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Introduction

The Oregon Health Authority prioritized the implementation of evidence-based best practices with the goal of
minimizing disability associated with schizophrenia-related conditions. The following practice guidelines provide
the framework for systemic change and service implementation. The goal is to provide intervention that
maximizes speed and flexibility and minimizes barriers while utilizing a public health approach.

The Early Assessment and Support Alliance (EASA) is a systematic effort within Oregon to prevent early trauma
and disability caused by schizophrenia-related conditions. The Mid-Valley Behavioral Care Network’s Early
Assessment and Support Team (EAST) first developed these guidelines in 2004. The program was originally
based on the Australian Practice Guidelines for Early Psychosis (McGorry et al., 1998, 2010). Guidelines from the
Substance Abuse and Mental Health Services Administration (SAMHSA) evidenced based practices of multi-
family psychoeducation, assertive community treatment, and supported employment (2008, 2009) were added
later. In 2008 the guidelines were revised for statewide dissemination through EASA. The EASA model has been
informed by McFarlane’s Family Aided Community Treatment model (McFarlane, Stastny, & Deakins, 1992) as
well as international practice guidelines (International Early Psychosis Association Writing Group, 2005) and
British guidelines developed as part of the national Initiative to Reduce the Impact of Schizophrenia (IRIS)
(http://www.iris-initiative.org.uk). The 2013 guidelines are a culmination of international research, revisions in the
Australian and international directives, feedback from EASA clinicians and participants, and emerging research
from experts in the field of early psychosis.

According to the World Health Organization (WHO), schizophrenia, along with bipolar disorders and depressive
disorders, is one of the ten leading causes of disability worldwide (2001). Schizophrenia is of particular concern
because the typical age of onset occurs during the key developmental stage of adolescence or young adulthood.
Onset at this stage, without early intervention, causes disability that often persists throughout the individual’s life
(Killackey & Jung, 2007). Indeed, research suggests that the early period of illness (the first two to five years) is a
critical period (Nordentoft et al., 2008) that may impact the long-term level of disability. Symptoms associated
with schizophrenia-related conditions can create rapid and devastating consequences for individuals, families and



communities. Access to appropriate treatment is critical to prevent unnecessary trauma, hospitalization, and
disability.

The optimal treatment setting is the individual’s community (Fitzgerald & Kulkarni, 1998). Thus, EASA works to
prevent these consequences through community mobilization and education, early identification, proactive
outreach and engagement, and evidence-based treatment and support.

The voices and needs of individual and family participants drive all services. EASA is designed as a transitional
program. Services in the early phase should equip clients and their families to be effective self-advocates at both
individual practice and systemic levels. The removal of barriers and accommodation of individual needs are
priorities in this treatment model.

Culturally aware services are highly valued as essential to EASA's foundation. Services are delivered by and to a
diverse representation of individuals and groups. EASA's clients and providers across the state represent a range of
values, beliefs, identities, stages of life, and lifestyles. Creating culturally aware services is a dynamic and
evolving element of service and requires ongoing dialogue, training, self-reflection, and systems improvement.

The EASA team is an important assessment and consultation resource for providers and individuals who do not
specialize in differential diagnosis of psychotic illness. EASA prevents inappropriate early diagnosis and treatment
by providing diagnostic training for providers. The EASA team provides consultation, support, and referrals to
appropriate care. The majority of individuals identified by community sources will not have a schizophrenia-
related condition; therefore EASA’s role includes helping to connect these individuals with the most appropriate
services for their needs.

Early intervention is a rapidly evolving field. The consensus of what constitutes best practice continues to develop
with new research and experience. These guidelines will need to be periodically revisited and revised.
Practitioners and administrators involved with this work will need to maintain awareness of new research and
developments.



1. Systemic Infrastructure: Successful implementation of early intervention requires significant system-level commitment and
intervention in order to support improved practices. Directors, managers, and supervisors will maintain required elements of EASA
network inclusion (see Appendix A) and practice, and are involved in ongoing evaluation to address systemic issues in a culturally-
aware manner.

Principles:

Early intervention requires systemic as well as practice improvements. Ongoing attention to system redesign is required.

a. Early intervention is part of a broader commitment to recovery-oriented system change. To be most effective, ongoing services
are consistent with early intervention strategies.

b. Mid-managers and clinicians implementing early intervention programs are likely to encounter a range of policy, funding,
procedural, and personnel system barriers to the implementation of improved practices. Executive management and policy leaders
will need to support staff charged with implementation by identification and removal of these barriers wherever possible.

c. Services require a transdisciplinary approach with an adequate level of service intensity to respond to the acute and emerging
needs of individuals referred, as well as the range of services they need.

d. The full range of services is provided in rural and remote areas as needed. Some services may need to be modified in order to
meet the needs of rural residents and potential of limited resources.

Criteria/Strategies

1.1. Preferably, most individuals involved in early intervention services should be assigned to early intervention functions at least half-
time. Full-time is ideal. When individuals have additional job responsibilities, those responsibilities should be carefully assessed to
ensure the ability to coordinate with the EASA team and be flexible, responsive, and proactive in providing early intervention
supports.

1.2. Staffing will be based on an assertive community treatment standard. Reduced caseload sizes are especially important for newer
or more acute situations. Across the transdisciplinary team (as defined in 8.0), a staff to individual ratio of 1:10 or less is optimal.

1.3. The following treatment providers are considered essential to provide appropriate services:

a. Licensed Medical Provider (LMP) (Psychiatrist, Psychiatric Nurse Practitioner)

b. Nurse(s)

c. Master’s Level Clinical/Case Management Staff (combines therapeutic and case management functions and can be provided
by social workers, counselors etc.). Teams may also include Qualified Mental Health Associate (QMHA) case managers or
skills trainers but they are not required

d. Occupational therapist(s)

e. Supported employment and education specialist(s)




1.4. There is recognition of the diverse communities within the geographic area and a commitment to provide culturally appropriate
services.
a. Team members are prepared to serve the diverse needs of its community, recognizing the unique needs of local populations
and actively exploring ways to reduce barriers to access.
b. All team members receive ongoing training and consultation about the impact of individual/family beliefs and practices and
how these influence their perceptions, experiences, and needs.
c. Hiring practices take into consideration the linguistic and cultural diversity represented within the community being served.
d. Programs are encouraged to access informal and formal peer resources in EASA service delivery and transition. Peer
resources can include individuals in recovery from similar conditions, as well as people from a relevant cultural or experiential
background.

1.5. All team members will be trained and supported to serve youth under 18 and young adults, within the EASA age range of 15-25

(minimum).
a. Care is continuous across the age range and systems are integrated to accommodate transitioning through one system to the
next.
b. Provision of care explores the values and needs of the youth and young adult individuals (i.e. texting and youth friendly work
environment).

1.6. Implementation of early intervention requires attention to each of the following essential screening and engagement process
elements:

a. education of all potential sources of referral within the existing mental health program in order to expedite appropriate access;

b. the EASA team is responsible for its own screening and intake process;

c. agency leaders participate in EASA Network agreements to ensure continuity and support for a highly mobile population.
Examples of agreements include accepting individuals automatically who move into the county from another EASA County
without re-screening or system barriers and providing cross-county services as appropriate, such as multi-family groups and
workshops;

d. crisis coverage is available 24/7 and can be provided by crisis services outside of the EASA team. A strong linkage between
crisis services and the early intervention program is established;

e. EASA maintains a clear identity of EASA within the parent agency (business card, letter head, business entrance, website and
other forms of social media).




1.7. Implementation of early intervention requires attention to each of the following personnel practices:

a. all staff working with EASA individuals complete required EASA orientation, training, credentialing (See appendix B) and
fidelity (See appendix C);

b. job descriptions, evaluation and agency credentialing procedures integrate early intervention responsibilities;

c. agencies adjust productivity standards to address the need for additional outreach, joint sessions, coordination, extensive travel,
and community education;

d. the agency is flexible to adjust schedules to accommodate evening and weekend hours;

e. agency clinical supervisors provide clinical supervision specific to early intervention practice.

1.8. Implementation of early intervention requires attention to each of the following service delivery and evaluation elements:

a. the EASA team provides outpatient substance abuse treatment to individuals within scope of practice;

b. the EASA team provides community-based and office-based interventions;

c. agency standard procedures (front desk, scheduling, billing, etc.) may need to be reevaluated to ensure consistency with EASA
practices;

d. agency standard forms (mental health assessment, service plan, etc.) may need to be reevaluated to ensure consistency with
EASA practices;

e. an ongoing quality improvement process collects and responds to information about EASA fidelity, participant satisfaction,

concerns and recommendations, and program outcomes.

1.9. Programs will need to pursue alternative forms of funding and bill a range of insurance. This may require clinicians to pursue
clinical licensure.




2. Individual and Family/Primary Support System Participation In Decision Making:

Principles:

Individuals and family/primary support system involved in service planning, delivery, monitoring, and evaluation seem to facilitate the
development of ongoing services that are accessible and culturally appropriate for them and may result in more responsive treatment
providers, better quality of care, and more empowered individuals and primary family/primary support system (McGorry et al., 2010).

Criteria/Strategies:

2.1 Involvement of individuals and families/primary support system include the following strategies:
a. ensuring a clear and accessible feedback and complaints process with transparent resolution processes;
conducting routine focus groups around EASA services;
facilitating individual and family/primary support system representation on boards and committees;
facilitating individual and family/primary support system in EASA team member hiring;
facilitating individual and family/primary support system in development of treatment and activity groups;

2.2 Individual and family/primary support system will be recognized for their contribution to EASA service development including;
payment for time and travel contributed;
. provision for supports to encourage participation including childcare, transportation etc.;
provision of training for individual and family/primary support system to facilitate participation (e.g. meeting procedures,
specific skills etc.);

d. enabling development into more advanced roles.

b

C

d

e

f. developing and /or linking with peer support programs.
In

a

b
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3. Psychosis Risk Syndrome Focus: Early intervention programs integrate information about early signs and risk factors into their
education and treatment approach. Consideration of that which is culturally normative is integrated into how the at-risk experience is
identified and/or treated.

Principles:

Schizophrenia-related conditions frequently have a gradual onset. The psychosis risk syndrome may indicate the earliest form of a
psychotic disorder, or an at-risk mental state (McGlashan, Walsh, & Woods, 2010). Neurocognitive, sensory, perceptual, and affective
changes, usually accompanied by a decline in functioning, characterize the at-risk mental state. Identifying, monitoring, and providing
needs-based care during a potential psychosis risk mental state is optimal. The evidence regarding the effectiveness of specific
interventions (therapy, medications, etc) remains preliminary. More data regarding the risk/benefits needs to be obtained (McGorry, et
al., 2010).

Statewide implementation in Oregon is focused on both first episode and psychosis risk syndrome services. Integrating current
knowledge about the psychosis risk syndrome is important for the following reasons:

a. This mental state is often when the most disabling symptoms develop, particularly those associated with cognitive changes.
Early detection and response to these changes may prevent school drop-out and long—term functional disability. Suicide risk
may also be higher in the at-risk state. Family conflict and emergence of substance abuse may also result. Additional
assessment, monitoring and support for youth with at-risk symptoms may detect emerging symptoms and prevent much of the
acuity of the initial emergence of psychosis.

b. Later stage psychosis risk symptoms often are very similar to the acute form of illness. However, in the psychosis-risk state,
insight is typically retained, families are less impacted, individuals are often more likely to recognize the need for outside
assistance, and non-pharmaceutical approaches may be more successful since the individual is better able to engage in
interactive therapy.

c. Since psychosis is a cyclical condition, a thorough understanding of early symptoms can help begin to develop a relapse
signature, or predictable early signs of relapse.

Criteria/Strategies

3.1. When an individual has multiple risk factors for a schizophrenia-related condition, assessment and careful monitoring may help to
reduce disability and prevent acute symptoms.

3.2. Psychosocial interventions are preferred during the at-risk state. Consideration of individual and family cultural values and norms
as well as language needs will be incorporated into the delivery of these interventions.

3.3. The following are recommended treatment guidelines for the at-risk state:
a. regularly monitor mental state and offer support;




o

treat specific syndromes and co-morbid symptoms using evidence-based treatments for symptoms present (e.g. CBT and/or
exercise for anxiety and depression) and provide assistance for occupational and family stress;

provide psychoeducation;

provide family support and education;

inform individuals in a flexible, careful and clear way about risks for mental disorders;

antipsychotic medication usually is not indicated; exceptions should be considered when there is rapid deterioration.

Consider omega-3 fatty acids for prevention or slowing transition to a schizophrenia-related condition (Amminger et al., 2010).

o Ao

4. Community Education and Awareness: A core element of early intervention services is a proactive and ongoing campaign to
increase knowledge and reduce attitudinal barriers about schizophrenia-related conditions. Specific attention is given to cultural
values and norms of an audience and broad accessibility to this information is essential.

Principles:
Systematic community education is a critical element of early intervention. Goals of education include:

a. increase the awareness and skill level of likely referents to identify psychosis risk signs and facilitate ease of referrals;
b. increase community awareness of the existence and accessibility of early intervention services as a distinct element of the
c. mental health system of care;
d. communicate a non-stigmatizing and hopeful message about the condition as treatable in which positive outcomes are expected
e. with early intervention;
f. deliver information within appropriate and relevant cultural contexts.
Criteria/Strategies

4.1. EASA team time and funding capacity will be set aside in order to ensure that community education activities are not
overshadowed by clinical demands.

4.2. Community education strategies will target specific groups rather than “the general public.” Messages will be tailored to the
particular values and interests of each group. Specific groups which will be targeted include medical primary care providers, school
professionals, parents and others who come in contact with youth. Education of youth under 18 and young adults will also reduce
stigma and facilitate referrals.

4.3. Communications about conditions should carry a positive, hopeful message about early recovery, core elements of treatment, how
to refer to EASA and should combat negative preconceptions and reflect current understandings.

4.4. Specific information about observable psychosis risk symptoms will be routinely included in order to facilitate early recognition.

4.5. Systematic efforts to reach out to smaller communities will be necessary in rural areas.

4.6. The EASA team will provide and track community education efforts.




5. Access and Screening: EASA services are quickly accessible for people and their primary support systems who are at-risk or who
are experiencing their first episode of schizophrenia-related conditions. Understanding barriers to access that may present based on
issues of stigma and shame or cultural interpretations of initial onset is critical at this stage.

Principles:

A first presentation of a schizophrenia-related condition is often a psychiatric emergency. Rapid access to mental health services is of
particular importance for these individuals and their primary support networks. As a general principle a partnership should be
developed with primary support networks.

Criteria/Strategies

5.1. The early intervention program accepts referrals from a wide range of community members including professionals, lay
individuals, families, primary support networks, and those who self-refer.

5.2. Initial contact with the referent is made within two (2) business days of the referral. A method for immediate response is in place
for families in crisis who are not yet connected to mental health support.

5.3. The location of the initial screening is flexible to accommodate a place of convenience to the individual, either in the community
or the office.

5.4. Initial contact is made with the family or support system within two (2) business days of the screening of the individual so that
support, and psychoeducation can be provided and if necessary triage can occur if the individual is at high risk for harm to self, others,
and/or hospitalization.

5.5. Contact and support is maintained with the family and/or support system if determined appropriate by the EASA screener, even if
the individual is not yet ready to engage in the screening and/or EASA services.

5.6. The initial interview with the family and/or support system explores their level of knowledge of psychosis risk or psychotic
symptoms and identifies their current needs.

5.7. If the individual is hospitalized during screening, a clinician from the EASA team reaches out to the family and/or primary support
network and makes contact with the individual in the hospital prior to discharge. Whenever possible an EASA team member
participates in hospital discharge planning.

5.8. Barriers to care are assessed during the screening process. Whenever possible individuals and their families are supported in
addressing those barriers (i.e. transportation, legal issues, child care, cultural and language issues, schedules, etc).

5.9. The referent and others involved in the referral process are notified of the outcome of the screening. If screened out the referent is
provided with written feedback that includes clinical recommendations and resources.

5.10. An enrollment process is established that allows for the screening to occur without requiring the individual to complete or sign
agency paperwork. Official enrollment occurs once the individual is determined to be appropriate for EASA and engagement is
sufficient to allow for full informed consent. Documentation is kept during the screening process.




6. Assessment and treatment planning: Initial and ongoing comprehensive assessment and a regular review of progress is provided
to all individuals enrolled. Consideration of that which is culturally preferred is integrated into the assessment and treatment planning
process.

Principles:
All assessment and treatment planning takes place in the individual/support system’s preferred environment and includes a focus on
individual strengths. Any decision making regarding treatment involves the individual and their support system whenever possible.

Strengths Assessment procedures for individuals incorporate strategies to promote engagement and therapeutic alliance (Rapp &
Goscha, 2006). The mental health assessment itself gathers information on the individual and the families and/or support system’s
experience over time, primary and secondary symptoms, course and duration, psychosis risk symptoms, precipitants, relieving factors,
explanatory model, effect of any treatment already tried, associated physical conditions, current and past substance use, family and
individual history, the strengths of the individual and his/her support system, their cultural beliefs and practices, premorbid functioning,
and pathway to care (McGorry et al., 2010).

Treatment planning is individually driven, reflects the individual’s strengths and own words and is updated to reflect changes as they
occur throughout the recovery process and when initiating transition into ongoing services.

Criteria/Strategies

6.1. A comprehensive culturally informed biopsychosocial assessment and strengths assessment with clinical recommendations and/or
rule outs is completed.

6.2. A comprehensive risk assessment of unique risks for the individual is undertaken, to include; suicide, violence and victimization,
disorganization, impulsivity, delusional content, and family conflict which might lead them to potentially harmful behavior. This also
includes an assessment of the individual’s potential to leave their usual residence or, if admitted, prematurely leave the hospital. A
safety/crisis plan is completed and shared with relevant members of the individual’s support network and clinical team.

6.3. The Licensed Medical Provider (LMP), nurse, and/or clinical team members facilitate completion of a comprehensive physical
examination, including medical tests: CBC with differential; chemistry panel (with liver enzymes, electrolytes, BUN, Cr, calcium);
urine drug screen; thyroid screen (TSH, T4); fasting blood glucose, and lipids at initiation of antipsychotic medications and annually
there after. As appropriate, the physician may request urinalysis with microscopy, B-12 and folate and MRI or CT, and other
tests/evaluations.
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6.4. The EASA team and the individual and their support network meets to clarify needs and expectations, plan treatment, and review
progress, and stages of treatment (see Appendix D) at the following junctures:

a. initiation of the assessment process;

b. after completion of assessment;

c. every 90 days;

d. when initiating transition out of EASA services (approximately 6 months to transition date).

6.5. Treatment planning is a dynamic process that includes:

individually driven goals and objectives;

strengths-based and in an individual’s language;

updated as changes occur and reflect the step-by-step recovery process;

clearly measureable objectives;

identified individual (staff, family, natural support, etc) responsible for assisting the individual with goal;
clearly outlined time frames for completion of goals;

g. transition goals and plans.

mo o o

6.6. Assessment and treatment planning is culturally aware by:

including interpreters and translations for the preferred language of individuals and their families;
identifying appropriate location of these activities;

use of relevant language and references;

use of accessible communication styles;

following individuals’ values and preferences.

I
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7. Family/Support System Partnership: Family and support system involvement is an important contributor to a successful outcome.
Family and support systems are defined in the broadest sense to be inclusive of members relevant to the individual’s community.

Principles:

Generally individuals do better in many aspects of life with the inclusion of a support system (Onwumere, Bebbington, & Kuipers,
2011). The individual determines who is a member of their family and/or support system and when/how they will be included in the
recovery process. It is important to clarify the individual’s wishes regarding the involvement of the family in their recovery. In some
instances, individuals in recovery do not want their families or support systems involved. The basis for this feeling is carefully
explored. This does not preclude the team involving the family and support system in education and recovery within limits of
confidentiality laws.

The primary goals of family and support system partnership are:
a. to develop a strong collaboration and shared understanding with family members;
b. to tailor family/support system work to the needs, cultural values and norms of each system in order to empower the
family/support system to cope, adjust to crisis and support wellness;
c. to teach and model advocacy skills to families and support systems;
d. to mitigate distress and/or trauma associated with the individual’s condition;
e. to mitigate distress and/or trauma associated with involvement in mental health systems.

Criteria/Strategies

7.1. Initial contact is made with the family or support system early in Phase 1 of treatment for the individual so that crisis intervention,
support and psychoeducation can be provided. The EASA team routinely reaches out to parental figures and siblings who may not be
part of the initial referral to provide support and educations and reduce family or support system conflict. The EASA team is prepared
to provide resources necessary to engage families or support systems in the most accessible and culturally sensitive manner (i.e.
interpreters are available when communicating in different languages, verbal presentation of material if literacy is an issue, etc).

7.2. The initial interview with the family and/or support system explores their level of knowledge of at-risk and/or psychotic symptoms
and identify their current needs. Family history and observations of the individual’s behavior are an important part of the ongoing
diagnostic process.

7.3. The family and support system is oriented to the transdisciplinary and transitional nature of the EASA team, what to expect in the
short-term and long-term, resources for safety, coping and support, and what to do in a crisis.

7.4. Partnerships attend to:
a. the impact on the family and support system;
b. the impact on individual family members;
c. the distinction between the individual and the condition;
d. the interaction between the family and the course of the condition.

12




\ 7.5. The family and support system is part of the ongoing review process, as specified under Guideline 6.4.

8. Transdisciplinary team: The treatment team works together closely to maximize the benefit of each discipline, provide the
individual and family with the most useful knowledge and support, share knowledge and experience to promote cultural awareness,
and maintain an ability to cross disciplines when appropriate.

Bruder (1994) describes this approach in more detail:

"A transdisciplinary approach requires the team members to share roles and systematically cross discipline boundaries. The primary
purpose of this approach is to pool and integrate the expertise of team members so that more efficient and comprehensive assessment
and intervention services may be provided. The communication style in this type of team involves continuous give-and-take between
all members on a regular, planned basis. Professionals from different disciplines teach, learn, and work together to accomplish a
common set of intervention goals for an individual and her family. The role differentiation between disciplines is defined by the needs
of the situation rather than by discipline-specific characteristics. Assessment, intervention, and evaluation are carried out jointly by
designated members of the team. This teamwork usually results in a decrease in the number of professionals who interact with the
child on a daily basis" (p. 61).

The primary goals of the team include:
a. engage the individual and support system in a collaborative partnership;
b. develop a shared explanatory model with the individual and support system;
c. share information regarding cultural values or norms most relevant to individuals and their support systems to promote
culturally informed services;
facilitate individual choice;
encourage active participation in multi-family groups and all aspects of treatment;
provide the individual and support system with information and tools to identify and cope with symptoms;
instill a perspective of hopefulness in the team and with/for the individual and support system;
facilitate the individual’s effo