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Statement of Intent

The Practice Guidelines and the Quick Reference Guides are not intended to be
construed or to serve as a standard of medical care. Standards of medical care are
determined on the basis of all clinical data available for an individual patient and
are subject to change as scientific knowledge and technology advance and practice
patterns evolve. These parameters of practice should be considered guidelines only.
Adherence to them will not ensure a successful outcome for every individual, nor
should they be interpreted as including all proper methods of care or excluding
other acceptable methods of care aimed at the same results. The ultimate judg-
ment regarding a particular clinical procedure or treatment plan must be made by
the psychiatrist in light of the clinical data presented by the patient and the diag-
nostic and treatment options available.

The development of the APA Practice Guidelines and Quick Reference Guides
has not been financially supported by any commercial organization. For more
detail, see APA’s “Practice Guideline Development Process,” available as an appen-
dix to the compendium of APA practice guidelines, published by APPIL, and online
at hrtp://www.psych.org/psych_pract/treatg/pg/prac_guide.cfm.
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A. Psychiatric Management

»| Establish an accurate diagnosis, considering other psychotic
disorders in the differential diagnosis because of the major implica-
tions for short- and longterm treatment planning. If a definitive
diagnosis cannot be made but the patient appears prodromally
symptomatic and at risk for psychosis, reevaluate the patient
frequently.

\i

Reevaluate the patient’s diagnosis and update the treatment plan as
new information about the patient and his or her symptoms becomes
available.

Identify the targets of each treatment, use outcome measures that
gauge the effect of treatment, and have realistic expectations about
the degrees of improvement that constitute successful treatment.

Y

»| Consider the use of objecfive, quantitative rating scales fo monitor
clinical status (e.g., Abnormal Involuntary Movement Scale [AIMS],
Structured Clinical Interview for DSMIV Axis | Disorders [SCID], Brief
Psychiatric Rating Scale [BPRS], Positive and Negative Syndrome
Scale [PANSS]).

Select specific type(s) of treatment and the treatment sefting. {This
process is iterative and should evolve over the course of the patient's
association with the clinician.)
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Identify the patient’s goals and aspirations and relate these to
treatment outcomes fo increase treatment adherence.

Y

Assess factors contributing to incomplefe treatment adherence and
implement clinical inferventions (e.g., motivational interviewing) to
address them. Factors contributing to incomplete freatment adherence
include

* patient’s lack of insight about presence of illness or need to take
medicafion,

* patient’s perceptions about lack of treatment benefits {e.g.,
inadequate symptom relief} and risks {e.g., unpleasant side effects,
discrimination associated with being in treatment),

¢ cognitive impairment,

¢ breakdown of the therapeutic alliance,

* practical barriers such as financial concerns or lack of
transportation,

¢ cultural beliefs, and

® lack of family or other social support.

Consider assertive outreach [including telephone calls and home
visits) for patients who consistently do not appear for appointments or
are nonadherent in other ways.

Work with patients to recognize early symptoms of relapse in order
to prevent full-blown illness exacerbations.

Educate the family about the nature of the illness and coping
strategies to diminish relapses and improve quality of life for patients.
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Work with team members, the patient, and the family to ensure that
services are coordinated and that referrals for additional services are
made when appropriate.

B. Acute Phase

Godls of treatment

® Prevent harm.

e Control disturbed behavior.

* Reduce the severity of psychosis and associated symptoms (e.g.,
agitation, aggression, negative symptoms, affective symptoms).

* Determine and address the factors that led to the occurrence of the
acute episode.

o Effect a rapid return to the best level of functioning.

* Develop an dlliance with the patient and family.

e Formulate short- and longterm treatment plans.

* Connect the patient with appropriate aftercare in the community.
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| Goals of acute phase assessment

* Evaluate the reason for the recurrence or exacerbation of symptoms
{e.g., medication nonadherence).

* Determine or verify the patient’s diagnosis.

* Identify any comorbid psychiatric or medical conditions, including
substance use disorders.

* Evaluate general medical health.

* |dentify the patient’s strengths and limitations.

» Engage the patient in a therapeutic alliance.

Y

Undertake a thorough initial workup, including complete psychiatric
and general medical histories and physical and mental status
examinations.

| Routinely interview family members or other individuals
knowledgeable about the patient, unless the patient refuses to grant
permission.

In emergency circumstances (e.g., safety risk), it may be necessary
and permissible to speak with others without the patient’s consent.

Y

Conduct laboratory tests, including a complete blood count (CBC);
measurements of blood electrolytes and glucose; fests of liver, renal,
and thyroid function; a syphilis test; and, when indicated, a urine or
serum toxicology screen, hepatitis C test, and determination of HIV
status.




TREATING SCHIZOPHRENIA o 127

—»-| Consider use of a computed tomography (CT} or magnetic resonance
imaging (MR} scan (MR is preferred) for patients with a new onset
of psychosis or with an atypical clinical presentation, because
findings (e.g., ventricular enlargement, diminished cortical volume)
may enhance confidence in the diagnosis and provide information
relevant to freatment planning and prognosis.

Assess risk factors for suicide (such as prior attempts, depressed
mood, suicidal ideation, presence of command hallucinations,
hopelessness, anxiety, extrapyramidal side effects, and alcohol or
other substance use}.

Y

Y

Assess likelihood of dangerous or aggressive behavior, including
potential for harm to others.

»| Reduce overstimulating or stressful relationships, environments, and
life events.

Provide the patient with information {appropriate to his or her ability
to assimilate) on the nature and management of the illness.

| Initiate a relationship with family members. Refer family members to
local chapters of the National Alliance for the Mentally 1l {NAMI)
and to the NAMI web site (www.nami.org).
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»| Initiate antipsychotic medication as soon as it is feasible. It may be
appropriate to delay pharmacologic treatment for patients who
require more extensive diagnostic evaluation or who refuse
medications or if psychosis is caused by substance use or acute stress
reactions.

L »| Discuss risks and benefits of the medication with the patient before
initiating treatment, if feasible, and identify target symptoms (e.g.,

anxiety, poor sleep, hallucinations, and delusions) and acute side

effects (e.g., orthostatic hypotension, dizziness, dystonic reactions,
insomnia, and sedation).

| Assess baseline levels of signs, symptoms, and laboratory values

relevant to monitoring effects of antipsychotic therapy.

* Measure vital signs {pulse, blood pressure, temperature).

* Measure weight, height, and body mass index {BMI), which can be
calculated with the formula weight in kilograms/{height in mefers)?
or the formula 703 x weight in pounds/{height in inches)? or with
a BMI table:

www.niddk.nih.gov/health/nutrit/pubs/statobes. him#table

¢ Assess for extrapyramidal signs and abnormal involuntary
movements.

* Screen for diabetes risk factors and measure fasting blood glucose.

* Screen for symptoms of hyperprolactinemia.

¢ Obiain lipid panel.

¢ Obtain ECG and serum potassium measurement before treatment
with thioridazine, mesoridazine, or pimozide; obtain ECG before
treatment with ziprasidone in the presence of cardiac risk factors.

e Conduct ocular examination, including sliHamp examination, when
beginning antipsychotics associated with increased risk of
cataracts.

* Screen for changes in vision.

* Consider a pregnancy test for women with childbearing potential.
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Minimize acute side effects (e.g., dystonia) that can influence
willingness to accept and continue pharmacologic treatment.

Initiate rapid emergency treatments when an acutely psychotic patient

is exhibiting aggressive behaviors toward self or others.

* Try talking fo the patient in an attempt to calm him or her.

* Restraining the patient should be done only by a team trained in
safe restraint procedures.

* Use short-acting parenteral formulations of first- or second-
generation antipsychotic agents with or without parenteral
benzodiazepine.

* Alternatively, use rapidly dissolving oral formulations of second-
generation agents {e.g., olanzapine, risperidone) or oral
concentrate formulations {e.g., risperidone, haloperidol).

See Tables 1 {p. 130} and 2 {p. 131) and Figure 1 {p. 132) for
guidance in determining somatic freatment.

Select medication depending on the following factors:

® Prior degree of symptom response

® Past experience of side effects

» Side effect profile of prospective medications (see Table 3, p. 133)

® Patient’s preferences for a particular medication, including route of
administration

* Available formulations of medications {e.g., tablet, rapidly
dissolving tablet, oral concentrate, short- and long-acting injection)
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TABLE 1. Commonly Used Antipsychotic Medications
Recommended Chlorpromazine
Antipsychotic Dose Range Equivalents Half-Life
Medication (mg/day}® {mg/day)® {hours}
First-generation agents
Phenothiazines
Chlorpromazine 300-1000 100 6
Fluphenazine 5-20 2 33
Mesoridazine 150-400 50 36
Perphenazine 16-64 10 10
Thioridazine 300-800 100 24
Trifluoperazine 15-50 5 24
Butyrophenone
Haloperidol 5-20 2 21
Others
Loxapine 30-100 10 4
Molindone 30-100 10 24
Thiothixene 15-50 5 34
Second-generation agenis
Aripiprazole 10-30 75
Clozapine 150-600 12
Olanzapine 10-30 33
Quetiapine 300-800 6
Risperidone 2-8 24
Ziprasidone 120-200 7
“Dose range recommendations are adapted from the 2003 Schizophrenia Patient Outcome
Research Team recommendations {Lehman AF, Kreyenbuh! J, Buchanan RW, et al.: “The
Schizophrenia Patient Outcomes Research Team (PORT): Updated Treatment Recommendations
2003.” Schizophr Bull [in press]).
bChlorpromazine equivalents represent the approximate dose equivalent to 100 mg of
chiorpromazine {relative potency}. Chlorpromazine equivalents are not relevant fo the second-
generation antipsychotics; therefore, no chlorpromazine equivalents are indicated for these
agents (Centorrino F, Eakin M, Bahk WM, et al.: “Inpatient Antipsychotic Drug Use in 1998,
1993, and 1989.” Am J Psychiatry 159:1932-1935, 2002).
<The halflife of a drug is the amount of time required for the plasma drug concentration to
decrease by one-half; halklife can be used to determine the appropriate dosing interval
{Hardman JG, Limbird LE, Gilman AG (eds.): Goodman and Gilman’s The Pharmacological
Basis of Therapeutics, 10th ed. New York, McGraw-Hill Professional, 2001). The halfife of a
drug does not include the halflife of its active metabolites.
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FIGURE 1. Somatic Treatment of Schizophrenia

Group 1: First-generation agents

Group 2: Risperidone, olanzapine, quetiapine,
ziprasidone, aripiprazole

Group 3: Clozapine

Group 4: Long-acting injectable antipsychotic agents

P For inadequate therapeutic

Acute Phase. <0 ' Choose medication based

B o S on clinical circumstances
from following (refer to
Tables 3 and 4):

" Good response /

N . “ No;
without intolerable

side effects? S
For intolerable side effects: :
choose a different medication (- response: choose a different
from Group 1-or 2 {refer to i medication from Group 1, 2,

Tables 2 and 3). L or 3 (refer to Table 3).

Good response g
without intolerable “=—— === R
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choose a different medication - - |- . Tesponse: choose a different
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. Tables 2 and 3). .7 For persistent psychotic symptoms,

BN clozapine should be given strong

: ; : consideration. Consider ECT for
patients with persistent severe
psychosis, catatonia, and/or suicidal
ideation or behavior for whom prior
treatments including clozapine have
failed. |

Good response
without intolerable =
‘ side effects?

Continue acute-phase medication treatment. Consider maintenance ECT for
patients who have responded to an acute course of ECT and whose symptoms
cannot:be controfled with medication maintenance therapy alone.

For intolerable side effects:
choose a different medication
from Group 1 or 2 {refer to
Tables 2 and 3).

For residual or intercurrent
positive, negative, cognitive,
or mood symptoms:

consider a different medication
from Group 2 or 3 or appropriate
adjunctive medication.

For treatment nonadherence:
consider a different medication




TREATING SCHIZOPHRENIA « 133

"2uj ‘uIdIpaR Jueun?) Jo uolssiuuad yim ‘p¢ -0z "dd ‘84| ‘auidIpay uaun ‘yd ‘piydieppiiyd ‘o 18 1D uspmog 'DQ
SWOPY ‘W4 UBnG Aq paip3 "uoyipg puoseg ‘sBnsq oynsdoiayoydAsy jusund u |, 'sueby oyoydAsdiuy,, 1y uopun] woy pajdppy "eomog

“9YoDPRaY PUD DISNDU $ISADD OS|Yp
"$}o04D§DD Jo Juswidojaasp |oyusied jnogo Buluiom $8LIod oS}y,
“DISIYOYD JO UOHABIXS B|qISSOq

*SIIPIE20AW pub ‘s81nZ19s ‘51504400|nuDIBD $9SNDD 0S|,

“aduspluod
Yim 8Jb1 Of paliul] 00] bl = 3 "asop dunadoiay) 4D sjoaye apis sesnod Ajusnbaiy = +++ ‘asop oynadoisyy 4o s}O8YP BPIS SBSNDD SBWIYBWOS
= ++ "250p oynedpiayy 0 spPBYe BPIS SESNDD A|OUOISDID0 10 PIW = + '8sop dlnedoiay) Ib sjPaYe SIS $35NDO A1) 10 Ys1 ON| =

0 0 * 0 0 0 0 0 0 pelozoudiduy
0 0 0 ++ 0 0 0 + 40 suopisp.diz
0 ++ ++ 0 ++ ++ 4+ 0 40 seuidpyent
++ + + 0 +H+ +H+ 4 0 40 suidozup|O
0 + + + ++ ++ ++ +++ + auopiadsty
4t +++ et 0 e+t i+ +++ 0 40 oouldnzo))
0 0 ++ 0 0 0 + +++ +++ [opliadojop
0 + + 0 at 8+ + ++ ++ suizouaydisg
++ ++ ++ e+ at at + ++ + suIZopLIOlY |
spayyg apig uoisuajodAl uoyppag uoyoBUO[Old SOYIPWIOUQY SIUIDULIOUGY UIDS UOHDAS]] DISBUDjSAQ  UOHDIIPAW
1B1auljoyp D pidny asoon  jyBiop\ uyoojord  SAIpIRL
-y /519443 9pig
{opiwnaid
-px3

suoyndIpayy dyoydAsdyuy pasn Ajuowwo) jo spayyg apIS papsIes 't J14VL




134 « TREATING SCHIZOPHRENIA

Consider second-generation antipsychotics as firstline medications
because of the decreased risk for extrapyramidal side effects and
tardive dyskinesia.

* For patients who have had prior reatment success or who prefer
firstgeneration agents, these medications are useful and for
specific patients may be the first choice.

* With the possible exception of clozapine for patients with
treatment-resistant symptoms, antipsychotics generally have similar
efficacy in treating positive symptoms.

* Second-generation antipsychotics may have superior efficacy in
treating global psychopathology and cognitive, negative, and
mood symptoms.

Consider long-acting injectable antipsychotic medication for patients
with recurrent relapses related to partial or full nonadherence. The
oral form of the same medication [e.g., fluphenazine, haloperidal,
and risperidone) is the logical choice for initial freatment.

Titrate as quickly as tolerated to the target therapeutic dose {sedation,
orthostatic hypotension, and tachycardia are generally the side
effects that limit the rate of increase}, and monitor clinical status for at
least 2 to 4 weeks.

® The optimal dose of firskgeneration antipsychotics is, for most
patients, at the “extrapyramidal symptom {EPS) threshold,” or the
dose at which minimal rigidity is detectable on physical
examination.

* For second-generation antipsychotics, target dose usually falls
within the therapeutic dose range specified by the manufacturer
and in the package labeling approved by the U.S. Food and Drug
Administration.
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| If the patient is not improving, consider whether the lack of response
can be explained by medication nonadherence, rapid medication
metabolism, or poor medication absorption.

| Consider measuring plasma concentration for those medications for
which plasma concentration relates to clinical response (e.g.,
haloperidol, clozapine).

| |f the patient is adhering to treatment and has an adequate plasma
concentration but is not responding to freatment, consider raising the
dose for a finite period (if folerated) or switching medications.

Use adjunctive medications to treat comorbid conditions {e.g., major
depression, obsessive<ompulsive disorder) or associated symptoms
(e.g., agitation, aggression, affective symptoms), to address sleep
disturbances, and fo treat antipsychotic drug side effects.

»| Be aware that some antidepressants {those that inhibit catecholamine
reuptake) can potentially sustain or exacerbate psychotic symptoms in
some individuals.

—»| Benzodiazepines may be helpful for managing both anxiety and
agitation during the acute phase of treatment.

> | Mood stabilizers and beta-blockers may be effective in reducing the
severity of recurrent hostility and aggression.
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L »| Consider the following factors when deciding on the prophylactic use

of medications to treat extrapyramidal side effects:

* Propensity of the antipsychotic medication to cause extrapyramidal
symptoms (Table 3, p. 133)

* Patient’s preferences

® Patient’s prior history of extrapyramidal symptoms

e Other risk factors for extrapyramidal sympioms (especially risk
factors for dystonia)

* Risk factors for and potential consequences of anticholinergic side effects

| Other potential strategies for treating extrapyramidal symptoms
include lowering the dose of the antipsychotic medication or
switching to a different antipsychotic medication.

| Consider adding ECT to antipsychotic freatment for individuals with
schizophrenia or schizoaffective disorder who have persistent severe
psychosis and/or suicidal ideation or behaviors and for whom prior
treatments, including clozapine, have failed.

—»| Also consider ECT for individuals with prominent catatonic features that
have not responded to an acute frial of lorazepam (e.g., 1 to 2 mg i.v.
or i.m. or 2 to 4 mg p.o., repeated as needed over 48 to 72 hours).

L»| For patients with schizophrenia and comorbid depression, ECT may
also be beneficial if depressive symptoms are resistant to treatment or
if features such as inanition or suicidal ideation or behavior, which
necessitate a rapid response to treatment, are present.
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| Closely observe and document signs and symptoms over time,
because a first episode of psychosis can be polymorphic and evolve
into a variety of specific disorders (e.g., schizophreniform disorder,
bipolar disorder, schizoaffective disorder).

—»| More than 70% of firstepisode patients achieve a full remission of

psychotic signs and symptoms within 3 to 4 months, and more than

80% achieve stable remission at the end of 1 year. Predictors of poor

treatment response include

* male gender,

* pre- or perinatal injury,

* more severe hallucinations and delusions,

e attentional impairments,

® poor premorbid function,

* longer duration of untreated psychosis,

* development of extrapyramidal side effects, and

¢ distressing emotional climate {e.g., hostile and critical attitudes and
overprotection by others in one’s living situation or high levels of
expressed emotion).

| Strive to minimize risk of relapse in a remitted patient, because of its
clinical, social, and vocational costs {i.e., recurrent episodes are
associated with increasing risk of chronic residual symptoms and
evidence of neuroanatomical changes).

—»| Aim to eliminate exposure to cannabinoids and psychostimulants,
enhance stress management, and employ maintenance antipsychotic
treaiment.
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C. Stabilization Phase

Discuss candidly the high risk of relapse and factors that may
minimize relapse risk. Prudent treatment options include 1) indefinite
antipsychotic maintenance medication and 2) medication
discontinuation with close follow-up and a plan of antipsychotic
reinstitution with symptom recurrence.

Goals of treatment

e Minimize stress on the patient and provide support to minimize the
likelihood of relapse.

* Enhance the patient’s adaptation to life in the community.

e Facilitate continued reduction in symptoms and consolidation of
remission, and promote the process of recovery.

If the patient has achieved an adequate therapeutic response with
minimal side effects, monitor response to the same medication and
dose for the next 6 months.

Assess adverse side effects continuing from the acute phase, and
adjust pharmacotherapy accordingly to minimize them.

Y

Continue with supportive psychotherapeutic interventions.

Begin education for the patient {and continue education for family
members) about the course and outcome of the illness and emphasize
the importance of treatment adherence.
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\

To avoid gaps in service delivery, arrange for linkage of services
between hospital and community treatment before the patient is
discharged from the hospital.

»| For hospitalized patients, it is frequently beneficial to arrange an
appointment with an outpatient psychiatrist and, for patients who will
reside in a community residence, to arrange a visit before discharge.

L»-| After discharge, help patients adjust to life in the community through
realistic goal setting without undue pressure to perform at high levels
vocationally and socially.

D. Stable Phase

Godls of treatment

® Ensure that symptom remission or control is sustained.

* Maintain or improve the patient’s level of functioning and quality of life.
e Effectively treat increases in symptoms or relapses.

* Continue to monitor for adverse treatment effects.

—»| Ongoing monitoring and assessment are necessary to determine
whether the patient might benefit from alterations in the treatment
program.

| Perform a clinical assessment for extrapyramidal symptoms {for
patients taking antipsychotic medications) at each clinical visit.
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—» | Perform a clinical assessment for abnormal involuntary movements
every 6 months for patients taking firskgeneration antipsychotics and
every 12 months for patients taking second-generation antipsychotics.
For patients at increased risk {e.g., elderly patients), assessments
should be made every 3 months and é months with treatment using
firskgeneration and second-generation antipsychotics, respectively.

| Monitor the patient’s weight and BMI at each visit for 6 months and
quarterly thereafter. For patients with BMI in the overweight {25 to
29.9 kg/m?) or obese (=30 kg/m?} range, routinely monitor for
obesity-related health problems (e.g., blood pressure, serum lipids,
clinical symptoms of diabefes).

| Monitor fasting blood glucose or hemoglobin Alc at 4 months and
then annually, and monitor other blood chemistries {e.g., electrolytes;
renal, liver, and thyroid function) annually or as clinically indicated;
consider drug toxicology screen if clinically indicated.

»! Depending on the specific medication being prescribed, consider
other assessments, including vital signs, CBC, ECG, screening for
symptoms of hyperprolactinemia, and ocular examination.

If the patient agrees, maintain strong ties with individuals who are
likely to notice any resurgence of symptoms and the occurrence of
life stresses and events.
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L= | Select appropriate psychosocial freatments based on the
circumstances of the individual patient’s needs and social context.

| Psychosocial freatments with demonstrated efficacy include
o family interventions,

* supported employment,

® asserlive community treatment,

* social skills training, and

* cognitive behaviorally oriented psychotherapy.

L > | Antipsychotics can reduce the risk of relapse in the stable phase of
illness to less than 30% per year.

| For most patients treated with firstgeneration antipsychotics,
clinicians should prescribe a dose close to the “EPS threshold” {i.e.,
the dose that will induce extrapyramidal side effects with minimal
rigidity detectable on physical examination).

L >»| Second-generation antipsychotics can generally be administered at
doses that are therapeutic but that will not induce extrapyramidal
side effects.

[ >»| Weigh advantages of decreasing antipsychotics to the “minimal
effective dose” against a somewhat greater risk of relapse and more
frequent exacerbations of schizophrenia symptoms.

Evaluate whether residual negative symptoms are in fact secondary
to a parkinsonian syndrome or an untreated major depressive
syndrome, and treat accordingly.
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Add other psychoactive medication fo antipsychotic medications in
the stable phase to treat comorbid conditions, aggression, anxiety, or
other mood symptoms; to augment the antipsychotic effects of the
primary drug; and to treat side effects.

Maintenance ECT may be helpful for some patients who have
responded to acute treatment with ECT but for whom pharmacologic
prophylaxis alone has been ineffective or cannot be tolerated.

E. Special Issues in Caring for Patients With
Treatment-Resistant lliness

—>| Carefully evaluate whether the patient has had an adequate trial of
an antipsychotic, including whether the dose was adequate and
whether the patient was taking the medication as prescribed.

—| Consider a trial of clozapine for a patient who has had what is
considered a clinically inadequate response to two antipsychotics {at
least one of which was a second-generation antipsychotic) and for a
patient with persistent svicidal ideation or behavior that has not
responded fo other treatments.
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Depending on the type of residual symptom [e.g., positive, negative,
cognitive, or mood symptoms; aggressive behavior), augmentation
strategies include adding another antipsychotic, anticonvulsanis, or
benzodiazepines.

L_»| ECT has demonstrated benefits in patients with treatment-resistant
symptoms.

L>| Cognitive behavior therapy techniques may have value in improving
positive symptoms with low risk of side effects.

F. Treatment of Deficit Symptoms

L »| Assess the patient for factors that may contribute to secondary
negative symptoms.

L »-| If negative symptoms are secondary, treat their cause, e.g.,
antipsychotics for positive symptoms, antidepressants for depression,
anxiolytics for anxiety disorders, or antiparkinsonian agents or
antipsychotic dose reduction for extrapyramidal side effects.

»! If negative symptoms persist, they are presumed to be primary
negative symptoms of the deficit state; although there are no
treatments with proven efficacy, consider treatment with clozapine or
other second-generation antipsychotics.
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G. Choice of Treatment Setting or Housing

Indications for hospitalization usually include the patient’s being
L »| considered to pose a serious threat of harm fo self or others or being
unable to care for self and needing constant supervision or support.

Other possible indications for hospitalization include general medical
> or psychiatric problems that make outpatient treatment unsafe or
ineffective.

Legal proceedings to achieve involuntary hospitalization are
indicated when patients decline voluniary status and hospitalization
is clearly warranted.

Y

Alternative treatment seftings such as day or partial hospitalization,
home care, family crisis therapy, crisis residential care, and assertive
community treatment should be considered for patients who do not
need formal hospitalization for their acute episodes but require more
infensive services than can be expected in a typical outpatient
setting.

Patients may be moved from one level of care to another on the basis
of the factors described in Table 4 (p. 145).
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TABLE 4. Factors Affecting Choice of
Treatment Setting or Housing

Availability of the setting or housing

Patient's clinical condition
» Need for protection from harm to self or others
* Need for external structure and support
= Ability to cooperate with treatment

Patient's and family’s preference

Requirements of the treatment plan
» Need for a particular treatment or a particular intensity of freatment that may be
available only in certain settings
o Need for a specific treatment for a comorbid psychiatric or other general
medical condition

Characteristics of the setting

e Degrees of support, structure, and restrictiveness

= Ability to protect patient from harm to self or others

» Availability of different freatment capacities, including general medical care and
rehabilitation services

* Availability of psychosocial supports to facilitate the patient’s receipt of treatment
and to provide critical information to the psychiatrist about the patient's clinical
status and response fo freatments

= Capacity to care for severely agitated or psychotic patients

+ Hours of operation

» Overall milieu and treatment philosophy

Pafient’s current environment or circumstances
e Family functioning
« Available social supports




Schizophrenia Footnote

ValueOptions adopted the American Psychiatric Association (APA) Schizophrenia Guideline on 08/11/05
with the following elements from ValueOptions 2003 schizophrenia guideline added to the application of
this guideline. These added elements bring the APA guideline more into line with ValueOptions clinical
approach to treating this disorder.

H. Recovery
The recovery philosophy is increasingly being used in treating persons with major mental
illness. Recovery does not focus exclusively on eliminating the symptoms of mental illness,
nor does it concentrate on the cause or cure of the illness. Instead, it works to enhance a
person’s ability to manage and adapt to the challenges of daily life. The underlying goal of
the recovery model states that people can have a meaningful life, despite having symptoms.
Recovery means that persons with serious mental illness regain their life purpose, reach their
highest potential and live meaningful and productive lives in an environment that gives them
the greatest amount of freedom while still providing support.

J  Psychiatric Rehabilitation
Psychiatric rehabilitation is a vital component to helping people reach recovery. Psychiatric
rehabilitation is both a set of interventions and a philosophy that guides the way people with
mental illness receive treatment. The philosophy behind psychiatric rehabilitation says that
all persons, no matter how disabled, have the capacity to grow and change. Effective
psychiatric rehabilitation helps people compensate for the functional deficits, interpersonal
barriers and environmental obstacles created by the disability and restores the person’s ability
for independent living, socialization and effective life management. Good rehabilitation is a
partnership between the professional and the consumer.

Psychiatric rehabilitation programs span a wide range of interventions that help a person learn
to compensate for the effects of the symptoms they experience by helping them develop new
skills and coping techniques within a supportive environment. These programs include club
houses, lodge programs, consumer-run services, involvement in mutual support, assertive
community treatment, crisis programs, supported employment, supported housing and
supported education. Psychiatric rehabilitation is a strengths-based philosophy that
emphasizes wellness and positive attributes rather than illness and pathology..

K. Self help and peer directed programs
Consumer-run programs and mutual support groups are an important element of the
psychiatric rehabilitation continuum. These programs are not replacements for traditional
treatment, but are used in conjunction with mental health and medical services to enhance
treatment and recovery. They also provide benefits that the consumer may not find in
traditional services. Consumers involved in self-help and peer directed programs form
natural support networks that help with social rehabilitation. Participants have the
opportunity to give and receive support, the chance to assume leadership roles that they may
not be able to do in other settings, share coping strategies, and find role models.

L. Vocational programs
Vocational programs are another important element of recovery. Vocational success provides
additional opportunities for people with serious mental illness to learn social skills, make
friends, and experience a sense of personal accomplishment. Consumers want meaning and
purpose to their lives. They find meaning in paid work, volunteer work, home-making,
pursing their education and other goal-directed activities. These endeavors give hope, and
provide something meaningful to do that takes the focus away from the illness and place it on
positive goal and future directed activities.
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