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Mental Health 



“If you start an idea 

          nothing can stop it”  

John Flynn,1919 



“An air of desolation more calculated to fix than to remove” 



Current services - too little, too late… 
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Transformative 
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 From  Neurobiology 
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Please remember to turn off your ringer during the session 









Potential Impact of Early Intervention 

Strategies 





 













 

CURRENT THERAPEUTICS IN 

PSYCHOSIS/SCHIZOPHRENIA: 

 

LOW EXPECTATIONS - WEAK 

DELIVERY 

 

 
Sequence 

Mix and Balance 

Engagement and Tenure 

Culture 



“In the early 21st century, the goal of treatment in FEP must be to 

pursue as full a functional recovery as possible. This means a 

meaningful life with vocational recovery, positive relationships, social 

inclusion and good physical health. The worldwide development of 

specialized early psychosis care is based on these goals. As with 

cancer, and chronic disease generally, early detection and sophisticated 

use of the existing therapeutic armentarium, even without dramatic 

breakthroughs, can not only save and extend lives, but facilitate many 

more recoveries. The “soft bigotry of low expectations” in psychosis is 

under serious challenge. Many would now contend that much of the 

poor outcome in psychosis is an artefact of late detection, crude and 

reactive pharmacotherapy, sparse psychosocial care, and social 

neglect. Despite 60 years of antipsychotic medications it is only now 

becoming clearer how best to use these medications to maximize 

recovery.”  

 McGorry, Alvarez, Killackey,  In Press 

 



 

 

 



31% of those who achieved full functional recovery (FFR) at  both 14 

months and 7.5 years failed to meet remission criteria at 14 months 

 

Only 14% of those who attained symptomatic remission at 8 months 

and failed to achieve full functional recovery at 14 months went on to 

fully recover at 7.5 years 

 

Of those achieving FFR at 7.5 years 61% had not been taking 

antipsychotic meds during previous 2 years 

Key findings: early functional recovery predicts long-

term recovery independently of symptomatic remission 



Road to Full Recovery   

Disability  

payments  

Loss of protective 

factors: work and 

social support 

Disruption of a critical 

developmental period 

Social support and 

purpose in life 

Positive emotions: 

Lower sensitivity to 

stress  

Engagement in work 

and personal 

relationships 

Reduced stress and depression 

Reduced risk of cognitive decline 





Medication strategies to promote functional 

recovery 

New evidence suggests that minimizing antipsychotic load during the 

recovery phase allows for optimal functional recovery, despite the 

increased risk of relapse 

 

128 FEP patients  

dose reduction/discontinuation 

maintenance medication 

relapse rate 

21% 
 
43% 

functional 

recovery 

18% 
 
40% 

Baseline 18 months 7 years 

Wunderink et al., JAMA Psychiatry, in press 



KEY MESSAGES 

Positive symptom control is a desirable means to an end, but must not 

be the sole or dominant target or goal of care 

If becomes the sole target then outcomes can be worse not better 

Other outcomes crucial and must have serious interventions to target 

them:  “F words” 

Functioning: Vocational Intervention 

Fulfillment: Positive Psychology 

Financial: Work and financial planning  

Fun: Positive Psychology 

Family: Peer support 

Fysical health: Preventive medical care 

Focus on other syndromes esp anxiety, depression, PTSD, SUD 

and PD: Specialised interventions  

Maximum personal choice also crucial 









McGorry, Schizophrenia Bulletin 2012 



Sceptics and Deniers 
Faith vs Fact  

• Healthy Scepticism and the Scientific Method 

• Late Adopters 

• Merchants of Doubt (Oreskes 2010) 

– Ideological 

– Vested Interests 

 

 

 





HEALTHY SCEPTICS, LATE ADOPTERS, or 

MERCHANTS OF DOUBT? 









THE PSYCHOSIS RISK/APS 

CONTROVERSY 





UHR/Prodrome/Onset of Psychosis 



Symptom-Disability Gap in Early 

Psychosis 

Disability 

Symptoms 

• Providing access during usually prolonged phase 

 when major psychosocial disability develops (Agerbo et al  2003) 



 



Average brain surface contraction rates in 

converters and non-converters (Sun et al  2008) 



ATTRACTIONS and ADVANTAGES for 

PREPSYCHOTIC INTERVENTION 
Enabling access and intervention as soon as “need for care” and 

help-seeking occur not until some arbitrary threshold reached 

If sustained psychosis develops DUP kept to a minimal level 

Engagement and trust developed before severe psychosis impairs 

insight 

Prevention of “collateral damage” including suicidal behaviour, 

substance abuse, vocational failure, social exclusion, family stress, 

forensic problems. 

Attenuation and perhaps prevention of psychosis and schizophrenia 

in some cases 

Key concept: Primary prevention of secondary disorder(s)  (Kessler) 





POTENTIAL OBSTACLES TO 

PREPSYCHOTIC INTERVENTION 

FALSE POSITIVES with potential iatrogenic harm 

•  Stigma: enhanced by fear of “schizophrenia” and the reality of 
“standard care” 

      Solutions: youth friendly stigma-free environments plus positive 
early psychosis back up systems 

• Self stigmatisation and worry 

• Over-treatment: esp unnecessary antipsychotic treatment with 
metabolic and other issues (Ho et al 2011;Lewis 2011) 

• Falling rate of true positives magnifies some of these problems 

 

“INACCESSIBLE” POSITIVES 90%!  

    (unaware, reluctant or unrecognised) Yet increased efforts to find 
them may reduce the “true” positive rate 

 

 

 

 



“We want to know… what to ask to split clearly 

between the people who are having trouble in 

living and the people who are in grave risk of 

serious psychosis” 

 

– Harry Stack Sullivan (1938) 

To achieve this maybe we really need to firstly distinguish between those  

who are NOT having trouble in living and those who are?  







The Extended Psychosis Phenotype  
(van Os and Linscott (2012) 



PREDICTION OF TRANSITION 

ARE THE TERMS UHR, CHR or PRS 

JUSTIFIED? 









Parity vs Stigma? 





Clinical Predictors of 

Psychosis (Yung et al 2004,2005) 

Entry criteria plus one of “top four” 

variables to predict 6-month and 

1-year psychotic status 
   Positive Negative 

   Predictive  Predictive 

  Sensitivity   Specificity  Value Value 

6 months 62.1 89.3 69.2 85.9  

1 year 58.3 92.6 80.8 80.8  





• Prediction algorithms incorporating 

combinations of three baseline variables 

(genetic risk for schizophrenia with recent 

functional decline, higher levels of unusual 

beliefs or  suspiciousness, and greater 

social impairment) resulted in dramatic 

increases in positive predictive power (74-

81%) compared to SIPS criteria alone 

(35%)  

 

CANNON et al 2007 NAPLS 1 



Survival curve by intake-year cohorts 



POSSIBLE REASONS FOR REDUCED 

TRANSITION RATE 
H1: Dilution effect due to sampling?  
• GAF has not increased and indicates help seekers 

are in need of care (mean GAF=54)  

•  Numbers of referred cases to OYH has doubled 
(1000 -2000) per annum 

• ?Less enriched sample i.e. true positive 
base rate less  

H2: Increased effectiveness of treatment?  

H3: Earlier detection of UHR cases?  
• Mean duration of UHR symptoms is 46 days now vs 

560 days at beginning of research in 1990’s   
 

 



INTERVENTION STUDIES IN 

UHR PATIENTS 



Van der Gaag et al  

Study name Statistics for each study Risk ratio and 95% CI

Risk Lower Upper 
ratio limit limit Z-Value p-Value

McGorry, 2002 0,542 0,226 1,298 -1,374 0,169

McGlashan, 2006 0,425 0,168 1,076 -1,806 0,071

Yung, 2012 0,760 0,285 2,026 -0,549 0,583

Amminger, 2008 0,177 0,042 0,750 -2,350 0,019

Nordentoft, 2006 0,243 0,073 0,805 -2,315 0,021

Bechdolf, 2012 0,054 0,003 0,913 -2,023 0,043

Morrison, 2004 0,219 0,048 0,993 -1,969 0,049

Addington, 2011 0,134 0,008 2,404 -1,364 0,173

Yung, 2012 0,742 0,278 1,982 -0,594 0,552

Morrison, 2012 0,700 0,274 1,788 -0,745 0,456

Van der Gaag, 2012 0,478 0,229 0,998 -1,966 0,049

0,462 0,334 0,641 -4,635 0,000

0,01 0,1 1 10 100

Favours A Favours B

Forest plot of Risk Ratios at 12 months

Meta Analysis



Van der Gaag Metanalysis 

10 trials 

Everything works!  

NNT overall = 8 (4 -13 ) RR 54% 

CBT RR 48% NNT13 

“Early detection and intervention in people with an 

ultra-high risk of developing psychosis is effective. 

CBT has already a firm evidence base. 

Antidepressant medication, omega-3 fatty acid and 

additional psychosocial intervention need more 

evidence” 

Antipsychotics not first line –represents probable 

overtreatment…. 

 



NEW DIRECTIONS 

INCREASE EFFICIENCY 

Undertreatment/Overtreatment Issues:  

Better Access and Enrichment with Sequential 

Enrichment Strategies 

 

BROADEN INPUTS & OUTCOME TARGETS 

Beyond the False Positive:  Multiple/Broader 

Outcome Targets 

Broader Pluripotential Input Criteria 

Stigma Free Zones (SFZ) 

Youth Mental Health and AOO 
 

 



INCREASE EFFICIENCY 

SEQUENTIAL SCREENING 



Sackett, Haynes, Guyatt and Tugwell 1991 













EDIE-NL Study: 2 Stage Sequential Screening 

improves detection and transition rate  Rietdijk et al 

2012 

 

Den Haag (Screening PQ) 

Population 608,000 

52 psychosis 

147 ARMS (prevalence 

0.024) 

12 month transition rate 

22.5% 

Amsterdam (Referral) 

Population 770,000 

66 psychosis 

66 ARMS (prevalence 

0.008) 

12 month transition rate 

7.5% 

 



BROADEN INPUTS AND 

OUTCOME TARGETS 

CLINICAL STAGING AS HEURISTIC STRATEGY 



PACE 400 Non-psychotic Syndromes 



The Extended Psychosis Phenotype  
(van Os and Linscott (2012) 



Early Intervention: A general principle in modern 

healthcare 



Psychosis Risk  

Syndrome 

Bipolar Risk 

 Syndrome 

Tenacious 

Depression 

Syndrome 

THE GRAND DSM V RAILROAD 



Stage 0 
asymptomatic 

Stage 1a 
distress disorder 

Stage 1b 
distress disorder 
+ sub-threshold 

specificity 

Stage 2 
first treated 

episode 

Stage 3 
recurrence or 
persistence 

Stage 4 
treatment 
resistance 
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schizophrenia 

bipolar 
disorder 

depressive 
disorder 

substance 
misuse 

anxiety 
disorder 

early intervention focus 

CLINICAL STAGING: 

 DIAGNOSTIC UTILITY AND STEPWISE CARE 





Research Domain Criteria (RDoC) 





CLINICAL STAGING 
 

Key principles: 

 

Treatment needs differ by phase/stage 

Treatment more benign and effective in earlier 

phases (depends on pattern of disorder)  



Subthreshold and Threshold Disorder…… 

Stage Definition Referral sources Potential interventions 

0 
Increased risk of psychotic or severe 

mood symptoms but currently 

asymptomatic 

First-degree young relatives of 

probands 

Improved mental health literacy 

Family and drug education 

Brief cognitive skills training 

1a 
Mild or non-specific symptoms, mild 

functional change or decline 

Screening of youth populations 

Referral by primary care physicians 

or school counsellors 

Formal mental health literacy/eHealth 

Problem solving and support  

Family psychoeducation 

Substance misuse reduction 

Exercise 

1b 

Ultra-high risk: Moderate but 

subthreshold mood/positive/negative 

symptoms with moderate 

neurocognitive changes and 

functional decline (GAF < 70) 

Referral by educational agencies, 

primary care physicians, emergency 

departments, welfare agencies 

Formal CBT/CM 

Family psychoeducation 

Substance abuse reduction 

Omega-3 fatty acids 

Atypical antipsychotics? 

Antidepressants, mood stabilizers? 

2 

First episode of full-threshold 

disorder with moderate to severe 

symptoms, neurocognitive deficits 

and functional decline (GAF 30 - 50) 

Referral by primary care physicians, 

emergency departments, welfare 

agencies, specialist care agencies, 

drug and alcohol services 

Formal CBT/CM 

Family psychoeducation 

Substance misuse reduction 

Atypical antipsychotics 

Antidepressants or mood stabilizers 

Vocational rehabilitation 



Mapping Biomarkers by Clinical Stage 

Stage 

Structural MRI Neurocognition Electrophysiology Neuroimmunology Oxidative stress HPA axis 

dysregulation 

Sz BD MD Sz BD MD Sz BD MD Sz BD MD Sz BD MD Sz BD MD 

0 

1a 

1b 

2 

3 

4 



Insel T  Nature 

November 2010 











YOUTH MENTAL HEALTH 

ENABLING STRATEGIES AND CULTURES 

OF CARE FOR NEW KNOWLEDGE, NOVEL 

THERAPIES AND BETTER OUTCOMES 



Beddington et al 2008 Nature 

DEVELOPMENTAL PERSPECTIVE: 

THE MENTAL WEALTH OF NATIONS 



95 







DUAL PARADIGMS 

Epidemiological: 

Incidence Patterns 

Developmental: 

Transitions to Adulthood 



Disease Burden across Age   







. 

From: Prevalence, Persistence, and Sociodemographic Correlates of DSM-IV Disorders in the National 

Comorbidity Survey Replication Adolescent Supplement 

Kessler et al Arch Gen Psychiatry. 2012;69(4):372-380. doi:10.1001/archgenpsychiatry.2011.160 

: 



TREATMENT 

  



 MH Prevalence /Service Use Gap 

greatest for young people 
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Only 13% of young men and 31% of young 

women access the mental health care they need 
 



Trying to make YOUNG PEOPLE fit the existing 

services with haphazard results  

Is the “transitions” idea is another bandaid that sells them 

short?   



CAMHS 

ADULT MHS 



A NEW ARCHITECTURE AND 

CULTURE OF CARE: YOUTH 

MENTAL HEALTH 

 



 



National Health and Hospitals Reform 

Commission 2009 



Mental health service 
reorientation 

Informal  and 
community 

support 

Semi-formal 
and formal 

(GP) 
gatekeepers 

 
headspace 

(high 
prevalence 

mood and AOD 
disorders) 

Early 
psychosis / 

complex 
care 

services 



One stop service for mental health, 

AOD, physical health, vocational 

assistance that is youth friendly 

and free or low cost 



headspace  

Western Melbourne 







A 21st Century  
Youth Mental Health 
Service System is being 
built now. 
 
 

  
 
$241.5m - up to 16 new EPPIC services.  
 
$265.3m – 90 headspace centres.  



Specialist 
Expertise 



REACHING OUT 

Not just f2f service delivery  





 

• Expand access 

• Provide easier and more 

convenient access 

• Reduce stigma associated with 

mental health issues and 

settings 

• Provide a pressure free 

environment within which to 

open up and disclose 

• Support both client and 

therapist getting to the point 

more quickly 

Online  
mental health support 



Co-operative Research 

Centre for Young 

People, Technology and 

Wellbeing 

Enabling all young Australians to grow up 

safe, healthy, happy and resilient 

9 November 2010 

Canberra 

 Enabling all young Australians to grow up safe, happy, healthy and 

resilient  

12

1 



eheadspace 
eheadspace is an Australia wide online  

and telephone service: 
 

• Operates 9am-1am AEST 

• For young people 12-25 and their families 

• Webchat, email or telephone 

• Confidential 

• Free 

• Qualified youth  

mental health clinicians 

• Integrates in-person,  

online and telephone  

mental health services  

for young people 

 

 

 





Type of service use 

esupport (n=3,771) 

• provided on an ‘as needs’ basis and 

includes: psychoeducation, 

motivational interviewing, self-help 

strategies, supportive counselling, 

and adjunctive/collaborative care 

with face to face services. 

etherapy (n=22) 

• individually negotiated, goal 

directed counselling using evidence 

based interventions. To be eligible 

young person will have completed a 

thorough assessment and 

screening process. 

64 

34 

2 

Chat

Email

Phone



 

Commenced January 2012 
 

• Assist secondary schools affected by 

suicide to minimise distress 

experienced by students, school 

staff and their communities 
 

• Minimise the likelihood of further 

suicides by identifying students who 

may be at risk of suicidal behaviour, 

depression, or other psychiatric 

disorders 

 

1. Evidence review 

2. Online resources 

3. Recruiting teams  

 

 

 

 

 

 

 

 

 

 

headspace School 
Support 



Branding and 
headspace 
campaigns  



More information 

headspace.org.au  

 

eheadspace.org.au  

 

headspace.org.au/schoolsupport 

 

 

         www.facebook.com/headspaceAustralia 

 

        www.twitter.com/headspace_Aus 

 

         www.youtube.com/headspaceAustralia 





HEADSTRONG and JIGSAW GALWAY 





New 

Horizon

s 
 

 









 

YOUTH MENTAL HEALTH 



The Future 
• Youth Mental Health: An International 

Field 

• Early Intervention: A Fundamental 
Feature of Mental Health  Care 

 

 

 

“The future ain’t what it used to be” 

Yogi Berra 
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