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Continuing Gray Matter Loss from premorbid and prodrome phases and
continuing after illness onset

Familial high risk
offspring

DIWaUK CHR converters

Childhood onset Schizophrenia
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Early Intervention Turns the Tide:

Psychosis and College Mental Health
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Population Based Early Intervention for Psychosis:
The STEP Program

I. The public health challenge

II. Evidence for Early Intervention
Service (EIS) for Psychotic illnesses

III. The Population Health framework

IV. Earl(ier) intervention before the onset
of psychosis

I. Psychoticillnesses

The Public Health challenge

Burden of Neuropsychiatric lliness

P ge of global disability-adjusted life years by age, sex, and cause in 2010
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Mental illnesses are “chronic diseases of the young”

ge of global disability-adjusted life years by age, sex, and cause in 2010

MALE FEMALE

Leading causes of Years Lived with Disability (YLD) worldwide
(Source: Global Burden of Disease, 2010 Lancet. 2012;380(9859):2163-2196.




Clinical Features

Syndromes that can (but do not always)
include 5 symptom clusters:

11/22/2017

1. ‘Positive’ symptoms:
‘Psychosis’
® Reality distortion (delusions,
hallucinations)
® Disorganization (thought,
behavior, expression of
feeling)

£l Loco, Picasso 1900

Clinical Features

2. ‘Negative’ symptoms
® lack of motivation
(avolition)

® reduction in spontaneous
speech (alogia)

® social withdrawal
(apathy)

Loss of anticipatory but not
consummatory pleasure

(Felix Garcia, d. 1941)

Clinical Features

Attention, processing
Executive functioning
Social cognition

3. Cognitive deficits
Memory (working and long term)

speed

® Manic symptoms

4 & 5. Affective dysregulation
® Depressive symptoms




® Consider life-threatening causes
(delirium, including EtOH w/d)

® Consider easily diagnosed and
treatable (e.g. syphilis, thyroid)

® Consider common (primary)
* Remain alert for uncommon

presentations of illnesses requiring
different Rx (e.g. epilepsy)

Secondary Psychosis
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Sources: Coleman & Gillberg (1996), Coleman & Gillberg T

(1997) Goffet al. (2004),and Hyde & Lews (2003).

Primary Psychotic Disorders

The current Field-Guide* approach to classification (DSM 5)

*Paul McHugh, NEJM 2012

Non-affective psychotic disorders The Schizophrenia(s)

- Schizophrenia
|+ Schizoaffective disorder

- Schizophreniform disorder

+ Delusional disorder

- Brief psychotic disorder/ Schizophreniform disorder

- Unspecified Schizophrenia Spectrum and Other
Psychotic Disorder

- Other specified Schizophrenia Spectrum and
Other Psychotic Disorder

Affective psychoses
- Bipolar disorder with psychotic features

- Major depressive disorder with psychotic features

Patients (%)

20 1

5
1

Age at onset of schizophrenia (syndrome)
(Hafner, Maurer, Loffler & Reicher-Rossler, 1993)

f T T T T T T T T T
12-14 15-19 20-24 25-29 30-34 35-3%9 40-44 45-49 50-54 55-58

Age Group (y)
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Course of the Schizophrenia(s): Opportunities for Early Intervention

Most of the clinical and psychosocial deterioration
occurs in first 5 years

e-synchrony

The Schizophrenia(s)
Prognostic Heterogeneity

Felix Garcia

I. Summary

* Psychotic illnesses are distressing, disabling and costly

* These are chronic illnesses of the young

* Early intervention addresses a critical opportunity to change illness
trajectories

« El for psychosis will have global relevance for other neuropsychiatric
illnesses
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II. Early Intervention Services (EIS) for
Psychosis

What is the Evidence?

‘Early Intervention’ Services
for Psychotic Disorders

A. Early Detection (ED)
- Shortening the Duration of Untreated Psychosis (DUP)

B. Intensive Treatment in first 2-5 years (First-Episode
Services FES or
Coordinated Speciality Care, CSC)
— Focus on reducing relapse & maximizing functioning
— Interventions adapted from chronic SMI to younger patients
— Goal of ‘phase-specific’ intervention

Early Intervention (EI): current approaches in CT

Phase of illn

Premorbid Prodrome  Acute

PRIME/

(FES/CSC)




The Evidence for EI
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A. ED: Intervening earlier (even without enriching care)
appears to have durable effects on outcome (egeistadet al, 2012)

B. FES: Intervening intensively after the onset of psychosis
improves outcomes over usual care (OPUS, Lambeth, STEP
and RAISE studies) at 2+ Y€ars (reviewed in Srihari et al., 2012, Srihari et al,, 2015,

Kane et al., 2015)

The Clinic for Specialized Treatment Early in Psychosis (STEP) est. 2006

*Pragmatic RCT (2007-'13)
*Broad recruitment
*Feasible interventions
*Relevant outcomes

Connecticut

*Based in public sector =~
CMHC: DMHAS-Yale partnership =
£

*Addressed barriers to access
*Insurance status
*Catchment of residence
*Adolescent-Adult agencies

REFERENCE POPULATION
Individuals in early stages of psychotic illnesses

The STEP Trial in CT ~400-500/yr
2007-13

NIH

SOURCE POPULATION

-Private Hospitals/ERs
STUDY POPULATION -Area Clinics/PRIME

Age: 16-45 yo
9 o ~Colleges

Duration of illness: <12 wks lifetime antipsychotic

Rx AND <5yrs illness
Based within CMHC

Exclusion: sub-induced psychotic d/o
Referral to private or public- b AON[SaIcE]
sector care M/

Exclusion: DDS (DMR) eligibility

TAU STEP Care

10


http://clinicaltrails.gov/

FIGURE 1. One-year italization and i o
among STEP participants and those in usual treatment®

Percentag of patients

STEP Jsual STER Usual
treatment treatment

1. NNT of 5 for Hospitalization over first year
2. Fewer in STEP had ‘dropped’ out of labor force 8% (vs. 33% in Usual
Treatment)

Srihari et al., Psych Services 2015
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STEP progressively reduced frequency, duration of acute hospitalizations

1500
12500- Hl Hospitalization cost
during 6 months
-
g 1000 before enrollment
S I Hospitalization cost
E 750 during 6 months
i after enroliment
g o Bl Hospitalization cost
during 6 months to
250 1 year after
enrollment
STEP uT

* Early Detection has demonstrated long-term impact in Norway;
STEP is leading first US attempt to replicate this. (‘Mindmap’
campaign)

* FES (implemented as CSC in US) is a ‘best bet’ per 2 US RCTs
(STEP and RAISE)

* Dissemination is the next U.S. frontier

11



Public FES clinics before 2008

2016 ® 2018

from Robert Heinssen, NIMH

® 20080 2014
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FES after SAMHSA set-aside
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I11. Population Health Systems
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Population Health framework: thinking critically about medical
care and outcomes

e & et Framemers Tor Fopviat st ek

(David Kindig)

Psychosis in the U.S.: tortuous pathways to care

Figure 11 Heuristic model for DU in STEP'S catchment

Community Agencies

Potice/Jail diversion - == =
P e bl

1 setrings
ental health

Patient
and for
Caregiver

Goldberg-Huxley model of the pathway to psychiatric care: Levels & Filters
Viucey P Norde) of Pochiary
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Distributed Networks of care

EDUCATION
L —

PRIMARY CARE
—————a

CIVIC/RELIGIOUS
MENTAL HEALTH SERVICES S —
—_———

JUDICIAL

Y
GOVERNMENT

SOCIAL WELFARE

CONSUMER/YOUTH ORG.
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Vision for a Population Health Based System of Care

Syatems A et of uctivities with
Cammon se of abjectives

2 net of arganixations and

Population Health Syatem of Care oA,
* Bardy detection AND best practice treatment individuals that deliver the system of
= Explict. measurable and high standards Ny
* Accountable to regional stakebolders e,
- Resource efficiens Tollow throngh the network

routes that paticnts

I1l. Summary

* A Population Health framework can put into proper perspective the
role of health care (vis a vis other actors) in achieving the goal (health
outcomes)

* Systems - Network - Pathways concepts can help make El
operational for psychotic disorders

14



IV. Earl(ier) intervention before the onset of psychosis
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Turning back the tide

Early Interventions for Neurodevelopment Disorders:
Prevention or Treatment?

Figure 1
The Mental Healih Infervention Spectrum for Mental Disorders

| Trasumant

e e B o M s o el s Beith I 231 b . ekt B gy e 1994, g, -
Hicmoncl Ay Frass. Capprghs 1594 by Moorcs Acocarny Priss. Batmeoact =1

“...the term prevention be reserved for only those interventions that occur before the initial
onset of a clinically diagnosable disorder.”

Munoz et al., American Psychologist 1996

The Schizophrenia(s): a neurodevelopment model

Do

environmental insults

Cortical thinning w/o cell
death

ey pnwa +———Miereglial pruning driven

by complement system?

Sekar, Nature 2016

. Insel, Nature, 2010.

Early and Late ‘second-hit’

15



..And other Environmental risk factors

« Winter birth

« Paternal age

« prenatal maternal stress

« prenatal maternal nutritional
deficiency

+ maternal serum lead and
homocysteine levels

+ rhesus incompatibility,

+ low and high neonatal vitamin D

« prenatal toxoplasmosis

+ specific viral and bacterial infections

+ miscellaneous pregnancy and birth
complications (PBC)

« MJ use

an Os, Nature, 2010

11/22/2017

IV. Summary

Interventions for populations ‘at risk’ for psychosis are a necessary
part of the spectrum of interventions for psychotic disorders
Work on risk reduction can succeed without firm knowledge on

pathophysiology

....or predictive certainty (we may be better at preventing than

predicting)

Developmental timing is key: college age youth are an essential

target population

16



Screening, Assessment Tools, and Diagnostic
Considerations for Psychosis Spectrum Symptoms

Megan Graham, LMHC Janine Rodenhiser-Hill, Ph.D.
d.ed

aha idme. harvard.edu joden

Disclosures

Supported by the Massachusetts Department of Mental Health (DMH),
the National Institute of Mental Health (NIMH), the Baer Foundation, and
an Anonymous Foundation with no direct financial interest in this
presentation

Observing and Listening For Psychosis
Spectrum Experiences

¢ Psychosis can present with varying signs and symptoms

+ Diversity in clinical presentation necessitates adopting a
multi-method, culturally sensitive assessment approach

11/22/2017
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Psychasis

+ Set of symptoms, NOT a diagnosis

+ “Positive” symptoms:
+ Hallucinations (hearing voices, seeing shadows/visions)
+ Delusions (inflexible false beliefs)
+ Disorganized speech or behavior

+ “Negative” symptom
+ Trouble showing emotion
+ Low motivation
+ Not talking much
+ Declined functioning/withdrawal

Multiple conditions involving psychosis

Psychotic
Symptoms

Indicators Of Risk for Psychosis

Unusual Ideas/ Unanticipated mental events/ ideas of reference/ mind tricks, magical
Delusional Beliefs thinking, external control.

Suspiciousness/ Clear or compelling thoughts of being watched or singled out. Sense that
Paranoia people intend to harm. Loosely organized beliefs about danger or hostile
intention

Grandiosity/ Notions of being unusually gifted, powerful, or special. Promotes
Inflated significantly unrealistic plans.
Sense of Self
Perceptual Repeated unformed images, recurrent illusions or momentary hallucinations
Abnormalities/ that are recognized as not real but may be worrisome, captivating, or affect
Hallucinations thinking or behavior.

Disorganized Occasional incorrect words, irrelevant topics. Frequently going off track
Communication Circumstantial. Tangential. Loosening of associations under pressure.

11/22/2017
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Clinical Signs of Risk for Psychosis

Drop in grades/ work New sensitivity to sights or
performance sounds

Having strange feelings or no Hearing whispers, seeing
feelings at all shadows

Trouble concentrating Feeling “like your mind is playing
tricks on you”

Decline in self-care
Susplmousness
Social withdrawal

Unusual/ intense ideas

Especially if:
» Close relative with mental iliness/psychosis
« New/worse, recurring, & has negative impact

Structured Interview for Psychosis-Risk S
(S|PS; Miller et al, 2002)

+ Semi-structured clinical interview
+ Probe questions, combined with follow-up & clinical judgment
+ Positive symptoms (P1-P5)

+ Unusual thought content, suspiciousness/paranoia, grandiosity, perceptual disturbances, &
disorganized speech

Negative symptoms (N1-N6)

+ Social anhedonia, avolition, expression of emotions, experience of emotions/self, ideational
richness, occupational functioning

Disorganized symptoms (D1-D4)
+ Odd behavior/appearance, bizarre thoughts, attention trouble, hygiene
General symptoms (G1-G4)
« Sleep disturbance, dysphoric mood, motor disturbance, impaired tolerance to stress

osis Continuum

“I'm not sure why but “I think my landlord “My landlord poisoned
I don't trust my might be trying to the air and I'm sure
landlord.” poison me.” he wants to kill me.”

*SIPS = Structured Interview for Psychosis Risk Syndromes

19



Minimally Present Attenuated (CHR) Level Psychotic Level

Unusual Ideas/
Beliefs

Suspicious-ness/
Paranoia

Grandiosity/
Inflated Sense of
Self

Perceptual
Abnormal-ities

Psychosis Spectrum Symptoms:
Sub-threshold, Attenuated, & Psychotic

1 vaguely feel like something
has changed; I'm distracted by
daydreaming

I'm feel slightly guarded with
my peers; people may dislike
me

1 think | can make the honor
oll even though my grades
are poor

Noises/lights bother me more
than they used to

| make connections between
unrelated events; thoughts may be
putinto my head

1 have the thought that cameras
may be monitoring me; people
may have itin for me

I'm smarter than my peers & will
make great changes in the world,
buttend not to tell people:

I see shadows out of the comer of
my eyes; | hear whispers; | hear
voices but they're in my head

I'm convinced that the TV sends
I know that Satan
controls my mind

1 know that my neighbors are
conspiring to kill me:

1 know that I'm famous; | have
the power to control the sp:
time continuum

I hear 3 voices - they're real
people and bad thin
happen if | don't do what they

11/22/2017

say.

Goes off r
jumps to d
respond to

Disorganized
Communi

16-Item Prodromal Questionnaire (PQ

+ 16 true/false items

+ If young person endorses item, they're asked to rate their level of distress,
from none to severe

Items include:

+ | feel uninterested in things | used to enjoy.

+ | often seem to live through events exactly as they happened before.

+ My thoughts are sometimes so strong that | can almost hear them.

+ | sometimes see special meanings in advertisements, shop windows, or
in the way things are arranged around me.

+ | often feel that others have it in for me.

How to ASK about Signs of Risk

Are you ever confused if something you've experienced is real or imaginary?

Do you ever feel that your mind is playing tricks on you?

Have you ever felt that you are not in control of your own ideas or thoughts’

Do you find that you’re more sensitive to sounds? Or hear things other
people don'’t hear?

Are you more sensitive to light? Do you ever see flashes, flames, vague
figures, or shadows out of the corner of your eyes?

Are you having more trouble understanding what people are saying? Getting
your point across?

20
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Follow-Up Questio

+ Have you ever felt that you are no ntrol of your own ideas or tt

Tell me more about that.

What do you make of it?

How often are you having that thought?
When did it start?

Do you ever do anything differently as a result of that th
How certain are you about that thought, from 0 to 100?

Is there any other explanation? Any chance this is not really
happening?

Tricky Differentials

Charlie, I dont understand

Is it early psychosis or

+ Autism spectrum?

+ ADHD exacerbated by increased demands?

+ Social Anxiety?

+ OCD?

+ Drugs?

+ Non-pathological beliefs/experiences common in a person
culture?

* Trauma?

¢+ OR BOTH?

21
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o ldhood
Autistic Disorder  Asperger’s  Disintegrative Rett'SDisorder

- Disorder

Pervasive Developmental
Disorder - Not

“Autism-Plus” Spectrum Disorders

+ The core social communication deficits and restricted,
repetitive behaviors and interests in patients with ASDs can
be misinterpreted as possible hallmarks of a psychotic
disorder because of the abnormal thought patterns associated
with ASDs

Features of ASD Features of Psychosis

Impairment in Nonverbal . Social Withdrawal
Communication

Lack of Social/Emotional reciprocity Affective Flattening

Stereotyped Use of Language > Disorganized Speech

Lack of Varied, Spontaneous play Disorganized Behavior

Abnormal Preoccupation with RS
Stereotyped Interests

Disorganized/
Stereotyped Motor Mannerisms 2 Catatonic behaviors

General Impairments in

Social Communication Negative Symptoms

22
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F

There is a subset of individuals with ASD who present with a pattern of
transient hallucinations, excessive mood lability and anxiety, social deficits,
and excessive interest in fantasy.

These youth are at risk for developing more significant psychiatric
comorbidity in adolescence and young adulthood.

Individuals with COS frequently have a history of premorbid ASD

There is evidence of a connection between ASD and SSD that warrants a careful
assessment for comorbidity

ADHD
Attention Deficit Hyperactivity Disorder

23
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ADHD
+ Prevalence up to 1 in 20 youth (US)

¢ Fundamental to a diagnosis are impairments in
executive functioning and in domains of inattention,
impaired behavioral inhibition, and (sometimes)
increased motor activity

+ Evidenced by Age 12, in 2 or more settings, Cause
impairment

ADHD

Often co-morbid with affective disorders, anxiety, substance use
disorders, and other behavioral, and developmental disorders

Multiple studies of long term outcomes in youth with ADHD dO not

show a significant progression to a diagnosis psychotic illnesses

True ADHD likely does not exist either as a precursor to or as a
comorbid disease

suedo- ADHD

Characterizes people presenting with attentional difficulties in
the prodrome of a psychotic spectrum illness who are incorrectly
diagnosed with, or treated for “new onset” ADHD, prior to the
presentation of frank psychotic symptoms

24
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Common Scenario

+ High school or college student presents with complaints of
“inability to focus” and difficulty completing academic work

+ A diagnosis of ADHD is made, and stimulants (the first line
treatment for ADHD) are prescribed

+ Days to months later, full psychosis ensues

What Can We Do?

+ Disturbances in attention should be examined in their full
contexts

* Thorough Evaluation of symptomatic Onset, along with other
symptom domains- Cognitive (attention, memory, executive functioning,
processing speed), Social, Emotional, Psychological, Perceptual- is
necessary

+ Family and Neurodevelopmental history also should be taken

Anxiety is common in psychosis
id estimates 25% and thought to be correlated
danoia)

Social anxiety can be an effect of early psychosis (internalized stigma)

Anxiety in General related to
Psychosis

11/22/2017
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Social Anxiety

Generalized Anxiety

Physical Symptoms of
Anxiety

Indicators Of Anxiety

humiiating
© jude
h

cial stuation analyzing your performance and id g ¥ interactions
Je consequences from a negative experien a uation

X Il day long)
Persistentv

Inability to

Inabilityto r and feeling keyed up or on edge

Difficuty concentrating, making decisions, handiing uncertainty

Carrying every option in a situation all the way out o its possible negative concl

Fastheartbeal.
Upset stomach o na
Trouble catching your breath
Di

onfusion or
Diarthea
M

;w
* w

Obsessional Thoughts are Common in
Psychosis

We need to Differentiate between Prodrome and OCD

Contamination

Symmetry

Exactness

Forbidden Thoughts

(Hoarding)

Indicators Of Risk for OCD

There are practically no limits to the things that can be contaminating.
Examples of contamination fears include bodily fluids, sticky substances,
soap, animals, thoughts, colors, names and more. Often result in
compulsions.

Intense reactions to anything being asymmetrical, such as words on a
page, shoelaces, or any number of things that do not line up evenly

Need for everything to be balances. For example, needing to hold a coffee
cup with two hands with the same amount of pressure

Predispostition to focus on painful or strange thoughts. Often are either
aggressive, sexual, religious or somatic

DSMS- now its own classification

11/22/2017
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"\ ’1"1'TY "r 17,’ is estimated that OCD

4 = 0 dity for patients with
l \ schizophrenia is 23%

Obsessions are v
prodrome

When Obsessions May Indicate Co-Morbidity or a Risk for
Emerging Psychotic Disorder

(- d

'A\
ETTIN

e
AN Substance Use
Known that substances can produce psychosis

There has been an increasing number of studies examining the
relationship between cannabis and psychosis, and it is well known
that using cannabis can induce temporary psychotic/hallucinatory
symptoms.

There is an association between some youth who use cannabis
regularly and enduring psychosis.

11/22/2017
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Substance Use

Several recent studies suggest that frequent cannabis use
during adolescence is associated with a clinically significant
increased risk of developing schizophrenia and other
mental illnesses which feature psychosis

i\ AT
Yo
A

Trauma

Trauma

Evidence suggests that traumatic events in childhood
are significantly related to the development of a
psychotic disorder

Similarities between the symptoms of PTSD,
dissociation and psychosis have been observed

11/22/2017
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Childhood maltreatment and bullying have been found to be associated with
predisposition to hallucinations and delusions

Links between PTSD and psychosis have been found

PTSD and Psychosis

+ Flashbacks can take the form of auditory, olfactory,
tactile and visual hallucinations

¢ They are often accompanied by paranoia

¢ Complex reactions to trauma do not easily fit into a
straightforward PTSD framework

¢ Trauma-induced dissociative attachment may render
an individual at risk for psychosis

Vulnerability/Risk

‘N'\i What this doesn’t mean:
g, - A diagnosis
A prognosis

What this does mean:
Awarning

F‘ﬂ An opportunity
A

=tk

29
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BREAK!

30



Addressing Risk for
Violence and Suicide

11/22/2017

» Supported by the Massachusetts Department of Mental Health (DMH), the
National Institute of Mental Health (NIMH), the Baer Foundation, and an
Anonymous Foundation with no direct financial interest in this presentation

» Brief summary of risk assessment

» How may psychotic symptoms impact risk for
harme

» Summary of main ideas

31



Suicide &

Violence Risk
Assessment

11/22/2017

(Some) Theories of Suicidality

» Inferpersonal Theory of Suicide (Joiner, 2005)

» Thwarted connectedness - feeling you don't belong
» Thwarted effectiveness - feeling like a burden
» Dialectical Behavioral Therapy (DBT; Linehan, 1993)
»> Desire to stop an overwhelming unpleasant emotional state, emphasizing immediate
gratification
» Cognitive Model of Suicidality (Wenzel & Beck, 2008)
» Dispositional vulnerability factors (e.g., impulsivity, problem solving deficits)
» Cognifive processes: Underlying negative schemas, hopelessness (things will not get
better no matter what)

» Cognitive Triad: pervasive sense of hopelessness pertaining o self, others, & the future

Suicide Risk Factors

» SAD PERSONS (Paterson et al., 1983) » Additional Suicide Risk Factors
> S:Sex (male) > Family history of suicide
> A:Age less than 19 or greater than 45 years » Access to firearms/lethal means
» D: Depression » Serious or chronic medical condifion
» P: Previous suicide attempt or psychiatric care » Prolonged stress
> E: Excessive alcohol or drug use > Agitation
» R: Rafional thinking loss > Sleep deprivation
» S Separated, divorced, or widowed » Recent loss or fragedy
» O: Organized plan or serious attempt
» N: No social support
» S: Stated future infent

32



Suicide Warning Signs

» IS PATH WARM (american Association of Suicidality)
» Ideation
Substance Use
Purposelessness
Anxiety
Trapped
Hopelessness
Withdrawal
Anger
Recklessness
Mood Change

YYVYVVYVYVYVYVYY

11/22/2017

Violence Risk Assessment: Overview

» Relationship between violence & serious mentalillness is complex
» Substance use: increases risk of violence (for those with & without SMI)
» Key dimensions: general criminal recidivismrisk factors
» Antisocial personality fraits, psychopathic fraits
» Prior history of violence
» Housing problems, problems sustaining education/work
» Criminogenic atfitudes (e.g., violence is justified if you need o accomplish something)
» Criminal associates, limited/criminal support networks
» Problematic substance use
>

Chronicity/intensity of violent thoughts

Violence Risk Assessment Models

» Unstructured Clinical Judgment & Actuarial Assessment
» Weaknesses in both!
Structured Professional Judgment (SPJ)
» Anchored fo key static, dynamic, contextual factors
» Based on empirically known risk variables
» Improved inter-raterreliability
» Improved accuracy over unstructured clinical judgment
» Limitsrisk of confirmatory & other biases
> Allows flexibility o take info account low base-rate factors
» Allows identification of relevant targets of infervention

» Allows “clinical” focus to decrease risk by focus on dynamic, contextual, & clinical
factors that may be most important in each situation

v
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Asking about Suicide & Violence Risk

» Style
» Be direct, don't avoid the topic
» Calm demeanor
» Start general (i.e., very common experiences), get more specific
» For all-check current/recent & lifefime
» Content of ideation (passive/vague, specific strategies, planning)
» Urges to act (infensity, response to them)
» Actions (preparation behaviors, harm behaviors)
» Details, confext related to any endorsed experiences

11/22/2017

Have you everwished to stop living or fo be dead? / Have you ever wished harm to
others?

v

v

Haveyou had thoughts about hurting yourself2 / Have you had thoughts about hurting
other people?

How close have you gotten fo acting on these thoughts? Have you ever taken steps fo
prepare fo act?

Have you ever attempted kil yourself2 / Have you tried to injure or injured anyone?

v

v

» When was the last time2 What did you do? What was the outcome?
» How many fimes in your life2

v

What keeps you from acting on your thoughts?

v

Do you have access to a gunz Do you keep things that you think about using fo harm
yourself/others2

Consider Assessment Measures

» May be helpful for clients who exhibit risk for harm that
warrants more in-depth assessmen

» Suicide risk assessment measures, including:
» Columbia Suicide Severity Rafing Scale (C-SSRS)
» Collaborative Assessment and Management of Risk (CAMS)
» Linehan Risk Assessment & Management Protocol (L-RAMP)

» Violence risk assessment measures, including:
» HCR-20 (Historical - Clinical - Risk Management, 20 items)
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How May
Psychotic

Symptoms
Impact Risk for
Harm?2

11/22/2017

>

>

>

General Comments

Under-reaction & over-reaction - both unhelpful
» Consequences of under-reaction? Consequences of over-reaction?
» Easier said than done ... finding a balance is difficult!
Risk tolerance varies across clinicians, contexts
» Be mindful of your reactions, know & communicate your limits
» Seek consultation/supervision
Psychotic symptoms themselves are not necessarily a crisis
» Clients with both psychosis & risk for harm tend to particularly elicit anxiety
» Important to assess both
Consider both risk assessment & risk management
» Engaging clients in freatment at this stage is key - important protective factor

Three Ways Psychosis May Relate to

Risk of Harm

» As arisk factor

» Content of psychosis spectrum symptoms
themselves

» As a reaction to experiencing psychosis
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As a Risk Facto

v

Early psychosisis associated with increased risk of harm to self & others

» Some first episode psychosis (FEP) research on this association

» Highly publicized cases that link psychosis & violence (e.g.. CO theater shooting) - trigger fear
» Somewhat less research for CHR stage - still generally supports thisidea

>

» About 18% with FEP attempted suicide prior to freatment (Chaliset al
» FEP & aggression fowards others (spideiet al. 2010)

> 42.7% had a history of physical aggression, 61.5% had a history of verbal aggression

» Factors associated with childhood abuse, psychopathic raits, drug abuse
» Managingrisk for harm - case for early intervention (.

2014
» Some indicationthat riskis higher for unreated psychosis
» PREP case example

11/22/2017

As a Risk Factor — CHR Specifically

» Harm fo self & CHR
» Suicidalideation is common

» 82.5% females, 54.6% males endorsed S (Lindgren et al., 2017)
> 42.9°
e

% endorsed current I infensity related fo negative symptoms & current functioning (Gill
2015)

» Increased isk for suicide attempts

» Large prospective study(age 13-16): within a year, 34% with psychotic symptoms + other
psychopathology attempted suicide (kelleheret al. 2

2013)
» Harm to others & CHR
» CHR & violent ideation

» 21% of CHR population reported some violentimages/thoughts (Hutton et al., 2012)

As Content of Psychosis Symptoms

» Clients may describe psychotic symptoms that include violent content
» Examples: command hallucinations, violent images, violent thought inserfion experiences
» Violent content fairly common —-CHR sample (marnail et a., 2014)
» 48% had some kind of violent confent in psychosis spectrum symptoms
» 71% had self-directed violent experiences, 28% other-directed violent experiences
» Assessment considerations
» Models for non-psychofic harm-related ideation are helpful guides

» Include: person’sreactions fo these symptoms, coping strategies, previous behaviors
available supports, access to relevant means
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As a Reaction to Experiencing Psychosis

» Suicidality may be an aspect of a client’s reaction to experiencing psychosis
spectrum symptoms

» Meaning of psychofic symptoms for the person (e.g., expectations of worsening
symptoms, interference with future goals)

» Socialimpact (e.g. stigma, social disconnection/withdrawal, feeling like a burden)
» Feelings (.g., hopelessness, numbness, loneliness)
Aggression towards others may also be an aspect of a client'sreaction to
psychosis symptoms
» Meaning of psychosis symptoms (e.g., | am in danger, self-protection)

» Socialimpact (e.g., behavingin ways that confuse others, victimization, may lead to
aggression)

v

» Feelings (e.g. anger)

11/22/2017

Risk Management

Engage client - therapeutic alliance

Assess risk - risk factors present/absent, protective factors
Be aware of current resources fo support the client
Identify personal supports

Identify & reduce access to means for harm

Reinforce coping strategies

vVvyvyVvyVvyyywey

Highlight hope for improvement

Emphasize Engagement & Help-Seeking

» Factors increasing engagement
» Collaborative relafionship
» Shared goal development and treatment planning
» Client-centered goal setting
» Encouraging the development of a “normal” life/identity as opposed to one rooted in “illness"
» Time/availability of reatment providers
» Clinician variables that contribute to therapeutic alliance
» Warm, empathic, rewarding
Directive, but non confrontational
Flexible

vvyv

Respectful, mutual understanding
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Treatment for Risk of Harm

» Assess & target factors that confribute to risk of harm
» Tailorto client
» Prioritize targets collaboratively with client, based on assessment of which factors are key
> Ex: problem-solving, distress tolerance,
» Consider & enhance protective factors

> Support by current, effective mental health freatment

ucturing, ial connection

Access to a variety of clinicalinterventions & support fo encourage help-seeking
Restricted access fo highly lethal means for suicide/violence:

strong connections to family, friends, community

Skillsin problem solving, conflict resolution, and nonviolent handling of disputes
Skillsin managing & distress

YYvyYy vy

c beliefs that discot e

11/22/2017

Case Example: *Marco”

» Case summary
» 19 year-old Latino male college freshman

» Depressive symptoms: numbness, loss of interest/pleasure, negative self-
worth

» Risk of harm to self:

» Suicidal ideafion, fantasies, & planning (chronic), 1 remote suicide attempt (cutfing)
» Some self-harm (cutfing/burning)
» Risk of harm to ofhers:

» Sees violent visualimages of himself harming others, some urges, daily
» Actionsz

Case Example: *Marco”

» Treatment
» Thorough assessment + remove access to deadly means (guns)
» Functional analysis of relevant events

» Reasons for not acting (e.g., fear of being unsuccessful, impact
on loved ones)

» Distress tolerance skills practice

» Cognitive therapy (e.g., “l am dangerous,” “I willinjure
someone,” “l am out of control”)
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Take Home Points

» Under-reaction & over-reaction - both unhelpful

» Engaging clients in treatment at this stage is key

» Psychotic symptoms are not

y a cri

» Essential to assess for suicide & violence risk factors in this population

» Target risk in treatment/Risk management

11/22/2017
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Innovative Models & Tools
for Engaging Youth at Risk

Psychosis Aware

Candice Porter, LICSW
VP of Outreach & Partnerships
Screening for Mental Health

Screening for Mental Health, Inc.

q

© MISSION:
options.

physical health.

& =] 1

F 3
COMMUNITY ORGANIZATIONS WORKPLACES MINDKARE™ KIOSKS

Jeigle} (T G

COLLEGES & UNIVERSITIES MIDDLE & HIGH SCHOOLS

SPECIAL INITIATIVES

What we screen for: depression,
alcohol use disorders, substance

lized
P 3
use disorders, and adolescent depression

More than 650,000 creenings in 2015 alone
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Psychosis Aware

Aims:

Facilitate early intervention with psychosis screening

Development of website that will include information about psychosis, online screening, and
additional resources based upon our Stop a Suicide Today website (www.stopasticide.org)
Online screening will refer to SAMHSA’s National Helpline (also known as the Treatment
Referral Routing Service)

 Screening for individuals and loved ones

11/22/2017

Psychosis Aware

* Working with advisory committee to adapt the PQ-16 and make it
available on our online screening program
(www.helpyourselfhelpothers.org)

* Develop a basic website (www.PsychosisAware.org) that will link to the
screening and have general informational resources for individuals, loved
ones, and professionals

* Work on building collaborative relationships to scale both the website and
the program up on state and national level

* Expand advisory committee to include colleges and universities to develop
targeted programing for these settings - particularly for first episode
psychosis

Psychosis Aware

TAKE A schEENING
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| feel uni

ested in the things | used to enjoy.

N Screening for
. Mental Health

| often seem to live through events exactly as they happened before (already

seen or déja vu)

N Screening for
. Mental Health

42



1 sometimes smell or taste things that other people can't smell or taste

q Screening for
X Mental Health
T ——

11/22/2017

How much discomfort has this experience caused
Mone
Mild

Moderate

q Screening for
< Mental Health

| often hear unusual sounds like banging, clicking, hissing, clapping, or ringing

inmy ears.

q Screening for
< Mental Health
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Ower the past two weeks, | have had thoughts of wanting to kill myself

Please explain your mental health treatment history for psychosis

S Screening for
o Mental Health

11/22/2017

You have completed all the screening questions. Submit your answers to see

your results.

SUBMIT

q Screening for
< Mental Health

q Screening for
< Mental Health
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q Screening far
3 Mental Health

11/22/2017

Troubled by traumatic events

wstantly worried, anxious

Afraid of gaining weight or concerned about my
Concerned about my teen's mood eating habits

Experiencing mood swings from very high to Difficulty controlling my substance use

very low

Concerned about unusual experiences or

behaviors

They are uninterested in the things they used to enjoy.

True

False

How much discomfort has this experience caused:

None

Moderate

Severe
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Screening for Mental Health, Inc.

* MISSION q
options.
* VISION: and physical health,
ﬁ r
COMMUNITY ORGANIZATIONS, WORKPLACES

o9 ()

COLLEGES & UNIVERSITIES MIDDLE & HIGH SCHOOLS

What we screen for: depression,

MINDKARE™ KIQSKS

L7

SPECIAL INITIATIVES

alcohol use d; d

More than 650,000screenings in 2015 alone

For more information

Candice Porter, LICSW

To preview the psychosis screening visit:
PsychosisAware.org
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IT TAKES ACOMMITTED
CAMPUS:

SUPPORTING COLLEGE STUDENTS WITH MENTAL HEALTH
CHALLENGES

Marsha Langer Ellison, Ph.D.

CEDAR: Responding to Risk for Psychosis Among College Students.
November, 2017
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What is the problem?

College attendance rates among student samples with SMHC range from 7% - 26% compared to 40% for the general
population. 2

Students with mental health conditions who attend college experience longer delays in entering college * and have high
dropout rates.

The American College Health Association 2006 survey reports that >
(94,806 students from public and p the country)

Within the past year:
94 out of 100 students reported feeling overwhelmed by all they had to do.
44 out of 100 - almost half - have felt so depressed it was difficult to function.
8 out of a 100 reported having a depressive disorder.
12 out of 100 had an anxiety disorder.
9 out of 100 reported having seriously considered suicide within the past year.
1.3% actually did attempt suicide.

11/22/2017

Social Model of Disability

The problem does not lie
with the individual;

but rather with the:

- Disabling environment
- Negative attitudes
- Barriers

« Discrimination

WHAT DOES IT TAKE?

Environmental Approaches to Supporting Students with
Mental Health Conditions.
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PROTECT RIGHTS

Your Mind. Your Rights. Campus Mental Health: Know Your Rights. A guide for students who want to
seek help for mental illness or emotional distress.

http: e bazelon.org/Portals/0/pdifYourMind-YourRights.pdf

My Mental Health Rights on Campus

SUPPORTIVE POLICIES
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A MODEL POLICY
FOR COLLEGES AND UNIVERSITIES

Bazelon Center for Mental Health Law

Guiding Principles

. but n mental health conditi

Make suicide prevention a priority

Ensure that personal information is kept confidential

Provide reasonable accommodations

Refrain from discrimination against students with mental health conditions; including punitive actions toward
those in crisis

Encourage help-seeking

11/22/2017

INCREASE AWARENESS

1,100
1bag to represent every student who
dies

each year by suicide
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EDUCATIONAL
ACCOMMODATIONS

i

hiplumassmed eduTransitonsRTC/publication
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[ —
Accommodations for Students with Mental Health

Conditions

+ Exam individually proctored, including in the hospital

+ Modified or preferential seating arrangements

- Substitute assignments in specific circumstances

+ Extended time for assignments and test taking.

+ Provision of Incomplete (1) grade rather than a Failure (F) if relapse occurred
- Written assignments instead of oral presentations, o vice verse

+ Permission to submit assignments handwritten rather than typed

Rated "extremely helpful” by a majority of students with mental health condiions in a national survey. ©

“Outside the box” accommodation considerations:

time to “pre-process” what's ahead
allow for missed classes

broken time instead of extended time
reduce “on demand” responses
reframe and clarify questionss

11/22/2017

STUDENT MOVEMENTS

Peer Support

minds

s/ students so they know where to turn for help

Empowear students to engage peers, administrators and communities
on every campus

120 student leaders to ensure the next generation of advocates
Caonmect all who are passionate about college mental health

http://www.activeminds.org/

o> “changing the conversation about mental health”

Alison Malmon, Founder of Active Minds
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FACILITATE HELP-SEEKING

Student Support Network
- Gatekeeper model for suicide prevention

- Training and using natural college networks and peers
« Residence monitors
« Sororities/Fraternities
« Clubs
« Sports, coaches
Goals: (1) enhancing knowledge of mental health conditions,
(2) promoting skill development in core helping skills,
(3) reducing stigma associated with help seeking
(4) enhancing connection with key campus resources

Key knowledge areas addressed:
(1) understanding elements of “good” mental health

(2) knowing signs of depression, anxiety, and substance abuse

(3) accessing local helping resources

(4) determining level of concern with friends who are in distress

Daril 3 KischD. & tcphane L. PiderAnake, . ore, C. Eliso, M, Doerlr, A& A, B

(2014) Population-Based Intiatves in Colege Mental Heath: Stiderss Holping Studerts to
Overcome Obstacies. Current Psychiaty Report, 16525

A COMPREHENSIVE
APPROACH
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JED “Comprehensive Approach”

11/22/2017

@ NAMIon campus™>

National Alliance on Mental liiness

« There are 125+ NAMI on Campus clubs
Goals are to:

« Promote early detection

* Provide intervention and resources

« Encourage students to get help

« Combat stigma

« End seclusion of college students with mental health conditions

« Promote existing services
« Advocate for enhanced supports

http:/fwwwnarmi. org/Find-SupporyNAMI-Programs/NAMI-on-Campus

UMinn Mental Health Resources Website
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What does a committed campus take?

+ Commitment!
- Multi-faceted approach
Policies
Rights
Awareness
Accommodations
Peer support
Academic support
Departmental collaboration
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Wrap-up

Get materials and products on the Transitions RTC website. Sign up on our list
serve.

Register for exciting webinar on educational accommodations for college
students with mental health conditions. Tuesday, May 3" 12N. 2016

Contact Us!

55


http://www.nlts2.org/reports/
http://www.nlts2.org/reports/
http://www.umassmed.edu/TransitionsRTC/publication/
http://www.umassmed.edu/TransitionsRTC/publication/
http://www.umassmed.edu/TransitionsRTC/publication/
http://www.umassmed.edu/TransitionsRTC/
http://www.umassmed.edu/TransitionsRTC/
mailto:Marsha.Ellison@umassmed.edu

11/22/2017

Responding to Risk for Psychosis
Among College Students:
Innovative Programming

Dori S. Hutchinson, Sc.D., CPRP, CFRP
Center for Psychiatric Rehabilitation
Boston University

The Hub:
ive Prog ing for Collegiate M | Health & Acad

* NITEO

 NITEO Activities

* Peer Mentoring

* LEAD BU

* College Coaching

* Training & Consulting
* Advocacy

* Community Building

With Gratitude for Funding from the Sidney
Foundation
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NITEO: ”thrive, bloom”

= 15 hr week/1 semester program for ANY college student with serious mental health condition

= Simulated higher education academic environment: classroom and coaching.
= Focus on critical skills and supports for return to school or work.

SKILLS:
= problem-solving
= social skills (peer mentors)
= time management
= Wellness and resilience
= Mindfulness & Artistic Expression
= Self-Advocacy and Shame resistance
= Academic persistence
= Cognitive remediation
= Presentation and test-taking
= Writing skills

11/22/2017

NITEO Program Evaluation

« Demographics N=78 * Methods:

* 59% male, 36% female, 5% other * Objective and subjective effects

«9EG hatiad tord * Assessed at intake and 15 weeks.
25% psychotic disorder * Subjective self-report measures:

* 51% mood disorder * Mental Health Inventory

+ Self-Efficacy for Learning Form

* 12% anxiety + Adult Hope Scale

* 7% PTSD Ot; Domain Slpfecific Hope Scale

* Objective self report measures:
* 5% Substance Abuse + school engagement (PT/FT)
* Mean age=20.8 years « Work Status (PT/FT)

* 21% were enrolled in some form of
education at intake-part-time
enrollment.

OUTCOMES

* School En%a%ement post * Significant Increases in:
program: 68% « Positive affect (P<.001)

« Work Engagement: 44% « Emotional ties (p<.005)

Life satisfaction (p<.001)

* A combined total of 83 % of Global mental health (p<.001)
NITEO students were involved Academic Self-Efficacy (p<.002)
in either work or school at the Overall hopefulness (p<.001)

end of 15 weeks.

* Mixed effects models: * Significant decreases in:
* Psychiatric DX was NOT a significant * Anxiety (p<.001)
predictor for return to school. Depression (p<.001)

* Positive Affect and Changes in + Loss of control (p<.001)

Emotional ties were predictive { I A
ir:jdi:ators of participation in Higher F=yéfiologicaldisgespatol)
ed.

* Psychiatric Dx was a predictor of work
participation.
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Application Process
= Application packet:
= https://cpr.bu.edu/living-well/college

* Two interviews and tours with Staff:

Cjoly@bu.edu
= Student-led readiness assessment
= goals & needs.
* housing
= resources

= Timely integration to services: Need based
Financial Aid.

= No exclusion criteria based on B D S T O N
= diagnosis or history of substance use U N IV E R S | T \r'

= cognitive impairment

= current supports/treatment.

11/22/2017

THE 99 FACES PROJECT

m om m ® m m E mm PORTRAITS WITHOUT LABEL

portraits of courageous individuals and the incredible people who love
them
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THE 99 FACES PROJECT

33 people livi vith schizophrenia

33 people who love them

THE 99 FACES PROJECT

m om m ® m m E mm PORTRAITS WITHOUT LABEL
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LUNCH

BREAK!
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Neurobiology of Early Psychosis, Brain Plasticity,
and Rationale for Early Intervention

Matcheri S. Keshav
rvard Medical School

Beth Israel Deac e Center and M: setts Mental Health Center

Supported by Department of Mental Health, Massachusetts, NIMH, Baer and Natalia Foundation
Other relevant disclosures: Chief Editor, Schizophrenia Research

Y intervene early in someone at risk for Psychosis
actually a “I schizophrenia!

Premorbid Prodromal Transitional

Recovery
Psychotic

Premorbid
alterations

Cognitive
Decline begins
in prodrome

Post-illness onset
Functional decline

|
Psychosis
begins in
adolescence

Cognitive decline occurs early

Liu, Keshavan, Tronick and Seidmar

11/22/2017
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2. Brain structure changes begin early in illness during
adolescence

Synapse density

Feinberg 1982, Keshavan 19!
Hoffmann and McGlashan 2000; Glantz and Lewis 2000

3. Continuing Gray Matter Loss from premorbid and prodrome phases and
continuing after iliness onset

Familial high risk
offspring

CHR converters

n et al 2009; Cannon et al 2012;
NAPLS
= [}

& Childhood onset Schizophrenia
Thompson et al PNAS 2001

Reduced synapse
density in
schizophrenia

Glantz,L. A. et al. Arch Gen Psychiatry

Changes in brain function during adolescence in the early course of
schizophrenia = PFC function

g et al JAMA
9

Connectivity measure

N. Dosenbach et al..
Science. Vol. 329
September 10, 2010,

11/22/2017
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& NEGATIVE/
S Cognitiv
«, —>Cog tive
wﬁ::\e@o“’ symptoms

PSYCHOSIS

Increased
Mesolimbic DA

NM
receptor
hypofunction

Inefficient

Glu activity

4. Chemical imbalance in
psychosis has to do
with more than dopamine

Mesencephalic
DA nuclei

4. Risk for psychosis may be related to imbalance in multiple neurochemical
imbalance systems

Excitatory (Glutamatergic) neurons

Inhibitory GABA neurons

Dopamine
neurons

10 15
Melchitsky and Lewis 2004;
Rosenberg and Lewis 1995; Insel 2010

5. Genes are important in causation, but are not destiny

108 Gene Loci in schizophrenia
Schiz Working Group, Nature 2014

HLA major histocompatibility
regions; complement proteins
.— Glutamate/

What do genes have to do with the excess synapse loss?
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Increased oxidative stress in early course schizophrenia

Antioxidants Scavenging Nitric Oxide (NO)
Proteins (albumin, Enzymes signaling
bilirubin) Superoxide Nitrate,
Vitamins C, E Dysmutase (SOD) Nitrite:
Uric acid Catalase NO
Glutathione (GSH) GSH-Px NOS diaphorase
Yao and
Keshavan Antioxidant potential Prooxidant potential
Antiox. Redox
signalling
2012
Genetic factors
Smoking
T, A0DS Homeostatic % Inflammation
_— \mbalani Dt

Lipid peroxidation/ protein modifications Viruses

Membrane/ mitochondrial damage
glutamate, dopamine)

Neurotransmitter/ receptor alterations (e,
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Schizophrenia

Genetic factors

Prodromal Transitional
Fremeroi Recovery

Psychotic

“First Hit”

Infection/ trauma.

Hypoda
Winter birth Secon

Urbanicity Hit” “Third Hits”
Malnutrition ce ab
Substance abt
Psychosocial st
! i

Medications (polypharmacy, non-compliance

Psychosis risk may be related to several modifiable environmental “hits” early in development, around
adolescence and after illness onset

feree et PF AL Sana

Bermard Schoesbaum Catoosbank com

64



6. Several hypothesis- driven interventions now available for early intervention & prevention

Prodromal
Premorbid

Primary

Prevention
Secondary

Early detection prevention

Of risk

Parental support

Family centered

care

CBT, family centered care
Cognitive remediation
Anti-inflammatory treatments
Antioxid:

ar
Omega-3 fatty acids
GABAmodulators

7. We now have better ways to

Transitional
Recovery

Psychotic

Tertiary Prevention

Relapse prevention

Optimal pharmacotherapy

Early detection of tx resistance

Addressil omorbid mood, medical and substance use
disorders

Cognitive rehabilitation,

Supportive employment

PREDICT psychosis and its aftermaths

PRODROME CAN BE PROSPECTIVELY DEFINED AND SOCIATED WITH
SIGNIFICANT RISK OF CONVERSION

+ OUTCOMES

Risk of conversion 35% during f/u period
— 5clinical features improved prediction:

@ ¢ risk for schizophrenia +
deterioration, higher severity of unusual
thought content, suspicion/paranoia,
greater social impairment, history of
substance abuse

North American Prodrome
Longitudinal Study (NAPLS)

Cannon TD, etal. Arch Gen Psychialry. 200865:28-37.

Risk calculator predict
psychosis in Clinical high risk indi
Cannon et al 2016

Controls
Prodromal patients

200 400 600 800 1000
Days Since Baseline Assessment

Cumuia al distribution function modeling
cho 1 cinical high-risk (prodromal) pa
demographically comparable normal control subjg

Polyenvirome risk score predicts conversio

wosis in Familial high risk individuals
nabhan et al 2016

‘Adea under the ROG Curve

Sampla Psychosis Risk Prodiclion
Calculator
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Younger brains have more brain plasticity

MEG activity
Physical Practice Motor cortex

Mental Practice

Freitas et al 2013

5
Pascual-Leone et al. JNP 94

9. Psychosocial treatments can Harness brain plasticity early
in those at risk to protect against gray matter loss, and to
build “reserve”

Eack et al Arch Gen Psychiatry 2010

10. Early detection improves long term outcome

From: Long-Term Follow-Up of the TIPS Early Detection in Psychosis Study: Effects on 10-Year Outcome. elshan TH et al American
Journal of Pychiaty 2012

100% W Usual Detection
W Early Detection
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Ten reasons why early intervention is critically important in psychoses

Psychosis BEGINS IN ADOLESCENCE but schizophrenia begins at, or before birth
Cognitive and negative symptoms deficits begin long before psychosis, and underlie the
substantive disability

Alterations in brain structure and function are present early, and before symptoms begin
The longer the illness remains untreated, the worse is the outcome

Psychoses are caused by MODIFIABLE genes and environmental factors

There are now many more TARGETS FOR INTERVENTION, not just dopamine excess!
We now have better ways to PREDICT psychosis and its aftermaths

Brain can build and repair itself

PLASTICITY early in life can be harnessed to improve outcome and reverse brain loss
Early detection (Shortening DUP) improves outcome

Tandon, Keshavan and Nasrallah Schiz Res 2008; 2010; 2012
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Expansion of Early
Psychosis Efforts in MA
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‘Let Me Understand”
Talking with Youth and Families about Psychosis Risk

Jeanne Haley, MSW, LICSW
Kristen Woodberry, MSW, Ph.D.

Talking with Students and Families at a
College Counseling Center about
Psychosis

Jeanne Haley, LICSW
Counseling Center
Framingham State University
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Overlap of symptoms

Common presenting concerns at Common causes of psychosis
College Counseling Center

Mood Disorder
Trauma
Substance Misuse
Sleep issues

Mood disorder

Trauma

Substance Related
Primary Thought Disorder

When is there more to How do students accommodate
explore? and function so we don’t always
look further?

CASE 1
22 y.o. student with history of trauma. She began to increase alcohol use to “help manage the
bad thoughts.” She began to report that she was losing time and was worried she was slowly
losing her mind. She was asked what kind of bad thoughts she was having.

“| sleep with a knife under my “Have you ever had to take the

pillow to protect myself because  knife out because you thought

| think someone will try to get someone was in your room?” (yes)

me.” “Did you realize there was no one
in the room?” (yes)

“I can’t pay attention in class “Do you know if this is really

because | have violent day happening or not?” (No)

dreams. | see myself choking “Do you understand these

someone.” experiences as hallucinations?”
(yes)

Counselor: “What do you do to manage what is
happening?”

“I bite my lips and side of my “Have you ever told anyone else

mouth, so | don’t scream or say about this?” (yes, my mom. She

anything inappropriate.” thinks | do it because my Dad
was abusive.)

“| drink so | don’t have to deal “Do you think the abuse is the

with it. At least | get a little break reason for these experiences?

from it.” Do you think it explains what is
happening to you?” (No)

* “Your brain is experiencing
things that are not real. It may be
a psychotic process.”

“I wonder what is wrong with my
brain?”

11/22/2017
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Case2
18 y.o. student with history of anxiety. She presented with insomnia. She reports she can not
sleep in a dorm room with anyone else as she “hears every sound and is very sensitive.” She
reports history of “seeing things” at her home, but her family believes there are ghosts in the
house.

« . ; “Do you see things in other places that
+ 1 see things at my house that aren't aren't there?” (yes, at the mall, at my
there. But, my family believes in boyfriends’ house). “Do you think there
et are ghosts in these other places?” (I
don’t know).

* ‘I heard voices outside my dorm room.  “Do you think there was someone outside
| stayed up all night to try to hear what your room?” (I don’t think so.)
they would say. “Do you think something else is goin
on..is your brain hearing things that aren’t
there? (I think so)

Counselor: “What do you do to help manage what is
ppening?”

* “When | thought someone was + “Did you know if someone was actually
breaking in to my house, | taped plastic trying to break in or not?” (I don't think
bags on all the windows so they anyone was really there.) “Could you
couldn’t get in.” talk to your parents about what was

going on?” (no, they think | am very
sensitive and anxious.)

‘Your brain is registering sounds and
things that are not there. You are
accurate that not everyone has these
“Is there something wrong with my thoughts and experiences. It sounds
brain? Not everyone has these weird like they are hallucinations.” “What do
thoughts.” ou think about that word,
allucination?” (I think they are
hallucinations.)

Family Meetings

« Validate their experience, AND, expand onit. ~ Explain that the students’ symptom:
are more than what we would see in someone with anxiety, trauma, or
homesickness.

« Discuss family beliefs that support the symptoms.

In the first case example, the parent thought family abuse/trauma was the reason for
the daughter sleeping with a knife. In the second case, the family thought that
ghosts were in the house, which explain seeing and hearing things. Elaborate on the
experiences their child has been having that do not fit into this narrative.

« Discuss need for broader assessment of symptoms. Include: medical evaluation,
further family history of mental health issues, gathering data about length of
symptoms, and other testing.
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Family meetings

+ Education about treatment options and supports available.
Discuss the benefits of early intervention and treatment.

+ Tell the family how their child reacted to discussion about
psychosis.

“What a relief it is to know what is going on.”
“I don’t want to keep feeling this way by myself.”
“l want to feel better.”

11/22/2017

“Let Me Understand”
Talking with Youth and Families about Psychosis Risk

Kristen Woodberry, MSW, Ph.D.
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CEDARisHereltothelp!

e V2 % el
*We can help you talk with youth & families.
*Call us whenyou are with them.
*Get a signedirelease.

*Check out our, family-friendly handouts:

BELIEVE IN YOUR POWER TOAFFECT CHANGE
Understanding Psychosis

A person experiencing psychosis is often confused and frightened. He i doing his best to make.
sense of and own thoughts and Fe may be trying to protect himseif_

Consider:
% Pavchosisinvalves 3 brain-tiased difficulty telling what i real from what iz not resi.
> Cor sympeoms
or ngs 3
© Defusions: false, often odd or irrational, beliefs
Confused Thinking or Speech: thoughts get tangled or jump around ilogically
P It ireotes  dificulty fitering ot important from beckeround information. A & resdf, 3
person may be sensitive o bright lights, noise, conflict, complexity, changes in routine, or
=traet drugs. Sha may feal easily overwhalmed, confusa the sound of the heating systam
for mumbled voices, be highly distractible, irritable, or just want to stay in bed.
» The person’s psychosis is only one part of her experience. She is 3 whole person with 3
hopes and dreams.

wnique history, sst  per .

Strategies
= Look for quist opportunities when the person is less overwhelmed to approach him.
= Keep communication simple. Speak in short sentences. Ask ome question at a time.
- as i g pr .
= Listen to his values, goals, worres, and frustrations.
= Ask him to tell you what his experience is: what is it like to et up, £0 out of the house,
be at school, or with friends, sitting in front of his homework, or snswering questions.
= Watch for what is stressful or overwhelming, csiming or maragesble
= _Look together ot websites, mavies, or i about prychosis.

BELIEVE IN YOUR POWER TO AFFECT CHANGE

& tool for f ical care

Helping a Youth Who Sees or Hears Things that are not Real

Listen. You may reassure her that her perceptions are not real. but do not
argue. Attend to her feelings about the experiences. Help her manage these.

Conslder.
Does your lovad one hawe 3 sense that what he is experiencing may Rot be real?

Are the experiences positive (comforting, kind, interesting) or distressing (critical, threatening,
scary), or both

your loved one open to talking sbout his unususl parcaptions?
Perceptual abnormalities, like other symploms, are made worse by stress.
Substance use/abuse can cause or increase hallucinations
Medications may help and may need to be increased during times of stress
Each person’s experience is unique. Take time to find out what is helpful to your loved one.
Work clasely with a clinician to come up with strategies. Adjust them as needed.

FYYYVY

Possible Strategies:
Establisn and maintain pradictable, low stress routines with reducad &
Seeif i helps to relax, take deep breaths, find Quist. Have her try clasing her eyes.
O if it helps to get busy, exercise, listen to loud music, or engage in a game or task.
Seeif blocking her ears or wearing headphones helps.
‘about doing something social with friends of family? A game, 3 movie, or talking.
Seef telling the voices to “Stop” of “Go Away” helps.
«  Teach her to self-talk: “Take it Easy” or *I can handle t* *I don't have to listen.” a6
* ke alistof different strategies to try. Have him pick 3 couple 1o start with

11/22/2017
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BELIEVE IN YOUR POWER TO AFFECT CHANGE

A tool for f jinical care

Family Guidelines for Helping a Young Person with Psychosis
Families can piay a powerful role in supporting recovery, reducing stress, and helping to
pr onset or ing of

Consider:

Pychotic ilinessas are influenced by both biclogical and environmental factors.

Reducing stress within family relstionships, schedules, and daily interactions can make it easier
for someone with psychosis to manage day-to-day life.

Family support can also provide a buffer agsinst outside stressors.

People experiencing psychosis may be particularly sensitive to the following:

h, SETUCTUIE, SUPPOIT, .wm help them rec.weranhew own pace

= criticism: nd - n lead 1o

o doi peopie

o  Complex, unclear communication: is hard to Brocess and Can WOrsen symproms

¥y

¥
o

Guldelunes-
Take one step at a time. Ga slow. Brmnﬁvbeyﬂuﬂ Recovery takes time.
+  Lower, shot this month to last month rather than last year_
Increase expectations wi\ram- a u=md ‘of improvement or stability.
*  Uuse symptoms os a guide. If they worsen, slow down, simgiify, reach out, and ask for more
professional help. -fu-eu improve, continue forward gradually.

+  Know and watch for If you natice ges in behavior or i

in symptoms, wdﬂwnnrﬂlneam*mlﬂmpeaw,mna\mmgo:lnﬂng A
; Reep it cool Enthusiasm & normal. Dissgresment s norml.Just fone it =
- _1t's okay o offer_it's okay to refuse

Helping a Young Person with Low Motivation
Your child is not lazy. This is a symptom. She may need more frequent and
powerful rewards. Reward small steps in the right direction.

Consider:
> flack of motivation in the context of mental iiness is often linked to decreased actvity in the
areas of the brain for initiative, reward, of pleasure.
» What does your loved ona anjoy doing? s thers Snythung he coss watiout prompting?
> Are there privileges or items your loved one wants to buy? Places she wants to g
> 15 yous loed one feeling sad or feprasseds Ansious? Thase can iso reduce motation
> How much time does she spend alone, playing online games, watching movies?
> substance use/abuse can make the lack of mativat rse
> Stress may decrease 15 your loved g
> s she getting enough sleep?
> s his medication dose too high?
3 Each person’s experiencs is unique.
> workwith your loved one, his dector and/or chinician to find what is mest helpful to him.

Possible Strategies:

+ Wark with your child, school parsonnel, and others to consider how different types and levels
of impact her ask your child what helps.
= Establish and maintain predictable, low stress, but highly structured routines. Your loved one
may be able to do things that are routine, even if they do not feel motivated.
= Help her get started. Sometimes that's ail a person needs.
«  Break big tasks into small ones. If this doesn’t work, break them down further 218
= Make daily to-do list of very small tasks. Have your loved onve cross off iterms when done.
o= =

BELIEVE IN YOUR POWER TO AFFECT CHANGE

A tool f care

Helping a Young Person who is Losing Touch with Reality

Listen. You will be more helpful if you understand your child's experience
and avoid a power struggle. Attend to her feelings, interests, and goals.

Conside:

>
>
>
>
>
>
>
<

Each person's experience is unique. Take care to find what & helpful to your loved one
Does your loved one racognize that she's losing touch with real
s your loved one’s experience positive (empowering, an escape), dmml‘{laepmg him fram
relating to others or going to schoal) and/or distressing [confusing, overwhelming, scary)?

How much time does your loved one spend alone, playing online games, watching movies?
Substance use/abuse can make the 10ss of reality worsa.
medications may help and doses may need to be increased during times of stress.

Discuss treatment options with your loved one’s doctor andfor clnician

« Work with your child, school personnel, and others to ize time alone or engagad with
fantasy material (e £, online role playing games, movies). You may have to gradually reduce the.
time your child is allowed to engage in these activities.

+  Establish and maintain predictable, low stress, but highly structured routines.

+  Seeif R helps to engage in an activity, 3 game or Project, 1o exercise of listen to music.

«  Try doing a very simple task that requires attention to the current context, =.g., a counting
things in the room that are a given color, then another color, etc

+  How about doing something social with friends or family? A game, 2 project, or taiking.
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BELIEVE IN YOUR POWER TO AFFECT CHANGE

A tool for families — to support (but not replace) good dinical care

Guidelines for Helping a Young Person at Risk for Psychosis

Consider:

Mental heaith are by both and
> Reducing stress within family relationshi and daily i ions may reduce

symptoms, improve day-to-day functioning, and aid healthy brain development.
Family support can also provide a buffer against outside stressors.
Young people at risk for psychosis may be especially sensitive to the following:

Warmth, structure, support, space: help people recover at their own pace

= Criticism: i and i make worse
Over-involvement: intrusiveness or doing too much can overwheim people
Complex, unelear communication: is hard to process and can worsen symptoms

Yy

Guidelines:

«  Take ome step at @ time. Go slow. Progress may be gradual. Recovery takes time

- Lower expectations for the short term. Compare this month to fast month rather than last year.
Increase expectations only after a period of improvement or stability.

+  Use symptoms.as a guide. If they worsen, slow down, simplify, reach out, or ask for help. If they
improve, continue forward gradually.

«  Know and watch for early warning signs. If you notice subtle changes in behavior or increases
in symptoms, siow down oF take a break. Ask for help sarly, when a litle may 26 3 long way.

* Mespif cool Enthusissm s normal- Dis3greSment s AGMM. LSt tone if down-

- sach Jropen fierit's gkay to ref
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Panel:

Local Treatment
Innovations

11/22/2017

North American Prodrome Longitudinal Study

(NAPLS-3)

William B. Stone, PhD
Primary Investigator, Harvard Site
NAPLS Study

Disclosures: Funding for this work comes from the National Institute of Health (NIH)

tudinal Study (NAPLS-3)

* 2-year monitoring/assessment study for people ages 12-30 experiencing
possible risk for psychosis

* Investigates brain structure, biological data, clinical variables, cognition, and
functioning

* Participants eligible for short-term individual therapy (psychoeducation & skills)

» 7378\ 6%\ " /s
P HEK

Y. Y
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Exploring the Everyday Dynamics of Affect, Psychosis,
Risk
and Social Context

Kristen Wi rry, MSW, PhD
Program for Psychosor Protective Mechanisms
Commonwealth Research Center
kwoodber@bidmc.harvard.edu

Disclosures

Funding for this work comes from:

NIH: 1K23MH102358
MA DMH SCDMH82101008006
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Developmental Trajectories

FIGURE 1. Staging Model of Causal Symptom Grauls®
stago of nonspecific
‘mental distress

Early
troatment —

Stage of specific
mental syndrome

NIH:Strategic Objective 2

“chart mental illness trajectories to determine when, where, and
how to intervene”

including

“behavioral indicators that predict change
pmental] trajectory of illness.”

Capturing Change As It Qccurs
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Sample ltems

Examining Affect and Psychotic Symptoms in
Daily: LLife

Negative Affect: Anxiety and Trritability
Psychotic Symptoms: Voices and Visual Disturbances

Changes in Affect and Psychosis

r=0.93 —+—NASD(t-(t-1))

£ A/ P

Week 1 Week 2 Week 3

11/22/2017
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A Multisite Study

Coming soon...

11/22/2017

CLUES: Cognition for Learning and
for Understanding Everyday Social
Situations

SOCIAL AND COGNITIVE TRAINING FOR INDIVIDUALS AT
CLINICAL HIGH RISK (CHR) FOR PSYCHOSIS

Michelle Friedman-Yakoobian PhD

Funding: Sidney R. Baer, Jr. Foundation; Commonwealth Research Center, Massachusetts
Dept of Mental Health; NIMH 1R34MH105596
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CLUES: Cognition for Learning & Understanding
Everyday Social Situations

Targets attention, thinking, memory, & social wisdom
Ages 15-30
Intensive treatment program based on cognitive enhancement therapy
(Hogarty et al., 2004)
+ Cognitive enhancement in pairs
+ Group-based education & social skill-building
+ Individual coaching and treatment planning
Incorporates acceptance & commitment therapy (ACT)
Study is comparing CLUES package to ACT inte
including individual and group components + online trivia game

CLUES Overview

Assessment Cognitive style

(baseline and following Neuro and social cognition

EIES) Social and role fx

Clinical high risk symptoms
Confidence in cognition
Computerized Weekly paired sessions with coach
cognitive training

Web-based training at home or in lab

Individual coaching Weekly individualized sessions

CLUES Course 22-session social-cognitive group

Family involvement Family information session
Family coaching sessions 1x per month

Clues R34 Study

(GESHEVELT))

+ Phase |: Protocol and manual development
+ Phase II: Open-label CLUES group for feasibility

¢ Phase Ill: Randomized Control Trial of CLUES vs.
ACT for CHR
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The Right Help at the
Right Time
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Interventions for Youth at Risk for
Psychosis

Michelle Friedman-Yakoobian, Ph.D.
Suzannah Zimmet, MD

www.cedarclinic.org

at Risk for

+ Benefits of early treatment
+ Emerging treatment evidence
¢ Treatment at CEDAR Clinic

+ Overview

+ Case example

+ Psychiatry and health management
+ Psychoeducation / CBT and acceptance based treatment

tools

Rationale for Early Intervention

¢ Greatest deterioration first 2 years

¢ Possible brain deterioration / synaptic pruning in early
stages of psychosis

¢ Losses in social and role functioning

¢ Early detection predicts better outcome

Early treatment can relieve suffering, prevent
disability, and possibly prevent psychosis

11/22/2017

82



Opportunity for Psychosocial
Intervention at Early Stages

First treatment
or hospitalization
Family or friends

e-ps y c
symptoms symptoms
emerge

Family and Friends
Notice Non-specific
Changes
Patient notices
attenuated
symptoms MEDICATION
Early
Behavioral
Changes

LOW-DOSE MEDICATION

CIAL INTERVENTION
Adapted from Cornblattet al

Emerging Treatment Evidence

Early Interventions:
% Transitioned at 12 months

“the experimental condition
significantly reduced the conversion
risk on average by 56.0%.” Schmidt
etal., 2015

OCBT + Risperidone
@Olanzapine
Olintegrated Treatment
m Cognitive Therapy (CT)
©COmega 3
EMultisite CT
®CBT + Placebo
OCBT + Risperidone2
mCBT
Integrated Psychological
CBT2
Family Focused Therapy

Controls Experimental

11/22/2017
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What Treatments Work for Y
Risk for Psychosis?
+ Preliminary evidence for
+ Cogpnitive behavioral therapy (CBT)
+ Family focused treatment
+ Omega 3 fatty acids
+ Integrated specialized treatment
+ Low dose antipsychotic medications

Several important treatment targets: Conversion to
psychosis, positive/ negative symptoms, social/role functioning,
and cognition

Preti and Cella, 2010; Schmidt et al., 2015

CEDAR Clinic: Center for Early
Detection, Assessment, and Response
to RIsk

CEDAR Clinic Services
4

+ Diagnostic Consultation
+ Individual therapy
* Family treatment
+ Psychiatry and health management
+ School and work coaching
+ Case management/ advocacy

Serving youth ages 14-30 at clinical high
risk for psychosis

11/22/2017
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Case Example: Jennifer

¢ Jennifer* - 20 year old female

+ Referred by college counseling center after being put
on academic suspension

¢ Chief complaint: “I've screwed up everything and |
don’t know who | can trust.”

F
ol w

* Composite case example to protect confidentiality and
illustrate treatment

Jennifer: Consultation/ Intake

¢ Clinical Interview and Structured interview for psychosis risk
syndromes (SIPS)

+ Stopped attending class and using computer/ phone due to concern
she might* be monitored by professors and students

+ Drinking several energy drinks each day

+ Felt guilty/ hopeless/ cut off all contact with friends

+ Previously high functioning (admitted to competitive university, large
circle of friends)

* Maintained insight that this could be in her mind

Role of Psychiatry in Treating Clinical
High Risk

+ Antipsychotic not generally used as first line treatment.

+ Careful, individually-tailored approach based on diagnostic
evaluation and case formulation

Holistic, focus on five pillars (Sleep, Nutrition, Exercise, Social
contact, Mindfulness)

Emphasize nutrition/exercise to prevent metabolic side effects.

Close collaboration with the clinical team
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Therapy for Individuals at Clinical High
Risk for Psychosis

Therapy offered at CEDAR

+ Psychoeducation

+ Cognitive Behavior Therapy / Acceptance and Mindfulness
Based Treatments

+ Wellness/ relapse prevention planning

+ Family psychoeducation and support

+ School/ work coaching and support

Psychoeducation

+ Normalization/ de-catastrophizing

+ Continuum

+ Stress vulnerability
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osis Continuum

Normative range Clinical high risk Psychotic

11/22/2017

Mild Moderate High
(SIPS* 1-2): (SIPS* 3-5): (SIPS* 6):
Noticeable, but Bothersome and Significantly
not bothersome affects dally life. interferes with
Not daily life
Reality testing intact Able to induce doubt 100% Conviction

q “Professors may be “If’rpfessors_ are
My professors want ) definitely spying on
students to fail” CEEIIE HOED (i me and watching my
computer” 5
every move.

*SIPS = Structured Interview for Psychosis Risk Syndromes

Understanding Relationship between Symptoms and Stress

Stressors: e.g., Starting college/ new job, relationship stress, lack of sleep,
unhealthy eating, using street drugs, etc.

Factors affecting vulnerability/
susceptibility : Symptoms ‘Can

e.g., Close relative has mental ) e
illness, birth complications,
head injury, illness when
baby Symptoms: e.g., Having trouble
telling what’s real and what's
not, extreme anxiety, feeling

idal, etc.

y (Genes/
early experiences)

Symptom Reliever: e.g., Avoiding street drugs, regular sleep, learning skills to manage/ reduce stress, CBT,
utilizing supports, omega 3, possibly taking prescribed meds

Acceptance and Commitment Ther
and Cognitive Behavioral Therapy
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Acceptance and Commitment Therapy
(ACT)

Mindfulness/ Accepting/
Present Moment “Creating a rich, full gzﬁlnnggsroom for
and meaningful life
Untangling from while accepting the

sticky thought pain that inevitably

goes with it.” Committed Action:

Doing what
Identifying Values matters

Harris (2009) Act Made Simple, New Harbinger Publications, Inc., p 7.

+ Highlighting values and essential components of a
meaningful life

+ Paying attention to what matters
+ Values exercises
+ Miracle question
+ Evaluating barriers to flourishing
+ External (e.g., financial and social stressors)

+ Internal “sticky thoughts and feelings” (unhelpful rules and
assumptions, unworkable actions, avoidance)
¢ CHR Symptoms

Treatment Plannin
Helping Clients to...
+ Act on values/ take steps towards goals
+ Reduce impact of sticky thoughts, feelings and behaviors
+ Increase hope and sense of resilience
+ Specific skills may include:
+ Mindfulness

+ Challenging or stepping back from unhelpful rules/ assumptions/ beliefs

+ Making room for uncomfortable thoughts and feelings while doing what
matters (exposure)
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Strategies for specific symptoms

+ Paranoia/ unusual thought content
+ Focus on usefulness of behavioral response
+ Reducing safety behaviors
+ Consider alternate explanations
+ Voices
+ Reduce power and control of voices
+ |dentify triggers and vulnerability factors
+ Disorganization and/or negative symptoms
+ Calendar and reminders
+ Scheduling pleasant and productive activities

Wellness/Relapse Pre ion Pla

171 experience wiggers of saly warning signs, some acivas tiat I will fke includs:

i

ools/ Resources

+ RAISE NAVIGATE Manuals:
+ http://navigateconsultants.org/manuals/
¢+ Includes detailed guides for individual therapy, family therapy, etc.
+ Treating Psychosis — videos and exercises
+ http://treatingpsychosis.com/resources/other-resources/
+ CEDAR Clinic website links
+ www.cedarclinic.org > More information - For health professionals

+ http://cedarclinic.org/index.php?option=com_content&view=article&id
=111&Itemid=111
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CEDAR Referral Contact

Worried about someone?

+ Megan Graham, LMHC

+617-754-1223
+ mgrahaml@bidmc.harvard.edu

Live Skills Practice
Workshop

90



Exercise 1: Starting the Conversation

> denny": 20 year-old female college student n her jurior year, istoricaly A8 grades. Long
sfanding history of depression, diagnosed at age 15, has done therapy for if. Presents 1o the
counselng conter, reporing iat overine pasfé montns she's noficed some changes. She
desciibed havingworsened atienfion, organization, and arades (now C's). Noficing sie’s
feeling like people are watching her and Teels anxious they may want fo harm her, buf
feels Confused because she doesn't know wihy this would be. Has also noficed feefing more
senstive fo sounds, and has been hedring whispers and noficn

Comer of her eyes (b0 nofhing f ihere

losing her mind

Exercise 1: Start the Conversation

» summarize her experience back fo her
» Normalize

g mo) ment out of the
en she checks). She feels womed thatshe is

v

> Spectrum of symptoms
> Vulnerability - stress bucket

> Hope for change & treatment - therapy can help!
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Exercise 2: Values Identification

» “Jenny": 20 year-old female college student in her junior year, historically A-B grades.

Long-standing history of depression, diagnosed at age 15, has done therapy for it
Presents o the counseling center, reporfing that over the past 6 months she's noticed
some changes. She described having worsened attention, organization, and grades
(now C's). Noficing she's feeling like people are watching her and feels anxious they
may want to harm her, but feels confused because she doesn't know why this would
be. Has also noticed feeling more sensitive o sounds, and has been hearing whispers
and noticing movement out of the corner of her eyes (but nothing is there when she
checks). She feels worried that she is losing her mind

> Exercise 2: idenfify values, valued actions

» Whatisimportant fo the client? School, relationships, o

oacholife, etc.2
» How is she doingin valued areas? What is inferfering with valued actionsz

» Specific value-based behaviors she could increase?

Exercise 3: Targeting Paranoia

> Jenny': 20 yearold female college siudent in her

sfanding history of depression, diagnosed at age 15, has done therapy for if. Presents 1o the
counselng center, reporiing iat overine past ¢ monins she's noficed some changes. she
describedhaving worsened tfenfion organizaiion, and grades (now C's). Noticing she’s
feeling like people are wmchm% her and feels anxious they may want fo harm her, but feels
confused because she doesn'fkniowwhy infs would be. Has also noficed feefing more
sensifive fo sounds, and has been hearing whispers and noficing movement out of fh
Comer of her eyes (U1 NoTInG 1 Ihera whan sha chacks). She f2als woried inat she is losing

junior year, historically A-B grades. Long-

her mind

Exercise 3: CBT for paranoia
> Identifya specificrecent situation
> Identifythoughts & certainty (e.g

v

. “Theywantto hurt me" - 70%
> Idenfify & validate emotions, rate infensity (e.g. fear, paranoia, 7/10)
> Identify behaviorsrelated to these thoughts (e.g.. avoidance?)

» Teach cognifiverestructuring, defusion strategies (e.g., evidence for/against, alternative thought)
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Exercise 4: Targeting Hallucinations

» *“Jenny": 20 year-old female college student in her junior year, historically A-B grades. Long-
sianding history of depression. Alagnosed af age 15, hos don herapy for 1 Prasents 1o e
counseling center, reporting that over the past 6 months she's noficed some changes
describedhaving worsened atiention org

She
feeling ke people are waiching ner and

anization, and grades [now C's). Noficing she's

eels anxious fhey may want fo harm her, but feels

confused because she doesn'tknow why this would be. Has also noticed feeling more

sensifive to sounds, and has been hearing whispers and noticing movement out

comer of her eyes (our nothing i there when she checks). S feels worted hat
er mind.

of the
she is losing

v

Exercise 4: CBT for hallucinations

> Identifya specificrecentsituation

» Identify thoughts about the voices & certainty (e.g., “Thismeans I'm going crazy" - 70%)
> Identify & validate emotions, rate infensity (e.g.. confusion, anxiety, 7/10)
» Identify beh

wiorsrelated to the hallucinations - discuss alternatives (e.g.. groundi

, distracting)
» Teach cognifiverestructuring of thoughts about voices (evidence for/against, alternative thought)

Closing Remarks
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