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AP

Over the last decade, analysis of the topography 
of the age of onset of the major mental disorders 
has revealed that 75% of all incident cases appear 

before the age of 25 years,1,2 while mental health issues 
contribute almost 50% of the burden of disease world-
wide among young people between 10 and 25 years of 
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Abstract
Objective: To describe the core components of the Early Psychosis Prevention and Intervention Centre service 
model as the template agreed with the Australian Federal Government for national upscaling. The Early Psychosis 
Prevention and Intervention Centre model of early intervention has two main goals: to reduce the period of time 
between the onset of psychosis and the commencement of treatment and to bring about symptomatic recovery and 
restore the normal developmental trajectory as early as possible.
Conclusions: The Early Psychosis Prevention and Intervention Centre comprises three elements of service provision 
for young people experiencing a first episode of psychosis: (i) early detection; (ii) acute care during and immediately 
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comprehensive, integrated service that is able to respond quickly, appropriately and consistently to the individual 
needs of the young person and their family. Innovative service reforms, such as Early Psychosis Prevention and 
Intervention Centre, that recognise the value of early intervention are crucial to reducing the impact of serious 
mental illness on young people and their families and, ultimately, on our society.
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age.3 Furthermore, young people have the poorest access 
to mental health care of all age groups; for example, in 
Australia up to 75% of all young people experiencing 
a mental health issue do not seek professional help.4 
These statistics have driven a growing awareness of the 
importance of youth mental health as a social and pub-
lic health issue,5 which has led to calls for a strong focus 
on youth mental health worldwide.6

In Australia, the combination of a dedicated advocacy 
programme and public demand has resulted in a series 
of ground-breaking health service reforms to facilitate 
early identification and effective intervention for men-
tal health issues in young people. This led initially to the 
establishment of headspace, the National Youth Mental 
Health Foundation in 2006, then in 2010 and 2011, the 
Federal Government set aside funding to finance a 
national roll-out of up to 16 specialist early psychosis 
centres. These were to be modelled on the Early Psychosis 
Prevention and Intervention Centre (EPPIC) template 
and in 2013 it was announced that in fact a total of nine 
early psychosis centres are to be delivered through the 
headspace platform to provide specialist early psychosis 
services for young people Australia-wide.7

EPPIC was established in Melbourne in 1992 as the 
world’s first clinical service with the specific aim of pro-
viding early detection and developmentally appropriate, 
effective, evidence-based care for young people experi-
encing a first episode of psychosis.8 EPPIC evolved fol-
lowing the recognition of the specific needs of these 
young people in a series of seminal research studies in 
Melbourne in the late 1980s. Since then, there has been 
an explosion of clinical and research interest in early 
psychosis and the last two decades have seen the devel-
opment of evidence-based early interventions with dem-
onstrated efficacy and the establishment of hundreds of 
specialist early intervention services worldwide.9 The 
structure of early psychosis services under the Australian 
Federal Government national measure has been designed 
on the basis of the recommendations from an extensive 
consultation process involving a panel of national and 
international experts in early psychosis, related service 
providers, as well as those with lived experience of psy-
chosis and their families. This consultative process was 
designed to critically assess the available evidence, the 
structures of different service models and to determine 
the essential components of an ideal early psychosis ser-
vice and to make recommendations to support the 
establishment of such services.10

The EPPIC model of early intervention has two main 
goals: to reduce the period of time between the onset of 
psychosis and the commencement of treatment and to 
bring about symptomatic recovery and restore the nor-
mal developmental trajectory as early as possible. For 
young people experiencing a first episode of psychosis, 
EPPIC provides three key functions: (i) early detection; 
(ii) acute care during and immediately following a crisis; 
(iii) recovery-focused continuing care, featuring  
multimodal interventions to enable a young person to 

maintain or regain their social, academic and career tra-
jectory during the critical first 2–5 years following the 
onset of a psychotic illness.8 Given that 2013 marks the 
21st anniversary of EPPIC’s establishment, as well as the 
beginning of the national roll-out, it seems timely to 
describe the core components of an EPPIC-style early 
intervention service.

The EPPIC model

To ensure each of its core functions, the following are 
key principles of an EPPIC service:

•• Easy access to responsive, expert care, ensured by 
better community awareness of mental health 
issues, simple referral pathways, close links with 
local providers and the ‘youth-friendliness’ of the 
service and its structure.

•• A biopsychosocial and collaborative approach to 
clinical interventions, which are evidence-based 
and take into account the developmental stage of 
the young person. These interventions are aimed 
at not only the amelioration of distressing symp-
toms, but also at maintaining or regaining the 
normal educational, vocational and social devel-
opmental trajectory of each young person.

•• A specialist, comprehensive and integrated service 
approach that provides a pervasive optimistic, 
youth- and family-friendly culture. In contrast to 
traditional models of care, tenure is secure for the 
‘critical period’ of the first 2–5 years post diagnosis.

•• A high level of partnerships with local service pro-
viders to ensure effective and timely pathways 
into and out of the service, as well as supporting 
service delivery during the episode of care. The 
service needs to create and sustain the mindset 
and skills to deliver culturally sensitive care.

The EPPIC model consists of 16 core components, briefly 
described below. These components can be loosely 
grouped according to their function within the service, 
with certain operating across the whole model, while 
others are more closely aligned to one of the three key 
functions. This allows for a flexible, yet comprehensive, 
service that is able to respond quickly and appropriately 
to the individual needs of the young person and their 
family.

Early detection
Component 1: community education and 
awareness

The development of community education programmes 
to improve mental health awareness in the general pub-
lic, schools, youth workers, health care professionals and 
police results in an increase in early detection rates, 
smoother referral pathways and earlier treatment.11–16 
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Evidence from a recent systematic review suggests that 
intensive public awareness campaigns that target both 
the general public and health care professionals may 
help reduce the duration of untreated psychosis,17 a 
major malleable risk factor contributing to poor out-
come in psychotic illnesses.18 Within the EPPIC model, 
there are designated community education roles, with 
additional education and awareness activities provided 
by EPPIC clinical teams.

Component 2: easy access to service

Early psychosis services should be accessible, with one 
clear contact point, usually a single toll-free telephone 
number. Referrals are accepted from any source, ensur-
ing a ‘no wrong door’ policy for entry into the service. 
Young people who meet the entry criteria undergo an 
assessment within 48 hours of being referred, while 
those who do not are actively assisted with finding the 
most appropriate service to meet their needs.19 The 
physical location, design and décor of a service is 
extremely important, as the service needs to be easily 
accessible via public transport and engaging. The service 
ensures that the staff and infrastructure are provided to 
allow a strong focus on home-based care, which pro-
motes engagement of young people.

Component 3: home-based assessment and care

Home-based assessment and care provided by a multi-
disciplinary team that is flexible in terms of location and 
operational hours is important for the engagement and 
treatment of young people with psychotic disorders. The 
EPPIC model has a youth- and family-friendly multidis-
ciplinary mobile Early Psychosis Assessment and 
Treatment Team that includes nurses, doctors, social 
workers, occupational therapists and clinical psycholo-
gists and is able to provide self-contained triage, assess-
ment, crisis intervention and home-based acute 
treatment 24 hours per day, 7 days per week, without the 
need to revert to generic adult crisis teams.19

Acute phase care

Acute phase care is delivered either in the community 
supported by the Early Psychosis Assessment and 
Treatment Team or in a dedicated youth-friendly inpa-
tient setting, supported by the Early Psychosis Assessment 
and Treatment Team where necessary, with clear access 
to a sub-acute setting during the transition to continu-
ing care for those young people who require this option.

Component 4: access to streamed youth-
friendly inpatient care

Access to a youth and family friendly inpatient setting 
that provides specialist early psychosis care is beneficial 

for young people with first-episode psychosis who require 
acute care as it minimises hospital admission trauma and 
improves the engagement of young people within the 
service.19 In the EPPIC model, a youth-friendly inpatient 
setting provides care until the young person is ready for 
discharge and ongoing treatment, with inpatient stays 
being limited to the shortest possible time (<10 days). 
This early discharge is only possible due to the ongoing 
support provided by the Early Psychosis Assessment and 
Treatment team and continuing care teams.

Component 5: access to youth-friendly  
sub-acute beds

Some young people experiencing a first episode of psy-
chosis may require an additional level of support as an 
alternative to or following acute care that delivers inten-
sive clinical support in a residential setting. This allows 
the young person a short-term transition phase in a 
community-based unit, whether this be a purpose-built 
facility, such as the Youth Prevention and Recovery Care 
services in Victoria, or other sub-acute settings or in 
houses in the general community. Considerations such 
as location, accessibility by public transport, an appro-
priate physical environment and the provision of devel-
opmentally appropriate activities in a least restrictive 
setting are important to ensure the youth-friendliness of 
these settings, as well as the expertise and workplace cul-
ture of the staff, who should have a strong background 
in youth mental health.

Continuing care
Component 6: case management

The treatment and management of young people with 
first-episode psychosis requires a stable and trusted rela-
tionship through which delivery and coordination of care 
can occur. This can only be delivered using a clinical case 
management model. The continuing care team provides 
team-based case management and individually focused 
psychological and psychosocial interventions. Young 
people are assigned an individual case manager – a clini-
cal psychologist, social worker, occupational therapist or 
mental health nurse – and a psychiatrist or psychiatric 
registrar under the supervision of a consultant psychia-
trist. The case manager works collaboratively with the 
young person and their family or significant others to 
provide an individually tailored therapeutic approach, 
centred on the personal relationship, which matches the 
needs of the young person and their stage of illness.19 
Furthermore, case managers ensure that the young per-
son and their family are provided with psycho-education 
and linked to other useful support services, including 
housing, educational, vocational, financial and legal 
assistance. Under the EPPIC model, case managers have 
capped, low case loads of 15–20 clients to allow them to 
build strong therapeutic relationships as well as deliver 
specialist and mobile interventions. Continuing care case 
management should be for a minimum of 2 years, with 

 by guest on May 2, 2014apy.sagepub.comDownloaded from 

http://apy.sagepub.com/


Australasian Psychiatry 

4

the potential of an additional 3 years of continuing care 
for the significant subset of young people who have not 
experienced a complete recovery by 2 years.19,20

Component 7: medical interventions

Pharmacological interventions, such as antipsychotic 
medication, are used to manage and reduce psychotic 
symptoms and should be regarded as a first-line interven-
tion for first-episode psychosis. The use of medication as 
recommended by evidence-based clinical guidelines has 
been shown to optimise treatment adherence and speed 
recovery in young people with first-episode psychosis.20 
It is important to note that the medical care of young 
people in the early stages of mental illnesses differs from 
medical care in older patients with established illness in 
terms of both style and content. Low-dose atypical antip-
sychotic medication is efficacious for most people with 
first-episode psychosis and atypical antipsychotics are 
associated with superior tolerability compared to the typ-
ical antipsychotics.21 A number of pharmacotherapy-
related issues arise for young people with first-episode 
psychosis and ultimately impact the way in which medi-
cation is delivered. A ‘start low, go slow’ prescribing 
approach is recommended for young people with first-
episode psychosis,20 as this population group responds 
well and more rapidly than those with more established 
illness. Physical health issues, notably weight gain and 
metabolic changes, are a well-established side effect of 
most antipsychotic medications;22 the EPPIC model pro-
vides physical health monitoring and preventive inter-
ventions as a routine part of their service.23

Component 8: psychological interventions

Psychological interventions, including individual psy-
chotherapy and cognitive behavioural therapy (CBT), 
enhance symptomatic and functional recovery in first-
episode psychosis. A range of psychological interven-
tions can be provided to a young person based on, and 
adapted to, their individual needs. This can include 
stress management, suicide prevention, relapse preven-
tion and substance use reduction strategies. Several psy-
chological intervention programmes have been 
specifically developed for first-episode psychosis: cogni-
tively oriented psychotherapy for early psychosis,24 
active cognitive therapy for early psychosis,25 an inter-
vention described by Jolley and colleagues in 200326 and 
the Graduated Recovery Intervention Program.27 An 
uncontrolled trial reported the efficacy of CBT for ongo-
ing positive psychotic symptoms in treatment resistant 
first-episode patients.28 Furthermore, in 2010, a system-
atic review of CBT in early psychosis services concluded 
that CBT had longer-term benefits in the reduction of 
symptom severity.29 Psychological intervention is a fun-
damental component of the EPPIC model and is deliv-
ered by the case managers, as part of their case 
management role, and a senior clinical psychologist 
overseeing these interventions.

Component 9: A functional recovery 
programme

Recovery programmes that include social, vocational 
and educational programmes for young people with 
first-episode psychosis prevent loss of function, enhance 
recovery and improve vocational and education out-
comes. Young people with first-episode psychosis face a 
range of challenges in attaining employment or educa-
tion goals.30 The Individual Placement and Support (IPS) 
model enables a large proportion of young people with 
first-episode psychosis to return to employment and to 
fulfil their educational goals.31 In a randomised con-
trolled study, significantly better outcomes in terms of 
levels of employment, hours worked per week, number 
of jobs acquired and employment longevity were 
observed with IPS compared with treatment as usual 
group or treatment alone.32 In the EPPIC model, case 
managers may provide individualised social recovery 
interventions as well as facilitating access to group work, 
educational and vocational services. Specialist voca-
tional and educational recovery workers are integrated 
within the service and work with all young people who 
wish to do so.

Component 10: group programmes

Group programmes can enhance symptomatic and 
functional recovery and provide an alternative medium 
for therapeutic approaches that may better suit some 
young people. They reduce social isolation and pro-
vide a safe and supportive peer group environment for 
young people to work on personal issues such as lack 
of confidence, low self-esteem, anxiety or symptom 
management.33 Groups are usually small, with a maxi-
mum of eight people involved, and focus on topics 
ranging from health-related issues, such as stress man-
agement, coping with anxiety and reducing drug  
use, to study, school and work issues, as well as social 
and leisure activities such as music, art and outdoor 
adventure.

Component 11: family programmes and 
family peer support

Family interventions are provided for all family mem-
bers, close friends or anyone as a significant other of a 
young person. Family work reduces the levels of dis-
tress in family members by providing information and 
strategies that support the young person’s and the fam-
ily’s recovery.34 Family work is offered by case managers 
with the support of a specific family worker, who may 
also take on more complex family presentations. Family 
peer support workers, who have had the lived experi-
ence of a young person treated within the EPPIC model, 
play a key role in this programme by providing proac-
tive face-to-face and phone support to new families and 
significant others when their family member enters the 
service.
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Component 12: youth participation and 
peer support

The incorporation of a youth participation programme 
contributes to ensuring that EPPIC remains relevant to 
the special developmental needs of young people by 
facilitating peer support and accountability to them.35 
All clients are eligible to join the youth participation 
team, which meets regularly to discuss improvements to 
the service, provide input into staff selection by contrib-
uting to interview panels and participate in community 
development and advocacy activities. Peer support 
workers who are past EPPIC service users visit current 
young people in inpatient care, as well as providing sup-
port to other clients on an outpatient basis. These work-
ers receive training, mentoring and supervision and are 
reimbursed for their time.

Component 13: mobile outreach

For those young people who have difficulty engaging 
with mental health services or those who have more 
complex needs (forensic issues, homelessness, severe 
personality disorder, prominent negative symptoms) an 
increased level of assertive and intensive mobile out-
reach is required to minimise the risk of incomplete 
recovery as well as the young person’s risk to self and 
others. Mobile outreach is provided as part of case man-
agement either as a separate sub-team or as part of the 
usual case management load (requiring monitoring of 
caseload intensity and acuity) with support from the 
Early Psychosis Assessment and Treatment team. 
Interventions are based on clinical needs and may 
involve, for example, crisis intervention, an increased 
level of individual therapy, family support and consulta-
tion/liaison services.

Component 14: partnerships

EPPIC has established partnerships with other organisa-
tions that can enhance the care of young people with men-
tal health difficulties, including primary health care 
providers, drug and alcohol services and community youth 
services. This not only enhances the quality and breadth of 
the service, but also improves the referral and transition 
points for young people using the service. Partnerships are 
also developed with academia, clinical schools and profes-
sional colleges to foster an ongoing research and learning 
environment within the clinical service.

Component 15: workforce development

The creation of a highly skilled and clinically expert 
workforce has been the key to a successful EPPIC service 
and ensures fidelity to the EPPIC model. Training, 
attendance at professional development activities such 
as conferences and workshops, clinical placements, 
entry level programmes as well as clinical supervision 
are all essential aspects of this component.

Component 16: ultra-high risk young people

Early detection and intervention during the ultra-high 
risk stage may prevent or delay the onset of a first epi-
sode of psychosis.36 Treatment for these ultra-high risk 
young people is aimed at minimising symptoms and dis-
tress and maintaining a normal functional trajectory to 
prevent further deterioration in functioning, as well as 
to prevent a first episode of psychosis for the young per-
son, and has been shown to lead to a 54% reduction in 
the risk of transition to psychosis at 12 months.37 If a 
transition to full-threshold psychosis does occur, the 
young person can be treated within the service, which 
minimises the trauma and potential for iatrogenic harm 
associated with admission in crisis.

Discussion

Long-term follow-up studies from Australia,38 Canada,39 
Norway40 and Denmark41 have shown significantly bet-
ter clinical and functional outcomes for young people 
treated within a specialised early psychosis service com-
pared to those who were treated in standard mental 
health services. Furthermore, these services are more 
cost-effective than traditional services.42,43 While the 
available evidence shows that outcomes are clearly bet-
ter after 2 years of care in a specialised service, it is also 
becoming clear that if steps are not taken to safeguard 
these gains then some are lost subsequently due to dis-
engagement from or failure to provide secure tenure of 
care in traditional adult systems. The study from Canada 
has shown that a tenure of care of up to 5 years can at 
least maintain, if not improve, these outcomes over the 
longer term.38 Further trials are nearing completion to 
examine this issue further. The need for continuity and 
extended tenure in the same early psychosis environ-
ment has been addressed with specifically resourced 
capacity in the new EPPIC model10 for a longer tenure of 
care for those who need it.

Most importantly, these services are highly valued by cli-
ents and their families.44,45 Specialised early intervention 
services offer more than the sum of their individual 
components. Each of these is important, but it is the cul-
ture of hope and optimism, combined with intensive 
evidence-based biopsychosocial care featuring collabora-
tion with the young person and their family, plus the 
nature of the environment in which it is provided, that 
is crucial. The EPPIC model offers community-based, 
multidisciplinary, integrated, evidence-informed care 
that is sensitive to the unique developmental and psy-
chosocial needs of young people, in an environment 
that is accessible, welcoming and, above all, hopeful, 
with a strong focus on recovery and achieving one’s full 
potential.

Australia currently leads the world in the development of 
innovative service responses in youth mental health. The 
development of the EPPIC model and the capacity for the 
complementary enhanced primary care headspace model 
to build towards a fully integrated national youth mental 
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health service stream represents a transformational 
reform in the provision of mental health care not only in 
Australia, but potentially worldwide. There is intense 
interest in this Australian innovation in Europe and 
North America, where youth mental health is increas-
ingly seen as a major priority. In January of this year 
(2014) the US congress announced budget legislation 
including approximately an initial investment of $US 25 
million to support the growth of early psychosis treat-
ment programmes, modelled on Australia’s EPPIC and the 
Canadian and UK early psychosis services. If we are to 
respond to what is now recognised as the most important 
health issue facing young people worldwide today,6 this 
type of transformational change is long overdue.

Acknowledgements
The authors would like to acknowledge the contributions of Associate Professor Eoin Killackey, 
Associate Professor Rosie Purcell, Ms Swagata Bapat, Mr John Moran and Mr Matthew 
Hamilton to the description of the EPPIC model, as well as all the young people, their families 
and the clinical staff who have been involved with the EPPIC clinical programme in Melbourne 
over last 21 years. In addition, the major contribution of our international colleagues in the 
UK, Europe, Canada, the USA, Hong Kong and Singapore, as well as many other locations, is 
greatly acknowledged. In particular, we are especially grateful to those international experts 
who shaped the National Advisory Council on Mental Health document,10 which has formed 
the blueprint for the new EPPIC model (2014) as described herein.

Disclosure
The authors declare that there is no conflict of interest. The authors alone are responsible for 
the content and writing of the paper.

References
 1. Kessler RC, Berglund P, Demler O, et al. Lifetime prevalence and age-of-onset distribu-

tions of DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen 
Psychiatry 2005; 62: 593–602.

 2. McGorry PD, Purcell R, Goldstone S, et  al. Age of onset and timing of treatment for 
mental and substance use disorders: Implications for preventive intervention strategies 
and models of care. Curr Opin Psychiatry 2011; 24: 301–306.

 3. Gore FM, Bloem PJ, Patton GC, et al. Global burden of disease in young people aged 
10–24 years: A systematic analysis. Lancet 2011; 377: 2093–2102.

 4. Burgess PM, Pirkis JE, Slade TN, et al. Service use for mental health problems: Findings 
from the 2007 National Survey of Mental Health and Wellbeing. Aust N Z J Psychiatry 
2009; 43: 615–623.

 5. Sawyer SM, Afifi RA, Bearinger LH, et al. Adolescence: A foundation for future health. 
Lancet 2012; 379: 1630–1640.

 6. Patel V, Flisher AJ, Hetrick S, et al. Mental health of young people: A global public health 
challenge. Lancet 2007; 369: 1302–1313.

 7. Butler M. Major expansion for headspace as EPPIC moves forward. Canberra: Com-
monwealth Department of Health and Ageing; http://www.health.gov.au/internet/minis 
ters/publishing.nsf/Content/mr-yr13-mb-mb038.htm?OpenDocument&yr=2013&mth=05 
(2013, accessed 24 May 2013).

 8. McGorry PD, Edwards J, Mihalopoulos C, et al. EPPIC: An evolving system of early detec-
tion and optimal management. Schizophr Bull 1996; 22: 305–326.

 9. McGorry P. Evidence, early intervention and the tipping point. Early Interv Psychiatry 
2010; 4: 1–3.

 10. Orygen Youth Health Research Centre/National Advisory Council on Mental Health. 
Early Psychosis Feasibility Study Report. Canberra: National Advisory Council on Mental 
Health, 2011.

 11. Friis S, Vaglum P, Haahr U, et al. Effect of an early detection programme on duration of 
untreated psychosis: Part of the Scandinavian TIPS study. Br J Psychiatry 2005; 187: 
s29–s32.

 12. Joa I, Johannessen JO, Auestad B, et al. The key to reducing duration of untreated first 
psychosis: Information campaigns. Schizophr Bull 2008; 34:466–472.

 13. Johannessen JO, McGlashan TH, Larsen TK, et  al. Early detection strategies for 
untreated first-episode psychosis. Schizophr Res 2001; 51: 39–46.

 14. Johannessen JO, McGlashan T, Larsen TK, et al. Mental health literacy, help seeking and 
access to treatment in early psychosis. Acta Psychiatr Scand 2002; 106: 9.

 15. Carbone S, Harrigan S, McGorry PD, et al. Duration of untreated psychosis and 12-month 
outcome in first-episode psychosis: The impact of treatment approach. Acta Psychiatr 
Scand 1999; 100: 96–104.

 16. Wright A, McGorry PD, Harris MG, et al. Development and evaluation of a youth mental health 
community awareness campaign: The Compass strategy. BMC Public Health 2006; 6: 215.

 17. Lloyd-Evans B, Crosby M, Stockton S, Pilling S, Hobbs L, Hinton M, et al. Initiatives to 
shorten duration of untreated psychosis: Systematic review. Br J Psychiatry 2011; 198: 
256–263.

 18. Marshall M, Lewis S, Lockwood A, et al. Association between duration of untreated 
psychosis and outcome in cohorts of first-episode patients: A systematic review. Arch 
Gen Psychiatry 2005; 62: 975–983.

 19. McGorry PD and Edwards J. Implementing early intervention in psychosis: a guide to 
establishing early psychosis services. London: Martin Dunitz, 2002.

 20. Early Psychosis Guidelines Writing Group. Australian Clinical Guidelines for Early Psy-
chosis, 2nd edition. Melbourne: Orygen Youth Health, 2010.

 21. Kahn RS, Fleischhacker WW, Boter H, et al. Effectiveness of antipsychotic drugs in first-
episode schizophrenia and schizophreniform disorder: An open randomised clinical trial. 
Lancet 2008; 371: 1085–1097.

 22. Patel JK, Buckley PF, Woolson S, et al. Metabolic profiles of second-generation antipsy-
chotics in early psychosis: Findings from the CAFE study. Schizophr Res 2009; 111: 9–16.

 23. Alvarez-Jimenez M, Curtis J, Foley D, et al. HeAL or Healthy Active Lives: Keeping body 
in mind in youth with psychosis. Melbourne: International Physical Health in Youth 
Stream of the International Early Psychosis Association, 2013.

 24. Henry L. Psychological intervention in recovery from early psychosis. In: Gleeson JFM,  
McGorry PD, editors. Psychological interventions in early psychosis. West Sussex: John 
Wiley & Sons, 2004.

 25. Jackson HJ, McGorry PD, Killackey E, et al. Acute-phase and 1-year follow-up results of 
a randomized controlled trial of CBT versus Befriending for first-episode psychosis: The 
ACE project. Psychol Med 2008; 38: 725–735.

 26. Jolley S, Garety P, Craig T, et al. Cognitive therapy in early psychosis: A pilot randomized 
controlled trial. Behav Cog Psychother 2003; 31:473–478.

 27. Waldheter EJ, Penn DL, Perkins DO, et al. The graduated recovery intervention program 
for first episode psychosis: Treatment development and preliminary data. Community 
Ment Health J 2008; 44: 443–455.

 28. Erickson DH. Cognitive-behaviour therapy for medication-resistant positive symptoms in 
early psychosis: A case series. Early Interv Psychiatry 2010; 4: 251–256.

 29. Bird V, Premkumar P, Kendall T, et al. Early intervention services, cognitive-behavioural 
therapy and family intervention in early psychosis: Systematic review. Br J Psychiatry 
2010; 197: 350–356.

 30. Rinaldi M, Killackey E, Smith J, et al. First episode psychosis and employment: A review. 
Int Rev Psychiatry 2010; 22: 148–162.

 31. Killackey E, Jackson H, Fowler D, et al. Enhancing work function in early psychosis. In: 
Jackson H, McGorry PD, editors. The recognition and management of early psychosis: A 
preventative approach. Cambridge: Cambridge University Press, 2009, pp. 331–348.

 32. Killackey E, Jackson HJ and McGorry PD. Vocational intervention in first-episode psy-
chosis: Individual placement and support v. treatment as usual. Br J Psychiatry 2008; 
193: 114–120.

 33. Albiston DJ, Francey SM and Harrigan SM. Group programmes for recovery from early 
psychosis. Br J Psychiatry 1998; 172: 117–121.

 34. Leggatt MS. Minimising collateral damage: Family peer support and other strategies. 
Med J Aust 2007; 187: S61–S63.

 35. Monson K and Thurley M. Consumer participation in a youth mental health service. Early 
Interv Psychiatry 2011; 5: 381–388.

 by guest on May 2, 2014apy.sagepub.comDownloaded from 

http://apy.sagepub.com/


Hughes et al.

7

 36. Preti A and Cella M. Randomized-controlled trials in people at ultra high risk of psycho-
sis: A review of treatment effectiveness. Schizophr Res 2010; 123: 30–36.

 37. Van Der Gaag M, Smit F, Bechdolf A, et  al. Preventing a first episode of psychosis: 
Meta-analysis of randomized controlled prevention trials of 12 month and medium-term 
follow-ups. Schizophr Res 2013; 149: 56–62.

 38. Henry LP, Amminger GP, Harris MG, et  al. The EPPIC follow-up study of first-episode 
psychosis: Longer-term clinical and functional outcome 7 years after index admission.  
J Clin Psychiatry 2010; 71: 716–728.

 39. Norman RM, Manchanda R, Malla AK, et al. Symptom and functional outcomes for a 5 
year early intervention program for psychoses. Schizophr Res 2011; 129: 111–115.

 40. Hegelstad WT, Larsen TK, Auestad B, et al. Long-term follow-up of the TIPS early detec-
tion in psychosis study: Effects on 10-year outcome. Am J Psychiatry 2012; 169: 374–380.

 41. Bertelsen M, Jeppesen P, Petersen L, et al. Five-year follow-up of a randomized multi-
center trial of intensive early intervention vs standard treatment for patients with a first 
episode of psychotic illness: The OPUS trial. Arch Gen Psychiatry 2008; 65: 762–771.

 42. McCrone P, Craig TK, Power P, et al. Cost-effectiveness of an early intervention service 
for people with psychosis. Br J Psychiatry 2010; 196: 377–382.

 43. Mihalopoulos C, Harris M, Henry L, et al. Is early intervention in psychosis cost-effective 
over the long term? Schizophr Bull 2009; 35: 909–918.

 44. Garety PA, Craig TK, Dunn G, et  al. Specialised care for early psychosis: Symptoms, 
social functioning and patient satisfaction: Randomised controlled trial. Br J Psychiatry 
2006; 188: 37–45.

 45. The Schizophrenia Commission. The abandoned illness: A report from the Schizophrenia 
Commission. London: Rethink Mental Illness, 2012.

 by guest on May 2, 2014apy.sagepub.comDownloaded from 

http://apy.sagepub.com/



