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“The crisis consists precisely in the fact that the old is dying and the
new cannot be born.”

Antonio Gramsci
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LAST EPISODE PSYCHOSIS

“An air of desolation more

calculated to fix than to remove”

Emil Kraepelin




BURDEN OF DISEASE




THE CONCEPT OF RECOVERY AND
SECONDARY PREVENTION IN
PSYCHOTIC DISORDERS

Patrick D. McGorry

The concept of recovery is embedded in the current classification of functional
psychaosis, an unfortunate fact which has obscured important therapeutic and
preventive opportunities for patients and their relatives. A range of theoretical
perspectives is reviewed which could be drawn upon to extend research, and
develop and evaluate new forms of intervention in this area. The major tasks
facing patients and their families at different stages of illness are described,
and a series of principles is then proposed to guide the clinical care of
recovering psychotic patients.

Australian and New Zealand Journal of Psychiatry 1992; 26:3-17
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EPPIC: An Evolving

System of Early Detection
and Optimal Management

by Patrick D. McGorry,
Jane Edwards, Cathrine
Mihalopoulos, Susan M.
Harrigan, and Henry J.
Jackson

Abstract

Early intervention at the onset of
psychotic disorders is a highly
attractive theoretical noblion that
is receiving increasing interna-
Honal interest. In practical terms,
it amounls to first deciding
when a psychotic disorder can
be said to have commenced and
then offering potentially effective

model is contrasted with the
first. The implications of these
findings and future develop-
ments are discussed.
Schizophrenia Bulletin,
22(2):305-326, 1996.

Very early schizophrenia stll
constitutes a relatively unex-
plored terrltor};. Entry into this
territory calls for new ideas on

ans
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Paying attention to risk factors and warning signs could
avert some cases of schizophrenia — or at least better
prepare people for what’s tocome.

‘Born at risk’). Even when schizophrenia has
taken hold, early treatment after the first epi-
sode of psychosis can limit the severity of the
illness and increase the chances of recovery.

McGorry and others have taken the idea of
early treatment further, proposing to inter-
vene at the first suggestive signs of psychosis.
A person might become suspicious, or start
to hear a voice, but still recognize that these
things are not tethered to reality. They may
withdraw from friends and family, or have
trouble focusing at school or work. The criteria
for this ‘at risk’ category differ slightly between
researchers, but they all require that a person
is sufficiently di d by their symptoms to
seek help.

About one-third of people in this at-risk
category develop psychosis within three years,
and most are diagnosed with schizophrenia. A
version of this at-risk category, called attenu-
ated psychosis syndrome (APS), was consid-
ered for inclusion as a new diagnosis in the
recent fifth edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-5),
one of the most widely used inventories of
mental illnesses. But most people with APS
do not actually develop full-blown psychosis,
soafter much discussion the syndrome was not
included in DSM-5.

WE CAN PREDICT AND EVEN DELAY THE

ONSET OF PSYCHOSIS....

ELSEVIER SCIENCE PUBLISHING/TYRONE CANNON



Predicting Psychosis

META-ANALYSIS

Meta-analysis of Transition Outcomes in Individuals at High Clinical Risk

Paolo Fusar-Poli, MD, PhD; llaria Bonoldi, MD; Alison R. Yung, PhD; Stefan Borgwardt, PhD;
Matthew J. Kempton, PhD; Lucia Valmaggia, PhD); Francesco Barale, PhD;

Edgardo Caverzasi, PhD; Philip McGuire, PhD

Context: A substiantial proportion of people at clinical
high risk of psychosis will develop a psychotic disorder
over time. However, the risk of transition to psychosis
varies between centers, and some recent work suggests
that the risk of transition may be declining,

Objective: To quantitatively examine the literature to
date reporting the transition risk to psychosis in sub-
jects at clinical high risk.

Data Sources: The electronic databases were searched
until January 201 1. All studies reporting transition risks
in patients at clinical high risk were retrieved.

Study Selection: Twenty-seven studies met the inclu-
sion criteria, comprising a total of 2502 patients.

Data Extraction: Transition risks, as well as demo-
graphie, clinical, and methodologic variables, were ex-
tracted from each publication or obtained directly from
its authors.

Qi [or heterogeneity acrosed
fluencing the i e age of partici-
pants, publication year, treatments received, and
diagnostic eriteria used. There was no publication bias,
and a sensitivity analysis confirmed the robusiness of the
core [indings.

Conclusions: The state of clinical high risk is associ-
ated with a very high risk of developing psychosis within
the first 3 years of clinical presentation, and the risk pro-
gressively increases across this period. The transition risk
varies with the age ol the patient, the nature of the treat-
ment provided, and the way the syndrome and transi-
tion to psychosis are defined.

Arch Gen Psychiatry. 2012;69(3):220-229
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‘At risk mental state’ clinics for psychosis - an
idea whose time has come - and gone!

Olesya Ajnakina®?, Anthony S. David® and Robin M. Murray*#
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Psychiatry, Experimental Biomedicine and Clinical Neuroscience (BIONEC), University of Palermo, Palermo, Italy

Abstract

At Risk Mental State (ARMS) clinics are specialised mental health services for young, help-
seeking people, thought to be at ultra-high risk of developing psychosis. Their stated purpose
is to reduce transitions from the ARMS state to clinical psychotic disorder. Reports of ARMS
clinics provide ‘evidence-based recommendations’ or ‘guidance’ for the treatment of such indivi-
duals, and claim that such clinics prevent the development of psychosis. However, we note that in
an area with a very well-developed ARMS clinic (South London), only a very small proportion
(4%) of patients with first episode psychosis had previously been seen at this clinic with symp-
toms of the ARMS. We conclude that the task of reaching sufficient people to make a major con-
tribution to the prevention of psychosis is beyond the power of ARMS dlinics. Following the
preventative approaches used for many medical disorders (e.g. lung cancer, coronary artery dis-
ease), we consider that a more effective way of preventing psychosis will be to adopt a public
health approach; this should attempt to decrease exposure to environmental factors such as can-
nabis use which are known to increase risk of the disorder.
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1138 young people
13.7% first attended an ARMS clinic
A further 7.6% attended other youth mental health services.

Individuals who first presented at an early intervention clinic were more likely
to be female and younger, and less likely to be migrants or have substance
abuse.

Rates of hospital admissions, including involuntary admissions, for young
people who transitioned from the ARMS clinic, headspace, or the other youth
mental health services were significantly reduced compared to those who
presented directly with a FEP.
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Breaking the web: life beyond the at-risk mental
state for psychosis
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Abstract

Psychiatry’s most recent foray into the area of risk and prevention has been spear-headed by
work on at-risk mental states for psychotic disorders. Twenty-five years’ research and clinical
application have led us to reformulate the clinical evolution of these syndromes, blurred
unhelpful conceptual boundaries between childhood and adult life by adopting a developmen-
tal view and has changed the shape of many mental health services as part of a global move-
ment to increase quality. But there are problems: fragmentary psychotic experiences are
common in young people but transition from risk-state to full syndrome is uncommon
away from specialist clinics with rarefied referrals and can, anyway, be subtle; diagnostic
over-shadowing by the prospect of schizophrenia and other psychotic disorders may divert
clinical attention from the kaleidoscopic and disabling range of probably treatable psycho-
pathology with which people with risk syndromes present. We use a 19th Century lyric
poem, The Lady of Shallot, as an allegory for Psychiatry warning us against regarding these
mental states only as pointers towards diagnoses that probably will not occur. Viewed from
the fresh perspective of common mental disorders they tell us a great deal about the psycho-
pathological crucible of the second and third decades, the nature of diagnosis, and point
towards new treatment paradigms.
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Forest plot of Risk Ratios at 12 months

Study name

McGorry, 2002
McGlashan, 2006
Yung, 2012
Amminger, 2008
Nordentoft, 2006
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Morrison, 2004
Addington, 2011
Yung, 2012
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Van der Gaag, 2012

Statistics for each study
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-4,635 0,000

Risk ratio and 95%Cl

0,01

-
-
*

0,1 1 10

100

Favours A Favours B

Meta Analysis




RESEARCH REPORT

Lack of evidence to favor specific preventive interventions
in psychosis: a network meta-analysis

Cathy Davies', Andrea Clpn‘aniz. John PA. loannidis®”, Joaquim Radua"®?, Daniel Stahl'®, Umberto Provenzani''", Philip McGuire'*'?,
Paolo Fusar-| Poll' A3

'Early Psychosis: Interventions & Clinical-detection (EPIC) Lab, Department of Psychosis Studies, Institute of Psychiatry, Psychology & Neuroscience, King's College London,
London, UK: “Department of Psychiatry, University of Oxford, and Oxford Health NHS Foundation Trust, Oxford, UK; *Department of Medicine, Stanford Prevention
Research Center, Stanford, CA, USA; “Department of Health Research and Policy, Stanford University School of Medicine, Stanford, CA. USA: *Department of Biomedical
Data Science, Stanford University School of Medicine, Stanford, CA, USA; “Meta-Research Innovation Center at Stanford, Stanford University, Stanford, CA, USA; ’Department
of Statistics, Stanford University School of Humanities and Sciences, Stanford, CA, USA: ®FIDMAG Germanes Hospitalaries, CIBERSAM, Sant Boi de Llobregat, Spain; *Depart-
ment of Clinical Neuroscience, Centre for Psychiatry Research, Karolinska Institutet, Stockholm, Sweden; '°Biostatistics Department, Institute of Psychiatry, Psychology & Neu-
roscience, King's College London, London, UK: '' Department of Brain and Behavioral Sciences, University of Pavia, Pavia, ltaly; '“Department of Psychosis Studies, Institute of
Psychiatry, Psychology & Neuroscience, King's College London, London, UK: *National Institute for Health Research (NIHR) Maudsley Biomedical Research Centre, London,
UK: "*OASIS Service, South London and Maudsley NHS Foundation Trust, London, UK

Preuemmg psychnsts in patients at clinical high risk may be a promising for p ptivels liorating outcomes of the most severe
psychiatric di: He information on how each preventive intervention fares against alher currenlly available treatment options
remains unal/ailuble The aim of the current study was to quantify the i y and magnitude of effects of specific preventive interventions
for psych paring different tr ina nelwork meta-analysis. PsycINFO, Web of Science, Cochrane Central Register of Controlled
Trmls. and unpubhshed/grey literature were searched up to July 18, 2017, to identify randomlzed controlled mals conducted in mdwtduals at
clinical high risk for psychosis, comparing different types of intervention and reporting to psychosis. Two revie s

extracted data. Data were synthesized using network meta-analyses. The primary outcome was lmnsman to psychoszs at different time pomls
and the secondary outcome was treatment acceptability (dropout due to any cause). Effect sizes were reported as odds ratios and 95% confi-
dence intervals (CIs). Sixteen studies (2,035 patients, 57% male, mean age 20.1 years) reported on risk of transition. The lrearmems lested were
needs-based interventions (NBI); omega-3 + NBI; ziprasid + NBI; ol pine + NBI; aripip le + NBI; i logical interven-
tions; family therapy + NBI; D-serine+ NBI; cognitive bel al therapy, French & Morrison protocol {CBTF) + NBI CBT-F + risperi-
done + NBI; and cognitive behavioural therapy, van der Gaag protocol (CBT-V) + CBT-F + NBI. The network meta-analysis showed no evi-
dence of significantly superior efficacy of any one intervention over the others at 6 and 12 months (insufficient data were available after 12
months). Similarly, there was no evidence for intervention differences in acceptability at either time point. Tests for inconsistency were non-
significant and sensitivity analyses controlling for different clustering of interventions and biases did not materially affect the interpretation of
the results. In summary, this study indicates that, to date, there is no evidence that any specific intervention is particularly effective over the
others in preventing transition to psychosis. Further experii I research is needed.

Key words: Psychosis, risk, prevention, needs-based interventions, cognitive behavioural therapy, antipsychotics, omega-3, integrated psy-
chological interventions, family therapy, network meta-analysis, guidelines

(World Psychiatry 2018;17:196-209)
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Comment I

Evidence for preventive treatments in young patients at
clinical high risk of psychosis: the need for context

Cochrane reviews, as rigorous evaluations of evidence
in health care, have a substantial effect on clinical and
policy decision-making; however, their findings and
methods need to be contextualised. These reviews are
done by groups of academics who might or might not
have adequate expertise or clinical experience in the
field they examine, and the methods are indeterminate
and conservative.

The recent Cochrane review' of intervention trials for
patients at clinical high risk of psychosis concluded that,
despite the considerable research effort in this area, the
evidence base was weak and firm conclusions could not
yet be drawn. The authors noted that the “strongest

trials (RCTs) with control conditions.” Although this
method is arguably a better approach than network
meta-analyses, it meant that the critical issue of
whether, when all pooled together, specific targeted
interventions were superior to standard treatment was
left unaddressed. When this issue has been addressed,
the onset of psychosis in the clinical high risk population
could at least be delayed through specific targeted
treatments, with a 50% risk reduction over 12 months.*®

The Cochrane review did show the benefits of
cognitive behavioural therapy (CBT) over supportive
therapy, with a number needed to treat (NNT) of 13
over 1year and a relative risk of 0-45 (about 8% vs 16%




EDITORIAL

Opinion

Clinical High Risk for Psychosis—Not Seeing the Trees for the Wood

Patrick D. McGorry, MD, PhD; Barnaby Nelson, PhD

“It'snot the tools that you have faith in: tools are just tools. They work,
or they don't work. It's people you have faith in or not.”
Steve Jobs

Three decades ago, the schizophrenia field finally began to
challenge the intrinsic pessimism that had inhibited preven-
tive approaches for a century. Early detection and specialized
early treatment models for first-episode psychosis have since
become the global standard of
care, producing better out-
comes that “bend the curve”
of the early course of illness' and have opened the door to the
prevention or delay of the first episode of psychosis. The de-
velopment of operational criteria (the “ultra” or “clinical” high
risk [CHR] criteria) for identifying what we originally termed
the at-risk mental state meant that an even earlier stage of ill-
ness could be identified prospectively and studied for its heu-
ristic and therapeutic potential.

Related article

els of premorbid risk factors and are highly symptomatic with
substantial comorbidity, substance use, suicidal behavior, and
functional impairment. They not only demonstrate a clear-cut
need for care, despite being subthreshold for first-episode psy-
chosis, but also a range of neurobiologic disturbances, includ-
ing structural brain changes, neurocognitive impairment, and
blood biomarker changes. Some authors have alleged that this
cohort of help-seeking patients are within the normative
range and to offer care might be harmful through labeling or
overtreatment.® The Fusar-Poli et al review? clearly validates
their morbidity and risk. The question then arises of how to find
and engage the people with a genuine need for care enriched
for risk of psychosis and other potentially poor outcomes and
how to intervene safely to reduce these risks and improve out-
comes. Another challenge is to engage more than a minority of
such patients® for whom solutions have been developed.*
The meta-analytic approach, especially at the umbrella
level, fails to fully capture the cutting edge of knowledge and
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ABSTRACT

Over a quarter of a century ago, the formulation of the “at risk mental state” and operational criteria to prospec-
tively identify individuals at “clinical” or “ultra-high risk” (UHR) for psychosis created a global wave of research
momentum aimed at predicting and preventing first-episode psychosis. A substantial number of randomized
controlled trials (RCTs) were conducted to determine if transition to psychosis could be delayed or even
prevented. The efficacy of a range of interventions was examined, with standard meta-analyses clearly indicating
that these could at least delay transition for 1-2 years and that outcomes improve. Recently, network meta-
analyses have attempted to identify the most effective intervention. These highlighted the fact that no one
form of intervention is superior to the rest, a finding interpreted in such a way as to create doubts concerning
the value of intervening. These doubts have been reinforced by a subsequent Cochrane review which judged
the quality of the evidence as low or very low. Here, we report a narrative review of findings from RCTs and
meta-analvses on the efficacv of interventions in UHR. We also critique the network meta-analvses and the
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Ultra-high risk currently represents the most promising strategy to ameliorate, delay or prevent psychosis. We review the
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LETTERS TO THE EDITOR

Lack of robust meta-analytic evidence to favour cognitive
behavioural therapy for prevention of psychosis

While achievements in detection and prognostic assessment
of young people at clinical high risk for psychosis (CHR-P) have
been recently consolidated, the efficacy of preventive interven-
tions remains unclear'.

Cognitive behavioural therapy (CBT) is the currently recom-
mended preventive intervention, but the most updated network
meta-analysis® found no robust evidence to favour it (and any
of the other indicated interventions) compared to the control
condition (i.e., needs-based interventions). A subsequent inde-
pendent pairwise meta-analysis by the Cochrane group® con-
firmed these findings, concluding that there was “no convincing
unbiased, high-quality evidence” that any type of intervention
is more effective than needs-based interventions (another pair-
wise meta-analysis was subsequently published, but used older
data). A further umbrella review showed no evidence that CBT
impacts other clinical outcomes such as acceptability of treat-
ments, severity of attenuated positive/negative psychotic symp-
toms, depressmn symptom-related dlstress, social functioning,

mrasmnwal fiimnblAaia s A A mciallee. AF 1264 Mhnann Adee Alnn Lisl

Indeed, the authors of the meta-analysis acknowledged that
only one missing trial would be needed to render their end-of-
treatment results non-significant®. To empirically test this, we
have updated that meta-analysis by removing the low-quality
small trial” and adding the large PREVENT trial. The updated risk
ratio for CBT vs. control interventions to prevent transition to
psychosis at 12 months was 0.631 (95% CI: 0.388-1.028, p=0.064),
which shows no significant meta-analytic evidence that CBT can
robustly prevent transition to psychosis.

Third, the authors’ conclusion that CBT can robustly improve
attenuated psychotic symptoms conflicts with the very small effect
size, approaching the non-significance level (standardized mean
difference=-0.15; 95% CI: -0.28 to -0.01)°, which is unlikely to be
associated with clinically meaningful benefits in the real-world.

Finally, the meta-analysis in question may be affected by re-
porting biases, which increased the likelihood of the results being
significant in favour of CBT. For example, additional transitions to
psychosis beyond those originally reported were included as “the

SRR RS RS R IR A RAE0 N AN SR RS IR R
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SYNOPSIS: CLINICAL HIGH RISK
PSYCHOSIS

—We can identify a clinical phenotype with a "need for care” which has a substantial risk
of transition to psychosis

—Prediction can be sharpened but with falling transition rates “enrichment” is an issue

—We can reduce this risk through the provision of relatively specialised psychosocial
care — CBT influenced...

—There are other comorbid or emerging/incident syndromes which means that there is
valence for other exit syndromes and a range of outcomes including persistence or
recurrence of the UHR stage and poor functioning

—Needs to be the target of new intervention strategies
—We need to clarify the sequence of optimal treatment for UHR stage

—ldeally this needs to be done in parallel with the prediction and treatment of other
syndromes

—And guided by a parsing of heterogeneity (need to consider transdiagnostic
perspective)

-$82m AMP Project
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Abstract

Aim: Research has shown that preventative intervention in individuals at ultra-high
risk of psychosis (UHR) improves symptomatic and functional outcomes. The staged
treatment in early psychosis (STEP) trial aims to determine the most effective type,
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the recrui flow and b clinical characteristics of the sample.

Methods: STEP is a ial multiple assij d d trial. We present the
baseline demographics, clinical characteristics and acceptability and feasibility of this
treatment approach as indicated by the flow of participants from first contact up until
enrolment into the trial. Recruitment took place between April 2016 and January 2019.
Results: Of 1343, help-seeking young people who were considered for participation,

402 participants were not eligible and 599 declined/disengaged, resulting in a total
of 342 participants enrolled in the study. The most common reason for exclusion was
an active prescription of antidepressant medication. Eighty-five percent of the
enrolled sample had a non: hotic DSM-5 di is and sy
measures showed a moderate level of clinical severity and functional impairment.

Discussion: The present study demonstrates the acceptability and participant's gen-
of ial It also shows, in line with other trials

functional

eral positive

in UHR individuals, a significant level of psychiatric morbidity and impairment, dem-
onstrating the clear need for care in this group and that treatment is appropriate.

KEYWORDS

clinical trial, is, ultra-high risk
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A Sequential Adaptive Intervention Strategy Targeting Remission and
Functional Recovery in Young People at Ultrahigh Risk of Psychosis
The Staged Treatment in Early Psychosis (STEP) Sequential Multiple

Assignment Randomized Trial

Patrick D. McGorry, MD, PhD; Cristina Mei, PhD; G. Paul Amminger, MD, PhD, (Habil): Hok Pan Yuen, PhD; Melissa Kerr, LLM; Jessica Spark, BPsych:
Nicky Wallis, PhD; Andrea Polari, MD; Shelley Baird, BPsych, BN; Kate Buccilli, BPsych, MPPM; Sarah-Jane A. Dempsey, PhD;
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Yohannes Mebrahtu, MLA; Arlan Ruslins, BPsychSc, (Hons); Rebekah Street, LLB; Cassandra Wannan, PhD; Lisa Dixon, MD, MPH; Cameron Carter, MD;

Rachel Loewy, PhD:; Tara A. Niendam, PhD; Martha Shumway, PhD; Barnaby Nelson, PhD

IMPORTANCE Clinical trials have not established the optimal type, sequence, and duration of
interventions for people at ultrahigh risk of psychosis.

OBJECTIVE To determine the effectiveness of a sequential and adaptive intervention strategy
for individuals at ultrahigh risk of psychosis.

DESIGN, SETTING, AND PARTICIPANTS The Staged Treatment in Early Psychosis (STEP)
sequential multiple assignment randomized trial took place within the clinical program at
Orygen, Melbourne, Australia. Individuals aged 12 to 25 years who were seeking treatment
and met criteria for ultrahigh risk of psychosis according to the Comprehensive Assessment
of At-Risk Mental States were recruited between April 2016 and January 2019. Of 1343
individuals considered, 342 were recruited.

INTERVENTIONS Step 1: 6 weeks of support and problem solving (SPS); step 2: 20 weeks of
cognitive-behavioral case management (CBCM) vs SPS; and step 3: 26 weeks of CBCM with
fluoxetine vs CBCM with placebo with an embedded fast-fail option of w-3 fatty acids or
low-dose antipsychotic medication. Individuals who did not remit progressed through these
steps; those who remitted received SPS or monitoring for up to 12 months.

MAIN OUTCOMES AND MEASURES Global Functioning: Social and Role scales (primary
outcome), Brief Psychiatric Rating Scale, Scale for the Assessment of Negative Symptoms,
Montgomery-Asberg Depression Rating Scale, quality of life, transition to psychosis, and
remission and relapse rates.

RESULTS The sample comprised 342 participants (198 female; mean [SD] age, 17.7 [3.1] years).
Remission rates, reflecting i ic and functional impi were 8.5%,
10.3%, and 11.4% at steps 1, 2, and 3, respectively. A total of 27.2% met remission criteria at
any step. Relapse rates among those who remitted did not significantly differ between SPS
and monitoring (step 1: 65.1% vs 58.3%; step 2: 37.7% vs 47.5%). There was no significant
difference in functioning, symptoms, and transition rates between SPS and CBCM and
between CBCM with fluoxetine and CBCM with placebo. Twelve-month transition rates to
psychosis were 13.5% (entire sample), 3.3% (those who ever remitted), and 17.4% (those with
no remission).

CONCLUSIONS AND RELEVANCE In this ial multiple assi domized trial,

transition rates to psychosis were moderate, and remission rates were lower than expected,

partly reflecting the ambitious criteria set and challenges with real-world treatment fidelity

and adherence. While all groups showed mild to moderate functional and symptomatic

improvement, this was typically short of remission. While further adaptive trials that address

these challenges are needed, findings confirm substantial and sustained morbidity and reveal
latively poor i to existing

TRIAL REGISTRATION ClinicalTrials.gov Identifier: NCT02751632

JAMA Psychiatry. doi:101001/jamapsychiatry.20231947
Published online June 28, 2023.
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Corresponding Author: Patrick D.
McGorry, MD, PhD, Orygen, 35 Poplar
Rd. Parkville, VIC 3052, Australia
(pat.mcgorry@orygen.org.au).

Key Points

Question What are the optimal type, timing, and sequence of
interventions for individuals at ultrahigh risk of psychosis?

Findings In this sequential multiple assignment randomized trial
including 342 individuals, a specialized psychological intervention
(cognitive-behavioral case management [CBCM]) and a
psychopharmacological intervention (CBCM and antidepressant
medication) were not more efficacious than control conditions in
improving remission and functional recovery. Relapse rates among
individuals who remitted were high.

Meaning The findings of this study show that addition of
sequentially more specialized psychosocial and antidepressant
treatment for individuals who did not remit did not lead to
superior outcomes, underscoring the need for further adaptive
trials, treatment innovation, and an extended duration of care for
relapse prevention.



Figure 2. Changes in Mean Symptom and Functioning Scores From Baseline to the End of Step 3
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DISCUSSION

While the sample overall showed modest
functional and symptomatic improvement over 12
months, remission rates were lower than expected,
the transition rate was slightly higher than
anticipated, and there was no significant difference
between groups on the secondary outcomes.

Even when remission was achieved, it was difficult
to maintain and continuing supportive therapy did
not reduce relapse rates compared to monitoring.



DISCUSSION

The findings suggest that enhancing the intensity of treatment with psychological interventions
(CBCM) or antidepressant medication in real-world youth mental health services does not
produce benefit over continuing simpler care for longer. However, some caution is needed
given the following caveats.

First, the bar for remission was high, though appropriate, requiring sustained symptomatic and
functional improvement. If remission had been based on symptomatic improvement only, the
overall remission rate would have increased to 41.2% (compared to 27.2%).

Second, the rate of treatment discontinuation was substantial (18%, Step 1; 48%, Step 2; 38%,
Step 3) but comparable to the seminal STAR*D trial,3* albeit with a different population focus.

Third, adherence to CBCM and to SSRI was suboptimal as with many of these trials to date.
Fidelity to CBCM was only modest and therapists were primary care clinicians.



While some caution is warranted, and needs-based care should continue to be provided

to all UHR patients, the findings indicate the need for further sequential RCTs examining
existing treatments with improved adherence and fidelity, and for the development of
innovative, more effective treatments and enhanced modes of delivery.

This could include virtual reality, neuro-feedback, higher-fidelity CBT, individual

placement and support, biotherapies (e.g., cannabidiol, anti-inflammatories,
pomaglumetad methionil), neuroprotective agents including low-dose lithium,

and reconsideration of low-dose antipsychotic medication for non-remitters to
psychosocial interventions.

Attempts to develop new treatments are underway, however we also need to better
understand the ‘active ingredients’ of existing treatments, particularly from a transdiagnostic
perspective and better define heterogeneity within and across current syndromes and stages.



Enhancing the intensity of treatment with psychological
interventions or medications was challenging to implement
with fidelity and adherence in this largely primary care-based
sample but nevertheless could not be demonstrated to
produce any benefit over and above continuing a simpler
form of care.

Low remission and high relapse rates confirm the sustained
vulnerability and substantial morbidity of the UHR population
and highlight the need to conduct further adaptive trials,
develop new treatments, provide sustained specialist care,
and identify subgroups for whom treatments can be tailored.



“What do you mean Your guess is as good as mine’?
My guess is a hell of a lot better than your guess.’ -
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E Diverse to predict psychosis in patients with
mml high- nsk (cHnJ states. Whether prediction can be improved by efficiently combining
the risk spectrum to young pati

depnﬁslve syndromes remains unclear.

OBJECTIVES psychosi i be predicted in paf HR
or recent-onset d ion (ROD) using multi chi g that optimally
dinical and itive d: i ging 3
and porygenn:usnaw s (PRS) for geographic
izability: to test and integrate clinicians’ predictions: and ize clinical utility by

building a sequential prognostic system.
DESIGN, SETTING, AND PARTICIPANTS This multisite, longitudinal prognostic sludy performed

in7 academic early in’5 Europe

CHRsy ROD The 167 patients with
CHR syndromes and 167 with ROD was recruited from February 1, 20M, to May 31, 2017 of
whom 26 (23 with Ck 3Jwith ROD) hosis.

18-month folow-up (1 = 246) were used for model training and leave-one-site-out
cross-validation. Tt

model specificity. Lyrfnur healthy ided
for prognostic luation. Three i i further
45 cases with psychosis transition and 600 for thy of
clinical- itive, SMRI-based, i Da January
1,2019, to March 31, 2020.

MAIN OUTCOMES Accuracy T prognostic systems.
RESULTS Atotal of 668 indi 34 included in the

analysis (mean [SD] age. 25.1 [5.8] years: 354 [53.0%] female and 314 [47.0%] male).
Clinicians attained a balanced accuracy of 73.2% by effectively ruling out (specificity. 84.9%)

but ineffectively ruling i 61.5%) psychosi In contrast, algorithm:
showed high sensitivity (76.0%-88.0%) but low specificity (535% 66.8%). Acyberneticrisk Author Affiliations: Author
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Group Information: A complete ist
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specificity. 87.3%) ata much lower diagnostic burden I:vysequentlaHy integrating Prognostic Toos for Early Psychosis
clinical-neurocognitive, expert-based, PRS- based, b needed "
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Outcomes of Nontransitioned Cases in a Sample at
Ultra-High Risk for Psychosis

Ashleigh Lin, Ph.D.

Stephen |. Wood, Ph.D.
Barnahy Nelson, Ph.D.
Amanda Beavan, B.Sc.

Patrick McGorry, M.D., Ph.D.,
F.RAN.ZCP.

Alison R. Yung, M.D.,
F.RAN.Z.CP.

Objective: Two-thirds of individuals iden-
tified as at ultra-high risk for psychosis do
not develop psychotic disorder aver the
medium term. The authors examined out-
comes in a group of such patients.

Method: Participants were help-seeking
individuals identified as being at ultra-high
risk for psychosis 2-14 years previously.
The 226 participants (125 female, 101 male)
completed a follow-up assessment and had
not developed psychosis. Their mean age at
follow-up was 25.5 years (SD=4.8).

Results: At follow-up, 28% of the partic-
ipants reported attenuated psychotic
symptoms. Over the follow-up period, 68%
experienced nonpsychatic disorders: mood
disorder in 49%, anxiety disorder in 35%,
and substance use disorder in 29%. For the
majority (30%), nonpsychotic disorder was
present at baseline, and it persisted for

52% of them. During follow-up, 26% of the
cohort had remission of a disorder, but
38% developed a new disorder. Only 7%
did not experience any disorder at base-
line or during follow up. The incidence of
nonpsychotic disorder was associated with
more negative symptoms at baseline. Fe-
male participants experienced higher rates
of persistent or recurrent disorder. Meeting
criteria for brief limited intermittent psy-
chotic symptoms at intake was associated
with lower risk for persistent or recurrent
disorder.

Conclusions: Individuals at ultra-high risk
for psychosis who do not transition to psy-
chosis are at significant risk for continued
attenuated psychotic symptoms, persistent
or recurrent disorders, and incident dis-
orders. Findings have implications for on-
going clinical care.

Am | Psychiatry Lin et al.; AiA:1-10

Orygen: National Centre of Excellence in Youth Mental Health
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SPECIAL ARTICLE

Beyond the “at risk mental state” concept: transitioning to
transdiagnostic psychiatry

Patrick D. McGorry, Jessica A. Hartmann, Rachael Spooner, Barnaby Nelson
Orygen, The National Centre of Excellence in Youth Mental Health, and Centre for Youth Mental Health, University of Melbourne, Parkville, Australia

The “at risk mental state” for psychosis approach has been a catalytic, highly productive research paradigm over the last 25 years. In this
paper we review that paradigm and summarize its key lessons, which include the valence of this phenotype for future psychosis outcomes, but
also for comorbid, persistent or incident non-psychotic disorders; and the evidence that onset of psychotic disorder can at least be delayed in
ultra high risk (UHR) patients, and that some full-threshold psychotic disorder may emerge from risk states not captured by UHR criteria. The
paradigm has also illuminated risk factors and mechanisms involved in psychosis onset. However, findings from this and related paradigms
indicate the need to develop new identification and diag ic strategies. These findings include the high p lence and impact of mental dis-
orders in young people, the limitations of current diag ic sy and risk identification approaches, the diffuse and unstable symptom
patterns in early stages, and their pluripotent, transdiagnostic trajectories. The app h we have ly ad d has been guided by the
clinical staging model and adapts the original “at risk mental state” approach to encompass a broader range of inputs and output target syn-
dromes. This approach is supported by a number of novel modelling and prediction strategies that ack ledge and reflect the dynamic
nature of psychopathology, such as dynamical systems theory, network theory, and joint modelling. Importantly, a broader transdiagnostic
approach and enl g specific prediction (profiling or increasing precision) can be achieved concurrently. A holistic strategy can be devel-
oped that applies these new prediction approaches, as well as machine learning and iterative probabilistic multimodal models, to a blend of
subjective psychological data, physwal d:slurbances (eg., I:EG measures) and biomarkers (e.g., neuroinflammation, neural network abnormal-
ities) acquired through fi I or l l This strategy could ultimately enhance our undersmndmg and
ability to predict the onset, early course and evolution of mental ill health, further op g p ys for p ive inter

Key words: At risk mental state, psychosis, ultra high risk, transition, transdiagnostic psychiatry, clinical staging, CHARMS, prediction strat-
egies, network theory, dynamical systems theory, joint modelling

(World Psychiatry 2018;17:00-00)
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FIGURE 1. Staging Model of Causal Syrmptom Crosits™
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PSYCHOPATHOLOGY AS DYNAMIC
SYSTEM
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Hartmann, McGorry, Nelson. Predicting critical transitions in the mental health of young
people at risk of serious mental illness: A pilot study. In preparation.



Increasing symptom specificity and severity
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gure 5: A staging approach to the classification and treatment of mental disorders
HC=primary health care. Adapted fromm McGorry et al”* and McGorry and van Os.”
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Stage 1a
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Stage 2

Stage3

Stage 4

Asymptomatic

« Public mental health promotion and illness
prevention

« No individual treatment or intervention

Non-specific mental distress

« Self-help and support from informal networks

- Interventions raising population mental health
literacy

- Identification of stressful or noxious
environmental exposures

- Exploration of environmental modification or
development of coping strategies

Subsyndromal or subthreshold symptom profile

« Advice and transdiagnostic psychosocial support
from PHC

- Identification of high-risk individuals and
monitoring

Full defined syndrome

- First episode treatment in primary care

« Specialist care available for primary health services
through properly resourced collaborative models

- Effective referral through stepped care for complex
or unresponsive cases

Recurrence, persistence

- Specialist mental health service in collaboration
with PHC

- Ongoing community and multisectoral support

Treatment resistance

« Specialist mental health service in collaboration
with PHC

- Rehabilitation and ongoing community support
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Making Diagnosis Work for
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STAGING: DIAGNOSIS SANS
FRONTIERS

=»Some authors have attempted to mould the staging idea to the procrustean
silos of existing late macrophenotypes. However, the essential feature of the
model is that it is transdiagnostic.

*This does not mean that late macrophenotypes such as mania, psychosis and
anorexia cannot be accommodated as they differentiate out and stabilize.

»The specificity of treatment approaches or otherwise can be examined and
the spurious precision of the licensing of medications and other therapies
replaced by a more flexible and accurate evidence-based approach as in
mainstream health care.



EDITORIAL

Why We Need a Transdiagnostic Staging Approach to Emerging
Psychopathology, Early Diagnosis, and Treatment

Patrick McGorry, MD, PhD, FRCP, FRANZCP: Barnaby Nelson, PhD

One of the urgent challenges for psychiatry is to create a sim-
pler, more useful approach to diagnosis.! Our traditional di-
agnostic systems are categorical and siloed, consisting of poly-

thetic operational definitions
< of clinical phenotypes. The
Related article page 211 boundaries between syn-

dromes and phenotypes are
not clear and comeorbidity is the rule rather than the excep-
tion. We know that dimensionality underlies most of these phe-
notypes and that distress, impairment, and need for careisnot
limited to the full threshold versions of these phenotypes. This
means that a transdiagnostic approach is going to be neces-
sary. The dynamics of early psychopathology are complex and
emerging microphenotypes ebb, flow, and evolve in many pat-
terns, which do not follow rigid train tracks to discrete mac-
rophenotypes such as schizophrenia or bipolar disorder. The
reification of these macrophenotypes hasled to a spurious cer-

There is along tradition of conceptualization and study of
brief or transient psychoses from the phenomenological tra-
dition. In fact, much of this literature sought to distinguish
these and similar phenotypes from the flawed but compel-
ling concept of “process” schizophrenia. There are many in-
teresting concepts from a range of cultures and traditions, and
their common features included an abrupt onset, polymor-
phicand unstable features, a high level of disorganization, and
very often an inference of psychogenic causation. For ex-
ample, Brief Psychosis in the DSM 3 was Brief Reactive Psy-
chosis. These psychoses werte, ironically in the present con-
text, usually defined by the lack of a prodromal or dimensional
precursor stage. In contrast, the concept of brief limited in-
termittent psychotic symptoms (BLIPS) as a warning sign for
a first episode of sustained psychosis was part of an attempt
to rise above the Kraepelinian framework and predict a first-
episode psychosis (not merely nonaffective) of sufficient se-
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Care Pathways Before First Diagnosis of a Psychotic
Disorder in Adolescents and Young Adults
Gregory E. Simon, M.D., M.P.H., Christine Stewart, Ph.D., Enid M. Hunkeler, M.A., Bobbi Jo Yarborough, Ph.D.,

Frances Lynch, Ph.D., Karen J. Coleman, Ph.D., Arne Beck, Ph.D., Belinda H. Operskalski, M.P.H., Robert B. Penfold, Ph.D.,
David S. Carrell, Ph.D.

Objective: The authors sought to describe patterns of health
care use prior to first diagnosis of a psychotic disorder in a
population-based sample.

Method: Electronic health records and insurance claims from
five large integrated health systems were used to identify 624
patients 15-29 years old who received a first diagnosis of a psy-
chotic disorder in any care setting and to record health services
received, diagnoses assigned, and medications dispensed during
the previous 36 months. Pattemns of utilization were compared
between patients receiving a first diagnosis of a psychotic disor-
der and matched samples of general health system members and
members receiving a first diagnosis of unipolar depression.

Results: During the year before a first psychotic disorder
diagnosis, 29% of patients had mental health specialty out-
patient care, 8% had mental health inpatient care, 24% had
emergency department mental health care, 29% made a
primary care visit with a mental health diagnosis, and 60%

received at least one mental health diagnosis (including sub-
stance use disorders). Compared with patients receiving a first
diagnosis of unipolar depression, those with a first diagnosis
of a psychotic disorder were modestly more likely to use all
types of health services and were specifically more likely to
use mental health inpatient care (odds ratio=2.96, 95%
Cl=1.97-4.43) and mental health emergency department
care (rate ratio=3.74, 95% C|=3.39-4.53).

Conclusions: Most patients receiving a first diagnosis of a
psychotic disorder had some indication of mental health care
need during the previous year. General use of primary care or
mental health services, however, does not clearly distinguish
people who later receive a diagnosis of a psychotic disorder
from those who later receive a diagnosis of unipolar de-
pression. Use of inpatient or emergency department mental
health care is a more specific indicator of risk.

AJP in Advance (doi: 10.1176/appi.ajp.2017.17080844)



TREATMENT DELAY (DUP)

MATTERS
Y~ H

Long-Term Follow-Up of the TIPS Early Detection in
Psychosis Study: Effects on 10-Year Qutcome

Wenche ten Velden Hegelstad,
M.Sc
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Jan Ivar Rossberg, M.D., Ph.D.

Bjern Rishovd Rund, Ph.D.

Erik Simonsen, M.D., Ph.D.
Kjetil Sundet, Ph.D.

Per Yaglum, M.D., Ph.D.
Svein Friis, M.D., Ph.D.
Thomas McGlashan, M.D.

Objective: Early detection in first-episode
psychosis confers advantages for nega-
tive, cognitive, and depressive symptoms
after 1, 2, and 5 years, but longitudinal
effects are unknown. The authors inves-
tigated the differences in symptoms and
recovery after 10 years between regional
health care sectors with and without a
comprehensive program for the early de-
tection of psychosis.

Method: The authors evaluated 281 pa-
tients (early detection. N=141) 18 to &5
vears old with a first episode of nonaffec-
tive psychosis between 1997 and 2001. Of
these, 101 patients in the early-detection

area and 73 patients in the usual-detec-
tion arca were followed up at 10 years,
and the authors compared their symp-
toms and recovery.

Results: A significantly higher percentage
of early-detection patients had recovered
at the 10-year follow-up relative to usual-
detection patients. This held true despite
more severcly ill patients dropping out
of the study in the usual-detection area.
Except for higher levels of excitative symp-
toms in the eary-detection area, there
were no symptom differences between
the groups. Early-detection recovery rates
wiere higher largely because of higher em-
ployment rates for patients in this group.

Conclusions: Early detection of first-ep-
isnde psychosis appears to increase the
chances of milder deficits and superior
functioning. The mechanisms by which
this strategy improves the long-term prog-
nosis of psychosis remain speoulative.
Wevertheless, our findings over 10 years
may indicate that a prognostic link exists
between the timing of intervention and
outcome that deserves additional study.

{Am | Psychiatry Hegelstad et al.; AiA:1-7)
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Effect of delaying treatment of first-episode psychosis on
symptoms and social outcomes: a longitudinal analysis and
modelling study

Richard | Drake, Nusrat Husain, Max Marshall, Shén W Lewis, Barbara Tomenson, Imran B Chaudhry, Linda Everard, Swaran Singh,
Nick Freemantle, David Fowler, Peter B Jones, Tim Amos, Vimal Sharma, Chloe D Green, Helen Fisher, Robin M Murray, Til Wykes, lain Buchan,
Max Birchwood

Summary

Background Delayed treatment for first episodes of psychosis predicts worse outcomes. We hypothesised that delaying
treatment makes all symptoms more refractory, with harm worsening first quickly, then more slowly. We also
hypothesised that although delay impairs treatment response, worse symptoms hasten treatment, which at
presentation mitigates the detrimental effect of treatment delay on symptoms.

Methaods In this longitudinal analysis and modelling study, we included two longitudinal cohorts of patients with first-
episode psychosis presenting to English early intervention services from defined catchments: NEDEN (recruiting
1003 patients aged 14-35 years from 14 services between Aug 1, 2005, and April 1, 2009) and Outlook (recruiting
399 patienis aged 16-35 years from 11 services between April 1, 2006, and Feb 28, 2009). Patients were assessed at
baseline, 6 months, and 12 months with the Positive and Negative Symptom Scale (PANSS), Calgary Depression
Scale for Schizophrenia, Mania Rating Scale, Insight Scale, and Social and Occupational Functioning Assessment
Scale. Regression was used to compare different models of the relationship between duration of untreated psychosis
(DUP) and total symptoms at 6 months. Growth curve models of symptom subscales tested predictions arising from
our hypotheses.

Findings We included 948 patients from the NEDEN study and 332 patients from the Outlook study who completed
baseline assessments and were prescribed dopamine antagonist antipsychotics. For both cohorts, the best-fitting
models were logarithmic, describing a curvilinear relationship of DUP to symptom severity: longer DUP predicted
reduced treatment response, but response worsened more slowly as DUP lengthened. Increasing DUP by ten times
predicted reduced improvement in total symptoms (ie, PANSS total) by 7-339 (95% CI 5-762 to 8-916; p<0-0001) in
NEDEN data and 3-846 (1-689 to 6-003; p=0-0005) in Outlook data. This was true of treatment response for all
symptom types. Nevertheless, longer DUP was not associated with worse presentation for any symptoms except
depression in NEDEN (coefficients 0-099 [95% CI 0-033 to 0-164]; p=0-0028 in NEDEN and 0-007 [-0-081 to 0-095];
p=0-88 in Outlook).

Interpretation Long DUP was associated with reduced treatment response across subscales, consistent with a harmful
process upsiream of individual symptoms’ mechanisms; response appeared to worsen quickly at first, then more
slowly. These associations underscore the importance of rapid access to a comprehensive range of treatments,
especially in the first weeks after psychosis onset.

Funding UK Department of Health, National Institute of Health Research, and Medical Research Council.
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The impact of waiting time on patient outcomes: Evidence
from early intervention in psychosis services in England

Anika Reichert @ | Rowena Jacobs @

Centre for Health Economics, University
of York, York, UK

Correspondence
Anika Reichert, Centre for Health
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Email: ar1314@york.ac.uk

Abstract

Recently, new emphasis was put on reducing waiting times in mental health
services as there is an ongoing concern that longer waiting time for treatment
leads to poorer health outcomes. However, little is known about delays within
the mental health service system and its impact on patients. We explore the
impact of waiting times on patient outcomes in the context of early interven-
tion in psychosis (EIP) services in England from April 2012 to March 2015.
We use the Mental Health Services Data Set and the routine outcome measure
the Health of the Nation Outcome Scale. In a generalised linear regression
model, we control for baseline outcomes, previous service use, and treatment
intensity to account for possible endogeneity in waiting time. We find that
longer waiting time is significantly associated with a deterioration in patient
outcomes 12 months after acceptance for treatment for patients that are still
in EIP care. Effects are strongest for waiting times longer than 3 months, and
effect sizes are small to moderate. Patients with shorter treatment periods are
not affected. The results suggest that policies should aim to reduce excessively
long waits in order to improve outcomes for patients waiting for treatment for
psychosis.

KEYWORDS
mental health, psychosis, routine outcome measures, treatment intensity, waiting times

64



THE AMERICAN JOURNAL OF

PSYCHIATRY

From: Comprehensive Versus Usual Community Care for First-Episode Psychosis: 2-Year
Outcomes From the NIMH RAISE Early Treatment Program
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The effect of duration of untreated psychosis and treatment
delay on the outcomes of prolonged early intervention in
psychotic disorders

Nikolai Albert('? Marianne Melau', Heidi Jensen', Lene Halling Hastrup'~, Carsten Hjorthej()' and Merete Nordentoft ('~

The duration of untreated psychosis (DUP) has been shown to have an effect on outcome after first-episode psychosis. The premise
of specialized early intervention (SE) services is that intervention in the early years of illness can affect long-term outcomes. In this
study, we investigate whether DUP affects treatment response after 5 years of SEl treatment compared to 2 years of SH treatment.
As part of a randomized controlled trial testing the effect of prolonged SH treatment 400 participants diagnosed within the
schizophrenia spectrum were recruited. For this specific study participants were dichotomized based on DUP, treatment delay, and
time from first symptom until start of SEl treatment. The groups were analyzed with regard to treatment response on
psychopathology, level of functioning, and cognitive functioning. The participants with a short DUP had a tendency to respond
better to the prolonged treatment with regards to disorganized and negative dimension. For participants with short duration from
first symptom until start of SEl treatment there was a significant difference on the negative dimension favoring the prolonged OPUS
treatment. The finding of an effect of prolonged treatment for participants with a short total treatment delay could mean that
prolonged SE treatment is more beneficial than treatment as usual (TAU) so long as it is provided in the early years of illness and
not just in the early years after diagnosis.

npj Schizophrenia (2017)3:34 ; doi:10.1038/541537-017-00344
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Research

JAMA Psychiatry | Original Investigation

Comparison of Early Intervention Services vs Treatment
as Usual for Early-Phase Psychosis

A Systematic Review, Meta-analysis, and Meta-regression

Christoph U Comell, MD: Britta Galling, MD; Aditya Pawar, MD; Anastasia Krivko, MO; Chiara Bonetto, MD:
Micella Ruggeri, MD; Thomas J Craig. PhO; Merete Nordentoft, MD; Vinod H. Sahari, MD: Sinan Guloksuz, MO;
Christy L. M. Hul, PhD; Eric Y. H. Chen, MD; Marcelo Valencia, PhO); Francisco uarez, PhD;

Delbert G. Robinson, MD: ¢
Robert A. Rosenheck. MD:; PatriciaMarcy, BSN; Jean Addington, PhD;
James Robinson, MEG; David Penn, PhD: Joanne B. Severe. MS; John M. Kane, MO

& Edtorial
The valueof early Supplementalcontent
have remained suboptimal.
OBJECTIVE )
early-phase psychosis.
ibMed, PsycINFO, EMBASE, and
ChinicalTrials. June 6,2017.

STUDY SELECTION Randomized trials comparing EIS vs TAU in first-episode psychosis or
early-phase schizophrenia spectrum disorders.

PRISMA guidefines. arandom-effects
and at least

RESULTS Acs 16.2 (74] months:

. 924 months 275[4.6) 1623%]

male), EIS TAUat forall13
discontinuation (risk ratio [RR], 0.70;95% C1, 0.61-0.80; P < 001), atleast | psychiatric
hospitalization (RR, 0.74;95% C1, 0.61-0.90; P = 003), involvement in school or work (RR.
113:95% Q1, 1031.24; P = 01),

~0.32:95%C1, ~0.47to -017; P < 00I), positive symptom severity (SMD, ~0.22; 95% I,
~0.32t0-011; P < 001), and negative symptom severity (SMD, -0.28:95% 0, 042 to
~014; P < 001) 6,91012,and 1810
24 months
severity at 18-24 months).

£ Inearly is. E15 to TAU across all
EiSin

patients with early-phase psychosis,
Author Affiliations: Author
affliations are listed at the erd of this
arude

Corresponding Author: Chrstaph U,
Correll MD, Department of

JAMA Psychiotry. dol: 0100 jamapsyehiatry 2018 0623 Hospital, 75-59263rd St. Gen Oaks,
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EIP SAVES ALOT OF MONEY

EIP CREATES "“MENTAL WEALTH”

EIP SAVES LIVES



Economic payoffs at scale

Primary prevention of mental disorder

School-based social and emotional learning  Net savings of £6532 million after 10 years from provision to all 651000 10-year-olds in England® (£5729

programmes for 10-year-olds to prevent million in crime-related savings, £748 million in health-care service savings, and £121 million in education
conduct disorder,” which result in £83.73 savings); timeframes of savings: net cost of £5 million after 1 year, net saving of £4147 million after Syears, net
net savings for each £1 spent saving of £6532 million after 10 years

School-based interventions to reduce Net savings of £9726 million from provision to all 9 005 000 individuals aged 5-18 years in England,® which are

bullying,® which resultin £14-35 saved for ~ long-term in nature and accrue to individuals mainly as increased wages
each £1 spent

Secondary prevention of mental disorder

Parenting interventions for conduct Net savings of £386 million from provision to parents of all 41 500 individuals with conduct disorder aged
disorder,® which resultin £7.89 net savings 5 years in England*? (£311 million in crime-related savings, £53 million in health service savings, and £18 million
foreach £1 spent in education savings); timeframe of net savings: £14 million by age 6 years, £300 million between ages 7 and

16 years, £72 million over 17 years of age

Early intervention for first-episode
psychosis,” which results in £17-97 net
savings for each £1 spent

timeframe of net savings: £457 million after 1 year, £1067 million during years 2-5, £169 million during
years 6-7

Tertiary pi ion of mental di:

CBT for each personwith schizophrenia,*  Net savings of £310 million after 3 years to the NHS if all people aged over 15 years in England with

which results in overall savings of £989 per  schizophrenia in previous year'® received CBT

person to health and social care

Primary promotion of mental wellbeing

Work-based mental wellbeing promotion,®  Net savings of £18 864 million within one year to employers from provision of a simple set of interventions to
which results in £9-69 net savings foreach  promote the wellbeing of all 27125 000 employees in England* (£15 038 million savings from reduced

£1 spent presenteeism, £5996 million savings from reduced absenteeism, £2170 million intervention costs)

GP=general practitioner. CBT=cognitive behavioural therapy. NHS=National Health Service.

Table: Conservative estimates of economic savings in England from complete c ge of nine cost-effective public mental health interventions
identified as part of the England mental health strategy

Campion et al Lancet Psychiatry 2017



Effectiveness of Early Psychosis Intervention:
Comparison of Service Users and Nonusers in
Population-Based Health Administrative Data

Kelly K. Anderson, Ph.D., Ross Norman, Ph.D., Arlene MacDougall, M.D., M.Sc., Jordan Edwards, M.Sc.,
Lena Palaniyappan, M.D., Ph.D., Cindy Lau, M.Sc., Paul Kurdyak, M.D., Ph.D.

Objective: Early psychosisintervention (EPI) programs improve
clinical and functional outcomes for people with first-episode
psychosis. Less is known about the impact of these programs on
the larger health care system. The authors sought to compare
indicators of health service use, self-harm, suicide, and mor-
tality between people with first-episode psychosis who were
using EPI services and a propensity-matched group of con-
current control subjects who were not accessing EPI services.

Method: A retrospective cohort of incident cases of non-
affective psychosis in the catchment area of the Prevention and
Early Intervention Program for Psychoses in London, Ontario,
between 1997 and 2013 was constructed using health admin-
istrative data. This cohort was linked to primary data from the
same program to identify people who used EPI services. Out-
comes for people who used EPI services and those who did not
were compared using Cox proportional hazards models.

Results: People who used EPI services had substantially lower
rates of all-cause mortality in the 2-year period after EPI

program admission (hazard ratio=0.24, 95% CI=0.11-0.53),
although a significant difference in self-harm (hazard ratio=
0.86, 95% ClI=0.18-4.24) and suicide (hazard ratio=0.73,
95% Cl=0.29-1.80) between the two groups was not ob-
served. Those who used EPI services also had lower rates of
emergency department presentation (hazard ratio=0.71,
95% Cl=0.60~0.83) but higher rates of hospitalization (hazard
ratio=1.42, 95% Cl=118-171). These benefits were not ob-
served after 2 years, when EPI care is typically stepped down to
medical management.

Conclusions: People with first-episode psychosis who used
EPI services had mortality rates that were four times lower
than those with first-episode psychosis who did not use these
services, aswellas better outcomes across several health care
systemindicators. These findings support the effectiveness of
EPI services for the treatment of first -episode psychosis in the
larger context of the overall health care system.

AJP in Advance (doi: 10.1176/appi.ajp.2017.17050480)



FORUM — IMPROVING OUTCOMES OF FIRST-EPISODE PSYCHOSIS

Improving outcomes of first-episode psychosis: an overview

Paolo Fusar-Poli'?, Patrick D. McGorry?, John M. Kane*

'Institute of Psychiatry, Psychology & Neuroscience, King's College London, London, UK: *OASIS Service, South London and Maudsley NHS Foundation Trust, London, UK;
*Orygen, the National Centre of Excellence in Youth Mental Health, Parkville, Australia: Centre for Youth Mental Health, University of Melbourne, Melboumne, Australia;
*Zucker Hillside Hospital, Glen Oaks, N, USA; Departments of Psychiatry and Molecular Medicine, Hofstra Northwell School of Medicine, Hempstead, NY, USA

O of psychotic disorders are iated with high personal, familiar, societal and clinical burden. There is thus an urgent clinical and
societal need for improving those outcomes. Recent advances in research knowledge have opened new opportunities for ameliorating outcomes
of psychosis during its early clinical stages. This paper critically reviews these opportunities, summarizing the state-of-the-art knowledge and
focusing on recent discoveries and future avenues for first episode research and clinical interventions. Candidate targets for primary universal
prevention of psychosis at the population level are discussed. Potentials offered by primary selective pr ion in P ic subgroups
(stage 0) are praenred. Achievements of primary selected prevention in individuals at clinical high risk for psychosis (stage 1) are summarized,
along with challenges and limitations of its impl ion in clinical practice. Early intervention and secondary prevention strategies at the
time of a first episode of psychosis (stage 2) are crmcally discussed, with a particular focus on minimizing the duration of un rreated psychosis,
improving treatment response, increasing patients’ satisfaction with t reducing illicit sub abuse and p g relap Early
intervention and tertiary prevention slra!egtes at the time of an incomplete recovery {slage 3) are further discussed, in particular with respect
to addressing treatment resistance, lmpravmg well-being and social skills with reduction of burden on the family, treatment of comorbid sub-

stance use, and pr i of ltiple relapses and disease progression. In conclusion, to improve of a complex, heterog syn-
drome such as psychosis, it is necessary to globally adopt complex models integrating a clinical staging fi k and coordinated Ity
care prog that offer p p inter ions to high-risk groups identified across the early stages of the disorder. Only a systemanc

implementation of these models of care in the national health care systems will render these strategies accessible to the 23 million people
worldwide suffering from the most severe psychiatric disorders.

Key words: Psychosis, schizophrenia, psychosis risk, clinical high risk, first episode psychosis, universal prevention, selective prevention,
indicated prevention, outcomes, clinical staging

(World Psychiatry 2017;16:00-00)



EVIDENCE:

NECESSARY BUT NOT
SUFFICIENT
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q‘ﬂow a Handful of Scientists

IMPLEMENTATION FATIGUE
SLUDGE FACTORS

 Obscured the Truth on
Issues_from Tobacco
Smoke to Global

Warming

The “Treatment Gap”
Merchants of Doubt
Devolved commissioning

. \
Poor model fidelity Naomi Oreskes
& Erik M. Conway

Weak and patchy financial models
Pressure to diffuse model across lifespan
and diagnostic spectrum

Professional resistance to key evidence based elements, especially community
education, mobile detection and round the clock home based care

Challenges in designing and locating streamed and optimistic cultures of care
Challenge in mobilising political will



“One-fifth of the people
are against everything all
the time.”

Robert Kennedy
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1) Check for updates

AUSTRALASIAN
Psychiatric Services PS YC H I AT RY

- - Australasian Psychiatry

2020, Vol 28(3) 331-334

Why do psych Iatrl sts do u bt the © The Roycz:l Al}st)rahan and
- - 7 New Zealand College of Psychiatri§ts 2029

value of early intervention? The
DOI: 10.1177/1039856220924323

1 1 journals.sagepub.com/home/a
power of illusion e ot

Patrick D McGorry Orygen, Australia; and Center for Youth Mental Health, The University of Melbourne, Australia
Cristina Mei Orygen, Australia; and Center for Youth Mental Health, The University of Melbourne, Australia

Abstract

Objective: Face validity and the best available evidence strongly support the value of early intervention (EI) for psy-
chotic disorders, and increasingly for other mental illnesses. Yet its value continues to be intensely criticised by some
academics and doubted by many psychiatrists. This disconnect is examined through the lens of the ‘clinician’s illusion’.
Conclusions: A number of sources fuel resistance to EI; however, the cumulative exposure to persistent and disa-
bling illness that dominates the day-to-day experience of psychiatrists may be a key influence. This experience forms
the basis of the clinician’s illusion, a hidden bias health professionals develop as a natural consequence of their
clinical experiences, which shapes belief and perception of prognosis, and breeds therapeutic nihilism. This bias has
been reinforced by grossly under-resourced systems of mental health care, undermining morale and adding a sense
of learned helplessness to our mindset.

Keywords: Early intervention, youth mental health, psychosis, clinician’s illusion, clinical staging



GOOD TO GREAT

REALIZING THE FULL POTENTIAL OF
EARLY INTERVENTION




GOOD TO GREAT

="Widen the UHR/ARMS channel: delay onset & ameliorate impact
*Reduce DUP to a matter of weeks: CE and DTs

=|dentify Early TR CLOZAPINE

=Stage specific care not just increased dose

»Holistic care — physical health, sexual health, substance use, family,
vocational interventions

=*Mobile home and assertive community treatment
=Extended tenure

*Online augmentation of care MOST

»Adherence vs dose reduction?
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Early Intervention: A general principle in modern healthcare
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50% INCREASE IN PREVALENCE OF MENTAL DISORDERS IN YP SINCE 2007

ANALYSIS

About 40 per cent of young Australians have experienced mental Any 12-month mental disorder, by age and sex, 2020-21

iliness — and it's high time we do something about it

By Patrick McGorry, ®

Posted Thu 4 Aug 2022 at 8:00pm
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I @ Springer

Age of Onset of
ental Disorders

Etiopathogenetic and
Treatment Implications

Giovanni de Girolamo
Patrick D. McGorry
Norman Sartorius
Editors

1st ed. 2019, XVI, 261 p. 30 illus, 24
illus. in color.

Printed book

springer.com

Giovanni de Girolamo, Patrick D. McGorry, Norman Sartorius (Eds.)

Age of Onset of Mental
Disorders

Etiopathogenetic and Treatment Implications

» Brings together the available evidence regarding the age of onset of mental
disorders and its significance

« Covers all the most important mental disorders

« Written by outstanding, well-known contributors and edited by leading experts

This book presents a thorough and critical review of current knowledge about the age of onset
of mental disorders. The opening chapters offer information about the impact of the age of
onset on the clinical picture, course, and outcome of physical illnesses, and about the
neurobiological implications and correlates of different ages of onset. The impact and
correlates of the ages of onset of all the most important mental disorders are then discussed
in detail by internationally renowned scientists. The background to the book is the recognition
that a better understanding of age of onset makes it possible to estimate the lifetime risk of
disorders, helps to elucidate pathogenesis, and facilitates efficient, targeted clinical
management. The book will be of value for clinicians, mental health professionals, mental
health researchers, epidemiologists, and different stakeholders in the mental health field.



TIMING IS EVERYTHING

75% of mental health problems
have their onset in young people
aged 12 to 25

The developmental trajectory for
young people has changed % 100

Current service system not :
equipped to deal with economic
and social challenges associated
with mental health

Peak need for care, worst access

Loss of lives, futures and "mental
wealth”

200

= 150

Physical iliness

Mental illness

World Economic Forum ®



Molecular Psychiatry (2022) 27:281-295
hitps://doi 0rg/10,1038/541380-021-01161-7

AGE OF ONSET OF DISORDERS

Age at onset of mental disorders worldwide: large-scale meta-
analysis of 192 epidemiological studies
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March 27, 2019

Psychiatry’'s Opportunity to Prevent the
Rising Burden of Age-Related Disease

Terrie E. Moffitt, PhD'-2; Avshalom Caspi, PhD'-2

% Author Affiliations
JAMA Psychiatry. Published online March 27, 2019. doi:10.1001/jamapsychiatry.2019.0037
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REAL MATURATION

= Strukturelle Anforderungen

== Reifungsspriinge bei psychischen Erkrankungen

= |dealeReifung

Erwachsenenpsychiatrie

Transitionsalter

Reifung

Kinder- und Jugendpsychiatrie

T T
15 18 25
Alter

Actual development in the context of mental ill-health in young people

Vital to acknowledge the impact of illness on developmental
trajectories
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in Youth Mental Health
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Youth Mental Health Programs

headspace - Australia

World Economic Forum ®



FROM 2006 - 10 CENTRES - 164 CENTRES BY 2023

AUSTRALIA
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Territory

0

Queensland

Western

LUSElE]
South

Australia
New South

Wales

0
' centres established

%
' Tasmania
iie
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From Australian communities to Prime Ministers: Sustained universal support for headspace
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WEF AND MENTAL HEALTH

Davos 2019
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DENMARK WELCOMES

laymh2022

The 6th International Conference on Youth Mental Health

REIMAGINING | Youth Mental Health

COPENHAGEN
29 September - 1 October, 2022

REGISTER HERE
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A Global Framework for
Youth Mental Health:
Investing in Future Mental
Capital for Individuals,
Communities and Economies
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FIGURE 6

Global youth population by region from 1950, with projection to 2050
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FIGURE &
Countries that participated
in consultations or surveys
with the project

Hong Kong SAR, China
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Youth Mental Health Programs
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Youth Mental Health Programs

Foundry — BC Canada

>
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WHERE WELLNESS TAKES SHAPE

World Economic Forum ®



CONFIDENTIAL: DO NOT DISTRIBUTE

Integrated Youth Services networks are happening
across Canada

-9 out of 10 provincial
governments have made
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YOUTH MENTAL HEALTH PROGRAMS
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Youth Mental Health Programs

Maison des Adaolescents - France
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Such an environment is likely to be consistent with the principles and goals of the following:

The Universal Declaration of Human Rights, The Convention on the Rights of Persons with Disabilities,
The Convention on the Rights of the Child, and the Sustainable Development Goals.

LOCAL CONTEXTUAL FACTORS KEY PRINCIPLES

These could include culture, funding, political will, Rapid, easy and affordable access Youth partnership
popular will, existing infrastructure and availability

Youth specific care Family engagement

and skill level of workforce among many possible others. P and sﬁppc?rtg
Awareness, engagement
and integration Continuous improvement
Early intervention Prevention

LOCALLY OPERATIONALISED
YOUTH MENTAL HEALTH MODEL

(consistent with principles, ambitious and innovative
within the resources available)

;

v v v

YOUTH FACING AGENCIES <> PRIMARY CARE SPECIALIST CARE
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FORUM — BUILDING NEW SYSTEMS OF YOUTH MENTAL HEALTH CARE: A GLOBAL FRAMEWORK

Designing and scaling up integrated youth mental health care

Patrick D. McGorry, Cristina Mei, Andrew Chanen, Craig Hodges, Mario Alvarez-Jimenez, Eéin Killackey
Orygen, National Centre of Excellence in Youth Mental Health; Centre for Youth Mental Health, University of Melbourne, Parkville, VIC, Australia

Mental ill-health represents the main threat to the health, survival and future potential of young people around the world. There are indications
that this is a rising tide of vulnerability and need for care, a trend that has been augmented by the COVID-19 pandemic. It represents a global
public health crisis, which not only demands a deep and sophisticated understanding of possible targets for prevention, but also urgent re-
Jorm and investment in the provision of develop lly appropriate clinical care. Despite having the greatest level of need, and potential to
benefit, adolescents and emerging adults have the worst access to timely and quality mental health care. How is this global crisis to be ad-
dressed? Since the start of the century, a range of co-designed youth tal health strategies and i ions have emerged. These range from
digital platforms, through to new models of primary care to new services for potentially severe mental illness, which must be locally adapted
according to the availability of resources, workforce, cultural factors and health financing patterns. The fulcrum of this progress is the advent
of broad-spectrum, integrated primary youth mental health care services. They represent a blueprint and beach-head for an overdue global
system reform. While resources will vary across settings, the mental health needs of young people are largely universal, and underpin a set of
Jundamental principles and design features. These include establishing an accessible, “soft entry” youth primary care platform with digital sup-
port, where young people are valued and essential partners in the design, operation, g t and evaluation of the service. Global progress
achieved to date in implementing integrated youth mental health care has highlighted that these services are being accessed by young people
with genuine and sul ial tal health needs, that they are benefiting from them, and that both these young people and their families are
highly satisfied with the services they receive. However, we are still at base camp and these primary care platforms need to be scaled up across
the globe, complemented by prevention, digital platforms and, crucially, more specialized care for complex and persistent conditions, aligned
to this transitional age range (from approximately 12 to 25 years). The rising tide of mental ill-health in young people globally demands that
this focus be elevated to a top priority in global health.
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LANCET PSYCHIATRY COMMISSION ON YOUTH MENTAL HEALTH
- Building the momentum and blueprint for reform inyouth @ ®

CrossMark

mental health

Mental disorders have been well characterised as
“the chronic diseases of the young™ and continue to
disproportionately affect young people worldwide.’
They are a major contributor to the overall burden of
disease between 10 and 24 years of age,’ making them
the leading cause of disability and premature death for
this age group. Societies across the globe are heavily
weakened by mental disorders. Projections suggest
that by 2030, among the non-communicable diseases,
mental illness will pose the greatest threat to worldwide
economic growth.* This threat to economic growth is
a direct result of the timing in the lifecycle of mental

www.thelancet.com/psychiatry Vol 6 June 2019

disorders; 75% emerge by 24 years of age,® with the
major syndromes, which so often persist and disable
across adulthood, emerging during the transition from
puberty to the mid-20s. This critical developmental
period is especially important for completing education,
securing employment, and growing social relationships.
Consequently, the long-term effects on fulfillment
of human potential and productivity are enormous,
through poor economic and vocational outcomes.® This
erosion of so-called mental wealth” demands an urgent
response to mental disorders in young people at an
individual, societal, and global level.

Published Online

April 16, 2019
http://dx.doi.org/10.1016/
$2215-0366(19)30050-1
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Psychosis

Borderline

Bipolar

First-episode services

YMH service
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'YMH service
C

—
Social

N F
ﬂ T_> Neurobiological

YMH service

Figure 2: Potential multi-stage service configurations, in increasing levels of integration
(A) Separated, diagnostically organised services for early-stage mental heaith problems and illnesses.

(B) Integrated but still diagnostically organised services for early-stage mental health problems and ilinesses.
(C) Integrated early-stage services for mental health problems and illnesses that i

needs and outcomes. YMH=youth mental health.

d d individual
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THE FINAL REPORT

Royal Commission into
Victoria’s Mental Health System

Delivered March 2021.
12,500 contributions.
Over 3,000 pages.
Five volumes.

65 recommendations
In addition to the nine
from the Interim report.
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A NEW SIX LEVEL SERVICE SYSTEM

Developmentally appropriate transitions will be applied between age-based systems and service streams

Regional Mental Health
and Wellbeing Boards

120

120



Infant, Child and Youth Area Mental Health
and Wellbeing Services (13 areas)

Infant, Child and Family Area Youth Area Mental Health
Mental Health and Wellbeing and Wellbeing Services
Services (service stream) (service stream)

Area crisis services, primarily based in Adult and Older Adult Area
Mental Health and Wellbeing Services

Established by the end of 2022.

Services for young people aged 12 to 25 (until a person’s 26th birthday), age transitions
applied flexibly by services in partnership with young people and their families, carers and
supporters.

Rigid geographic boundaries will be removed.

Delivered through a partnership between a health service or hospital and a Non
Government Organisation*
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ORYGEN'S STRATEGIC PLAN AND ROLE IN REFORM

REACH AND REFORM

Partners with organisations in Pre=

28 COUNTRIES %

across six continents. ‘.

CLINICAL CARE

RESEARCH IMPACT"

Provide in-person
mental he services to

MORE THAN 4000
YOUNG AUSTRALIANS
annually, with hundreds more
supported online.

19743
L2 =
1036 3702
b e
327 1627

STAFFING™

251 58 i8

N

FUNDING'

INCOME OF
$65.4 MILLION

in2018-20.

Funding s received from Australian
governments and charitable organisations
as well as the US National Institute of
Mental Health and the UK's Wellcome Trust.

6 603 302
EMPLOYEES =2

V' ORYGEN.ORG.AU/DONATE

165 136
rasearch operations

headspace
Glenroy

headspace
headspace Craigieburn
Melton

CLINICAL SERVICES
AND RESEARCH
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ENGAGEMENT

ASSESSMENT AND ASSIGNMENT
TO RIGHT STAGE OF CARE

SOFT ENTRY

INTEGRATED
SERVICE HUB

DIGITAL PLATFORMS

TERTIARY
CARE

EVALUATION

1iX3




PREVENTION

THE CHANGING LANDSCAPE OF
YOUTH MENTAL HEALTH
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IS THERE A YOUTH MENTAL HEALTH CRISIS?

High Prevalence of Distress and Disorders
with Need for Care

But is it getting worse? Where?
If so, why?
What is to be done?

Prevention

Early Intervention, Treatment & Care
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YOUTH MH CRISIS

PROTECTING

YOUTH
MENTAL HEALTH

The U.S. Surgeon General's Advisory




Ehe New Jork Eimes

A CONVERSATION WITH

The Surgeon General’s New Mission:

Adolescent Mental Health

In an interview with The Times, Dr. Vivek Murthy ascribed the
mental health challenges among young people in part to “hustle
culture” values.

“Every child’s path to adulthood—reaching developmental and
emotional milestones, learning healthy social skills, and dealing with
problems—is different and difficult. Many face added challenges along

the way, often beyond their control. There’'s no map, and the road is
never straight.”

“But the challenges today’s generation of young people face are

unprecedented and uniquely hard to navigate. And the effect these
challenges have had on their mental health is devastating.”
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Cross-cohort change in parent-reported emotional problem
trajectories across childhood and adolescence in the UK

Jessica M Armitage, Alex SF Kwong, Foteini Tseliou, Ruth Sellers, Rachel Blakey, Rebecca Anthony, Frances Rice, Anita Thapar, Stephan Collishaw

Summary

Background Over the past three decades, the prevalence of adolescent emotional problems (ie, anxiety and depression)
has risen. Although the onset and developmental course of emotional symptoms shows high variability, no study has
directly tested secular differences across development. Our aim was to investigate whether and how developmental
trajectories of emotional problems have changed across generations.

Methods We used data from two UK prospective cohorts assessed 10 years apart: the Avon Longitudinal Study of
Parents and Children (ALSPAC) including individuals born in 1991-92, and the Millennium Cohort Study (MCS)
with individuals born in 2000-02. Our outcome was emotional problems, assessed using the parent-rated emotional
subscale of the Strengths and Difficulties Questionnaire (SDQ-E) at approximate ages 4, 7, 8, 10, 11, 13, and 17 years
in ALSPAC and ages 3, 5, 7, 11, 14, and 17 years in MCS. Participants were included if the SDQ-E was completed
at least once in childhood and at least once in adolescence. Trajectories were generated using multilevel growth curve
models using the repeated assessments of the SDQ-E in children aged 3-17 years.

Findings Data were available for 19418 participants (7012 from ALSPAC and 12406 from the MCS), of whom
9678 (49-8%) were female and 9740 (50-2%) were male, and 17572 (90-5%) had White mothers. Individuals born
between 2000 and 2002 had higher emotional problem scores from around 9 years (intercept statistic p 1-75,
95% CI 1-71-1-79) than did individuals born in 1991-92 (1-55, 1-51-1-59). The later cohort had an earlier onset of
problems than the earlier cohort, and sustained higher average trajectories from around 11 years, with female
adolescents showing the steepest trajectories of emotional problems. Differences between cohorts peaked overall at
age 14 years.

Interpretation Our comparison of two cohorts of young people provides evidence that compared with a cohort
assessed 10 years prior, emotional problems emerge earlier in development in the more recent cohort, and these are
especially pronounced for females during mid-adolescence. Such findings have implications for public health
planning and service provision.

Funding Wolfson Centre for Young People’s Mental Health, Wolfson Foundation.
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Suicide rate, % change since 2003, by age and sex
17 countries, three-year moving average
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50% INCREASE IN PREVALENCE OF MENTAL DISORDERS IN YP SINCE 2007

ANALYSIS

About 40 per cent of young Australians have experienced mental Any 12-month mental disorder, by age and sex, 2020-21

iliness — and it's high time we do something about it

By Patrick McGorry, ®

Posted Thu 4 Aug 2022 at 8:00pm
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DENMARK DATA

Figur 2.3.1 Andel, der har en hej score pa stressskalaen, blandt maend og kvinder i forskellige aldersgrupper.
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Children and young people waiting to start treatment by week
since referral (routine cases)
Children and young people with eating disorders
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THE NEGLECT OF YOUNG PEOPLE

‘We get the raw deal out of almost everything’: a
quarter of young Australians are pessimistic

about having kids

February 21, 2022 12.07pm AEDT

A young woman in Melbourne in December 2021. Con Chronis/AAP

“...Gen Z are destined to be the worst-regarded generation ever. Both patterns are
nothing but a reflection of our timeless denigration of young people....”

Bobby Duffy, Professor of Public Policy and Director of the Policy Institute at KCL.

“It has always been a puzzle to me that the period of life of maximum disturbance, adolescence, is the one of
least interest to both psychiatrists and governments....

the neglect of adolescent psychiatry is a special form of self-harm undertaken by adult society.”

Professor John Gunn 2004



| “The future ain’t what it used
to be”

Yogi Berra
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VIEWPOINT

Awais Aftab, MD

Department of
Psychiatry, Case
Western Reserve
University,
Cleveland, Ohio.

Benjamin G. Druss,
MD, MPH

Department of Health
Policy and
Management, Rollins
School of Public Health,
Emory University,
Atlanta, Georgia.

Opinion

Addressing the Mental Health Crisis in Youth—
Sick Individuals or Sick Societies?

2 I F & 0|

The prevalence of anxiety and depression has been
increasingin the US as wellasinmany other parts of the
world. This trend, beginning in the 2010s, has largely
been concentrated among adolescents and youth.! At
least 2 broad sets of characterizations have been pro-
posed in the scientific literature and lay press, the first
viewing this increase as an epidemic of psychiatric
disorders? while the other seeing the increase in psy-
chological distress in youth as reflective of sociopoliti-
cal adversity and disorganization.® At the risk of over-
simplification, this contrast may be viewed as a sick
individuals vs sick society polarity. Such explanatory
dualities present clinicians with the challenge of how to
navigate concerns about excessive medicalization and
address complex social determinants of health in clini-
cal settings. Moving past conceptual binary constructs
fueling this polarization can be an important first step
in addressing the mental health crisis in youth. Herein,
we discuss the reasons for this polarization, strategies
to overcome it, and how these insights should inform
clinical practice.

how social factors may contribute to patients’ clinical
presentations.

Ultimately, binary distinctions between disor-
dered vs normal distress in the face of stressors, biologi-
calvs psychosacial etiologies, and individual treatment
vs public health approaches boil down to a constricted
and overly narrow view of the medical model. Con-
cerns about medicalization of the psychological lives of
youth are triggered by legitimate fears: critics are wor-
ried that by conceptualizing distressing responses in
psychopathological terms, the relationship to context
will be lost or minimized, self-understanding of individu-
als will be adversely changed, and sociopolitical
activism will be replaced by individual medical treat-
ment. Remedying these concerns requires actively em-
phasizing medical, public health, and policy ap-
proaches that take context, self-understanding, and
political action seriously.

Ithas beenargued that estimates of psychopathol-
ogy based on symptom ratings and epidemiological
questionnaires inflate the prevalence of mental

[ .
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SICK INDIVIDUALS OR SICK SOCIETIES?

» Polarisation in part confuses cause and effect

« Michael Marmot: “what is the point of treating people and returning them to the
circumstances that made them sick?”

« Social Determinants, Cohort Effects and Megatrends

+ “The general awareness that the mental health crisis in youth is intertwined with
sociopolitical turmoil has blurred the boundaries between social and medical perspectives.”

* ‘It has been argued estimates of psychopathology based on symptom ratings and
epidemiological questionnaires inflate the prevalence of mental disorders.”

+ Elevated symptomatology not sufficient evidence of psychopathology — different trajectories.

* However excluding subthreshold DSM states often clinically significant and warrant
professional care (eg UHR psychosis)

« Soft entry key for EI but proportional response crucial: Clinical Staging Model
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Stable and loving
childhood homes are

no longer the norm

The Mental State of
the World in 2022

LY

Age 45-55 18-24
75+ year olds year olds

® Warm and loving home growing up

<(I) SAPIEN @ Stable & Supportive home growing up
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Home / News /' Explained: How climate change affects mental health

Explainer

Explained: How climate change

affects mental health

Climate change is a global health crisis, and that
includes mental health. Find out how it’s impacting
our mental health and what can be done to prevent
and manage it.




The Spirit Level

Why Equality
is Better for Everyone

Richard Wilkinson and Kate Pickett

‘A big idea, big enough to change political thinking’
Sunday Times

‘A sweeping theory of everything’ Guardian

0 (1]
The Inner Level

How More Equal Societies
Reduce Stress, Restore
Sanity and Improve
Everyone's Well-being

Richard Wikinson and Kate Pickett

From the international bestselling
authors of The Spirit Level

145



GEN FD

PENNINGTON 2023

* Precarity - The Precariat
« THE END OF GOOD JOBS Insecure Work
« HOUSING CRISIS
« NEOLIBERALISM
Tearing up the Social Contract
Value Extraction and Rent Seeking
« INTERGENERATIONAL INEQUALITY
« SOCIAL MEDIA - limited forms of identity
« CLIMATE THREAT
« COHORT EFFECTS - GFC, PANDEMIC

Loss of Security, Power, Connection &
Solidarity.

The “Fair Go”: Organised Fairness

How young Australians can
reclaim their uncertain futures

ALISON PENNINGTON
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GENERATIONS

GENERATIONS

DOES WHEN YOU'RE BORN
SHAPE WHO YOU ARE?

BOBBY DUFFY

The Real Differences Between
Gen Z, Millennials, Gen X,
Boomers, and Silents —
and What They Mean
for The Future

Qenem‘l’ionr

JEAN M. TWENGE, PuD

author of iGen
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GEN Z

Gender Fluidity F to M and trans nonconforming (NB/Enby)
More LGB esp B
Delayed Adulthood

Sex Recession

Growing Up Slowly
Marriage and Childhood
Restricting Speech

Interest in Physical and Emotional Safety (The Coddling of the American Mind:
Lukianoff and Haidt; Trigger Warnings)

Racial Consciousness
Worse Mental Health & Pessimism “Cards stacked against me” COVID
Worse Physical Health

Political Polarisation and Activism
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THREE GRAND CHALLENGES

1. INNOVATION IN DIAGNOSIS AND TREATMENT

2. FULL IMPLEMENTATION OF MODELS OF CARE

3. PREVENTION: THE YOUTH MENTAL HEALTH CRISIS



“So you have the medicine, and you're carrying the medicine,
sometimes you have to carry it a long way.”

“Things change a little bit at a time and in my lifetime, things have
not changed enough, but when I look back on the last 40 years,
things have changed incredibly.”

Buffy Sainte Marie
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“The lure of an imaginary land? Traveling somewhere
that doesn’t exist? Of course I’m coming.”

Floki — Vikings Season 4, Episode 10: "The Last Ship"
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