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Abstract

Purpose A growing body of research has demonstrated

the potential for comprehensive, phase-specific care to

improve clinical and functional outcomes in early psy-

chosis. However, there have been no evaluations of such

treatment models in the United States (US). This study is a

naturalistic, prospective 1-year follow-up of an early psy-

chosis cohort treated in one of the first US-based multi-

element treatment centers.

Methods Participants were 163 individuals treated at the

Outreach and Support Intervention Services (OASIS)

clinic, a multi-element treatment center for early psychosis.

Data were collected as part of routine care at 6-month

intervals. Primary outcomes included role functioning and

involvement in work or school.

Results Over the course of 1 year of treatment, individ-

uals experienced significant improvements in positive and

negative symptoms, role functioning, and global function-

ing. The proportion of individuals meeting symptom

remission and functional remission criteria increased sig-

nificantly from baseline to 1 year, as did the proportion of

individuals attending school. There were also trend-level

reductions in substance abuse.

Conclusions This study provides preliminary support for

the efficacy of comprehensive early intervention services in

the US.

Keywords Psychotic disorders � Treatment �
Outpatient clinic � Community

Introduction

Early intervention in psychosis continues to emerge as a

treatment modality defined by unique models and tech-

niques [1, 2]. Chief among these is the multi-element

treatment model, wherein multiple services for early psy-

chosis are provided under a single treatment umbrella.

The multi-element treatment model has been evaluated

primarily through uncontrolled, parallel controlled, or

historical controlled studies (see [3–5] for representative

publications), as well as in one randomized controlled trial

as compared to standard care (e.g. [6]). Overall, multi-

element treatment has been associated with benefits in a

range of domains including symptom reduction, quality of

life and social functioning, and adherence and retention in

treatment [7, 8]. However, multi-element treatment thus far

has flourished predominantly in a handful of Western

European nations as well as in Australia, Canada, and the

UK, and publications reporting on multi-element treatment

for early psychosis originating in the United States (US)

have been limited [9]. Lagging research progress in this

area may be explained in part by differences in mental

health care policy and service provision between the US

and countries with well-established early psychosis initia-

tives. Accordingly, there is a great need to evaluate the
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multi-element treatment model’s feasibility within this

context.

Study aims

The present study is a naturalistic prospective follow-up of

individuals with early psychosis consecutively treated at

the Outreach and Support Intervention Services (OASIS)

clinic affiliated with the University of North Carolina

(UNC) Hospitals in Chapel Hill, NC, USA. The primary

study aims were as follows: (1) to characterize the popu-

lation accepted for treatment at OASIS during its first

3 years of operation (June 2005–June 2008); and (2) to

examine whether the treatment offered at OASIS is asso-

ciated with improvement on core indices of recovery.

Methods

Participants

OASIS serves individuals aged 16–36 who have been

treated for psychosis (i.e., who have been taking antipsy-

chotic medications) for no more than 3 years, as well as

previously unmedicated individuals who have been ill for

up to 5 years. Referrals to OASIS come from inpatient and

emergency treatment services, college counseling centers,

family members, and community mental health providers.

The first point of contact with OASIS involves a phone

screening, conducted by the clinic director or a clinical

social worker. At this point a brief history is obtained.

Exclusionary criteria for acceptance into the program

include head trauma, mental retardation, and pervasive

developmental disorders. Individuals accepted for treat-

ment are then scheduled for an intake appointment. For the

purposes of this study, all individuals accepted for treat-

ment for early psychosis (i.e., meeting diagnostic criteria

for schizophrenia, schizophreniform disorder, schizoaffec-

tive disorder, bipolar disorder, major depressive disorder

with psychotic features, brief psychosis/brief psychotic

episode, and psychosis not otherwise specified) were

included in analyses. Individuals determined to be experi-

encing prodromal symptoms at the time of intake were

excluded from all analyses.

Setting

OASIS is a comprehensive, multi-element center for the

treatment of early psychosis providing outpatient services to

approximately 100 patients. The clinic is located away from

the primary hospital complex in an easily accessible office

suite. The clinical staff at OASIS includes licensed clinical

social workers, psychiatrists, and psychologists. Every

patient is assigned a primary clinician (a social worker) who

provides clinical services (including case management and

supportive or cognitive-behavioral therapy) based on indi-

vidual need. All patients are assessed for eligibility to receive

community support, which broadly encompasses assistance

in living skills with an objective of helping recipients achieve

autonomy and stability. Services are frequently provided in

the community or at the patient’s home in addition to those

offered in the office. In addition, OASIS clinicians work

closely with various agencies in the community, such as

vocational rehabilitation sites and schools or colleges, to

facilitate patients’ functional recovery. Core services include

a psychosocial assessment by an OASIS clinician, a family

interview with a family therapist, and psychiatric assessment

and medication management from a psychiatrist. Additional

services include individual therapy, group therapy, single

family sessions, multifamily group therapy, and substance

abuse assessment and counseling.

Procedures

As part of a clinical quality assurance program, clinical

data were gathered during the intake appointment and at

6-month intervals by OASIS clinicians. Data were main-

tained in both paper charts as well as an electronic data-

base. UNC’s Institutional Review Board approved use of

the quality assurance data for this report and thus waived

informed consent requirements.

Measures

Demographic information collected includes age, sex, race,

marital status, and living situation. This information was

verified and/or updated at each subsequent visit. Number of

days hospitalized over the preceding 6-month period was

assessed at each evaluation time point following baseline.

The Brief Psychiatric Rating Scale (BPRS-E) [10] was

used to assess symptoms. A four-factor solution including

positive symptoms, activation, negative symptoms, and

depression/anxiety [11] was used due to previous demon-

strations of its validity for a recent-onset psychosis popu-

lation as well as across the illness course [12]. Symptom

remission was defined according to criteria proposed by

Andreasen et al. [13]. To be considered ‘remitted,’ indi-

viduals must have ratings of mild or less (B3) simulta-

neously on all of the following items: grandiosity,

suspiciousness, unusual thought content, hallucinatory

behavior, conceptual disorganization, mannerisms/postur-

ing, and blunted affect. In addition, symptom levels must

stay below the severity threshold for 6 months to meet the

full remission criteria. Therefore, to meet full remission

criteria at 6 months, individuals must have met severity

criteria at both the baseline and 6-month visits. Participants
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were classified as either ‘‘in symptomatic remission’’ or

‘‘not in symptomatic remission’’ at 6 months and at 1 year.

Alcohol and illicit drug use was assessed with the

Alcohol Use Scale (AUS) and Drug Use Scale (DUS) [14].

Presence of substance abuse at each evaluation point was

defined by any AUS/DUS items rated C3. Absence of

AUS/DUS items rated C3 was classified as ‘substance

abuse absent.’

Medication adherence was assessed via a single-item

rating made by the psychiatrist at each visit. The clinician

was asked to rate the frequency with which the patient

takes his/her medication using the following prompt: ‘‘How

many days have you missed your medication in the past

month?’’ The number of days of missed medication was

then coded according to the following scale: 1 = always/

almost always adherent (76–100% of the time), 2 = usu-

ally adherent (51–76% of the time), 3 = sometimes

adherent (26–50% of the time), 4 = never/almost never

adherent (0 = 25% of the time). At each time point,

individuals with ratings of 1 were classified as ‘adherent’,

and those with ratings of 2 through 4 were classified as

‘nonadherent.’

The Global Assessment of Functioning (GAF) scale [15]

was used to measure global functioning, and the Role

Functioning Scale (RFS) [16] was used to measure social

and occupational functioning. The RFS comprises four

single rating scales (working productivity, independent

living and self care, immediate social network relation-

ships, and extended social network relationships), each of

which are rated on a scale from 1 (minimal level of role

functioning) to 7 (optimal level of role functioning). The

total score represents a Global Role Functioning Index with

scores ranging from 4 to 28.

School or employment status was documented at each

evaluation time point. Individuals were considered to be

working or attending school at least half-time if employ-

ment status was 21–40? h/week or if the individual was

involved in school activities for at least 20 h/week.

Functional remission was defined by adequate to opti-

mal role functioning (i.e., scores C6 on each of the four

RFS subscales) as well as working or attending school at

least half-time. Participants were classified into two cate-

gories: ‘in functional remission’ and ‘not in functional

remission’ at each visit.

Data analytic plan

Within-subject change from baseline to 1 year on symp-

tom, social and vocational outcomes were examined using

paired-sample t tests. Effect sizes for paired data were

calculated as per the suggestion of Cohen [17] and evalu-

ated according to accepted standards. Logistic regression

analyses were used to test changes in proportions of

individuals meeting criteria for symptomatic remission,

functional remission, and other binary functional outcomes

of interest. All of the aforementioned analyses were con-

ducted using PASW Statistics [18].

Results

Between the dates of 1 June 2005 and 1 June 2008, 405

individuals were phone-screened by OASIS clinicians. Of

these 405 individuals, 150 were referred out for meeting

exclusion criteria (see ‘‘Methods’’) and 255 individuals

were accepted for treatment (see Fig. 1 for treatment flow

diagram). Of the 255 individuals accepted for treatment at

OASIS, 31 individuals did not attend an intake appoint-

ment (i.e., did not follow-up to schedule an appointment or

no-showed a scheduled appointment). An additional 24

individuals had psychosocial intakes but never received a

baseline assessment (10 of these individuals were consults

and therefore did not receive baseline assessments, and an

additional 14 individuals were lost to follow-up). Of the

200 individuals who received baseline assessments, 2%

(n = 4) were consults (i.e., did not receive ongoing care at

OASIS) and 17% (n = 33) were accepted for monitoring at

OASIS due to their clinical at-risk (i.e., prodromal) status.

The remaining 163 individuals comprise the early psy-

chosis cohort that was analyzed in this study.

Thirty-nine percent (n = 64) of the study cohort was

discharged prior to 1 year, with one-third of all discharged

individuals refusing treatment at the time of discharge.

Discharge reasons for individuals not refusing treatment

(n = 43) included; geographic relocation (n = 18), no

longer appropriate for care at OASIS (i.e., too chronic or in

need of more intensive services) (n = 10), return to work

or school full-time (n = 6), preference for another provider

(n = 6), program dissatisfaction (n = 1), probation viola-

tion/incarceration (n = 1), and death (n = 1).

Because data collection occurred as part of routine care

and was completed by full-time clinicians, missing data

were expected to occur due to both clinician factors

(including failure to administer all assessments at each time

point) as well as client factors (including refusal to com-

plete self-report measures, failure to attend appointments

on or near the 6-month or 1-year study visits, and attrition).

The database was constructed such that all required

assessment forms are generated simultaneously at the time

a visit is manually established by a clinician. As a result, a

visit only appears in the database if one of more of the

outcome measures is completed at that time point, and any

other required forms that are not completed will appear in

the database as blank. At 6 months, visits were missing for

16 patients (i.e., 12% of 132 expected visits), and at 1-year

visits were missing for 14 patients (i.e., 14% of 101
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expected visits). Additional missing data were observed

within existing study visits, resulting in different numbers

of individuals for whom paired (within-subject) compari-

sons could be made for each of the outcome measures.

Characterization of the OASIS sample

Sixty-seven percent of the study cohort was male, and 66%

was Caucasian (see Table 1). Mean age at the time of

intake to the clinic was 23.1 years (SD = 4.5), with a

higher mean age for females than males [F(1,161) = 3.24,

ns]. Most individuals (91%) had never been married and

were living in private residences (91%). The most common

diagnosis was schizophrenia, followed by psychosis NOS

(see Fig. 2). Of the 122 individuals for whom AUS/DUS

data were collected at baseline, 23% (n = 28) were abus-

ing one or more substances at baseline, with cannabis and

alcohol representing the most frequently abused sub-

stances. Medication data were recorded for 72% (n = 117)

of the sample at baseline.1 Of individuals prescribed

Accepted for treatment 
N = 255 

Screen fail n = 150 

Psychosocial intake visit 
N = 224 

6-Month visit 
N = 132a 

Baseline visit 
N = 200 

Consults n = 4 
At-risk n = 33 

Study cohort (psychosis) 
N = 163 

Discharged n = 31 

Discharged n = 33 

Phone screening 
N = 405 

No-shows n = 31 

No-shows n = 14 Consults n = 10 

1-Year visit 
N = 101b 

Recontact n = 2 

Fig. 1 OASIS treatment flow

for the period 1 June 2005–1

June 2009. aData available for

n = 116; bdata available for

n = 87

Table 1 Demographics for OASIS study cohort

Male Female Total

Subjects, n 110 53 163

Age, M (SD) 22.7 (4.2) 24.0 (5.1) 23.1 (4.5)

Race, n

White/Caucasian 81 26 107

African American/Black 23 21 44

Asian 5 3 8

Hispanic/Latino 0 3 3

Native American 1 0 1

Marital status, n

Never been married 104 45 149

Married 4 4 8

Divorced 2 2 4

Separated 0 2 2

Living situation, n

Private residence 100 49 149

Group home 9 2 11

Transitional housing 0 2 2

Support apartments 1 0 1
1 In cases where individuals were prescribed more than one

antipsychotic medication, the lower adherence rating was used.
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antipsychotic medications, 91% were rated as adherent to

their medication regiments. Information on duration of

untreated psychosis (DUP) was only available for 76

individuals in the study cohort. Due to concerns regarding

to the validity of DUP calculations, DUP was not used in

successive analyses.

Data on previous treatment and involvement with the

correctional system was available for n = 109. Of these

individuals, 71% (n = 77) had been in outpatient treatment

for a psychiatric disorder prior to engaging with OASIS,

however, only 15% (n = 16) were receiving concurrent

services outside of OASIS at the time of intake. Individuals

had a mean of 1.4 previous hospitalizations (SD = 1.29,

Mdn = 1, mode = 1, range = 0–6). There were no sig-

nificant differences in baseline symptom (BPRS total

scores) or levels of global functioning (GAF) between

individuals who had data on previous treatment and those

who did not.

One-year outcomes

Complete hospitalization data for the entire study period

was available for 70 individuals, 27% (n = 19) of whom

had been hospitalized for a mean of 13.84 nights

(SD = 11.02, Mdn = 11, range = 4–45) over the course

of their first year of treatment. Overall, individuals were

hospitalized for a mean of 3.76 nights (SD = 8.37,

Mdn = 0, range = 0–45). Individuals with complete hos-

pitalization data did not differ significantly from those with

incomplete data on baseline demographic or clinical vari-

ables (including age, sex, DUP, symptom remission status,

functional remission status, GAF, or private vs. not private

insurance status). For individuals with paired baseline and

1-year data (n = 67), substance abuse prevalence fell from

24% at baseline to 12% at 1 year, though there was no

statistically significant change in likelihood of substance

abuse from baseline to 1 year [OR = 0.48, 95% CI (0.22,

1.05), p = .067].

For those with paired baseline and 1-year medication

adherence data (n = 49), medication adherence fell from

90% at baseline to 86% at 1 year. There was no significant

change in the proportion of adherent individuals from

baseline to 1 year.

Changes in primary outcomes over 1 year

One-year visits were established in the OASIS outcome

database for 87 individuals. Individuals who were missing

1-year visits for any reason (including discharge, lost to

follow-up, uncompleted forms, etc.) did not differ signifi-

cantly from individuals with 1-year visits in age, sex, or on

any baseline outcome measures. Baseline means for the

entire sample, paired means for individuals with both

baseline and 1-year data, and corresponding significance

tests and effect sizes are presented in Table 2.

Symptoms and global functioning

Significant symptom reduction from baseline to 1 year was

observed on the BPRS total score as well as on the positive

symptoms, activation, and negative symptoms factors, with

changes corresponding to small to medium effect sizes.

There was no statistically significant change on the

depression/anxiety factor. There was also a statistically

significant improvement in GAF scores from baseline to

1 year, corresponding to a large effect size and a shift from

serious symptoms or level of impairment to mild symptoms

or level of impairment [15].

Role and occupational functioning

Scores on each of the four RFS items showed significant

improvement from baseline to 1 year, corresponding to

medium to large effect sizes. Change on the total score was

also statistically significant and corresponded to a large

effect size. Individuals were significantly more likely to

have adequate to optimal role functioning across domains

on the RFS (i.e., scores C6 on each item) at 1 year than at

baseline [OR = 3.46, 95% CI (1.64, 7.26), p = .001].

Individuals were significantly more likely to be involved in

school at 1 year than at baseline [OR = 2.40, 95% CI

(1.33, 4.33), p = .004] (see Table 3). Likewise, there was

an increased likelihood of at least half-time occupational

functioning between baseline and 1 year, but this change

Fig. 2 Primary diagnoses at baseline. Data available for n = 161
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was not statistically significant [OR = 1.52, 95% CI (0.87,

2.67), p = .14].

Symptom and functional remission

There was a significant increase in the proportion of indi-

viduals meeting symptom remission criteria as determined

by severity only from baseline to 1 year [OR = 3.02, 95%

CI (1.67, 5.47), p \ .001] (see Table 4). Eighty-four per-

cent of individuals with symptom data at all three time

points (n = 48/57) met remission severity criteria at one or

more study visits over the course of the year, and 63%

(n = 36) experienced symptom remission for a duration of

at least 6 months at some point during the study period.

Fifty-seven percent of individuals with symptom data at

6 months and 1 year (n = 38/67) met both severity and

time criteria for symptom remission at 1 year.

There was also a statistically significant increase in

proportion of individuals meeting functional remission

criteria from baseline to 1 year [OR = 3.63, 95% CI (1.16,

Table 2 Symptom and functional outcomes at baseline and over course of 1 year

Total sample Paired sample

Baseline Baseline 1 year

n M (SD) n M (SD) M (SD) t p d

BPRS (total) 121 39.57 (10.86) 66 38.77 (10.65) 33.12 (8.50) 3.82 \.001** 0.47

Positive 7.35 (4.00) 6.92 (3.60) 5.64 (2.94) 2.50 .015* 0.31

Activation 5.48 (2.03) 5.35 (1.88) 4.64 (1.08) 2.95 .004** 0.36

Negative 5.11 (2.56) 5.41 (2.72) 4.52 (2.21) 2.55 .013* 0.31

Dep/anx 7.36 (3.33) 7.08 (3.24) 6.32 (2.64) 1.71 .092 0.21

GAF 162 50.51 (11.42) 84 49.98 (10.62) 65.52 (15.23) -9.56 \.001** -1.04

RFS (total) 121 17.14 (5.28) 55 16.75 (5.19) 20.36 (5.25) -6.08 \.001** -0.82

Working productivity 3.48 (1.92) 3.29 (1.94) 4.62 (1.99) -5.83 \.001** -0.79

Independent living 4.44 (1.58) 4.42 (1.65) 5.24 (1.50) -3.82 \.001** -0.52

Immediate soc. network 4.74 (1.37) 4.78 (1.26) 5.53 (1.12) -4.77 \.001** -0.64

Extended soc. network 4.48 (1.36) 4.25 (1.31) 4.98 (1.35) -4.30 \.001** -0.58

BPRS Brief Psychiatric Rating Scale (total score range 24–168; positive subscale range 4–28; Activation subscale range 4–28; Negative subscale

range 3–21; Depression subscale range 4–28), GAF Global Assessment of Functioning (range 1–100), RFS Role Functioning Scale (total range

4–28; subscale ranges 1–7)

* p \ .05, ** p \ .01

Table 3 Occupational status for subsample with paired data at baseline and 1 year (n = 86)

Employment status Baseline 1 year

School involvement School involvement

None (%) \Half-time (%) CHalf-time (%) Total (%) None (%) \Half-time (%) CHalf-time (%) Total (%)

Unemployed 48.8 10.5 4.7 64 31.4 20.9 5.8 58.1

Working \half-time 7.0 4.7 0 11.6 4.7 7.0 0 11.6

Working Chalf-time 23.3 1.2 0 24.4 27.9 2.3 0 30.2

Total (%) 79.1 16.3 4.7 100 64 30.2 5.8 100

Table 4 Symptom and functional remission status for subsample

with paired data at baseline and 1-year

Baseline 1 year

n (%) n (%)

All available paired data

Symptom remission (severity criterion only)

(n = 66)

27 (41) 45 (68)

Functional remission (n = 55) 2 (4) 7 (13)

Only cases with both symptom and functional remission data

(n = 43)

Symptom remission (severity criterion only) 15 (35) 27 (63)

Functional remission 1 (2) 4 (9)

Of those in symptom remission, % in

functional remission

1 (7) 3 (11)

Of those in functional remission, % in

symptom remission

1 (100) 3 (75)

% meeting both symptom and functional

remission criteria

1 (2) 3 (7)

All data in this table consider symptom remission as defined only by

the severity (i.e., mild or less) criterion

1612 Soc Psychiatry Psychiatr Epidemiol (2012) 47:1607–1615

123



9.71), p = .025]. Eighteen percent of individuals with

functional remission data at all three time points (n = 9/51)

met functional remission criteria at one or more study visits

over the course of the year, though only 8% (n = 4) were

able to sustain this level of functioning for two consecutive

study visits (6 months and 1 year, in all cases).

Discussion

The present study is the first systematic evaluation of a US-

based multi-element treatment center for early psychosis.

The aims of this naturalistic prospective study were to

characterize the population presenting for treatment during

the clinic’s first 3 years of operation and to examine the

course of the first year of treatment. Discussion of the

findings with respect to these two aims is presented below.

The individuals accepted for treatment for early psy-

chosis at OASIS share characteristics with samples repor-

ted by other specialized early psychosis treatment

programs with respect to sex, age, marital status, and ethnic

composition [4, 19]. The findings attest to the fact that this

is a high-risk population, as approximately one quarter met

criteria for either substance abuse or substance dependence.

Overall, it is clear that there is a need for mental health

services for this population in the state of NC and that a

model of community-based multi-element treatment for

early psychosis is feasible.

Baseline global functioning scores at OASIS were

notably higher than those in published reports from other

multi-element treatment programs [20, 21]. This likely

reflects differences in treatment models and referral sour-

ces. Because OASIS does not offer its own inpatient ser-

vices, many patients are referred after their acute

symptoms have resolved, in contrast to multi-element

clinics providing inpatient services, where the first point of

contact with the service may be a hospitalization. It is also

important to note that the population served at OASIS is

best characterized as an ‘‘early psychosis’’ cohort repre-

sentative of individuals within the broader critical period of

early intervention, rather than a strictly ‘‘first-episode’’ or

‘‘first presentation to treatment’’ sample.

OASIS was able to successfully engage a high proportion

of individuals entering treatment. Only 13% of the cohort

was discharged for reasons of refusing treatment over the

course of the first year. An extremely conservative rate of

disengagement (33%) can be calculated by including indi-

viduals who had geographic relocations, returned to work or

school, left for reasons of program dissatisfaction, or missed

two consecutive study visits, in addition to those who were

discharged for reasons of refusing treatment. Nonetheless,

these statistics reinforce the potential for multi-element

early intervention services to engage young adults much

more successfully than standard care [22] or interventions

limited to medication management alone (i.e., in drug trials

for first-episode psychosis) [23, 24], where less than half of

patients continue in treatment for at least 1 year.

Over the first year of treatment, individuals in treatment

at OASIS experienced significant improvements in global

functioning and significant decreases in positive and neg-

ative symptom levels. There was also a significant increase

in the proportion of individuals meeting symptom remis-

sion criteria, as determined by severity only, from baseline

to 1 year, with rates of remission at 1 year approaching

those reported at other multi-element treatment centers

using these same criteria (i.e., 69–78%) [19, 25, 26]. Fur-

thermore, OASIS had a favorable percentage of individuals

who met remission severity criteria at one or more study

visits over the course of the year in comparison to the only

other study that has reported on this same statistic in a

multi-element treatment model for early psychosis (i.e.,

[27]) (84 vs. 77%). The percentage meeting severity

remission criteria at any point during the first year of

treatment at OASIS also surpasses the rate of symptom

remission reported in a large randomized, double-blinded

trial of antipsychotic medication effectiveness using the

same standardized remission criteria as our study (84 vs.

70%) [24]. Likewise, the rate of hospitalizations at OASIS

was low as compared to that reported in an epidemiological

study of standard care for individuals recently experiencing

an initial hospitalization for psychotic disorders in the US

(i.e. 36.5%) [28], though hospitalization rates reported by

other early psychosis treatment programs vary more widely

(5–59%) [19, 29, 30]. Overall, these findings suggest that

treatment at OASIS may be associated with meaningful

symptom reduction, and highlight the potential for multi-

element treatment to improve outcomes observed in stan-

dard care or via pharmacotherapy alone.

Individuals receiving care at OASIS demonstrated sig-

nificant improvements across functional outcome domains

over the course of the first year of treatment. There was a

significant increase in the proportion of individuals meet-

ing functional remission criteria from baseline to 1 year,

and like symptom remission, fewer were able to sustain this

level of functioning for two consecutive study visits. It is

notable that in all cases, the sustained functional remission

occurred between 6 months and 1 year, suggesting that

enduring functional gains may take longer than symptom-

atic ones. Rates of functional remission were also much

lower than rates of symptom remission, which has been

widely observed in early psychosis using varying defini-

tions of functional recovery [26, 31–36]. Longer follow-up

is needed to determine the ultimate sustained functional

recovery rates.

This is the first examination of a multi-element treat-

ment center for early psychosis in the US. The prospective
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longitudinal study design allowed for careful examination

of the characteristics of an early psychosis cohort pre-

senting to a specialized, phase-specific treatment program,

as well as the course of the first year of treatment. The use

of well-validated measures of symptoms and a consensus

definition of symptom remission permits comparisons of

key outcomes across the early intervention literature based

on standards of care set forth in the International Decla-

ration on Early Psychosis [19, 30, 37–39].

Despite the benefits of the study’s naturalistic prospec-

tive design, the lack of a control sample is one of the

study’s chief limitations, and we cannot confidently infer

that outcome changes were due to the treatment offered at

OASIS. A second caveat pertains to the short follow-up

period examined in the present study. Longer follow-up

periods are needed to better understand the more prolonged

recovery trajectory. Finally, raters were not trained to

reliability for the purpose of this study and raters were not

blind to clinical status, as study evaluations were conducted

by full-time clinicians as part of routine care. Furthermore,

because data were collected before or during sessions

otherwise dedicated to case management, therapy, and

medication management, the demands of clinical care may

naturally have taken precedence over data collection,

thereby contributing to some of the missing data in this

study. Indeed, consistent outcome evaluation may repre-

sent an ongoing administrative challenge for programs with

fewer resources [40].

In conclusion, this study provides preliminary evidence

for the efficacy of a US-based multi-element treatment

center in addressing the clinical needs of an early psychosis

population and improving short-term outcomes. Further-

more, it lays the groundwork for successive more elaborate

investigations, such as the NIMH-sponsored ‘‘Recovery

After an Initial Schizophrenia Episode’’ (RAISE) program.

The tri-fold goals of RAISE—to reduce the likelihood of

long-term disability for individuals with schizophrenia; to

increase the likelihood that these individuals will lead

productive lives in the community; and to reduce the

financial impact on public care systems—have informed a

full-scale, randomized controlled trial that will evaluate

interventions during the early stages of schizophrenia and

related disorders. The RAISE-Early Treatment Program

(ETP) study is a nationwide project comparing a package

of phase-specific interventions to usual community care.

The experimental condition includes an individual therapy

called Individual Resiliency Training (which focuses on

goals and strengths), family psychoeducation, supported

employment and education, and individualized medication

management using a computerized decision support system

(N.R. Schooler, personal communication, October 11,

2011). All treatment is delivered by front line clinical staff.

A total of 34 community clinics throughout the US are

currently recruiting 400 patients who will receive at least

2 years of treatment and evaluation. Results from RAISE-

ETP promise to shed further light on the benefits of early

intervention while facilitating future service development.

Continued evaluation of the multi-element treatment model

is a necessary component of ongoing efforts to identify best

practice in intervention for early psychosis, and in pro-

viding widespread access to optimal, evidence-based care.
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