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Who are the
gatekeepers of our
mental health?

How can people
reach out for
treatment earlier?
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The Promise of
Early Intervention

One of the strongest fac-
tors predicting poor out-
come i schizophrenia |3

wreatment. For many ndi-
widisals, over a year passes
between onset of symp-
toms and engagement in
creatment. During this

ous deterioration in ooou-
pational and social skills.
On the other hand, ower
the past decade there has
been a steady improve-
ment in the treatments,
bath pharmacological and
paychological, for schizo-
phrenia. There is growing
evidence demaonstrating
that if these treatments cn
be made available in a
timely and non-threatening
manner, the long-term dis-
ahilities of schizophrent
and other paychotes can
be reduced.

ment can be reduced by

agencies.

farnilies at first assesment

delyy in engagement in |

tima, there i risk of seri- |

It is essential that barriers to early engage-
ment are broken down, Delay in engage-

* Providing rapid assessment in a secting that
milnirmizes stigmacization. In partcular, as-
sessment should be performed at sites that
are nat threatening, such as in the patients
owm home. GP office, or other communicy

* Ensuring that GPs (and other community
agencies] are infermed about schizophre-
nia, and about the action required to ob-
m@in a specialist assessment

+ Minimal use of compulsory admissicn,

* Prewiding clear information foe patients and
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* Adjusting medication to
achieve optimum balance

betwesn therapeutic ef-
fects and side effects,

While there is strong evi-
dence demonstrating that

8l antipsychotic medicatian

plays an imporant role in
relieving symiptodms of psy-
chosis and reducing risk of
relapse, high doses of medi-
cation can lead to mental
and physical slowing, There
is substantial evidence that
the beneficial therapeutic
effects can be schieved at
relatively low dases in the
early stapes of the illness,
especially if treatrment is oi-
fered In the setting of a
comprehensive program
that provides psychological
treatments aimed at en-
hancing recovery from the
initial psychotic episode
and fastering coping skills.

Tha Early Psychosis Prevention and Interven-

tion Centre (EPPIC), in Melbourne, Australia, and
also the first episode program at the Clarke In.

stiture, Toronto, have demonstraced that within a

specialired early prychosis program, it it practi-
cal to employ substantially reduced doses of
antipsychotics. Furthermaore, the availability of
naw atypical andpsychotic medications, effective
against a wider range of symptoms than the typi-

cal antipsychotics, provides a better cantrol of

symptoms with fower side effects. in many cases.
Much can be done w reduce the potentially
devastating impact of schizophrenia and other pay-

choses. |t is imperative that services are organ-

treatment

{zed in a way that facilimtes early engagement in
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EARLY INTERVENTION

Intervention in First Episodes of Psychosis
Gatekeepers can help young people get help, earlier

As the stories of consumers and
families attest, the first experi-
enoe with a menta lliness Is ex-
tremely confusing, highly orau-
matic, and frequendy disruptive,
both to the lives of those suffer-
irg from the iliness, and those
who surround them.

Interpreting the potential
signt of mencal iliress, deciding to
seek help, ard then negotisting
the complex maze of gur mental
health care system are all fraught
with difficulty, and represent ma-
jor hurdles. Once “through the
door™ to the cane spstem, ped-
ple may be turned vy without
adequate dagnash or treatment,
a8 gatekenpers often miss signs
of earty mental illness (Johnstone
etal, 1986),

These hurdies often lead to
long delays, during which relation-
ships siffer, work performance
may falter, and danger and oven
suicide might result As cur edi-
tarisl points out, we must do 3
bewer job at reducing dalays in
treatment, 38 4 community, as
mental health professionals, and
a3 people involved in desgning
and improving syttems of cre, 5o
that we can successiully engage
people in preventively-oriented
gare.

Are you a gatekeeper
of young people's
mental health?

From a "5Ft|:m" point al Wi,
we need to imaake and educate
patekeepers, such a3 Bamily doc-
tors, schaad eaunzellors, clergy,
youth agencies and others who
may be a firse paint of contact

far young people. Gatekeepers
risad to know about how ta Bets

ver devect warning signs, and
about the need For better coor-
dination of care beoween front-
fine workers and specalty men-
tal health services. |valso meana
mking dutressed young peophe
serously, and being less quick to
attribute people’s comphints as
“just going through a phase” It
mmveand desigming services which
encourage young people to seck
help valuntariby, racher than anfy
serving them once they have loat
touch with reality.

Fram & research standpaint
early Imterventon presents the
challenge of how to betwer de-
tect people who may be st risk.”
This means establishing o better
picture of what the mental state
of an at-risk person mighe kesk
like, Research is showing that
npart from non-specific signs of
deterioration such 2t insamaia,
socil withdrawal and increated
ardety, spescific signs such as sub-
de movemant disordars, difficul-
thes in speech production, magi
cal thinking™ and probizms with
information processing may be
predictive of a first epsode of
psychosis, The task remaing of
developing these indicators into
instrumients thae are seritive oo
mental llirest, par creare minimael
false alarms for peaple and their
families [Dlin & Madnick, 1996)

Intervening before someons
becomes acutely ill offers the
possibiity that the person may be
more open bo education and
treatment. SiRnce in ::ighf inta
changes they experience may still
bo strong, while the underlying
biclogy of the disease, and symp-
tormns such as delusions, may not
have progressed [Kingdon &
Turkingran, 1931}, The challenge

of engaging people in treatment
ireased for those whaose flneds
hus progresied lurtier,
Fostering  engagement
through the power of relation-
ships B one seemingly obvious,
yet often overlooked solution to
this problem. For instance, it
seermnd that people with a steady
relationship with a family doctor
or a professiornl who they know
and trustare more open to seck-
ing kelp woluntarily (MeGorry,
[%92). This aspect is equally im-
partant should the ill perion re-
quire hospial care, Here, sted-
ies of what makes people feel
unduly coerced shew thar nega-
tive pressure such as force and
threats make them feel bess f-
viurabily abaut continung reat-
mant. Comarsahy, baing shown
respect, concemn and Birnegs - all
of theze being sspects of & healthy

interpersonal relationship -
imakes them more fvourable to
EFEAEING if an ongoifg care plan
(Lidz ex al, 1555).

Finally, successfully engaging
people in care nvolves minimiz-
ing the rasmatic experence of
hospitalization that oo often
represents a person s first brush
with the mental health system,
This entails doing the early de-
tection and education spoken of
already. Should this not be
encugh to prevent a crisis, peo-
ple need o be offered assess-
ments and first treatment in &
nan-threatening a fashion a3 pas-
sible. thraugh assertive outreach
to people’s homes. And if hoapi-
talimtion is rbﬂm.n.rr,ﬂ'll: trauma
associated with the process
thauld be recogndeed and losat ta
an absolute minimum (McGarry
eral, 1991),
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EARLY INTERVENTION

People’s stories tell us why we need to get help earlier

Hide and go seek
When mental illness beging
and the barriers to secking
help never end

by Man Dickie

Intervening at the onset of a per-
son's mental illness is an enor-
mais, if nat impossible, challonge.
Many years of intense pain and
confusion may pass before othar
poophs recognize that something
is wrong. From my parspective
at & person with & mood disor
der (recurring bouts of deap de-
pragsion), the word | would we
for why | remainad irolated and
in anguish & “hiding™ | hid my
mood disordar-my terrible se-
cret-for 8§ years untd | was sui-
cidal. | see that long process of
my hiding and finally being faund
similar to that Huhr shildran’
game of hide-and-pa-teek.
"HH-—-"

| cauildn't and wouldn't reseal my
inner hell untd the pain became
unbearable, My mner phatocles to
any intervention were:

| was ignorant: | didn't know what
was wrong in me. Was | “puzs?”
| was afraids my imagination con-
vinced me | had “cancer of the
mind,” which carried, | assumed,
an automatic and early death sen-
tEmce,

| felt intense sharme that | was a
poisanous, useless, rocen girl.and
guilc that | couldn’t keep myself
refatively happy like everyone ese
could. 50,1 became Isolated.

| was alome with my torment,
wthers didn't know | was hiding
or in deep pain 5o couldn't seck
me out, and help me.

“_.and go seek”

The respensibilicy of interventan
of meneal illness does not rest
entirely with the person with the
lliness, but also with the family,
schood system. society in gereral,
and the medical profession. They

wargnt much help o me 30
years aga,

Family obstacles

The hck of understanding about
miental illvess existed in my fam-
ik, When | was in 5o much pain |
couldn’t hide rmy blackness, my
maother would say, "You'll feel
better. dear. This just goes with
being a teenager”

When my father finally recog.
nized that my periodic with-
drawal and bleakness were timi
lar to those he had faced sllently
for years, he sent me & 3 pey.
chiatrist. At that time peychia.
trists had a reputation of treat-
ing onfy “loonies.” wo | dida't £ay
a word o hime Ax well, rry par.
ents covered the apparent visble
health of their offspring, wo my
treatment was all very hush-hush;
| was, unfortunately, the victim of
their pride.

School system obstacles

My school environment didn't
provide me with amy relief either.
Teachers were uninformed about
mental ilness; they saw my prob-
lem a3 shyness. They assumed
everyone could pull themselves
up; after all,"we all get the blees
new and then,"

Orther students were of no help.
They had a marked prejudice
against any differentmess among
theetir schood-maces, The “foonie™
label loomed large in my mind,

Commenly held beliefs

In the | 9505 and &8s, the primary
treatmens for depressed individu-
als was o @lk w a psychistrit,
anvd o rine | was Taichlully silent.
The andy other "cptions for treat-
rment” were in a pychivtric ward
of a hospital, orworse yet-in a
psychiatric hospital. My youthfid
undersanding of these places
wias that they were dreadful,

Cince in, you never got out In
addition, the word arcund town
was that those “shrinks” were
administering electric shock
therapy to"almast everybody” |
gug even deeper in my pit

Medical systom

The medical professisn itsalf was
not yot able to cope suecesshully
with mental iiness when | first
neoded help. Resesreh was
undarway but progressed slowhy,
and information and knowledge
worg still sadly limieed, Becase
my difficuly was deemed “de-
preisad due to age or elrcum-
stancs,” my problem “sbviously”
couldn’t be treated with medica-
tian

“You're it"

Early intervention of menel ik
M:is & & “you and me” affak, re-
quiring the compassion and
awarenest of many people. Thers
are fewer external obstacles now
than befare: My family and
friends have gained a pocd under
standing of the illness and receg.
nize i3 symptoms. and encouwe-
age me o act sooner f I'm ina
down-shide. Public perception is
not quite 30 harsh or misin-
formed, and medizal knowledge
has advanced.

“T'm it™
Intervention Is ot a one-time, but
an ongoing, maer, My disorder
manifests approximately once
every 3 or 4 years, and each epi-
sode presents obstacles to, and
opportunities for, early ingerven.
tion. My inner obsmcle teday is
an understandable resisance to
a rip oo hell, However, my per-
sonal cpportunity it to tike meas-
ures to minkmize the stay.

One of these days hide-and-go-
seek will be anfy 2 game.

Sixteen, tied down
and LEE

Struggling under the great
white coat

A teen’s first experience facing
meral fness

by Douglass Hume

| had lost most of my sense of
reality as my parents and | en-
tered the hospitals emergency
doors. The mania had enabled ma
to thrive on my ko of sleep, my
mired was racing fxser and faster
Although there were a number
of peogle in the waiting area we
were soon ushered into an of-
fice, appropriately mamed, the
family room. Mo fully aware that
| was the cause of our sojourn |
expected to hear horrifying news
of my father's health. He had had
an operation a few weeks prior
and was seated with my mocher
and |, speaking oo the doctor,

After a long disjointed chat
which scemed more of an inten
rogation there was a general cone
sensus that | would be spending
the night at the hospieal. 1 began
pacing in the office. sut into the
waiting arca and even a few times
outside, past the emergency
doors. My agitated movements
and erratic speach soon tired my
parents a5 well a3 most of the
staff on duty that night. Sicteen,
tied down to a hospital bed and
still struggling under the great
white coat

Aside from murky recallec-
tiond of meals, visitars, erderlies
and being untied, the next two
days passed by uneventfully.
Waking down the hall with an
orderly on the third day was a
challenge. | 'was trapped beoween
the outgrowth of manic-depres-
sion and the resules of the medi-
cation. Orther patients soon filled

ma in on the ways of the ward,
Continued on page ||



EARLY INTERYENTION

Family Perspectives

A Family member's
perspective

The following was a fetber in re-
sponse to o survey sent oot by
CMHA BC Division and 8C Schizo-
phrenia Society, bath of whom are
embved n develeping @ program
fimding propesal for & made-in-8.C.
early paychosis early intervention
program. The survey asked about
the irsues of ossessment & treot
ment, follow.uh, famdy education,
potient education, housing, vooo-
tianal meeds and rehabiftation,

Ax a brother of a family member
whao is challenged by schizophre-
nia, | feel that there were 3 lot of
unsmet neads in our family, Inowr
mﬁrFﬂTﬂtlhﬂHﬂﬁ'ﬂﬂdﬁ-
furctianal,

I balieve that in looking af thit
IEsIER [ﬂrlr interventian), it
wiraiild be interesting oo see whar
f any diferences exist for fami-
lies (& indivicuals) who have only
recently had to deal with piycho-
sis [e.g in the last 5-10 years) va.
ower 10 years ago

My brother, mow 41 years old,
was first hospitalized about 23
years ago in Toromo. He was
nineteen. To chis day | think that
my family has not come to terms
with his iliness. In fact, he had
disappeared from che family for
over 15 years and | happened to
find Him Fwing in the downtown
eastside Yancouver where he has
lived wince shouwr 1978,

Ir afl che swories my brother
Pas wold me the dthema |5 one of
abandonment and lack of under-
sanding of his needs. Admittedby,
bt has not always made his needs
well known, From his perspec-
tive (and my interpretation), |
would say that if 10-0dd years
ago, my brother had kad more
assistance, there would fiave been

tremendous differences in his and
tha family's rres.

As a banket statement all of
the issues dealing with trcatment
and recovermentioned (initial
sszessment and treatment, fol-
lerw-vip, family education, paticnt
education, housing, voeation, and
rehabilitation] need improve-
mant. Had there baen appropri-
ate housing in place for my
brother, had the family known
more about hig illness, had the
services already in place been
more accommadating and sup-
portive of his neoeds, maybe our
Trees would have been diffarent

| think thar am early interven-
tign progam needs oo ook at
ensyring that all family members,
na matter hew old, are given in-
formaticn about the family mem.
ber's illmess, | think that parents
riged a great deal of support to
Encourage their anpaing unesn.
diticnal support of their sick san
daughter. For the person chal-
benged by mental iliness. | bebeve
thac mare iNtentive community
support i needed from the very
beginning stages (e.p assertve
case management 1:10 staff to
chient ratio). Today the “system”
may be berrer than 20 years aga,
bt | kenorey from working within
Ix that it bewildering trying to
access services and trying to get
the services that people need.
The ill person wauld benefit im-
mensely from 3 competent case
aRET T TELTL

Theseare my thoughts o the
subject. | hope there may be
soamvrthing within this story to be
of use.

Ehawn Smich

“...some families learned to be more
convincing about how they presented their
stories, and some used personal connections

to get help.”

The family
experience of the
Pathway to Care

A recent Ontario study of fami-
lies looked at their experience of
the “pathway” 13 care. This in-
cluded how they firse detected
mental [linesz, sought help from
the mental health system, and the
family perspectve on Gre once
it was evertually received, The
studly found significam barriers to
detection, help-seeking and en-
gagement with the system, all of
which contributed to bengthy
delays in getting relief from men-
tal illness in its earty spus.

A maln barrier o detesting
mental liness was the tendency
of families {and their (Il family
member) to “pormalize” the ex-
perience, Far instance, the son
or daughter may have been seen
85 going through n phase™ These
beliefs may have been reinforced
by family dactars or schoal
eourtelers as well |nother cases,
tha family may have been puzzled
by the persen’s withdrawal or
strangn behwior dus v eheir e
of lmowledza abeut mental ill-
ness, Even in familics with some
background in mantal health,
herwever, there was resistanos 1o
the idea that mental lncss may
have been imvelved. This was -
thar because of stigma, or be-
cause thelr own unigue expori-
ance didn't really match what was
in the textbooks or pamphlets an
mgntal illngss they kad read

Mot surprisingly, a major bar
rier to secking help was lack of

knowledge about alternatives,
Once pomibilities were uncay-
ered (g the hospital, or mental
hialth elinic) families and their
loved ones struggled to access
the system. They often cantine
ued to strisggle until the shusten
deveriorated into crisis propor-
tory, ar urtil they had learned
o “negotiate the ropes” of the
confusing mental heakth system.
For instance, some families
learned to be more convincing
about how thoy presented their
igs, and some used personal
connectians to get help,

Cinice care was received, the
experiance wat widely divergent.
It ranged from rulief that help was
on the harizon, and that the in-
explicyble problem “had 2 ame”
to shock and anger at the some-
Eimes traumatic and stigratizing
experience of haspimlizstian.
The satlsfaction with the treat-
ment received wit ako mised
Mary were satisfied that their
family member had been helped
and stabdzed, Others did not
witniess miuch active treatmang or
meaningful human contact being

provided to their son or daugh-
fer

Heterpnce

Familes’ Sirupples and Reglence:
Experience ond Perspectivas on
Mental Heath, by E. Macnaughton,
I Lesza, M. MeGecwn & | Lord.
Certer fior Research & Education
in Human Services: Kitchenar,
O, 19594,



EARLY INTERVENTION

What does it look like in practice?

The twa miest promisent pioneering “model programs” of earfy psy-
chosss inferventon are the Buckinghamshare Connty (LK) program
developed by Fan Falloon, and the Early Psychosis Prevention & I[n-
tervention Centre (EFPIC) m Melbourme, Aostralin, led by Pasnck

Motiormy.

Taken together these programs represent promising spproaches (o
early paychosis intervention. The Buckinghamshire County program

may ke miore applicable fosenings where collaboranon between (Fs,
fammibies amid Comsamees sy bt R H.l.lI_l.l fltamed, such as non-
matropalitan areas with more dable popalations, Ciker aspects of early

psychosis intervention are applacable regardless of socio-demographic
factors, such as the amempt to inservene in the very early stnges of
llness, and the use of stress-management techniques,

Uetails of the Melbourne program may be more instructive for peo-
ple wishang to implement an urban, multiculturally-hased program.
The focus on assertive outreach afier “first-break.” rather than very
early detection may be more pecessary and realistic for settings where
young penple are more likely 1o be living away from home, and bess
likely 1o be conmected 1o primary health care,

Buckinghamshire
County, UK

This project began in 1984 In &
sgrni-rural ares af El'l"lll'ld'lhﬂ'l H

pup-ul;ﬁnn af 35,000 and 3 wall
gitablithed network af Hl'l'll'r
practictioners.  The main serat-
ey of the program was to fully
irtegrate primary healkth care and
rental healeh care services. This
enabled early screening and de-
wection before a psychotic epi-
sode accurred and meant ongo-
ing teamrwork between G.Ps and
mental healch specialists.

Menml health veams provided
expensive case-refated training
with G.Ps to helo them screen
for and detect mental Enesses.
This mcheded assistance with the
use of a wen-item screening in-
terview and a checklist of early
sigres of mental iliness. If the per-
son in guestion was considered
o be showing early signa of an
illness, the mental health speclal-
ist assisted the family doctor o
pomplete 4 comprehensive pay-
chiatric assessment, This consid-
ered a person's present mental
state, risk faciors, and assessed
their sockal environmentc
stressors and potential coping
strengths of patients and their
families. These assessments were
chen wailzred into an intervention
ivnaiving pspchoeducaton (see
article outlinivg psychoeducation

elsewhere in this isswee), stress
management and medication.

[Education starved immiedatohy
by welling the person and family
abou the possiility of mental [l
ness, while at the same time em-
phasizing the likelibocd of recoy-
ery that treacment offered,
Reaching shared understandings
of the illness among all family
members sppesred 1o buidd col-
lalsoration Hﬂwﬁnuw
support. Everyone nvolved
found education dene at this
early stage to be highly reassur
ing. |t meant that informed con-
Sent o treatment was sought and
further treatment welcomed in
all cases.

SUress management with re-
spect o precipitating events and
day-to-duy stressors was carrsed
out in freguent home sessions,
from the entry ints the program.
Problem-salving techniques were
taughet secording to the
"hehawviaral ‘hmihl th:rap}'"
model developed by Falloon ot
al. {1984). Thesc sessions con-
tinued wntil profiency was at-
tained, with the mental healeh di-
nician  doing  follow-up
atsesments and additional
"booster” sessions if necessary
at 3, &, 12, and 24 month inter
vals, |f difficultics or disabilities
persisted, then prychosochl re-
habilicapon technigues were
used.

In-home nursing care was
available to all, backed by an as-
sertive owtreach team with the
CApacity to do criss maragement
When signs of early iliness (“pro-
dromal features”] were promi-
nent, the family practitioner was
advised to prescribe small-dose
neurcleptics wrgeved at specific
symptoams, such as sleep distur
bance or concentradon difficul-
ties. Drug therapy was dme-lim-
ited and seldom bisted more than
a week. Patients and caregivers
were trained o recognize pe-
cific prodromal signs, and were
monitored  with  regular

In the four-year program
evalustion pericd only one case
of schizophrenia emerged, with
I5 others developing symptom
patterns suggesting am early
phase of the illness. Mone of
these people’s symptoms became
SEVENE ENOUEH 1o receive a dag-
naais, and all showed a full and
rapid recovery after the brief
Integrated interventian offered
by the program. An effort to
detect hidden cases outside the
program revealed & additional
definive cases of schizophrenia.

Taken together, these cases -
when campared to incidence fig-
ures from an earlier World
Health Organization study in
Buckinghamshire County-
amounted v a ter-lold reduction

in incidence of schizophrenia.
Lack of controlled experimontal
circumstanees surrounding this
result, and the possibiliy that
cases ware missed or moved out
of the srea, mesn that these re-
sults must be interproted with
caution. Despite this, the ap-
proach offers much promise for
mental iliness prevention
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Early Psychosis
Prevention &
Treatment Centre
(EPPIC)

Melbourne, Australia

The Early Psychosis Preven-
tion & Treatment Centre
(EPPIC) madel developed in
response to "serious flaws in the
way young pecple with psychatic
disorders have been treated by
sdult pxpchiatry services,” Clini-
cal research done by the program
developers showed that young
people have been urnecessarily
traumatised when treated in set
tings designed mastly for older
patients with established (-
nEsses.

The first homa of the program
was an inpatient unit, but the
oparation has recently moved m
the newly established Cemtre for
Young People’s Mental Health,
which is considered to be less
stipmatizing than the original ses-

Linfke the Buckinghamzhire
mpded, EPPIC waz develaped in
a multieuloural urban miliew,
where many young poople were
not connected with family dac-
trrs, and where mary Fad moved
sway fram the family home. An-
gther significant difference is that
the program concentrates on
secondary prevention (1.e. reduc-
ing disabilicy after first onser of
acure mental (liness) racher than
trying Lo prevent the emergencs
of Infial acute symptoms, The
program s experimenting, how-
ever, in developing interventions
prior to first signs of lliness, (or
im the prodromal stpes).

EPPIC serves a canchment
area of 800,000, which meaans
becween 200 o 300 diens. It
also provides consulation sery-
fces for the save ofVictoria, Als-
tralia. The core services of
EPFPIC are:

» the early psychosis assessment
and commainicy treatment eam

(EPALT)

* Quipatient case managemernt

* an inpatient wnit

* @ roup program

* cognitively-oriented paycho-
therapy for early paychasis
(COPE)

= farnily wiark, and

* subprograms developed in re-
ApOne 0 emerging needs such
a3 persistent pogsitive symp-
toms, treatment resistance,
homelessness, and preventive
are [the Peryonal Asyessment
and Crizis Evaluation, ar PACE,
dlinic).

The early paychosis assessment
and :ummmi‘l‘r treatment beam
(EPACT) i a mabile assessment
and erestrent team, and the
poing-of-entry into the program.
The team also plays an active role
in community development (net-
warkang and educating gatekeep-
ers such a5 G.Ps, school coun-
sellors. youth agencies, etc.),
which together with it assess-
ment function amempts to ad-
dress the problem of delryed case
detection and engagernent in
cre. Soff are wailable w con-
duct assREsmMents in a5 non-
threatening a tetting as postible,
suich ag hadne, ichosl af doctor'
affice. Trearrsnt i mads wall-
ahle at home whenever poasible
['l.hhln :.dnr||n1'a urlg'r'.rlr up-
part exise, and when the situa-
timn i1 not dangersus). The team
mizy make multiple visits wm es-
tablish trust. and if hospétalizmtion
i5 mEcessay, Care i§ taken o mink
mize the trauma traditionally as-
socated with this event.

Once a person and their site
ation has seabilized, onpoing case
manragemant & provided regard-
leas of whether the person has
been treated on an inpatent or
hiomea Basis. The case maragment
program is based on “an oeplic-
itly documented recovery and
preventive philossphy.” inchuding
paychoeducation done within a
therapeutic context, help with
rale functicning, and crisis inter

wenthon ifl'l'l.‘l'.ﬂli.l";'. The perion
may remain for a period of up to
Ebwo years under the care of the
ceam. Support |3 provided
ehrough the case worker, but alia
in conjunction with the group
pragram, Individually-based cog-
nitive therapy is aailable for peo-
ple vulnerable to depression,
post-trauma reactigns, anoiecy
dizorders and lowered self-es-
tteem,

The impartance of fmilies in
supporting & young person
through their frst episode 3 high-
lighted and every efiort is made
to treat families as colloborators
in the restment process. Fami-
lies are affered prpchosdueation,
practical problem-sohing, sup-
partive psychotherapy, and fam-
ily therapy if appropriate.
Peychoeducaton is danea through
timse-limited informaton sesshons,
and through cnpoing family sup-
PO rOCe.

A recent evaluation af the
EPPIC program showed a
rumber of positive resules, First,
thiere was an apparent reduction
in preatment delays, compared oo
a historical {pre-EPPIC) sample.
The EFPIC group also pxperi-
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enced signaficantly fewer edmis-
s, readmissicny, and ol has-
pital bed=days, Adherence 1o
treatment was good in bath test
and comparison groups, however
there was 3 subssantial redwction
in ncite and post-acute bevels of
neurcleptic drug dosage m the
EPPIC sample. Significantly, the
EPPIC sample showed sharply
decreased levels of negative
Hymproms at a teehee=mon th fol-
krer-up, a3 well as 25% improve-
ment in functioning, at the re-
duced medication levels,

Resources

EPPIC Web Site:  hip:l/
wiww. vienetnet.au/-EPPIC/
aboutherml {imeludes further in-
formation about core services,
research, contact people, book
FEviews, ete. ]

USERS GUIDE: Everything Youll
Meed to Know About EPPIC

Early Poychosis: A Bookler for
General Practitioners

[beth publizations avaikable from
CMHA BC Division)




EARLY INTERVEMNTION

What does it look like in Canada?

A number of early psychoss inlervention progrms have sprung up
across the country in the past several years, including the Early Pey-
chesis Treatment and Preventicn Program af the Foothills Hospital in
Calgary, the First Epizode Psychosis Program st the Clarke Institwie
of Psychistry in Toromto, the Thernpeutic Parinership model of the

Psychotic Disorders Climic 8t Chedoke-McMaster Hospitals in Ham-
iltom, Ohetario, the Victona Hospital program, in London, Omtaro, and
an early paychosis program in Halifax, Nova Seotin. The following
article highlights the Halifax and Hamiltos programs,

THERAPEUTIC
PARTMERSHIP
Psychotic Disorders
Team, Hamilton
Ontario

Therapeutic Partnership 2
model developed by members of
the Psychotic Disorders Team
(POT) at Chedoke-MeMaster
Hospitls. The PDT is an cutpa-
tient service which does amsess-
ment and treatment of youny
persons with psychotic liness.
For most peoplhe, the clini iy teir
first contact with the mental
hwealth system. Minety per cant
of clients live with their familics
in western Hamilcon or in neigh-
bouring, smaller municipalities.
Most treatment is done i the
hame.
The program has 2
catchement area of approxi-
matahy 120,000, In the past year
[its 4ch year of aperation] it
served | 77 paople sither directly
ar through consulation with
family physicians, The program
staff include a full-trne prychis-
trat, | 5 nurse cale-coordimeon,
3 famaly educitas, two part-time
occupational therapists and con-
sultatian fram a clinical prychalo-
gist.a peychomatrist, and a phar.
Faci

Therapautic Partnership
i8 condidered most approprite
far people and families who are
interested in solf-management of
mental iliness in fte early images.
The programs work: 1o creane
an afliance betwean the persan,
their iy, and the elinical team,

and then develops short-term
reatment and rehahilitation goals
{Cypiczlly lasting about B months)
Family doctors are supported 53
that they are able 1o prowide on-
going medical care, though amy-
ane may easly reenter the pro-
gram. This ongaing collaboration
with the family physician is re-
ferred o as “Shared Care™

Therapeutic Partnership,
in contrast to tradidonal case
management. is characterized by
shart-term rather than ongoing
suppore. The cpportunicy for
people to reenter the program
and the support ol family physi-
cians ane cordidered an effective
“salecy net” The focus on early
intervention and helping people
to maintain valued social rolet -
such as swudent, worker, ete. -
seeks to wvoid the longer-term
disabilicy with which case man-
apement programs often deal

In the sssessmrent and treat-
ment phase of the program, the
focus is on individual and famiky-
based Fu.';ll:l‘m:dl.rp.tiun. This in-
vohves "undeing" stgmatized im-
ages and creating a sense of mas-
rery aver the lness and the men-
tal health care delivery system.
The other foous Is on low-dose
madication treatment.

Before being discharged
Therapeutic Partnership staff
help the person in treatment and
thicir ﬁ.milr to recognize E:H}l
warning signs of relapse, and
coach them to access ether men-
tal health resouress

When a person @ discharged,
ehery'r & nlusnmi™. At this poiet,
an alurard develops a consultative

refationship with the family doe-
tar, mcluding periodic check-ups
[every & months). Any ablumni
iy re=gnter the program in the
event of crisis, or to work on
rehabliaton goals. Relpse &
not viewed as a fallure, but 25 an
opportunity for kearning and in-
creased control over their ilhess.

Inv wiemes of fiscal restraine ehis
model - because it imvoles pare-
rarships between the consumer,
family, the POT and family physi-
chan - is vigwed 13 an effective me
of rescurces. ks also 2n innova-
tive way of reducing waiting ksts
and long initial treatment-delays
for specialey mental healdy serv-
ices. A formal program evalus-
tion o mexsure the efectivenss
of this model is progressing,

Referemens

“Therapeutic Parmershipe A
Model for Clinical Pracoes,” by
Jane Hamitton Wilson, & Heather
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Mursing. vial. 33, Me. 2, pp. 27-30,
1595

“Shared Care: Supporting Part
nerships beoween Piychiatry,
Famsly Medicine and Cliemts with
Pepchotic Disarder,” by Suzanne
Archie, Jane Hamileon-¥Wilson,
Heather Hobbs, Sara Rochon, &
Peter Bzonek. (owadlable from
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Contact Person: Heather
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Chedoke-MeMaster Hospitaks,
Bax 2000, Hamiltan, O, LBN
325 (905) 521-5014

EARLY PSYCHOSIS
PROGRAM
Halifax, Nova Scotia

This pragram was initiated by Dr.
Lilly Kapaks, who came o Hali-
fax about & yesr and a half ago
from the University of British
Columbia, Dr.Kopal soreed sut
by offering consultation and ad-
wice on early psychosis on an in-
dividual basis. Since then, a three-
part program has developed, in-
chiding clinical care, research,and
comemunity education. Based in
the Mova Scotia Hospital, the
jervice cults across SArvice
boundaries in Haffax, and pro-
vides consultation 1o the prow.
ince ag & whole
Onie o the first dvvelopments
wai 3 “mentorthip program™ for
professional education This pro-
vidad & way 1o build profestion.
als” skills and crested swareness
of the early prychosis service. At
present the active cate lead o
appraomatedy 65, Inaddman, 75
people are part of a follow-up
program for neseanch purpases.
Program resources inchude a
psychiatrist, nurse, nurse re-
searcher, 3 community educator
and oo research attistants. The
research componens i a major
featare. |cincudes pharmacoioge-
cal studies. studies of the
neurgoognithve and perceptual
aspects of early psychosis and an
examination of the pathways to
care, through surveys of GPs,
families, and consumans
This kitter research, as with
other “pattwiarys” studies, shows
Contirssd on page [



EARLY INTERVENTIOM

New and emerging psychological approaches

As Dr, Liddle’s editarial point
out, treatment options for peo-
ple expaoriencing 3 first episode
sre undergaing significant
changes Knowledpe and prac-
tice abaut medicatian regimens
are thifumg. AL the same time,
mertal health professionals.
spurred by the consumer mowe-
mank, are ncreasingy recogniz-
ing the patient ai a persan who
i dealing with a profiound psy-
chologecal challenge.

Striving to understand a seri-
ous iliness, adjust 1o I3 disrup-
tive effective - while possibly deal-
ing with issues such as second-
ary depression or post-traumatic
seress disonder - are all isvwes that
people need help addressing
(Birchwood et al, 19%3), As a re-
sult of these changes, promising
nEw  ap prul.l:ht:l such a3
prychoeducation, stress manage-
ment and cognitive theragy are
being tested and incorporated
into early intervention practices.

Early evidence Iy sugpesting
that the outcoms of these tech-
nigues (along with drug treat-
ments) is a better therapeutic
refationship, increased engage-
et in treatment, improved self-
mwareness, botier symptom marn-
agement and faster recovery. The
maost significant pese of thesr uls-
mate success will be their abiliny
to help people achieve ife goals.

Psychoeducation
Psychoeducation for first ep-
sades of prychosis invabees teach
ing people (including families) the
basic fact about mental Bness. A
consensus is doveloping that the
miCsE iMpOrant messxge o im-
part is twafold: the seriousnass
of having a psychosis, balinced by
hape for recovery.

‘While the task of providing
education has eraditionally been
vigwed primarily as didactic [that

i5, of supplying Information), it s
ncw SEEn 25 requining an ongo=
ing, interactive psychotherapeu-
tic retationship, The mter-rekaced
psychological issues of “migan-
ing.” "mastery” and “self-es-
beem are recognized as crucial
issues to address (MeGorry,
|598).

Meaning refers to address-
ing the confusion owver what has
happened and introducing the
concent of mental lliness or psy-
chosls. Discovering the persan’s
own explaratory model and re-
solving discrepancies beveeen
this amd medical definitions is a
kesy task heere. =

Mastery Imoolves Inscilling
hope for recovery, building siress
management and coping skills,
learning to recognize possble
signs of relapse and learning how
to access nesded rescurces in
the future.

Self-estecrm concerms in-
clude helping the person po dis-
tirguish “between the persan and
the iliness” and ta counter stig-
matized wiews chat they may kave
ineernalized (e.p thas they are
INooImpEtEnt]

Clearly, all those issuwes must
be addressed ae the same dme,
for us consumer advocate Patrica
Draagan says: “How are we going
to accapt our label, if there is no
hope!" (Spanial & Gagne, 1997).

Coping shills traiming and cog-
nitive therapy, deseribed below,
are often presented as ap-
proaches in their own right, apart
fram peychoeducaton. Since
they contribute to resplving the
isswes of meaning, mastary and
sel-gsteam, thay can also be con-
sidered as ways of doing
prychogducation,

Cognitive Therapy (CT)
This technique is 2 systematic
way of eamining the belels pea-

ple hold about thelr symotoms
or llimess experience as well as
understanding the relationship
between those beliels and
behavior. Cognitive theragy then
helps people ©aming the valid-
ity of those beliefs, by pradually
helping them o consider and pest
alverradve explanatons, Cognl-
tive Therapy has been used for
first-eplsode psychoedwcational
purposes and for addressing spe-
cific symptoms sudh a3 delusions
znd laBucinatons, both on a pre-
vencve basis and as a szravegy for
dealing with persistent symptoms
which do not respond o med-
CHLICT,

For initial pspchoeducation,
cognitive theragy has helped peo-
ple "decatasurophize™ beliefs
aboue the menta] Winess label
{eg, by challenging the belief that
schizophrenia means “madness.”
of inevitable deterioration), The
approach may be partoularly ap-
propriate for young people, a1 it
offers o way of examining aker
native explinations for delusions
of fimed ideas before they be-

come entrerched, For examale,
it is possible to enable yourg peo-
pha with percepoal shnormalioes
{often part of schizophrenia) o
understand delusions from a
natural perspective, rather attrb-
uting religious significance to
them (Roberts, 1591).

Cognitive therapy for persist-
ent hallusinations involves gain-
ing an understanding of the be-
liefs which reinforce the “engage-
ment” peophe often show with
auditary hallucinations. For ex=
ample. one study showed that
people pay AUUENToN O WooE
because they believe that volce
to have special power {since it
could read their thoughts), This
beliel made them more lkely o
comply with its urgings (e.g. quic
your job),

Cognitive therapy imvalves
gradually hefping the person
“test” their interpretations of
woices (e.g. by showing them that
the vaice wasn's abways right), by
encouraging ehem to attribute
hallucinatory sxperiences to a

Continwed on poge |0
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EARLY IMTERVEMNTHIM

The local story

Vancouver Working
Group Developin
Program Propo

There is growing suppart ansd
leadership from lecal mental
health advocacy groups. research-
ers and praciitioners for devel
oping a state-of-the-ar early in-
tervention capacity m the Lower
Mainlund, and eventually through-
out the provinoe, Presently, rep-
resentatives from the Vancouver
Hospital, UBC. the BC Schizo-
phrenia Socety, the Mood Dis-
orders Association of BC,
GreaterVancouwver Mental Healch
Services and the CMHA are in
active discussions almed at devel
oping an early intervention pro=
gram model and seeking angaing
funding

This warking group has rela-
tionships with the world pioneers
of garly intervention program-
ming in Melbourne, Australia, as
well 2z with Canadan research-

ert in the feld. Witk thete de-
wedoping parcnerships and exper
e, Vancoueer is poized to play
a leadership role in establiching
this important new service, both
for the province and the coun-
try.

Contact Perton: Dr. Peter
Liddle, Head of Schizaphrenia
Drivision, Univarsity of Britith
Columbia (B04) 822-0737

Researching
Consumer & Family
MNeeds: CMHA
Submits Funding
Proposal to
Vancouver
Foundation

CMHA BC i in 3 position to plry
3 unrqu' role in chiz wrﬁ;in:
group, and kas submitted a pre.
posal taWanoouver Foundation w
CaTy Out 3 prodince-wide cone
sumer and Bamily nesds astece.

P et e e S
MNew andl emerging psychological approaches. continead from page 9

biological explaration (2 brain
process, rather than an external
force) and by showing them they
had sorme comtral over it [ﬁ.g.h}-
showing them strategies for
wezaenirg the voloe | {Chadwick
& Birchwood. | %34),

Coping Skills
(Stress Monagement)
Approaches

The stressivulieralslicy model of
mental illness suppests that a pre-
disposition o mental iliness is
brought out by significant life
evenls oF cngong daily stressars.
Munagement approaches,accond
ingly, help people assess the
sources of stress in their daily
lives, develop coping strategies
for dealing with these and thus
reduce their vdnersbiliny to re-

lapse. This coukd mean adjusting
routines, or building coping skils
for seressful sitwations which
artse (relationships, jobs, social
roles).

Stress management also typl
cally entails teaching people to
monitor the effects of stress, rec-
ofnize potential warning syma-
tams and act o alleviate the
stressor by adjusting their envi-
renment or behavior (e by
minimizing stimulation, or alter
natively, mwoiding oo much isole-
tian), Consumerbased research
shows that many people develop
such strategies independently.
The task of the therapist & to
recognize and support the per
son's awn capacitles for cantral-
ling the Mriess (Beeier & Strauss,
19483,

ment. We recently received word
that the propasal was successhul,
and ware given the go-ahead to
ambark on the project this sum-
L 4
Through province-wide focus
groups wa will gather and reflect
the experience of consumers and
families as they refates to:

the barriers to early recognition
and nccess to che meneal heabkih
Ty,

the actual experience with the
mental heilth system once
accessed, including the kinds of
support they saw as helpbul and
nat helahul

Specific activities will be:

* Hesearch and development of
3 user-friendly discussion doou-
mient an key exrly intervention
iE5Les

* Organizing a series of five prow-
ince-wide culturally representa-
tive stakehalder workshops, us-
ing the kay Ksue document as a
frammiwirk

* Compilation and analysis of
stakehalder input on key Baues
Production af workshop report
Diszemination of results to com-
munigy mambers and early inter
wention program plinners

This: infermation will be valuable for
syetem raform eflarts, and will be
incorporated into the program
planning process, should the pro-
posal far 3 prevince-wide garly in-
tervention service be successhul,

Contact Person: Eric
Macnaughton, Coordinator of
Folicy and Research, CMHA BC
Diision, (604) 688-1134

Additional
resources for

Early
Intervention

Recent Publications:
Early Psychosis
Intervention

Early Intervention & Prevention Ap-
pheations of Clwcal Prychology —
P Coteen & H. Jacksom {eds);
Australian Academic Press, 1997,

The Preveation of Mental Disorders
— by Mrazek & Haggarty

Preventing Adental [ress — by
Jermiler Mewtan, Routhedpe Preds

Preventing Mental Mzt in Practice:
Serategies thatWork — by Jennifer
Mewton, Routedge Pross

Recent Publications:
:':]rr.hﬂlugll:ll

anagement of
Psychosis

Coagnithve-Behanonal Thimﬁl of
Schizaphrenle— by David G,
Kingdon & Douglas Turkington:
Mew York City, Guiliord Press,
594

Copnitve Behmvior Therpy for Pry-
chosis: Theory & Practiee — by [
Fowler, B Garery & E Kuipers:
Chichester, john Wiley & Sons,
|995

Pryehalogical Management of
Schizophreris — Max Birchwood
& Micholas Tarrier {ede ) Chich-
ester, john VWilsy & Sans, 1594

Copnitive Theeapy for Defirtians,
Voices & Paranoia — by Paul
Chadwick Max Birchwoad & Pe.
ter Trawer; Chichester, Johin
Wiley & Sans, 1995



Sixteen, ticd down and ..
struggling, cantinued fram

page 4

Each patient has their own
student doctor whao they might
sex as often as twenty minutes
every day, | unfortunately had
one with & neurctic desire for
calm, Being exuremely manic it
rade icnearly impossible for me
o think or speak showly. He
would conszantly ingermupt cell-
ing me 1o slow dovem what | was
saying. Although | soon began
runeh"lr‘ Fri?ri]q:_'l. such az get-
ting miy chothes back and Beirg
able vo walk arcund the beospotl

grounds, he absays left me with
the sense | hadn’t appeared at
some fancy function the way he
wioukl have wished me w.

Oince | realived that most of
ihe chservaton of patients was
carried out by the support seaff |
did my womost to please them, |
especially enjoyed cooupational
theragy where | would work on
wiritirgg and crafis, Another fi-
YOUFiLE pastime was DEsting my
lowered amounts of medication
by paying poal o ping-paag wich
other pathents.

As madness subsided, con-
cepts of human development and
behavior twok up mare of my

What docs it book like in Canada, continued from page §

Early Psychosis Program, Halifax, Nova Scotia

tremendous variation, with some
peophe beirg treated fairy quickly.
Heowewer, there i3 a significant
minarity who take several years
and repeated amwempts at help-
secking before using specialized
mental health services. This is
sepn to reflect outdaved profes-
tharal education, which has em-
phasized the so-called hallmark
£ymptoms of delusiors and hal
lucinatians, Father than the mors
subtls negative symplome and
early signs of mental illness

The Early Prychosis Program

does community education usng
videos and raises awareness by
promating educational material
through the local library syssem
The reatment phate of the pro-
gram emphatizes the e of neved
antiprychotics and group work
Imterest is alko shown in indi-
vidual prychological treatments,
such as tho cognitive ther peuric
miethods of Max Barchwood of
the UK [divcusted eleswhere in
thit izaue), The EPPIC madsl
(Auzrralia) with its focus on
putreach and prychoeducatian i
another mpormnt influspce an
thie program, slthough the were
ice has not yet developed the

EPPIC-fike capacity for outreach,
Contact Person: David
Whiteharn, Ph.D. Mova Scotia
Hospital (902) 464-3457

Canadian Programs:
Bdditional Resources

Early Paychosis Treatment & Pre-
vantizn Program, Infarmation
shoet {mailble fram CMHA BC
D'iri:iun:l

Contact Person:  Jean
Addington, Ph.D. Department of
Prychiatry, Foothills Hospiral,
1403, 29th Sc. NW, Calgary AB,
TIN 179, (403 670-483&

First Episede Psychosi Program,
Clarke Instituts of Prpchiatry, in-
formation package (walable from
CHMHA BC Division)

Contact Persons [, Rcbert
Zipursky Kathy Ryan, AN (416)
9m.27111

Early Psychoals Program,Victoria
Hospital, London

Cantact Persons: D Ashok
Malla, Oir Ress Morman WHCH
Bldg. Fim. |26, 392 South Sz, Lee-
don, ON, NEA 4G5 (519) 647
&773

thoughts. Patients whose fami-
lies aind friends I;E|I'.I|JII!|‘_~ BAcam-
fartable with mental health issues
suffered the most from srigma
Cermin confident personaliey
types tended to receive more
attendon from patients and seaff
Those who were abwayt com-
plaining tended to receive the
least care. These observations
though nat earth shattering were
new idexs that | took out of the
hospicl and thought back onas |
met peoiple later in life.

airice then, | have been Rospi-
talized twice, 2t owenty-one and
Bgain at twenty-sid. As my
twenty-elghth birthday ap-
proaches | have been off all medi-
cation for the last year Things
are guing well and | have lsarned
o &tiept manic depression aj
wiell a5 take responsibility for my
SCTONS.

Being forcibly confined to a
Ibed was probably the most ra-
masic experience of my life, sec-
ond anby to kosing #ll grip on re-
iliey Forcible confinement & a
precavtionsry measurs, MNow |
take my awn precautions; proper
rist, fietle caffeing or alcabed and
awareness have twrmed out to be
the keys to the door of a happy
fulfilling i#fa. Bath good and bad
days are an intrinsic part of our
ability o Find oursalves in the
wavas of e, When 1]'1:: WY
are 2 litths toa high | do less and
when the days are too calm | try
to ger out of myself and pe far 2
walk on the beach,

MEXT ISSUE:

Rehabilitation.
What's new
in the mental
health field?

Fax or e-mail us your
address i you wanl 1
receive YOUR copy,
by Fax: (604)688-3236
by E-mail:
dellery @cmha be,org

Workshops Avablnhi

[rom CVITLA B

Team Building
A serles of workshops de-
signed t help your growp
oumie wpether a8 a team

Reaching Consensus

Learn the ad vantages and dis-
advamages of the consensus
model, and bow 0 encoarape
discussiva that leads o con-
BCTISAS.

Being am Active Group
Member

I.-l:.umh}'l-'_v-:-u can make ihe
most of working in & gooap.
Develop the confidence to
partcipale fisll ¥ and constrsc-
tively im your group,

Creating Synergy
Covers how grougs form and
how 1 encourage develop-

ment of & growp klentity

Intervening in Group
Fl‘um

Finil o which situations ne-
guire intesvention and de.
velop techniques to keep
communication apen.

Facilitating Meetings that
Wrk

Wht Taciliation means, the
rofe of facilisor, and leader-
shuip sivles

Power in Groups
Examines how individuals ac-
quire power and bow it alfects
Eroup dynamics.

Conflict Resolution

Greal for proups where di-
vene opinions and experi-
cnces come (ogether, De-
welop commundcation skilh w
ovoid and case conflict sims-

A,

e —

For more information aboud

these wirkihnps or how i

hook a workshep, centac:
Annctic Hathaway
CMHA, BC Divtsion
il (RR-TER4




Helping Youth at Risk

An Early Intervention Initiative

“I went through many years of
intense pain and confusion
before other people recognized
that something was wrong. |
suffered with my mental illness
{a mond disorder) for 8 years
until I was smcidal.

“If T had been helped
soaner, chances are things
would have been different for
me. That's why [ was very

excited to hear that the CMHA
has the chance to become in-
volved in rescarch into the early
intervention of mental illness.

With a solid early iniervention pro-
gram we have the chance to help hun-
dreds of young people across British
Columbia,”

You can read more about my
cxpericnce in my article “Hide
and Go Seek™ 1n this issue.

— Nan Dickie

The need to provide appropriate care for young
people when early symptoms of mental illness

appear is imperative.

The sconer we can recognize and treat mental iliness the
greater chance we have of reducing the debilitating affects
of the condition on the person, their family and the
Community.

It currently takes about 2 years for young people who
first develop a mental illness 1o get treatment. The longer
this initial delay, the worse the eventual outcome is for
that person,

CMHA, aleng with other groups, are in the first stage of
ereating a state-of-the-art early intervention program for
Britsh Columbia. Through a series of province-wide focus
groups CMHA': project will assess the needs of consum-
ers and family members during the early stages of mental
iliness. Barriers to both early recognition of illness and
access to the meneal health system will also be examined,
Additionally, the experiences of young people ance they
recaive cars will be collected. This information will then

be used 1o help the planning and pragram development
phase of a provincial early intervention program.

You can be a part of this ground breaking work.

A donation made specifically to this first stage of a stare-
of-the-art early intervention program will enhance our

ability to help the 300 young people in'Yancouver alone
who will develop a mental iliness this year, As part of our

program you will receive an information sheet obout our
research project and hianaual rebarts on our progress.

Partial funding for the early intervention project has been
made passible through the Vancouver Foundadon with a
grant of $29.000. The totol cost of cur progrom i 350,000,
We need your help to make this project o realiey.

“... ol types of help — medical, psychological, social and
community — must reach people with mental prob-
lems early to be truly successful, That is where this
resegrch project will be of great value to mentally il
people, and to those who are willing, and prepared, to
help and support them." — Nan Dickie




