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First Episode Psychosis Technical Assistance 

• Funded by DMH since 2017, we are a small group of 

BIDMC clinicians and researchers who provide training, 

consultation, and technical assistance to DMH-funded 

FEP programs 

• We call ourselves “Massachusetts Psychosis Network for 

Early Treatment” or MAPNET 

• Collaboration with SAMHSA MHTTC since 2018 



FEP Treatment: Coordinated Specialty Care 

• CSC involves: medication management 
within FEP treatment guidelines; 
psychotherapy; case management; 
education/employment support; and 
education and support for patients’ 
families 
– These services can be staffed individually, 

or combined into a few roles 
– Some of these are billable and some not; 

can also partner with outside 
infrastructure (e.g., Mass Rehabilitation 
Commission) to provide some non-billable 
services  

 



FEP Treatment: Coordinated Specialty Care 

• This is not just a service change but a culture change involving:  
– HOPE and the expectation of recovery 

– Coordination (rather than fragmentation) is the default  

– Families included by default  

– Young adult developmental considerations (e.g., sexual identity 
exploration, conflicts over autonomy from parents, and career 
ambivalence embraced as developmentally normative) 

– A collaborative clinical assessment process that sets expectations for 
treatment and serves as a yardstick to measure progress toward 
goals 

 



Assessment 

• Differential diagnosis 

• Neuropsychological understanding 

• Structured assessments to measure progress toward goals  

 



Assessment: Differential Diagnosis 

• “Psychosis” is common; can occur in context of:  
– Substance Use 

– Traumatic Stress 

– Grief 

– Post-Partum  

– Medical Problems 

– Medical Treatment 

– Dementia 

– Mood Disorders 

– “Primary” Psychotic Disorders 



Differential Diagnosis 

• Diagnostic conceptualization is a vital part of the initial FEP assessment 
– WHAT is the developmental and psychiatric history? 

– WHAT are the current symptoms of psychosis?  

– WHEN did they start? How persistent? How distressing?  

– WHAT could be causing them?  
• BIO-PSYCHO-SOCIAL-SPIRITUAL-CULTURAL considerations 

– WHAT information do we NOT have, and how can we get it?  
• Collateral info from family or significant others 

• Medical records from other settings 

• Medical and psychological testing 

• Curiosity about cultural norms and nuances 

• Sometimes we just need time to get to know someone and see how things unfold 



Case Example 

John is a 21 y/o college junior living with biological mom, dad and younger brother and taking 
medical leave from Salem State. His parents are originally from DR; John was born and raised in 
MA. He has generally been an above-average student and wants to pursue a career in 
engineering. Six months ago, John and his girlfriend of 2 years broke up and he took it hard. 
According to his parents, he seemed depressed, and spent more time alone in his room on 
social media and video games; they also suspected that he was smoking weed multiple times 
per day. Two months ago John began posting odd things on social media and sending angry 
messages to friends and acquaintances about how “I know what you’re doing to me and you 
better stop it.” Around this time John also stopped doing the work and attending lectures for 
most of his classes. One month ago John’s parents got home from work and found him locked 
in his room with furniture barricaded against the door. He said that he was getting messages 
that the police were coming but “I won’t be taken alive.” His mother called an ambulance and 
he was brought by EMS to Anna Jaques. He was treated there for a week and sent home on 4 
mg Risperdal, which seems to be helping. The hospital gave a diagnosis of “Mood Disorder 
NOS” and instructions to follow up with your outpatient program. 



Differential Diagnosis 

What are the symptoms? Isolation, paranoia – would like to hear more in his own words! 
? depressed mood, voices, delusions of reference, anger, suicidality 

When did they start? Isolation began 6 months ago; behavior indicating paranoia for 2 months 
? prior episodes of psychosis/depression/mania 

Severity/Distress/Impact? Very distressed, not attending classes, neglecting friendships, bizarre/aggressive behavior  

Possible Causes/Influences?  
• Biological 
 
• Psychological 
• Social-Cultural 

 
 

• Spiritual 

 
Drug use, “schizophrenia”  
? family history, exposure to unusual toxins, R/O medical causes 
? attitude toward adversity, coping skills and style, curiosity about self 
Recent breakup 
? social supports, possible over-use of social media, cultural and generational beliefs 
about friendship, romance, and mental illness 
? Religious beliefs – what role does god/spirits play for this individual & fam 

Time course of present illness? Need time to understand relationship between MJ use, depressed mood, and paranoia  
If he stops smoking, will paranoia resolve?  



Differential Diagnosis 

• Uncertainty/ambiguity is the norm, but we can start to formulate 
some conceptualization and ideas for what might help 

• Recommendations: stick with medication and monitor side effects; 
rule out medical concerns; seek John’s and family’s understanding 
of what’s going on here; encourage abstaining from MJ; limit social 
media use for a little while; encourage contact with supportive 
friends; talk about paranoid beliefs/psychotic experiences with 
therapist if willing; process loss of significant relationship; make a 
plan for gradual return to school 



Differential Diagnosis 

• Diagnosis of “Psychosis NOS” might be OK for now, but it’s 
probably worth introducing a term like “psychosis” and 
providing education about what that does and doesn’t mean 

• DSM-5 Diagnoses might include: 
– Schizophreniform Disorder 

– Cannabis-Induced Psychosis 

– Schizophrenia 

– Schizoaffective Disorder 

– Depression with Psychotic Features 

 



Assessment: Neuropsychological Functioning 

• Not a criteria for diagnosis, but extremely common 

• Clients report problems with attention, concentration, tracking 
lectures or conversations, or that their “brain doesn’t work” 

• Major barrier to employment and education goals 

• Conducting a brief neuropsych workup, and providing 
supportive feedback with suggestions for working around 
limitations, can be incredibly validating & helpful 

• Can also help to support IDEA & ADA accommodation requests 



Sample Neuropsychological Profile (MCCB) 
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Sample Recommendations 

• Attention is strength; speed is weakness 

• Results suggest that psychosis is impacting your ability to 
remember new information and respond quickly  

• When you return to school, ask for accommodations: 

– Slides/notes in advance of lecture; permission to record lectures 

– Assistance breaking tasks down into small, manageable parts 

– Extra time for responding and checking work 

– Permission to take breaks during lectures and exams 



Assessment: Baseline Clinical Status 

• Assessment can also help to articulate and set expectations for 
treatment 

– “What do you hope to get out of coming here?” 

• Structured assessment of important outcome domains, both at 
intake and regularly over time, helps us to know if clients are 
moving in the right direction 



Massachusetts FEP Outcomes Package 

• Developed over time with input of clinicians from multiple 
programs 

• Now used by 6 programs with more preparing to implement 

• Time required ~20-35 min 

• Administered at 6 month intervals 



Outcome Domains & Measures 
DESIRED OUTCOME MEASURE 

Treat symptoms effectively Symptom Rating Scales 

Improve quality of life – social, physical, 
meaningful work 

Global Functioning Social and Role Scales 
Lehman Quality of Life Question 

Ensure safety and basic needs Questions about legal involvement, 
aggression, and housing 

Prevent disability Neuropsychological assessment 
Participation in work/school 

Prevent medical morbidity and early death Smoking status 
(Metabolic parameters) 

Prevent suicide (Suicide events) 

Alleviate needs for more intensive care Emergency service utilization 

Empower young adults Client Satisfaction Scale 



Introducing Structured Assessment 

• When clients begin treatment in this program, we like to 
understand exactly where things stand in their life so we can 
help you to identify things you’d like to change, and make sure 
we’re helping you move in the right direction toward those 
changes. Would it be okay for you and me to spend some time 
on this this afternoon? 

 

• Which of the things I asked you about are particularly 
important to you? What change are you hoping for over the 
next 6 or 12 months? 



Follow-Up Assessment – Giving Feedback 

• When we first met, you mentioned that getting a job, not going 
back to the hospital, and reconnecting with friends were the 
most important goals for you. It looks like you were able to 
avoid the hospital over the past 6 months, and on the scale we 
use to rate social functioning, your score went from a 4 to a 6 
because you are spending more time with friends from high 
school. I’m so happy that you’ve been able to meet those goals. 
On the job front, though, we haven’t seen much change. What 
should we do about that in the next 6 months? 



Assessment: Program Evaluation 

• Structured assessments also enable us to evaluate our overall 
effectiveness as a clinic, agency, or state  



FEP Program Outcomes 

• 5 programs provided data reflecting September 2017-October 
2018 

– 36 patients had both baseline & 6 month data enabling us to look at 
program outcomes 
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Ensure safety and basic needs 

Baseline 6 Months 

Homelessness 0% 0% 

Recent victim of 
crime/petitioning for restraining 
order 

6% 0% 

Recent arrest/subject of 
restraining order/other police 
involvement 

17% 11% 



Prevent disability 
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Prevent medical morbidity 
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Alleviate needs for more intensive care 
(based on 27 patients who had BL & 6 MO) 
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Summary 

• A collaborative clinical assessment process can be educational, 
therapeutic, set expectations for treatment, and serves as a yardstick to 
measure progress 

• Three components of assessment: 

• Diagnostic Case Formulation 

• Neuropsychological Functioning Evaluation 

• Structured, recurring status check-ins 

• When done with clinical sensitivity, shouldn’t feel bureaucratic 
and paperwork-oriented 
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