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iNtRODUctiON

 The recent interest in evidence-based policy 
making arises from the Modernising Government white 
paper1, which emphasises that the Governments needs 
to improve the quality of its decision making. In the early 
1990’s when evidence based medicine was becoming 
popular and gaining momentum, a segment of the medical 
community challenged policy making by managers and 
policy makers, that it should equally be evidence based2.

 The government in the UK has embarked upon a 
radical plan recently for a reform of its mental health ser-
vices nationwide. A key feature being the implementation 
of functional community psychiatric services, including 
early intervention and crisis resolution teams3. 

 Low and middle income (LAMI) countries such as 
Pakistan have a population younger than 45 years of age, 
therefore it has been suggested that globally the vast 
majority of individuals with first episode psychosis live 
within LAMI countries4. The need for policy guidance such 
as within the UK could have an important role in shaping 
the policies and directives for Early Intervention Services 
(EIS) within LAMI countries.
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ABSTRACT

 The UK mental health reforms have attracted major government funding. This has been used to com-
mission specialized community teams for people with severe mental illness. The reforms include changes 
to services for first-episode psychosis, which have gained huge consumer support. The UK service reforms 
are continuing, with the aim of providing services fit for the 21st century. In this article, we have reviewed the 
evidence which led to the establishment of early intervention services in the UK by using a selected review 
methodology. The review includes the historical background to EIP (Early Intervention in psychosis), what 
is EIP, where it originated from, what was the evidence leading stake holders to push the government to 
incorporate it in the National Health Policy. What policy reforms took place, and how the government went 
about implementing these services. We have discussed the current situation of the service. Furthermore we 
have discussed the gaps in the policy which have been identified. We end the paper with recommendations 
to policy makers.
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 The aim of the paper is to critically appraise and 
review the formulation and implementation of EI policy 
with reference to the evidence base. This will be achieved 
by discussing; 1) what is EIS, 2) how it originated, 3) how 
it became a policy issue, 4) who were the main drivers 
to bring it to the forefront, 5) what policy reforms took 
place, 6) how it was implemented and where it stands 
now. We will then critically discuss the gaps in the policy 
and identify areas for future consideration.

MetHODOlOGY

LITERATURE SEARCH

 We carried out a literature search on Cinhal, Em-
base, Psych INFO and Medline. The time period was from 
their date of inception to January 2013. The key words 
searched were ‘Policy’ generating a result of 24724, 
46554, 42236, 50697 and 69350 articles respectively. The 
next key word was ‘Early intervention in psychosis’ gener-
ating a result of 15, 46, 71, 26 and 37 articles respectively. 
On combining the two key terms articles generated were 
4,6,11 and 5 respectively. After removing duplication a 
total of 20 articles had been identified. 

SELECTION CRITERIA

 Papers were selected for inclusion if they reported 
policy. We excluded studies where the same sample had 
been reported in two different publications. Firstly, three 
reviewers (FK, AR & NG) scrutinized titles and abstracts 
of all references of the studies that reported on policy. In 
the second stage the reviewers assessed full manuscripts 
of all selected references independently.

STUDY DESIGN

 The study used a selected review methodology. The 
research was conducted in two stages. The first stage 
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was a literature review of policy and early Intervention 
documents on the internet and search engines mentioned. 
After collecting the papers they were arranged out on the 
basis of their themes. The second stage was a search for 
the department of health and related policy documents.

REVIEW OF RELEVANT LITERATURE

 The literature related to the policy on Early Inter-
vention in psychosis services’ is limited as one would 
expect for any new service, which has been around only 
for the last few years. However much of the research has 
suggested delivery of EIS as being a key strategy for the 
governments of many countries5,6,therefore the need for 
policy development which is evidence based is important. 

 Out of the twenty papers which were identified only 
one by Joseph & Birchwood3, described the development 
of the policy process for EIS giving an account of various 
policy reforms taking place since 1999. They also de-
scribed opportunities and potential difficulties faced by 
the service.

 Another key source of input into policy development 
in EIS has come from working with parents and carers7. 
The importance of using evidence based research, more 
specifically the Cochrane paradigm has been advocated 
as being the ideal mechanism and systematic approach 
to influencing and refining decisions on health system re-
forms5. Other means of deriving policy from research have 
used both a ‘top down’ (published evidence) and ‘bottom 
up’ (stakeholders perspectives) within EIS6culminating a 
strategy for development of interventions which are in line 

with current policy and informing and developing future 
policy.

 In addition two papers on justification of an early 
psychosis diagnosis debated for and against the con-
cept9,10 with its implication for future service development 
and allocation of resources. Kelly et al11 gave an interesting 
and useful account of the rural perspective of EIS services 
indicating that the policy has overlooked this area and 
needs to review its input into rural services in UK. The 
aim of this paper was to go through the policy process 
of the development of EIS services in the UK, with a view 
to critically consider the evidence which has been pre-
sented to policy makers for this service. We also hope 
to identify gaps in the policy with a view to make specific 
recommendations.

THE RATIONALE FOR EARLY INTERVENTION: 
WHY AND HOW IT BECAME A POLICY 
ISSUE? WHAT IS THE EVIDENCE?

The critical period hypothesis

 Literature shows that long-term follow-up studies 
have clearly shown that the outcome at 2 to 3 years 
strongly predicts the outcome 20 years later12 and that 
disability “plateaus” during this time: hence the early 
phase is indeed a “critical period”13.It has been speculated 
that untreated psychotic illness has a toxic effect on the 
brain hence decreasing its functioning in the long term14. 
It is recognized that intense, sustained interventions are 
required during this critical phase. Most early intervention 
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programmes last for about two years, and few studies 
have looked at longer-term outcomes15.

Cost to society-the economic evidence

 The costs for the NHS accounted for 38%, local 
authorities 12%, Home Office 1% and indirect costs due 
to lost productivity accounted for 49%. Of the NHS costs 
69% were due to hospital admissions, 26% for hospital 
visits (outpatient, day ward and day centre attendances) 
and 2% for medication16. Hence NHS expenditure and lost 
productivity were considered to be the major factors caus-
ing considerable burden to UK society, adding incentive 
to get patients back into active employment and subse-
quently reduce this burden. Expenditure by category17. 
In the period of 2008/09, the biggest spending category 
has been mental health problems. NHS expenditure has 
increased from £148 in 2003/04 to £200 per person in 
2008/09.

 The economic impact of schizophrenia may be 
divided into (1) direct costs, those associated with 
the diagnosis, therapy and rehabilitation of the illness 
(pharmacological prescriptions, visits by a specialist, 
hospitalizations, etc.), non-medical costs required for the 
management of the patient (for example travel costs) and 
(2) indirect costs, those associated with the impairment 
of the working ability of the patients, as well as with the 
reduction in working possibilities of their care-givers18.

WHO ARE THE DRIVERS FOR THE POLICY

 The Public - Family and carers

 The Public - Family and carers

 ‘RETHINK’, previously known as the National 
Schizophrenia Fellowship is a campaigning UK mental 
health charity. They initiated a campaign ‘reaching people 
early’ highlighting the typical delay of 12 months between 
onset of first positive symptoms and their first treatment 
and increasing awareness of present mental health 
services available to young people with severe mental 
illness14.

MeNtal HealtH PROFeSSiONalS

 Early detection of psychosis has been a hot topic 
of research by the medical profession and first episode 
psychosis is being looked at in a more sophisticated man-
ner with highly specialised assessment tools research has 
shown that the longer psychosis remains untreated the 
more neurotoxic effects it has on the brain thus reducing 
the chances of a full recovery15.The mental health work-
ers are always open and enthusiastic to try new forms of 
management in improving the quality of their patient’s 
lives.

Performance Indicators for the Early 
Intervention Service

Reduction in the duration of untreated psychosis (DUP)

 The Early Intervention Service will aim to bring about 

a reduction in DUP by one third in comparison to the DUP 
of people who had their first episode of psychosis in the 
year before. DUP (duration of untreated psychosis)19 is the 
time from when the first psychotic symptom emerges to 
the time treatment (antipsychotic medication) is received. 
This time was reported to be of a mean duration of 124 
weeks14.

Mental Health Policy Implementation Guide 
(PIG) March 2001

 Department of Health published a more compre-
hensive guidance for local services in the form of the PIG 
which included service specifications for the identified 
specialized community services, including a plan for the 
early intervention in psychosis services also. The Mental 
Health Policy Implementation Guide sets out who is suit-
able for the early intervention service, what it intends to 
achieve and what it does; it also outlines the management 
and operational procedures and provides references to 
the evidence. 

Significance of early intervention in the new 
policy

 A key feature of the nationwide reform of mental 
health services was the establishment of 50 early inter-
vention services by 2004. The aim was that by 2004, every 
young person with a first episode (FEP) of psychosis 
would receive the Early and intensive support they need 
from a specialist team and this support would continue 
to help them through the first 3 years of their illness20.

Number in remission 

 The service will aim for at least 50% of clients to have 
achieved remission of symptoms one year after entry into 
the service.

Social inclusion

 The service will also examine its effectiveness in 
relation to specific social inclusion targets, particularly 
employment. In addition the level of activity will be contin-
uously monitored, for example numbers referred accepted 
and discharged, and current caseload.

POLICY REFORMS

National Service Framework (NSF) for Mental Health

 In 1999 the National Service Framework for Mental 
Health was issued21.The NSF sets out national standards 
for the mental health services. These standards are 
based on the best available evidence and supported by 
new investment of resources. This is also backed by new 
legislation which is suitable for modern patterns of service 
delivery

The National Health Service (NHS) plan

 In July 2000 the next important step taken by the 
government was publishing a plan for the National Health 
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Service20 in this document the plan for next 3 years was 
set out. Although much of the plan was concerned with 
structural and cultural changes for the health services as 
a whole; however it identified 3 areas of clinical priority: 

1. Coronary artery disease
2. Cancer 
3. Mental health. 

IMPLEMENTATION OF EARLY INTERVENTION SER-
VICES BY THE GOVERNMENT

 The NHS allocated £70 million for the establishment 
of 50 Early Intervention In Psychosis (EIP) services in UK 
which would cater for an age range of 14-35 years with:

• first presentation of psychosis 
• Or during first three years of a psychotic illness.

 Tiffin and Glover22 have carried out a service map-
ping survey to evaluate the extent to which the Govern-
ment plans for early intervention in psychosis services 
have been carried out in England. They collected Data 
from the quarterly performance monitoring of Mental 
Health Mapping Exercise and Department of Health. They 
used a semi-structured interview with the nine regional 
early interventions in psychosis leads from the National 
Institute for Mental Health in England. This was done to 
ascertain their views and experiences regarding early in-
tervention in psychosis service development. The Results 
show that by 2006, 118 teams were operating. However, 
the staffing and skill mix of each varied considerably with 
only half reporting that they met the criteria set out in the 
original policy guidance. The authors concluded that 
although an impressive number of services have been 
developed, concerns around their size, configuration and 
functional capacity still remain. 

FUTURE EVALUATION OF THE SERVICE

 The UK Department of Health (DoH) has through 
its national research and development program, commis-
sioned an independent and expert review of the evidence. 
DoH granted funding for a long term evaluation of the 
services23 called the National Eden Project.

 The evidence and information available for EIS has 
been able to set a clear policy goal, which appears to 
be achievable. This evidence is available in the form of 
research, stakeholder’s opinion, economic and statistical 
modelling, public beliefs and perceptions and cost-benefit 
analyses.

 Clearly, the case for cost-effectiveness of EI for 
psychosis has not been made, and similarly the argument 
that cost savings from EI would be available for reinvest-
ment in other services is not based on credible evidence. 
This does not mean that EI for psychosis should be  
abandoned, nor that cost advantages of EI can be ruled 
out. It means that the quality and strength of the evidence 
concerning the relationship between the costs and the 
utility of EI is lacking24. 

IDENTIFYING THE GAPS IN THE POLICY:

 Bounded rationality is evident in several aspects of 
the EIS policy. These are listed below

1. The incidence and prevalence of early psychosis is 
still ambiguous and there is no general consensus 
on it. It can vary from area to area, thus requiring 
a distribution of resources on a needs basis. The 
policy has not taken this factor into account leaving 
certain high prevalence areas struggling for resourc-
es and funding. 

2. The policy does not take into account the huge 
geographical distribution of the rural community in 
UK11.The policy needs to look into different models 
of service delivery to these areas if it really wants 
to make a difference in the lives of service users 
residing here. The issues of transportation and 
availabity of local services to maintain the continuity 
of care needs to be made top priority. Some policy 
makers strive for social or financial effectiveness 
rather than maximising clinical effectiveness. Their 
goals are different from the goals of the street level 
bureaucrats.

3. Current government funding is for services between 
the age range of 14-35 years. Unfortunately psycho-
sis does not recognise the NHS age cut off of 14-35 
years which is not strictly inline with the prevalence 
of psychosis. Psychosis can occur as early as 
11 years and as late as 55 years25.Policy makers 
need to be made aware of research evidence of  
professionals in the field and not depend on peo-
ple who have no experience of the field putting 
policies forward. Also high turnover of staff, lack of  
experience in a particular field, unclear messages 
and time constraints26 can lead to evidence getting 
lost or being overlooked

4. Stigma associated with the diagnosis needs to 
be managed if the government wants to get the 
maximum benefit from the service. According to  
McGorry9 clinical staging should be strongly 
embraced as treatment needs differ according to 
whichever stage the illness is at staging reduces 
stigma, it allows for people who have been wrongly 
diagnosed to exit from the services, it promotes 
the study of new and novel interventions. Provides 
more consumer choice, and allows for sequential 
specialisation of care.

5. Effective leadership for the services has been 
highlighted in Tiffin’s22 service mapping exercise 
as an important component for the viability and 
funding of these service. Research evidence can be  
dismissed as irrelevant when it comes from a  
different specialty or sector, the leadership roles 
need to be with individuals who have Early  
Intervention as an area of special interest so that 
justice can be done to the cause.
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cONclUSiON

 There are a number of important recommendations, 
which can be derived based on the evidence for policy 
directives within the UK, as the evidence suggests there 
is a need for the continued updating of policies which 
allows for gaps in policy to be addressed. In addition the 
beneficial impact of policy design and implementation as 
reviewed within the paper provides LAMI countries, such 
as Pakistan a basis to develop EI services, as has been 
suggested that public health within the LAMI countries 
should be prioritised4. The EI movement within the UK was 
initiated by stakeholders and service users as outlined, 
however this was based on limited research evidence. 
Considering the current huge mental health gap both in 
research27, and service development28, LAMI countries 
such as Pakistan may decide to introduce modern psy-
chiatric services such as EIS based on the evidence base 
which has been developed through research conducted 
in high income countries.

FUTURE RECCOMENDATIONS 

 Community/networks approach highlights the role 
of different interests of a range of interconnected stake 
holders. It also indicates the particularly powerful long 
term relationships between government officials and the 
representatives of leading interest group29.In the policy 
debate most notice is taken of this type of network in the 
agenda setting of policies. Strong networking between 
the public, government and health professionals needs to 
happen. Strategic collaboration with mental health service 
providers and conduct of large-scale quantitative studies 
is required in order to identify prevalence and regional 
variation. Distribution of services according to the need 
can be another focus for the service policy. Strategies to 
reduce the stigma towards mental health disorders and 
cultural sensitive services need to be at the forefront of 
the policy. Future research needs to be conducted to 
understand the sociocultural aspect of the interventions.
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