
BackgroundBackground EarlydetectionEarlydetection

programmes aimtoreducethe durationofprogrammes aimtoreducethedurationof

untreatedpsychosis (DUP) bypublicuntreatedpsychosis (DUP) bypublic

education andbyprompt access to treat-education and byprompt access to treat-

ment via active outreach detectionteams.ment via active outreach detectionteams.

AimsAims To determinewhether thosewithTo determinewhether thosewith

first-episode psychosis in an earlydetec-first-episode psychosis in an earlydetec-

tionhealthcare areawith existingreferraltionhealthcare areawith existingreferral

channelsdiffer fromthosewho access carechannelsdiffer fromthosewho access care

via detectionteams.via detectionteams.

MethodMethod Thosewith first-episode psy-Thosewith first-episode psy-

chosis recruited via detectionteamswerechosis recruitedvia detectionteamswere

comparedwiththose accessing treatmentcomparedwiththose accessing treatment

via conventional channels, at baseline andvia conventional channels, at baseline and

after 3 months of acute treatment.after 3 months of acute treatment.

ResultsResults Patients recruitedviaPatients recruitedvia

detectiondetection teams areyoungermaleswith ateams areyoungermaleswith a

longer DUP, a less dramatic symptomlonger DUP, a less dramatic symptom

picture and better functioning; howeverpicture and better functioning; however

theyrecovermore slowly, andhavemoretheyrecovermore slowly, andhavemore

symptoms at 3-month follow-up.symptoms at 3-month follow-up.

ConclusionsConclusions After establishinglowAfter establishinglow

threshold active case-seekingdetectionthreshold active case-seekingdetection

teams, we found cleardifferencesteams, we found cleardifferences

betweenbetweenthose patients entering treat-those patients entering treat-

ment via detectionteamsment via detectionteams vv. those obtain-. those obtain-

ing treatment via the usual channels.Suching treatment via the usual channels. Such

profilingmaybe informative for earlyprofilingmaybe informative for early

detection service development.detection service development.
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Today, the duration of untreated psychosisToday, the duration of untreated psychosis

(DUP) is long in most western countries(DUP) is long in most western countries

(Johannessen(Johannessen et alet al, 1999; McGlashan,, 1999; McGlashan,

1999; Norman & Malla, 2001). The rea-1999; Norman & Malla, 2001). The rea-

sons for this are varied. Four restrictionssons for this are varied. Four restrictions

to earlier detection and intervention haveto earlier detection and intervention have

been identified: (1) the patients themselves;been identified: (1) the patients themselves;

(2) the patients’ families; (3) the primary(2) the patients’ families; (3) the primary

healthcare system; and (4) the specialisedhealthcare system; and (4) the specialised

psychiatric services. This results in patientspsychiatric services. This results in patients

receiving treatment unnecessarily late in thereceiving treatment unnecessarily late in the

illness development, with its inherent sub-illness development, with its inherent sub-

jective suffering and negative consequencesjective suffering and negative consequences

for the individual’s psychosocial adaptationfor the individual’s psychosocial adaptation

and development. Long DUP may also haveand development. Long DUP may also have

a negative impact on the individual’s long-a negative impact on the individual’s long-

term prognosis, although this has not beenterm prognosis, although this has not been

conclusively demonstrated (Altamuraconclusively demonstrated (Altamura et alet al,,

2001).2001).

We know little about how organisa-We know little about how organisa-

tional structures in the health services influ-tional structures in the health services influ-

ence important parameters, such as DUP. Inence important parameters, such as DUP. In

Germany, Fuchs & Steinert (2002) foundGermany, Fuchs & Steinert (2002) found

that patients with a first-episode psychosisthat patients with a first-episode psychosis

who came to treatment via a general practi-who came to treatment via a general practi-

tioner had the shortest DUP. However, onlytioner had the shortest DUP. However, only

24% of the patients entered psychiatric24% of the patients entered psychiatric

services via this route. In Australia, Lincolnservices via this route. In Australia, Lincoln

et alet al (1998) reported that 50% of people(1998) reported that 50% of people

developing a first-episode psychosisdeveloping a first-episode psychosis

experienced psychotic symptoms beforeexperienced psychotic symptoms before

approaching any service. The general prac-approaching any service. The general prac-

titioner played a key role, with 50% oftitioner played a key role, with 50% of

people having had this contact at somepeople having had this contact at some

point prior to commencing effective treat-point prior to commencing effective treat-

ment. Where an individual’s own effortsment. Where an individual’s own efforts

to seek early help failed, the role of relativesto seek early help failed, the role of relatives

and others was subsequently vital. DUP viaand others was subsequently vital. DUP via

these different pathways is not accountedthese different pathways is not accounted

for in that study. de Haanfor in that study. de Haan et alet al (2002)(2002)

carried out a survey on European familiescarried out a survey on European families

concerning their priorities and satisfactionconcerning their priorities and satisfaction

with the services provided in a first-episodewith the services provided in a first-episode

psychosis. The respondents emphasised thepsychosis. The respondents emphasised the

need for early intervention through out-need for early intervention through out-

reach. Drakereach. Drake et alet al (2000) found that longer(2000) found that longer

DUP results from a pattern of symptomsDUP results from a pattern of symptoms

and social functioning that reduces theand social functioning that reduces the

concern of the sufferer and relevant others.concern of the sufferer and relevant others.

Long DUP was predicted by poor insightLong DUP was predicted by poor insight

and social isolation but preserved basicand social isolation but preserved basic

coping skills.coping skills.

In a previous study on pathways to careIn a previous study on pathways to care

for first-episode psychosis (Larsenfor first-episode psychosis (Larsen et alet al,,

1998) we found that patients with a long1998) we found that patients with a long

DUP (DUP (441 year) were young males with a1 year) were young males with a

poor social network, social withdrawalpoor social network, social withdrawal

and a more deteriorating course, comparedand a more deteriorating course, compared

with patientswith patients with a short duration ofwith a short duration of

untreated psychosisuntreated psychosis ((551 year).1 year).

In this paper we review those patientsIn this paper we review those patients

with first-episode psychosis obtaining treat-with first-episode psychosis obtaining treat-

ment in a healthcare sector with an estab-ment in a healthcare sector with an estab-

lished early detection system of publiclished early detection system of public

education about psychosis and easy accesseducation about psychosis and easy access

to care through active outreach. We alsoto care through active outreach. We also

investigate the differences, at first admis-investigate the differences, at first admis-

sion and following 3 months of acute treat-sion and following 3 months of acute treat-

ment, between those patients obtainingment, between those patients obtaining

treatment via the teams and those obtainingtreatment via the teams and those obtaining

help via existing referral systems.help via existing referral systems.

METHODMETHOD

SettingSetting

The TIPS project (Early Identification andThe TIPS project (Early Identification and

Treatment of Psychosis) is a four-siteTreatment of Psychosis) is a four-site

prospective clinical trial in Norway andprospective clinical trial in Norway and

Denmark designed to investigate theDenmark designed to investigate the

effect of the timing of treatment in first-effect of the timing of treatment in first-

episode psychosis. Two healthcare sectorsepisode psychosis. Two healthcare sectors

(Stavanger(Stavanger and Haugesund, comprisingand Haugesund, comprising

Rogaland County, Norway) are experi-Rogaland County, Norway) are experi-

mental and have developed a system formental and have developed a system for

early detection, aimed at reducing DUP.early detection, aimed at reducing DUP.

Two other sectors (Ulleval, Norway, andTwo other sectors (Ullevål, Norway, and

Roskilde, Denmark) are sectors used asRoskilde, Denmark) are sectors used as

comparison and rely on existing referralcomparison and rely on existing referral

systems forsystems for first-episode psychosis. Thefirst-episode psychosis. The

study ultimatelystudy ultimately will compare early detectedwill compare early detected

patients with those detected via conven-patients with those detected via conven-

tional routes. Thistional routes. This paper discusses only thepaper discusses only the

experimental sector.experimental sector.

The experimental sectors are charac-The experimental sectors are charac-

terised by a comprehensive education andterised by a comprehensive education and

detection system designed to enhancedetection system designed to enhance

knowledge about early signs of psychosisknowledge about early signs of psychosis

among the general public, schools andamong the general public, schools and

health professionals. Early detection teamshealth professionals. Early detection teams

have been established in the experimentalhave been established in the experimental

sectors in order to lower the threshold ofsectors in order to lower the threshold of

entry to specialised psychiatric services,entry to specialised psychiatric services,

and to recruit appropriate patients as earlyand to recruit appropriate patients as early

as possible in the illness course. The teamsas possible in the illness course. The teams

comprise psychiatrists, psychologists, psy-comprise psychiatrists, psychologists, psy-

chiatric nurses and social workers. Theychiatric nurses and social workers. They

are on call from 08.00 h until 16.00 h,are on call from 08.00 h until 16.00 h,
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Monday to Friday. The teams are mobileMonday to Friday. The teams are mobile

and work with a dynamic outreachand work with a dynamic outreach

attitude. Details of the programme haveattitude. Details of the programme have

been described elsewhere (Johannessenbeen described elsewhere (Johannessen etet

alal, 2001; Larsen, 2001; Larsen et alet al, 2001). The active, 2001). The active

period of inclusion was 1997–2000, withperiod of inclusion was 1997–2000, with

follow-up planned at 3 months, 1, 2, 5follow-up planned at 3 months, 1, 2, 5

and 10 years.and 10 years.

In the early detection area, mean DUPIn the early detection area, mean DUP

was reduced to 25.3 weeks (median 4.5,was reduced to 25.3 weeks (median 4.5,

s.d.s.d.¼61.7) in the period 1997–2000, com-61.7) in the period 1997–2000, com-

pared with 114.2 weeks (median 26.0,pared with 114.2 weeks (median 26.0,

s.d.s.d.¼173.6) before the project started173.6) before the project started

(1993–1994) (Larsen(1993–1994) (Larsen et alet al, 2001). These, 2001). These

results indicate that the early detectionresults indicate that the early detection

strategies are successful in changing thestrategies are successful in changing the

attitude to obtaining help.attitude to obtaining help.

Study populationStudy population

The sample consists of patients recruited toThe sample consists of patients recruited to

first treatment in the early detection sec-first treatment in the early detection sec-

tors, Rogaland County, Norway in thetors, Rogaland County, Norway in the

TIPS study. The population of the CountyTIPS study. The population of the County

is 370 000.is 370 000.

Our clinical hypothesis is that theOur clinical hypothesis is that the

lowered threshold to treatment and activelowered threshold to treatment and active

case-seeking, as carried out by the detectioncase-seeking, as carried out by the detection

teams, would facilitate the help-seekingteams, would facilitate the help-seeking

process for those patient groups that weprocess for those patient groups that we

had earlier found to be recruited into treat-had earlier found to be recruited into treat-

ment late in the illness development. Thesement late in the illness development. These

are usually young males with a long DUP, aare usually young males with a long DUP, a

weak social network and a less dramaticweak social network and a less dramatic

symptomatology (Larsensymptomatology (Larsen et alet al, 1998). As a, 1998). As a

result we would expect a higher percentageresult we would expect a higher percentage

of such patients among those recruitedof such patients among those recruited

through the teams.through the teams.

The criteria for inclusion were: (a) aThe criteria for inclusion were: (a) a

first episode of a non-affective psychosis,first episode of a non-affective psychosis,

i.e. schizophrenia, schizophreniform,i.e. schizophrenia, schizophreniform,

schizoaffective and delusional disorder,schizoaffective and delusional disorder,

brief psychosis, affective disorder withbrief psychosis, affective disorder with

mood incongruent, delusions, and psy-mood incongruent, delusions, and psy-

chotic disorder not otherwise specified;chotic disorder not otherwise specified;

non-narrow schizophrenia or spectrumnon-narrow schizophrenia or spectrum

disorder (non-NSSD); (b) living in the catch-disorder (non-NSSD); (b) living in the catch-

ment area; (c) age 15–65 years; (d) IQment area; (c) age 15–65 years; (d) IQ447070

and (e) a first episode of psychosis. The ex-and (e) a first episode of psychosis. The ex-

clusion criteria were a history of an earlierclusion criteria were a history of an earlier

treated first psychosis, receiving adequatetreated first psychosis, receiving adequate

prior neuroleptic treatment and organic orprior neuroleptic treatment and organic or

substance-induced psychosis. Written in-substance-induced psychosis. Written in-

formed consent was obtained from all theformed consent was obtained from all the

individuals and the study was approvedindividuals and the study was approved

by the Regional Committee for Medicalby the Regional Committee for Medical

Research Ethics and the Data Inspectorate.Research Ethics and the Data Inspectorate.

InstrumentsInstruments

Diagnosis was identified using the Struc-Diagnosis was identified using the Struc-

tured Clinical Interview for the DSM–IVtured Clinical Interview for the DSM–IV

Axis I Disorders (SCID–I; FirstAxis I Disorders (SCID–I; First et alet al,,

1995). Symptom levels were measured with1995). Symptom levels were measured with

the Positive and Negative Syndrome Scalethe Positive and Negative Syndrome Scale

(PANSS; Kay(PANSS; Kay et alet al, 1987). Global function-, 1987). Global function-

ing was measured by the Global Assessmenting was measured by the Global Assessment

of Functioning Scale (GAF; Americanof Functioning Scale (GAF; American

Psychiatric Association, 1994), the scoresPsychiatric Association, 1994), the scores

were split into symptom scores (GAF–S)were split into symptom scores (GAF–S)

and function scores (GAF–F) to improveand function scores (GAF–F) to improve

psychometric properties. The DUP waspsychometric properties. The DUP was

measured as the time from the first onsetmeasured as the time from the first onset

of positive psychotic symptoms (the firstof positive psychotic symptoms (the first

week with a PANSS score of 4 or more onweek with a PANSS score of 4 or more on

Positive Scale items 1, 3, 5, 6 or GeneralPositive Scale items 1, 3, 5, 6 or General

Scale item 9) to the start of first adequateScale item 9) to the start of first adequate

treatment of psychosis, i.e. admission totreatment of psychosis, i.e. admission to

the study. Multiple sources, includingthe study. Multiple sources, including

personal interviews with patients and rela-personal interviews with patients and rela-

tives, were used to ascertain the length oftives, were used to ascertain the length of

this period. Premorbid functioning wasthis period. Premorbid functioning was

measured by the Premorbid Assessment ofmeasured by the Premorbid Assessment of

Functioning Scale (PAS; Cannon-SpoorFunctioning Scale (PAS; Cannon-Spoor etet

alal, 1982). Drug and alcohol use was mea-, 1982). Drug and alcohol use was mea-

sured by the Clinician Rating Scale (Drakesured by the Clinician Rating Scale (Drake

et alet al, 1990). Social functioning (number, 1990). Social functioning (number

of friends and participation in meaningfulof friends and participation in meaningful

activities) during the year before the startactivities) during the year before the start

of treatment was measured with theof treatment was measured with the

Strauss–Carpenter scale (Strauss &Strauss–Carpenter scale (Strauss &

Carpenter,Carpenter, 1974).1974).

All raters were trained in the use ofAll raters were trained in the use of

study instruments by rating pre-preparedstudy instruments by rating pre-prepared

case notes and audio/videotapes beforecase notes and audio/videotapes before

entering the study assessment teams. Theentering the study assessment teams. The

rating of essential variables, such as diag-rating of essential variables, such as diag-

nosis and DUP, was achieved by consensusnosis and DUP, was achieved by consensus

with experienced clinical researchers. Reli-with experienced clinical researchers. Reli-

ability for the PANSS scores was measuredability for the PANSS scores was measured

by the rating of videotaped interviews ofby the rating of videotaped interviews of

patients with first-episode psychosis by allpatients with first-episode psychosis by all

raters. Reliability for diagnosis, GAF andraters. Reliability for diagnosis, GAF and

DUP was measured by the rating of actualDUP was measured by the rating of actual

case notes by masked raters with long clin-case notes by masked raters with long clin-

ical research experience. Reliability of mea-ical research experience. Reliability of mea-

surements was fair to very good (for detailssurements was fair to very good (for details

see Friissee Friis et alet al, 2003). For the PAS, a test–, 2003). For the PAS, a test–

retest was carried out with a masked raterretest was carried out with a masked rater

in 1993–1994. As it showed good reliabilityin 1993–1994. As it showed good reliability

with intraclass correlation between 0.84with intraclass correlation between 0.84

and 0.87, no specific reliability test wasand 0.87, no specific reliability test was

carried out for the PAS in the TIPS study,carried out for the PAS in the TIPS study,

but all raters were experienced.but all raters were experienced.

StatisticsStatistics

Analyses were performed with the Statisti-Analyses were performed with the Statisti-

cal Package for the Social Sciences (versioncal Package for the Social Sciences (version

11.0) for Windows. Mean values are11.0) for Windows. Mean values are

reported with standard deviations inreported with standard deviations in

parentheses, and median values areparentheses, and median values are

reported for skewed variables. Thereported for skewed variables. The tt-test is-test is

used for comparison between groups, withused for comparison between groups, with

dichotomised data thedichotomised data the ww22 test and thetest and the

Fisher’s exact test were used. Non-Fisher’s exact test were used. Non-

parametric tests are used for data withoutparametric tests are used for data without

normal distribution. All tests are two-normal distribution. All tests are two-

tailed. As noted in several other studies,tailed. As noted in several other studies,

DUP is not normally distributed, althoughDUP is not normally distributed, although

its natural logarithm has a normal distribu-its natural logarithm has a normal distribu-

tion. All analyses that include DUP are thustion. All analyses that include DUP are thus

non-parametric where possible. In para-non-parametric where possible. In para-

metric analysis, the DUP has been trans-metric analysis, the DUP has been trans-

formed to its natural logarithm. In orderformed to its natural logarithm. In order

to determine which characteristics con-to determine which characteristics con-

tributed to the patients being identified bytributed to the patients being identified by

the detection teams, a logistic regressionthe detection teams, a logistic regression

analysis was performed.analysis was performed.

RESULTSRESULTS

Referrals to the detection teamsReferrals to the detection teams
1997^20001997^2000

A total of 203 study-appropriate patientsA total of 203 study-appropriate patients

with first-episode psychosis were identifiedwith first-episode psychosis were identified

by early detection in Rogaland County.by early detection in Rogaland County.

Of these, 78 made their first contact viaOf these, 78 made their first contact via

the detection teams (38%) and the remain-the detection teams (38%) and the remain-

der (125, 62%) via existing channels. Theder (125, 62%) via existing channels. The

detection team patients were more reluc-detection team patients were more reluc-

tant to join the TIPS project. Of these, 22tant to join the TIPS project. Of these, 22

(28%) refused to participate in the(28%) refused to participate in the

study compared with 20 (16%) of thestudy compared with 20 (16%) of the

non-detection team patients (non-detection team patients (ww22¼4.36;4.36;

d.f.d.f.¼1;1; PP550.05). Consequently, 56 team0.05). Consequently, 56 team

and 105 non-detection team patients gaveand 105 non-detection team patients gave

informed consent, and form the sampleinformed consent, and form the sample

for further comparisons.for further comparisons.

For the 4-year period of active inclu-For the 4-year period of active inclu-

sion, the contacts with the detection teamssion, the contacts with the detection teams

were about one per day. Out of 1921 con-were about one per day. Out of 1921 con-

tacts, 107 individuals had a first-episodetacts, 107 individuals had a first-episode

psychosis (Table 1).psychosis (Table 1).

The pattern of referral for treatment inThe pattern of referral for treatment in

the early detection sector changed, withthe early detection sector changed, with

about 50% of the referrals coming fromabout 50% of the referrals coming from

the patient’s family, or the patientsthe patient’s family, or the patients

themselves via the detection team. This isthemselves via the detection team. This is

in contrast to before the project began,in contrast to before the project began,

when all the referrals were made by generalwhen all the referrals were made by general

practitioners.practitioners.

Patient characteristics at baselinePatient characteristics at baseline

The samples recruited via the detectionThe samples recruited via the detection

teamsteams vv. conventional channels did not. conventional channels did not

differ at baseline diagnostically (i.e. per-differ at baseline diagnostically (i.e. per-

centage schizophrenia, schizophreniformcentage schizophrenia, schizophreniform

disorder, schizoaffective disorder, psychoticdisorder, schizoaffective disorder, psychotic

disorder not otherwise specified, mooddisorder not otherwise specified, mood

incongruent affective psychosis, delusionalincongruent affective psychosis, delusional

s 2 5s 2 5
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disorder, brief psychosis), premorbidlydisorder, brief psychosis), premorbidly

(PAS), neuropsychologically (executive(PAS), neuropsychologically (executive

function, verbal learning, workingfunction, verbal learning, working

memory, impulsivity), or functionallymemory, impulsivity), or functionally

according to the Strauss–Carpenter scaleaccording to the Strauss–Carpenter scale

(work, meaningful activity, friends and(work, meaningful activity, friends and

hospitalisation in the past year, and symp-hospitalisation in the past year, and symp-

toms in the past month). Differencestoms in the past month). Differences

between the samples recruited via the detec-between the samples recruited via the detec-

tion teamstion teams vv. existing channels are shown in. existing channels are shown in

Table 2.Table 2.

We found the detection team sample toWe found the detection team sample to

be younger with a mean age at start ofbe younger with a mean age at start of

treatment of 22.5 years (s.d. 5.4) (malestreatment of 22.5 years (s.d. 5.4) (males

21.8; females 24.3) as opposed to the21.8; females 24.3) as opposed to the

non-detection team sample with a meannon-detection team sample with a mean

age at start of treatment of 26.3 yearsage at start of treatment of 26.3 years

(s.d. 8.6). The teams recruited more males(s.d. 8.6). The teams recruited more males

(73%) as opposed to non-team patients(73%) as opposed to non-team patients

(53%).(53%).

DUP was longer in the detection teamDUP was longer in the detection team

sample, with a median of 18.0 weekssample, with a median of 18.0 weeks

(mean 53.4; s.d. 97.3)(mean 53.4; s.d. 97.3) vv. median 4 weeks. median 4 weeks

(mean 31.9; s.d. 97.3) in the non-team(mean 31.9; s.d. 97.3) in the non-team

sample. The detection team sample had asample. The detection team sample had a

higher score on drug use, but no differenceshigher score on drug use, but no differences

on alcohol use.on alcohol use.

At admission, the detection team groupAt admission, the detection team group

was found to be better functioning aswas found to be better functioning as

measured by the Global Assessment ofmeasured by the Global Assessment of

Functioning Scale (GAF). On the PositiveFunctioning Scale (GAF). On the Positive

and Negative Symptom Scale (PANSS)and Negative Symptom Scale (PANSS)

there were no significant differences betweenthere were no significant differences between

the two groups.the two groups.

Patient characteristicsPatient characteristics
at 3-month follow-upat 3-month follow-up

A higher percentage of the detection teamA higher percentage of the detection team

sample was treated on an out-patient basis:sample was treated on an out-patient basis:

25% in the team group25% in the team group vv. 7.6% in the. 7.6% in the

non-team group. Although there were nonon-team group. Although there were no

differences on admission, the non-detectiondifferences on admission, the non-detection

team patients had a total PANSS score ofteam patients had a total PANSS score of

47.7 after 3 months, the detection team47.7 after 3 months, the detection team

patients 54.2. This difference was alsopatients 54.2. This difference was also

apparent as measured on the GAF, withapparent as measured on the GAF, with

the non-detection team group showing athe non-detection team group showing a

much higher degree of symptomaticmuch higher degree of symptomatic

improvement after 3 months, and also aimprovement after 3 months, and also a

higher level of social functioning at 3higher level of social functioning at 3

months (GAF–S 52.2months (GAF–S 52.2 vv. 46.1, and GAF–F. 46.1, and GAF–F

52.352.3 vv. 48.8) (Table 3).. 48.8) (Table 3).

DISCUSSIONDISCUSSION

The overall DUP was significantly reducedThe overall DUP was significantly reduced

in the early detection sector during 1997–in the early detection sector during 1997–

2000. Detection teams received about one2000. Detection teams received about one

referral per day, in a population of aboutreferral per day, in a population of about

s 2 6s 2 6

Table1Table1 Referrals to the detection teams1997^2000Referrals to the detection teams1997^2000

nn Possible first-episodePossible first-episode

psychosis (%)psychosis (%)

Total contacts with the detection teamsTotal contacts with the detection teams 19211921

Anonymous contactsAnonymous contacts 423423

Possible first-episode psychosisPossible first-episode psychosis 986986

PANSS interviewsPANSS interviews 802802 8181

First-episode psychosisFirst-episode psychosis11 107107 1111

Study-appropriate patientsStudy-appropriate patients 7878 88

RefusersRefusers 2222

Included inTIPSIncluded inTIPS22 5656 66

PANSS, Positive and Negative Syndrome Scale.PANSS, Positive and Negative Syndrome Scale.
1. Includes patients who are not study-appropriate, such as thosewith drug-induced psychosis, living out of catchment1. Includes patients who are not study-appropriate, such as thosewith drug-induced psychosis, living out of catchment
area, low IQ and inability to speak the native language.area, low IQ and inability to speak the native language.
2.Twenty-nine per cent refused to participate in the study.2.Twenty-nine per cent refused to participate in the study.

Table 2Table 2 Comparison between included patients recruited through the detection teams and non-detectionComparison between included patients recruited through the detection teams and non-detection

teams at baselineteams at baseline

Detection teamsDetection teams

((nn¼56)56)

Non-detection teamsNon-detection teams

((nn¼105)105)

PP

Age at start of treatmentAge at start of treatment 22.5 (5.4)22.5 (5.4) 26.3 (8.6)26.3 (8.6) 0.0010.001

Gender (% males)Gender (%males) 7373 5353 0.020.02

DUP in weeks: mean (median, s.d.)DUP in weeks: mean (median, s.d.) 53.4 (18.0, 97.3)53.4 (18.0, 97.3) 31.9 (4.0, 126.0)31.9 (4.0, 126.0) 0.0010.001

DrugmisuseDrugmisuse 2.12.1 1.71.7 0.030.03

AlcoholmisuseAlcohol misuse 2.02.0 1.91.9 0.10.1

Treated as out-patientsTreated as out-patients 25.025.0 7.67.6 0.0020.002

Global assessment of functioningGlobal assessment of functioning

FunctionFunction 37.6 (9.8)37.6 (9.8) 32.2 (9.8)32.2 (9.8) 0.0010.001

SymptomSymptom 33.6 (5.6)33.6 (5.6) 29.9 (6.6)29.9 (6.6) 0.0010.001

PANSS at hospitalisationPANSS at hospitalisation

PositivePositive 18.1 (4.5)18.1 (4.5) 18.9 (5.2)18.9 (5.2) 0.30.3

NegativeNegative 14.3 (5.9)14.3 (5.9) 14.2 (6.3)14.2 (6.3) 0.90.9

GeneralGeneral 31.7 (8.0)31.7 (8.0) 32.3 (8.3)32.3 (8.3) 0.70.7

Total symptomsTotal symptoms 64.1 (13.0)64.1 (13.0) 65.4 (15.7)65.4 (15.7) 0.60.6

DUP, duration of untreated psychosis; PANSS, Positive and Negative Syndrome Scale.DUP, duration of untreated psychosis; PANSS, Positive and Negative Syndrome Scale.

Table 3Table 3 Comparison between included patients recruited through the detection teams and non-detectionComparison between included patients recruited through the detection teams and non-detection

teams at 3-month follow-upteams at 3-month follow-up

Detection teamsDetection teams

((nn¼51)51)

Non-detection teamsNon-detection teams

((nn¼96)96)

PP

Global Assessment of FunctioningGlobal Assessment of Functioning

FunctionFunction 48.4 (11.1)48.4 (11.1) 52.3 (13.8)52.3 (13.8) 0.080.08

SymptomSymptom 46.1 (11.4)46.1 (11.4) 52.2 (15.1)52.2 (15.1) 0.010.01

PANSS at 3 monthsPANSS at 3 months

PositivePositive 12.8 (5.0)12.8 (5.0) 11.2 (4.7)11.2 (4.7) 0.060.06

NegativeNegative 13.9 (6.0)13.9 (6.0) 12.2 (5.4)12.2 (5.4) 0.080.08

GeneralGeneral 27.5 (8.7)27.5 (8.7) 24.3 (7.1)24.3 (7.1) 0.020.02

Total symptomsTotal symptoms 54.2 (16.4)54.2 (16.4) 47.7 (14.5)47.7 (14.5) 0.020.02

PANNS, Positive and Negative Syndrome Scale.PANNS, Positive and Negative Syndrome Scale.
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380000, and about half of these referrals380 000, and about half of these referrals

were screened for psychosis by a fullwere screened for psychosis by a full

PANSS interview. One out of eight of thosePANSS interview. One out of eight of those

screened had symptoms of first-episodescreened had symptoms of first-episode

psychosis. The initial concern by practi-psychosis. The initial concern by practi-

tioners in specialised psychiatric servicestioners in specialised psychiatric services

that they would be overwhelmed bythat they would be overwhelmed by

referrals proved not to be the case.referrals proved not to be the case.

The referral pattern changed signifi-The referral pattern changed signifi-

cantly from the period before the projectcantly from the period before the project

began, with more than half the referralsbegan, with more than half the referrals

being made by non-medical indivi-being made by non-medical indivi-

duals, such as the patient’s close familyduals, such as the patient’s close family

members.members.

A major aim of the early detectionA major aim of the early detection

sector is to make the entry to treatmentsector is to make the entry to treatment

more straightforward for people developingmore straightforward for people developing

psychotic disorders. After 4 years’ experi-psychotic disorders. After 4 years’ experi-

ence with detection teams, we found thatence with detection teams, we found that

the teams recruited young males withthe teams recruited young males with

longer DUP, who had better functioninglonger DUP, who had better functioning

but more substance misuse. They were alsobut more substance misuse. They were also

more frequently treated on an out-patientmore frequently treated on an out-patient

basis. However, they proved to be lessbasis. However, they proved to be less

responsive to treatment during the acuteresponsive to treatment during the acute

phase. This could be interpreted as thephase. This could be interpreted as the

non-detection team group showing a morenon-detection team group showing a more

dramatic spectrum of symptoms resultingdramatic spectrum of symptoms resulting

in more conventional admission, whereasin more conventional admission, whereas

the detection team group had a more insi-the detection team group had a more insi-

dious onset, with a symptom profile thatdious onset, with a symptom profile that

did not alarm the patients and/or their rela-did not alarm the patients and/or their rela-

tives sufficiently to initiate contact with thetives sufficiently to initiate contact with the

treatment system via the usual channels. Ittreatment system via the usual channels. It

appears that detection teams may be re-appears that detection teams may be re-

quired in order to net patients with fewerquired in order to net patients with fewer

symptoms and longer DUP.symptoms and longer DUP.

At 3-month follow-up, the detectionAt 3-month follow-up, the detection

team group was characterised by socialteam group was characterised by social

withdrawal to a higher degree than thewithdrawal to a higher degree than the

non-team group, which probably is one ofnon-team group, which probably is one of

the basic characteristics of these patients.the basic characteristics of these patients.

The main factors associated with their lessThe main factors associated with their less

robust response to treatment appears torobust response to treatment appears to

be longer DUP and younger age. Thebe longer DUP and younger age. The

patients identified by the teams seem to bepatients identified by the teams seem to be

similar to the patients with a long DUPsimilar to the patients with a long DUP

found in our previous study (Larsenfound in our previous study (Larsen et alet al,,

1998). We have since reported that those1998). We have since reported that those

early detected patients as a group are lessearly detected patients as a group are less

ill at the start of treatment (Larsenill at the start of treatment (Larsen et alet al,,

2001). This also seems to be the case for2001). This also seems to be the case for

the patients with a long DUP. Is the poorerthe patients with a long DUP. Is the poorer

response to treatment in the acute phase forresponse to treatment in the acute phase for

the detection team group in this study athe detection team group in this study a

result of long DUP, or is DUP only a con-result of long DUP, or is DUP only a con-

founding factor? We hope that we will havefounding factor? We hope that we will have

more information about this when we re-more information about this when we re-

port the long-term follow-up results fromport the long-term follow-up results from

the TIPS study.the TIPS study.

The main advantage of a detection teamThe main advantage of a detection team

is rapid response and a high level of mobi-is rapid response and a high level of mobi-

lity, including the possibility of visitinglity, including the possibility of visiting

the patients in their homes, schools, etc.the patients in their homes, schools, etc.

The teams have a relaxed attitude towardsThe teams have a relaxed attitude towards

patients using drugs, which could be apatients using drugs, which could be a

possible explanation why the detectionpossible explanation why the detection

team patients have a higher level ofteam patients have a higher level of

substance misuse than those accessing thesubstance misuse than those accessing the

treatment system via existing channels.treatment system via existing channels.

To our knowledge, this is the first studyTo our knowledge, this is the first study

to measure the characteristics of patientsto measure the characteristics of patients

contacted by detection teams in an earlycontacted by detection teams in an early

detection programme. For a population ofdetection programme. For a population of

about 400 000, a team comprising fourabout 400 000, a team comprising four

people appears to be adequate for detectionpeople appears to be adequate for detection

and screening purposes, depending onand screening purposes, depending on

geography and communications.geography and communications.

Our findings suggest that early inter-Our findings suggest that early inter-

vention systems that include outreachvention systems that include outreach

case-seeking structures with easy access tocase-seeking structures with easy access to

treatment will recruit a younger but moretreatment will recruit a younger but more

chronically disordered subgroup of patientschronically disordered subgroup of patients

with first-episode psychosis. This is anwith first-episode psychosis. This is an

important and often difficult to reachimportant and often difficult to reach

group. This is also reinforced by our findinggroup. This is also reinforced by our finding

that patients contacted by a detection teamthat patients contacted by a detection team

were more reluctant to join the TIPS projectwere more reluctant to join the TIPS project

with its comprehensive treatment pro-with its comprehensive treatment pro-

gramme. Understanding the differentgramme. Understanding the different

patterns of response to specific early detec-patterns of response to specific early detec-

tion system elements can aid in the con-tion system elements can aid in the con-

struction of effective early detection andstruction of effective early detection and

intervention public health systems.intervention public health systems.
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