

5 

Serious impairment independently. Failing multiple courses in mainstream school, may 
lose job, or unable to complete most homemaking tasks independently. Or In entirely 
special education classes, requires less demanding job/daily support or guidance, may 
require vocational rehabilitation , and/or some supervision in home environment BUT 
maintains above average performance - receives As & Bs, good evaluations at 
work/school, completes all tasks. 

MAJOR IMPAIRMENT IN ROLE FUNCTIONING 
Criteria: 

 

4 

Very serious impairment independently. All Fs in mainstream school or failing out of 
school. Can’t obtain or hold independent job, or unable to complete virtually any 
homemaking tasks independently. Or Adequate to good functioning with major support. 
Requires assisted work environment, entirely special education classes, non-public or 
psychiatric school, home schooling for the purpose of a supportive school environment, 
and/or supported home environment BUT functions adequately given these supports 
(may fall behind but completes assigned tasks, obtains satisfactory performance 
evaluations at work or passing grades). 

MARGINAL ABILITY TO FUNCTION  
Criteria: 

 

3 

Impaired functioning with major support. Requires supported work environment, entirely 
special education classes, non-public or psychiatric school, home schooling for the purpose 
of a supportive school environment, and/or supported home environment BUT functions 
poorly despite these supports (persistently behind on tasks, frequently unable to perform, 
obtains poor performance evaluations at work or fails courses at school). 

INABILITY TO FUNCTION  
Criteria: 

2 
Disabled but participates in structured activities. On disability or equivalent non-
independent status. Not working for pay, attending classes for grades, or living 
independently. Spends 5 or more hours a week in structured role-related activities (e.g., 
residential treatment, volunteering, tutoring, sheltered work programs). 

EXTREME ROLE DYSFUNCTION 
Criteria: 

1 

Severely disabled. On disability or equivalent non-independent status. Not working for pay, 

attending classes for grades, or living independently. Spends fewer than 5 hours a week in 

structured role-related activities. 
NOTE: This scale has been partially derived from the Social and Occupational Functioning Assessment Scale (SOFAS) from DSM-IV 

and the GAF as it appears in the SOPS. Item content has been changed to focus specifically on role functioning. 
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Presence of Psychotic Symptoms Criteria (POPS) 
 

Assessment types Measures Summary 

Initial screening (pre-POPS) Intuitive freedom given to a trained clinician to assess for 

psychosis in the past or present. Questions would include but 
are not limited to history of trauma, abuse, learning disability, 

developmental history, substance abuse, recent changes, 

family history of psychosis, and any extraordinary life 
circumstances. 

Clinicians can rule out current and past 

episodes of psychosis and should not use 
the SIPS if a patient meets these criteria 

Positive Symptoms scale for 

SOPS and 

Frequency/Duration/Urgency 

1. The patient scores “6” on any one of the SOPS 

positive symptoms questions.  

2. At least one symptom above has occurred for over 
one month at a minimum frequency of four days 

per week and one hour of those days. 

A positive assessment for a current or past 

psychosis requires both measures to be 

met 

 

 

Criteria of Psychosis-Risk Syndrome (COPS) 
 

Types of PRS Length or frequency of 

symptoms 

Measures Summary 

Brief Intermittent Psychotic 

Syndrome (BIPS): 
Psychotic symptoms that are 

very brief and recent 

Began in the past three 

months, is present several 
minutes in one day with a 

frequency of at least once 

per month 

1. The patient scores “6” on any one of the 

SOPS Positive Symptoms section 
questions.  

2.  If any of the “6” scores have occurred in 

the last three months.  
3.  If both of the above have occurred for at 

least several minutes in one day at least 

once this month.  
4. Lastly that the patient does not better fit 

into any other AXIS I or II DSM IV 

diagnosis. 

The patient would be 

diagnosed with BIPS if 
they met the four 

condition measures. 

Attenuated Positive 

Symptom Syndrome 

(APSS): Positive attenuated 
psychosis-risk level 

symptoms that are severe 

and frequent 

Began in the past year or 

rates on a scale of severity 

that is one level higher 
than 12 months ago, 

frequency of at least once 

per week in the past month 
at the current level of 

intensity 

1. The patient scores “3-5” on any one of the 

SOPS positive symptoms questions.  

2. If any of the “3-5” scores begun within the 
past year or currently rate one point higher 

than last year.  

3. If both of the above have occurred at least 
once per week in the past month.  

4. The patient does not better fit into a DSM-

IV AXIS I or II disorder. 

A diagnosis of APSS 

would be given if the 

patient meets the four 
criteria measures. 

Genetic Risk and 
Deterioration Syndrome 

(GRDS): Combined genetic 

risk for a schizophrenic 
disorder and a recent 

deterioration of 

functionality 

Functional deterioration in 
the last month 

1. First-degree relative has had a psychotic 
disorder or the patient meets criteria for 

Schizotypal Personality disorder based on 

the DSM-IV.  
2. A current 30% drop in GAF, taken from 

the DSM-IV, scores relative to the highest 

GAF in the last 12 months 

A positive diagnosis for 
GRDS would be given if 

both measures are met. 

 

 

 

 

 

 


