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This month’s issue of the Residents’ Journal focuses on early intervention in the treat-
ment of psychiatric disorders. An interview with Robert Zipursky, M.D., a leader
in the field of early intervention, discusses issues surrounding early intervention in

Editorin-Chief: Sarah B. Johnson, M.D. psychiatry to help broaden residents’ understanding and knowledge of this area. Jodi
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dence base. Another article explores early intervention in autism spectrum disorders
Staff Editor: Angela Moore and underscores the importance of early diagnosis in children with these disorders.

The area of early intervention in psychiatry is one that can help improve the quality
of life for many of our patients and their families.




Back to School

I would like to take this opportunity to
welcome everyone to the new academic
year, with an update of exciting changes
to the Residents’ Journal. With the sup-
port of the editorial staff, Issue Editors,
and contributing authors, our Journal is
becoming more popular and receiving
more attention in resident circles. At this
year’s APA annual meeting in San Fran-
cisco, we held a very productive focus
group to set goals for the upcoming year.
Some of the changes that you can expect
to see are as follows:

The Residents’ Journal will be nicknamed
the Blue Journal;

The e-mail portion of each issue will be
dramatically reduced for easier reading,
with links to the current issue of AJP;
and Residents are encouraged to submit
their manuscripts online via Manuscript

Central to enhance their learning experi-
ence of online journal submission (http://
mc.manuscriptcentral.com/appi-ajp).

Additionally, we will be soliciting man-
uscripts in a more formalized manner
in order to increase the quality of our
publication. We also hope to solicit
contributions from a wide resident popu-
lation through networking with resident
groups and e-mail listservs.

The types of manuscripts that we are so-
liciting from residents for future editions
are as follows:

Opinion and narrative articles (approx.

500 words).
Case presentations (approx. 750 words).

Brief research or review articles (approx.
1,000 words, with no more than 10
references).
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We also hope to incorporate a teaching
series modeled after the Treatment in
Psychiatry feature in AJP, composed of
a prompt related to a treatment issue or
controversy, followed by a brief case vi-
gnette and discussion.

The Residents’ Journal has been a huge
success, and I hope that this year will be
even better. We are off to a great start, and
I encourage you to take part through con-
tribution or spreading the word about our
publication. Encourage fellow residents
to sign up to receive the Blue Journal.
Consider attending our focus group ses-
sions at the annual meeting and other
organizational meetings throughout the
year. Without residents, the Residents’
Journal would not be possible, and we ap-
preciate your continued contribution and
support!
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Interview with Dr. Robert Zipursky
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Jennifer McLaren, M.D.
Dartmouth Hitchcock Medical Center

The following is an interview with Robert Zipursky, M.D., on “Early Interventions in Psychiatry,” conducted by Jennifer McLaren, M.D.
Dr. Zipursky is Professor and Chair of the Department of Psychiatry and Behavioral Neurosciences at the Michael G. DeGroote School of
Medicine, McMaster University. He is also Chief of Psychiatry at St. Josephs Healthcare Hamilton and Hamilton Health Sciences Hospitals
in Hamilton, Ontario, Canada. His academic career has been focused on the study and treatment of schizophrenia, and he has a particular
interest in early intervention. Dr. McLaren is a second-year resident in Child and Adolescent Psychiatry at Dartmouth Hitchcock Medical

Center and the Editor for this issue.

Dr. McLaren: What is early intervention?

Dr. Zipursky: There has been a fair bit
of confusion about what the term “early
intervention” means, as it is used to refer
to two different types of initiatives. Most
frequently, it refers to interventions that
are applied as soon as possible after a
person first becomes ill. More recently,
there has been another area of research
and treatment that is also described as
“carly intervention.” This field involves
developing interventions for those who
are high risk of becoming ill before they
have the onset of frank illness. Early in-
tervention can refer to either approach.
However, it is very important to be clear
which of these areas of work we are dis-
cussing when we look at the risks and
benefits of early intervention. Most of my
comments relate to the field of early in-
tervention that aims to identify patients
as soon as possible after the onset of frank
illness.

Dr. McLaren: Why is early intervention
important?

Dr. Zipursky: In the past, most mental
health services in North America have
been devoted to people who have been
chronically disabled with illnesses like
schizophrenia. As a result, it has often
been very difficult to get access to spe-
cialized care for individuals presenting for
the first time with a mental illness. Most
mental health systems are not designed
to meet the needs of people when they
first become ill; they are designed to meet
the needs for people when they become
very disabled. While it is very important
to have excellent services for those who
have become very disabled by a mental
illness, it is also critical to ensure that the
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first treatment that is provided at the be-
ginning of a potentially chronic mental
illness is also the best treatment.

While it has not yet been definitively es-
tablished that earlier intervention leads
to better outcomes, we need to keep in
mind that our responsibility as physi-
cians is not only to aim to achieve the
best outcomes but to eliminate as much
suffering for patients and families in the
process. We should be striving for care
that is both patient- and family-centered.
If, for example, it turned out that treat-
ing people with schizophrenia early after
the onset of illness does not lead to bet-
ter outcomes, there are still compelling
reasons to get patients engaged in treat-
ment as soon as possible. Patients and
their families may often go through hor-
rific suffering in the months and years
that the illness goes untreated. If you can
get patients engaged, educated, and into
treatment in the first few months after
the onset of their illness, then the suffer-
ing experienced by patients and families
may be relieved much sooner. We should
not only be looking at outcome measures
such as cost to the system or the ability
to work and live independently. If you
can get patients connected quickly with
excellent services and get the symptoms
under control in a few weeks to months
as opposed to years, then you are doing a
real service for people with mental illness
and their families.

Dr. McLaren: In what disorders is early
intervention most indicated?

Dr. Zipursky: In medicine, more broadly,
you only want to apply early interven-
tions for illnesses that are treatable—that
is where your interventions will reduce

symptoms or improve outcomes. Most of
the illnesses that psychiatrists treat would
fall into that group.

I do think one of the reasons that mental
health services have been focused on those
with severe disability is related to the fact
that we did not really have treatments
that were effective for mental illnesses
until the 1950s. The organization of our
services and our models of care are often a
better reflection of the history of our field
than of our current reality. I think if we
look at psychiatry today there are many
illnesses for which early interventions
are potentially important: schizophrenia,
mood and anxiety disorders, eating disor-
ders, and borderline personality disorder.

Dr McLaren: What about the high-
risk group for the onset of frank illness?
Would you advocate for early interven-
tion in that group?

Dr. Zipursky: My own view is that it is
extremely important for researchers in
the field to be pursuing the question of
whether early intervention for those “at
risk” is effective, but it is premature to
suggest that such preventive treatment is
indicated. The evidence is not yet in on
the value of intervening at this stage of
illness.

There are relatively few clinical programs
in the United States that provide early in-
tervention for people with psychosis, let
alone the many other debilitating men-
tal illnesses that afflict young people. I
do not think that treating people at high
risk for illnesses such as psychosis should
be a public health priority at this time
when you have huge numbers of people
suffering from a broad range of mental
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disorders, including psychosis, who can-
not get the care they need.

When you are treating people who are at
high risk for illnesses like schizophrenia,
the majority of the people identified will
probably never develop the disease. The
actual percentage will vary as a function
of the criteria one uses to identify those
at risk and the population to which these
criteria are applied. The issues around the
risk and benefits get much more complex
when you are treating people who may
never get the disorder. We have to make
sure there are excellent services for young
people and their families when illness is
first diagnosable. Once a system has been
put in place for those who are already ill,
then it would be more reasonable to make
intervening at even earlier stages a prior-
ity, assuming that the evidence supports
early intervention for the illness in ques-
tion. Supporting research to establish
evidence to support early intervention

should be a priority.

Dr. McLaren: With early interventions,
is there a danger of overtreatment?

Dr. Zipursky: If we are using my first
definition of early intervention—if we
treat people who meet diagnostic criteria
for an illness such as schizophrenia—I do
not see a risk of overtreatment. If we start
treating people who are at risk of develop-
ing mental illness, that is a very different
story, as the majority of people at risk will
probably never develop these disorders.
For example, there are considerable risks
of initiating treatment for individuals at
high risk for developing schizophrenia.
These include serious neurologic and
metabolic side effects of typical and atyp-
ical antipsychotics. This is not to say that
some people would not benefit greatly
from treatment at this stage of illness.
Rather, much more evidence is needed

to determine under what conditions the
benefits outweigh the risks involved.

The other caveat I would add is that the
treatment of young people who have a
first episode of mental illness needs to be
very different than the type of treatment
that we provide to people who have an
established chronic mental illness. Young
people early in the course of illness have
very different needs that call for different
models of care. You could do a great deal
of damage if you brought an 18-year-old
with a first episode of schizophrenia into
an ACT [assertive community treat-
ment] team or a specialized program for
people with chronic schizophrenia. If one
assumes the type of treatment you are
going to apply is tailored and specialized
for young patients, I do not see overtreat-
ment as one of the risks.

Dr. McLaren: What would the optimal

early intervention team look like?

Dr. Zipursky: Generally speaking, these
are multidisciplinary teams. There are
a number of different models that are
published, but certainly the teams would
typically have psychiatrists, psychiat-
ric nurses, social workers, occupational
therapists, psychologists, and integrated
substance abuse treatment expertise.
These teams need to focus on ensuring
rapid access, comprehensive assessment,
intensive education and support for
patients and families, and expert psycho-
pharmacology. Many individuals will also
benefit from cognitive behavioral therapy
and family interventions. Young patients
presenting with psychosis are very likely
to return to work and school, so a team
needs an appropriate supportive em-
ployment program. Of course, housing,
income support, and medication benefits
are also important. It is important that
the focus of care be both on getting pa-
tients well and putting the strategies in

place to help them stay well. After pa-
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tients complete their treatment with an
early intervention team, which is typically
1-5 years, they should be transitioned to
a team that can provide the kind of main-
tenance treatment that they require. This
will vary from case to case as a function of
their degree of recovery and the complex-
ity of their ongoing needs.

Dr. McLaren: What are the benefits of

early intervention?

Dr. Zipursky: I do not think that our field
has a very good appreciation of what the
outcomes are for most of the mental ill-
nesses that we treat. We often assume
that outcomes are determined by the
natural history of the illness. However, in
an era where we have effective interven-
tions for most mental illnesses, I think
outcomes are more likely to be a function
of the interventions provided, the level
of adherence to these interventions, the
model of care, and the extent to which
other broader determinants of health are
addressed. The development of tailored,
specialized treatment programs for young
people with a range of mental illnesses
will allow us to define the outcomes. As
we have better, more evidenced-based
treatments, I think that we should assume
that the outcomes we are aiming for are
moving targets. They are probably much
better now than we imagine them to be,
but they may be even better in the future.

Dr. McLaren: Do you have any advice for

residents and fellows in training?

Dr. Zipursky: 1 do think early intervention
is a major trend that will take hold inter-
nationally, not only with schizophrenia
but with all major psychiatric disorders.
Those residents and fellows interested
in this area should train in a program
where these early intervention programs
are established so they can see how effec-
tive teams work and how research aimed
at improving and describing outcomes is
integrated into their approach.

The American Psychiatric Publishing Textbook of Geriatric Psychiatry, Fourth Edition
Edited by Dan G. Blazer, M.D., Ph.D., and David C. Staffens, M.D., M.H.5.
www.appi.org or call TOLL FREE 1-BO0-36B-5777
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Early Intervention in

Schizophrenia is a chronic disorder with
a progressive, often deteriorating course.
The illness usually presents in adoles-
cence or early adulthood, and, over time,
impairments in cognitive, social, and oc-
cupational functioning develop. It has
been proposed that early intervention
may alter the course of schizophrenia and
improve outcomes in individuals with the
disorder.

Much of the rationale for early interven-
tion comes from the changing view of
schizophrenia, supported by increased
research in this area. It was once thought
that a decline in functioning over time
was inevitable. However, with current
therapies, newer research suggests that
outcomes for patients with schizophre-
nia are often heterogeneous, and many
people can go on to live functional and
productive lives. One factor that has
been associated with worse outcomes is
the duration of untreated psychosis. Nu-
merous investigators have demonstrated
that individuals with a shorter duration
of untreated psychosis have better out-
comes, making the duration of untreated
psychosis a target for early intervention
programs (1-3). Evidence suggests that
psychosis may be neurotoxic by contrib-
uting to a decrease in gray matter volume,
and thus limiting this exposure by early
intervention may prevent these neuro-
anatomical changes from occurring (4).
Moreover, newer antipsychotics with
improved side effect profiles are available
and may be better tolerated by at-risk
individuals earlier in the disease process
than in the past.

Two types of early intervention programs
for psychosis have been widely used. The
more aggressive programs aim for early
intervention during the prodromal phase
of the illness and identify individuals at
high risk for developing psychosis, en-
gaging them in treatment with the goal
of delaying or preventing the onset of
psychosis. Slightly less aggressive early
intervention programs focus on interven-
tion after the onset of psychosis. These
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Psychosis

programs attempt to move patients into
treatment quickly, subsequently reducing
the duration of untreated psychosis.

The success of early intervention pro-
grams focused on intervention during the
prodromal period depends on the ability to
identify youth who are at risk for schizo-
phrenia. Often, these programs utilize
psychoeducation to identify at-risk youth
in the community, which requires a coor-
dinated effort among caregivers, schools,
physicians, and families to recognize pro-
dromal symptoms. Once identified, these
individuals can enter early intervention
programs with the goal of delaying or pre-
venting the onset of psychotic symptoms.
However, due to the nonspecific nature of
prodromal symptoms, it may be difficult
to detect these individuals. The Scale of
Prodromal Symptoms and the Structured
Interview for Prodromal Symptoms have
been used by clinicians to identify at-risk
patients. Together, the Scale of Prodromal
Symptoms and the Structured Interview
for Prodromal Symptoms can identify
more than 50% of those individuals who
will go on to develop psychosis in the sub-
sequent year (5).

Once at-risk individuals are identified
and enrolled in early intervention pro-
grams, several different interpositions
can be employed to prevent or delay the
onset of psychosis. The most frequently
studied interventions are medications
and psychotherapy. In one study (6), pa-
tients in prodromal states were treated
with risperidone plus cognitive-behav-
ioral therapy (CBT) for 12 months, and
the conversion rate to psychosis was
significantly less among these individu-
als (12.5%) relative to individuals in a
comparison group (36%) who received
needs-based intervention. However, at
the 6-month follow-up, the difference
was no longer significant. In another
study (7), high-risk individuals were
treated with low-dose olanzapine for 12
months, and there was a nonsignificant
decrease in the rate of transition to psy-
chosis among these individuals relative to
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individuals in a placebo group (16.1% vs.
37.9%). However, this difference was lost
when treatment was discontinued. These
studies suggest that pharmacologic inter-
vention can successfully delay the onset of
psychosis but not prevent it. Other strat-
egies, such as psychotherapy, have been
used to attempt to delay or prevent the
onset of psychosis in prodromal patients.
Morrison and colleagues (8) showed that
at-risk individuals who received CBT for
6 months were less likely to transition to
psychosis than at-risk individuals who
received standard care. This effect was
sustained at the 3-year follow-up (9).

The second type of early intervention
program focuses on individuals for whom
psychotic symptoms have already devel-
oped and aims to move these patients
into treatment as soon as possible to
decrease the duration of untreated psy-
chosis. The mean duration of untreated
psychosis for first-episode patients in
many studies is 1 to 2 years, and this is
often preceded by 1 to 2 years of prodro-
mal symptoms. A prolonged duration
of untreated psychosis is associated with
poor clinical and functional outcomes,
even when confounders, such as poor
premorbid functioning, are considered
(1, 3). Consequently, programs focused
on providing both early detection and
specialized treatment for early psychosis
have been developed. Implementation of
an Early Psychosis Prevention and Inter-
vention Centre in Australia successfully
decreased the duration of untreated psy-
chosis in a group of patients by up to 21.5
weeks relative to a historical comparison
group treated with a standard approach
(10, 11). In the 1-year follow-up period,
the Early Psychosis Prevention and Inter-
vention Centre sample had significantly
fewer hospital admissions, better qual-
ity of life, and fewer negative symptoms.
In the early Treatment and Intervention
of Psychosis study in Norway (12), an
educational campaign to detect indi-
viduals with psychotic symptoms and
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enter them into treatment led to a non-
significant decrease in the duration of
untreated psychosis from 16 to 5 weeks
relative to a historical comparison sample.
In the 1-year follow-up, individuals with
a shorter duration of untreated psycho-
sis had fewer negative symptoms. These
studies suggest that early intervention
programs focused on early detection and
treatment of patients in their first episode
of psychosis may decrease the duration of
untreated psychosis and subsequently im-
prove outcomes.

Early intervention programs have not
only been shown to decrease the rate
of conversion to psychosis and the du-
ration of untreated psychosis, but to
improve other clinical outcomes as well.
First-episode patients in early interven-
tion programs are less likely to suffer a
relapse and be re-hospitalized than their
counterparts receiving standard care (13,
14). Preventing relapse in these patients
is critically important, given that active
psychosis is thought to be neurotoxic.
Patients involved in early intervention
programs also have a decreased rate of
suicide (15, 16). Lastly, some of these
programs have been shown to be cost ef-
fective, and this cost savings is related to
decreased inpatient stays (17-20).

The present evidence base, although
small, suggests that early intervention
programs can be effective in delaying
transition to psychosis, decreasing the
duration of untreated psychosis, prevent-
ing relapses, decreasing suicide rates,
and decreasing treatment costs. Early
intervention in psychosis is a strategy
that more mental health centers as well
as national health services may begin to
employ in order to improve the health of
their communities. Hopefully, there will
be additional research to further support
the use of these programs and promote
funding for community mental health
centers to implement these strategies.

Dr. Marshall was awarded a grant from the
American Psychiatric Institute for Research
and Education and Janssen Pharmaceuti-
cals in 2008, which provided funding for
travel to the 2008 and 2009 APA Annual
Meetings.
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Autism Spectrum Disorders: Importance of Early Diagnosis

and Interventions

Autism spectrum disorders are multidi-
mensional neurodevelopmental disorders
that affect social skills, communication,
and behavior, with signs and symptoms
occurring before age 3 (1). The Centers for
Disease Control and Prevention (CDC)
estimates that approximately one out of
every 150 children suffers from an autism
spectrum  disorder (autism, Asperger’s
syndrome, and pervasive developmental
disorder not otherwise specified); making
autism spectrum disorders a widespread
public health problem (2).

Children with an autism spectrum dis-
order exhibit phenotypic differences as
early as 1 year of age (3). Osterling and
Dawson (3) examined home videotapes
of first birthday parties of children who
were later diagnosed with autism spec-
trum disorders and found that these
children differed—in several ways—from
typically developing children as well as
from children later diagnosed with men-
tal retardation. One-year-old children
who were later diagnosed with an autism
spectrum disorder were less likely to look
at others and orient to their names rela-
tive to their typically developing peers
and children later diagnosed with men-
tal retardation. There are multiple other
studies documenting the ability to screen
for signs and symptoms of autism in the
first 1 to 2 years of life, including an-
other study analyzing home videotapes,
retrospective reports from parents, case
studies, and a systematic analysis (4-7).
Despite the evidence that children with
autism demonstrate signs and symptoms
in their early months and years of life,
most are not diagnosed until after age 4.
The obstacles to early diagnosis are not
completely clear. Certainly, some issues
are related to the failure of clinicians to
recognize the early signs and symptoms
of autism spectrum disorders. Another
barrier is children presenting to care late.
However, Lord and Luyster (8) noted
that there has been a large expansion of
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our understanding of autism spectrum
disorders over the past decade, and these
studies show that appropriately trained
clinicians may be able to diagnose chil-
dren with autism spectrum disorders

before age 2.

Many clinicians have advocated for early
diagnosis and intervention for children
with autism spectrum disorders, and it
is widely recognized that early treatment
increases the likelihood of improved out-
comes (9-14). Early recognition allows
for an earlier understanding of a child’s
behavior by his or her parents, teachers
and school counselors, daycare provid-
ers, and clinicians. Early intervention
also allows for a child to receive an indi-
vidualized, interdisciplinary core plan of
treatment during early childhood, which
is a critical period for neurodevelop-
ment. The goal of early intervention is to
minimize the effects of autism spectrum
disorders at the earliest period possible
in order to limit sequelae throughout the
child’s life. Early intervention is typically
an intensive, comprehensive, individu-
alized treatment over several hours per
week (usually 20), focusing on all areas
of development, particularly a child’s
weakness.

Early intervention has been shown to
improve language skills in children with
autism spectrum disorders (11, 12). Lan-
guage development is a strong predictor
of positive adult outcomes for these chil-
dren, and thus any improvement in
language skills is crucial. In addition,
it has been found that early interven-
tion may reduce behavioral disturbances
and improve gross and fine motor skills,
responsivity of the child to his or her
parents, and 1Q_scores (11-14). Further-
more, it allows families time to cope with
the diagnosis, decreasing family stress
(10), and enables parents and caretak-
ers to establish an individual, informed,
and compassionate relationship with the
child. An earlier diagnosis gives families

Jennifer McLaren, M.D.
Dartmouth Hitchcock Medical Center

the opportunity to better understand
autism spectrum disorders and to access
support systems and resources in their
community,

Children with autism spectrum disorders
are seen by psychiatrists not only for ini-
tial diagnosis, but also for management
of disruptive behaviors and other comor-
bid psychiatric conditions, since these
children have a high prevalence rate of
psychiatric comorbidities. Psychiatrists
as well as psychiatry residents can play an
integral role on behalf of children with
autism spectrum disorders by serving as
educators, informing families, advocates,
psychopharmacologists, and therapists.
Our field should not only serve these
children and their families, but other
healthcare professionals, such as pedia-
tricians and family physicians. Moreover,
children with autism spectrum disorders
will not only be seen by child and ado-
lescent psychiatrists, but they will most
likely need services from adult psychia-
trists as they mature. Thus, it is important
for all psychiatrists to understand and be
well versed in the needs of this popula-
tion, improving the quality of life for
patients and families.

Dr. McLaren received a travel grant from
APA and Shire Pharmaceuticals, which pro-
vided funding to attend the 2007 and 2008
APA Annual Meetings.
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