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In the last two decades, the importance of developing strategies that reduce the burden of new onset
psychosis on affected persons, their families, and the community has been recognized. This article reviews the
literature on First-episode psychosis (FEP) in Iran. In the last decade, several studies on FEP have been
published in Tehran concerning Duration of untreated psychosis (DUP), pathways to care, diagnostic stability,
outcome predictors, treatment, aftercare services, psychosocial interventions, and Neurological soft signs
(NSSs). However, the samples in most studies were small, and most participants were recruited from inpatient
wards. Therefore, caution must be exercised when generalizing the results to patients with FEP in the
community, particularly in other parts of the country. We conclude that it is necessary to conduct follow-up
research with sufficiently large samples from the community to support the previously published longitudinal
studies on FEP, as well as to help to inform the development of specialized FEP and early intervention services.
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Introduction

irst-episode psychosis (FEP), the first

presentation of psychotic symptoms

or signs, usually occurs in adolescents
or young adults (1,2). The effect of FEP on the
patients, their families, and the community can
be immense. Patients often become confused,
frightened, depressed, socially isolated, and
overwhelmed by the disruption to their lives
and goals (3,4). In the last two decades, attention
is being paid on developing strategies that
reduce the individual, social, and economic
burden of new onset psychosis on affected
persons, their families, and the community. A
study from Nottingham, England estimated
the incidence rate of FEP to be at least 1.36
per 100,000 people (0.74 per 100,000 men
and 1.99 per 100,000 women) (5). However, in
Melbourne, Australia, the age-specific treated
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incidence of FEP in 15-29-year-old persons
was reported to be much higher (16.7 per
10,000 person-years in males, and 8.1 per
10,000 person-years in females) (6). Susser
and Wanderling (1994) reported that the
incidence of non-affective acute remitting
psychosis in developing countries is ten times
higher than that in industrialized countries (7).
The incidence of schizophrenia differs between
various populations around the world, and the
distribution is asymmetric, with a median of
15.2 (7.7-43.0) per 100,000 people (8). These
distributions are also significantly influenced
by sex, urbanicity, and migrant status (8).
However, to date, there is no information
about the incidence of FEP in Iran.

We believe that it is necessary to conduct
studies regarding FEP in developing countries,
especially those with a relatively young
population, such as Iran. This article reviews
the literature on FEP in Iran as compared to
other parts of the world. Several aspects of
FEP have been studied in Iran including
Duration of wuntreated psychosis (DUP);
pathways to care; short-term diagnostic stability;
outcome predictors; treatment; specialized
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care in the acute and continuation phases for
patients and their families; and Neurological
soft signs (NSSs).

Duration of Untreated Psychosis

Duration of untreated psychosis (DUP),
which refers to the time interval between the
onset of psychosis and the beginning of
treatment, is often broad. At the same time,
there is substantial evidence that longer DUP
leads to poorer outcomes (9,10).

Sharifi et al (2008) studied DUP among a
group of patients with FEP at Roozbeh Hospital
in Tehran (11). The median and mean DUP
were 11 weeks and 52.3 weeks, respectively.
DUP in this sample was not long compared to
DUP reported in several other studies (9,10,12),
possibly because of the predominance of
acute psychosis in the sample. In another
study from Iran, 42.7% of those interviewed
sought treatment within 1 month of the onset
of psychotic symptoms (13). Most clinical
benefits appear within the first six months of
treatment (14). Unfortunately, the time between
the first symptom and the decision to contact a
professional is often very long. Public
campaigns that provide information about
warning symptoms may be helpful for
decreasing the time taken to seek treatment
(15). However, Malla et al. (2005) suggest that
efforts to shorten the delay between the onset
of symptoms and treatment must consider the
several factors associated with seeking help
other than public awareness. These factors
include referral patterns and the time taken to
engage patients in treatment after they are
referred to a specialized service. Different
intervention strategies may be required
to resolve issues with each of these factors
(16). In addition, there is growing evidence
that untreated psychosis is “toxic” in that
neurological damage may progress if
psychosis is left untreated. The concept of a
“critical period” in the development and course
of psychosis is a strong argument in favor of
early intervention and supports the importance
of reducing the DUP. Interventions for
psychosis are usually “blind to the phase and
age of illness” (17). Given the importance of
adherence to treatment for future prognosis, a

specialized approach to starting patients on
antipsychotic medication may be desirable to
ensure continued engagement in treatment.
Most FEP patients are reluctant to voluntarily
adhere to treatment, and are admitted to the
hospital involuntarily (18,19).

Pathways to Care

Studies of pathways to care for patients
with FEP show the complexities of the mental
healthcare system, which are not easy for
patients and their families to discuss (20,21).
Only a small proportion of patients seek out
treatment for psychotic symptoms (21).
Obtaining information concerning patients’
help-seeking behavior and their pathways to
care is crucial before any modification to
service delivery can be made (15). Studies that
examined pathways to mental health care
identified that the most common route to mental
health services was via general practitioners,
and general practitioners increasingly play the
role of gatekeepers to these services (22-24).
On the other hand, in a study from Germany,
only 29% of the patients made any contact
with a general practitioner before admission
to the hospital, and only 18% had their first
contact after FEP with a general practitioner
(15). Moreover, a survey conducted in a
district of inner-city London revealed that half
of the identified patients were brought to the
hospital by police (25). In contrast, a study
from Tehran showed that following the onset
of psychosis, the majority of patients were
first seen by a psychiatrist (n=23, 25.3%), a
traditional healer (n=21, 23.1%), or a general
practitioner (n=16, 17.6%) (11). Referral to a
mental hospital was mostly made by the
family (n=30, 33.1%), health professionals
(n=29, 31.9%), or the legal system (n=15,
19%) (11).

Outcome Predictors

Several demographic and clinical variables
may accurately predict treatment outcome in
FEP (26). In a naturalistic study, Tabatabaee et
al. (2008) investigated 163 FEP patients
admitted to a hospital in order to explore acute
treatment response and its predictors (27).
They reported a higher treatment response
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rate as compared to several other studies
conducted in western countries. Patients
showed a response rate of 91.5% for positive
symptoms, 71.4% for negative symptoms, and
67.5% for functioning, whereas the response
rate in other studies of FEP have been
between 46% and 96% (28,29). Patients who
had a negative family history and more severe
negative symptoms prior to treatment were
more likely to show improvement in negative
symptoms. This may be because there is less
room to improve when negative symptoms
are initially less severe. Conversely, previous
studies have shown that the intensity of negative
symptoms at admission was a predictor of
poor response to treatment (30). In line with
previous studies, acute onset, lower pre-
treatment functioning, and higher premorbid
functioning were associated with a better
functional response (31-34). Tabatabaee et al.
(2008) did not find any association between
treatment response and symptom dimension.

In another study conducted as a part of the
Roozbeh First-episode program (RooF),
Mahmoodi-Gharaei et al. (2010) investigated the
associations between premorbid adjustment,
symptom profile, and quality of life in a sample
of patients with FEP (35). Poor premorbid
adjustment was significantly associated with
more severe negative symptoms in late
adolescence, as measured by the Positive
and negative syndrome scale (PANSS).
Additionally, peer relationships and sociability
were positively associated with scores on the
negative subscale of the PANSS. This study
failed to find any significant differences
between affective and non-affective FEP in
terms of premorbid functioning (35). These
results were consistent with some previous
studies (36-38).

Diagnostic Stability and Course

Robins and Guze (1970) suggested five
validating criteria, including diagnostic stability,
to verify diagnosis of psychiatric disorders
(39). Diagnosis may change over time due to
various factors, such as the emergence of new
information, reinterpretation of previously
gathered data, unreliability of measurement,
or evolution of the illness (40,41). It is clear
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that diagnosis will be difficult at the time of
FEP because the course of the illness is not
well known, making a definitive diagnosis
conceptually and clinically premature. A
study was conducted at Roozbeh Hospital in
Tehran to verify the stability of a diagnosis of
psychosis one year after FEP (42). According
to both the DSM-IV and ICD-10
classification systems, diagnoses of bipolar
disorder and schizophrenia were highly stable
(100%). Additionally, all patients diagnosed
according to the ICD-10 criteria as “Acute
and transient psychotic disorders” or
according to the DSM-IV criteria as “brief
psychotic  disorder” received the same
diagnosis in a follow-up assessment. The
DSM-1V “schizophreniform disorder” had the
lowest prospective consistency (50%) (42).
This finding could reflect the infrequency of
relapse in acute brief psychoses, especially in
developing countries. In contrast, Singh et al.
(2004) showed that the ICD-10 criteria classify
a diagnostically unstable group of disorders,
including “good-outcome schizophrenia”,
“affective psychosis” and a group of non-
schizophrenic, non-affective psychoses with
an acute onset and benign 3-year course (5).
Diagnostic stability was not related to any
particular subgroup of ICD-10 ATPDs.
Alaghband-Rad et al. (2006) investigated
the concept of Non-affective acute remitting
psychosis (NARP) in a group of patients with
FEP in Tehran (43). Susser and Wanderling
(1994) defined NARP as a psychotic illness
with acute onset (developed within one week),
short duration (remission within six months),
and the absence of prominent mood
symptoms (7). Alaghband-Rad et al. (2006)
found that out of the 49 patients who
completed the 24-month follow-up, 15
(30.6%) had NARP, which accounted for 60%
of the diagnosed non-affective psychoses. Ten
patients with NARP continued to be relapse-
free, four showed a very short-lived relapse,
and only one had a chronic illness. During the
follow-up, patients with NARP received
medication for fewer months than did patients
with other non-affective psychoses (43). The
investigators concluded that there is a high
rate of NARP among patients with FEP, and
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the favorable course of treatment is similar to
that reported in studies in developing countries
where the incidence of NARP was higher (7).
Susser et al. (1998) and Mojtabai et al. (2000)
reported that in developing countries, between
21% and 25% of patients referred to a health
center with non-affective psychoses were
diagnosed with NARP (34,44). Nevertheless,
stability of diagnoses in adolescent patients
with FEP may be different from those in
adult patients, especially considering the
preponderance of mood disorders in the
former group (45).

Treatment

Studies show that Low Dose atypical
Antipsychotics (LDA) are as effective as
higher doses and have fewer adverse effects.
McEvoy et al. (1991) showed that patients
with FEP are both more responsive and more
sensitive to a particular dose of typical
antipsychotics than patients with chronic
schizophrenia  (46). The results also
demonstrated that among antipsychotic-naive
patients with FEP, the mean dose of
haloperidol that elicited extrapyramidal
symptoms was half that of patients with prior
antipsychotic exposure (2.1 vs. 4.3 mg/day),
and the higher dose did not improve the speed
or magnitude of drug response (46). The
results from subsequent studies with atypical
antipsychotics confirmed that lower doses of
atypical antipsychotics were sufficient to
achieve a therapeutic response for most
patients with FEP (47-51). The effectiveness of
using LDA compared with Treatment as usual
(TAU) was examined as part of RooF (52).
Totally, 73 hospitalized patients with FEP aged
15-60 years were recruited and randomly
assigned to the LDA or TAU group, 65
subjects completed the study. There were no
significant differences between the two
groups at discharge with regard to symptom
severity and extrapyramidal side effects.
Risperidone equivalent mean dose was 3.4
mg/day in the LDA group, and 4.9 mg in the
TAU group. In the latter group, most patients
received atypical antipsychotics and a
minority received typical antipsychotics with
haloperidol equivalent mean dose of 10.1 mg.

Duration of hospitalized treatment was longer
in the LAD group compared with the TAU
group (43.0 vs. 31.1 days).

These results suggest that although
prescribing low dose atypical antipsychotics
may be as effective as routine practice in
treating hospitalized patients with FEP,
potential adverse consequences, such as
longer hospitalization for patients and the
consequences for the healthcare system,
should be examined in future studies (52). In
addition, another study conducted in Tabriz,
Iran, reported a significant relationship between
the incidence of adverse extrapyramidal side
effects and the dosage of risperidone (53).

Several studies have shown that
antipsychotics work fast (54,55). Derks et al.
(2010) showed that response measures taken
after two weeks were associated with remission
within one year in a sample of patients with
FEP (56). Nevertheless, the ability to predict
remission improved when 4- and 6-week
measures of response were included (56).
Furthermore, in general practice, there is a
tendency to reserve Long-acting antipsychotic
injection (LAI) drugs for patients who have
already experienced significant adverse
effects because of non-adherence. However,
non-adherence is a big problem in patients
with FEP. Many patients have not fully
acknowledged the reality of their illness, and
since remission of symptoms is common after
treatment in the acute phase of a first episode,
there is often a false belief that continued
medication is not needed (57). McEvoy et al.
(2007) reported an overall medication
discontinuation rate of 70% (58). It 1is
noteworthy that more than half of the
discontinuations reported in this study
occurred against the advice of the treating
physicians.

However, two studies investigate the use of
LAI drugs in patients with FEP. Emsley et al.
(2008) studied 60 patients with FEP who were
eligible for risperidone LAI. Only 9 (15%)
refused this treatment (59). Follow-ups with
the patients occurred for up to 2 years; 72%
completed the full 2-year follow-up period. In
the second study, Weiden et al. reported that
83% of eligible patients consented to
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participate, and 73% of those who were
randomly assigned to receive LAls accepted
them (60). In a follow-up after 12 weeks,
medication adherence was found to be
significantly better in the group receiving
injections. These studies suggest that the use
of LAI medication in FEP is feasible and may
have advantages over other treatments.
Undoubtedly, further research is warranted. A
critical question that needs to be addressed is
whether using LAIs raises the risk of
experiencing extrapyramidal side effects, such
as tardive dyskinesia. Another important
question related to medication use in FEP is
how long a patient should continue taking
antipsychotic drugs following FEP remission.
Further studies are necessary to identify what
factors predict which patients in FEP
remission are likely to relapse when medication
1s discontinued. To conclude, more data are
needed to develop a broader understanding of
LAIs (57).

Aftercare Services and Psychosocial Interventions

Two critical aims of FEP programs are to
prevent psychotic relapse and promote
recovery (61). Moreover, Linszen et al. (1998)
suggested that there are four reasons for
adding psychosocial interventions to a regimen
of antipsychotic medication: problems with
adherence (mainly due to unpleasant side
effects); persistence of negative symptoms,
inadequate social recovery or treatment
resistance; deinstitutionalization, with emphasis
on the family's role in recovery; and presence
of high “expressed emotion” (62). In particular,
psychosocial interventions help patients
improve the quality of their lives and regain
their psychological well-being and ability to
participate in social and occupational events.
Key elements of psychosocial intervention
include  psycho-education and  family
engagement.

As a part of RooF, patients and their
families received two main services—home
care and telephone follow-up—and then, the
effectiveness of these services was evaluated
(63). Totally, 48 patients with FEP admitted to
Roozbeh Hospital were randomly assigned to
home care (n=15), telephone follow-up (n=9)
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or treatment-as-usual (n=24). Patients in the
home care group received monthly home
visits from trained general practitioners and
social workers. Patients in the telephone
follow-up group had monthly outpatient visits
with telephone prompts to encourage
attendance. As part of both services, patients
received family psycho-education, either in
their homes or at the outpatient clinic.
Patients were followed up for 12 months and
data on re-hospitalization, relapse, symptoms,
functioning, quality of life, and service
satisfaction were compared. The results
showed that no patient in the home care group
experienced a relapse, which was significantly
less than patients in the telephone follow-up
and treatment-as-usual groups, where 4 (44%)
and 6 patients (25%) experienced a relapse,
respectively. The re-admission rate was zero
for patients in the home care group, as
compared to 22.9% of patients in the
telephone follow-up group and 13.9% of
patients in treatment-as-usual group. Other
outcome measures were comparable across
groups. However, this study showed that the
development of specialized early psychosis
services in a developing country is practical,
and home care may be more -effective
compared to less intensive care (63).

The results of a large randomized trial
conducted by Peterson et al. (2005) were
largely in favor of an integrated treatment.
This treatment was based on the assertive
community treatment model and was
enhanced by specialized protocols for social
skills training and family involvement regarding
adherence to treatment, psychopathology,
comorbid dependence, user satisfaction, social
outcomes, and use of health services. The
response outcomes from the first year with
regard to positive and negative symptoms
persisted in the second year, indicating
robustness (64). In contrast, the effectiveness
of an integrated program was compared to
treatment-as-usual in a group of inpatient
adolescents with FEP in a randomized trial as
part of the RooF program (65). The integrated
program consisted of a standard pharmacological
treatment, family psycho-education, and
telephone follow-up for regular visits. The
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results showed no significant difference
between the two groups after two years (65).
However, these results should be interpreted
with caution because of the small sample size.

A high rate of distress and burden among
families of patients with FEP reveals the need
for family intervention. Mottaghipour et al.
(2008a) showed that 49% of family members
of patients with FEP had psychiatric morbidity
at the onset of the disorder that decreased to
29% six months later (66). Scores on the
Negative scale of Experience of caregiving
inventory (ECI) decreased significantly after
family education, and families’ psychological
well being was significantly associated with
their experience of caregiving (66). Therefore,
training health professionals to conduct family
psycho-education is an important component
of any specialized FEP program. As part of
RooF, Mottaghipour et al. (2010) studied
how effectively trained health professionals
conducted family education sessions (67). The
overall rate of adherence to protocol in
leading the four sessions of family psycho-
education was satisfactory (72%). However,
there was less adherence to protocol in family
psycho-education sessions carried out at home
compared to the group sessions performed at
the hospital (67).

Neurological Soft Signs

Neurological soft signs (NSSs) are
objective, non-localizable, minor signs that
are considered to be indicative of damage in
the connection between cortical and subcortical
areas or between different cortical regions
(68,69). In a study at Roozbeh Hospital, the
prevalence of NSSs in patients with FEP,
their first degree relatives, and a group of
healthy control subjects, was evaluated (70).
The study showed that patients with FEP had
significantly more NSSs than the first-degree
relatives and the control group. In addition,
the patients had significantly higher scores
than controls on the “sequencing of complex
motor acts,” “motor coordination,” and “sensory
integration” subscales of the Neurological
evaluation scale (NES). Finally, the patients
showed significantly higher scores on “motor
coordination” and “eye movements” NES

subscales than their relatives. In line with
previous studies, the authors concluded that
NSSs may be part of a neural dysfunction that
triggers psychosis, rather than being the
consequence of a neurodegenerative process
caused by the disorder (71).

In another study, Abedi Sohroforouzani et
al. (2008) studied the associations between
NSSs and manic and psychotic symptomatology,
and treatment response in patients with first
episode mania. They reported that there was
no significant correlation between NSSs and
the severity of manic symptoms in patients
with first episode mania. Furthermore,
whenever the severity of baseline NSSs was
high, the reduction in negative psychotic
symptomatology decreased over the course of
acute treatment. There was no significant
correlation between NSS severity and changes
in the severity of manic symptoms over the
course of treatment, but the study showed a
negative association between pre-treatment
scores on the “motor sequencing” subscale
of the NES and the reduction in manic
symptoms over the course of acute treatment
(72). They concluded that there might be a
neurodevelopmental basis for psychotic
mania like schizophrenia.

In the third study, Shadloo et al. (2008)
studied the association between NSSs and
symptom profile in a group of patients with
FEP (73). They found no correlation between
NSSs (measured by the NES) and symptom
severity (measured by the PANSS). This
finding is in line with one study (74), but
contrary to others (75-78). However, for the
subscales, PANSS negative symptoms were
highly correlated with primitive reflexes (73),
consistent with previous studies (79,80).

Conclusion

Research on FEP in Iran has increased in
the last decade. There are preliminary findings
on FEP in terms of DUP, pathways to care,
diagnostic  stability, outcome predictors,
treatment, aftercare services, psychosocial
interventions, and NSSs. However, a majority
of published studies on FEP from Iran are the
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results of a specialized program for patients
with FEP, entitled the Roozbeh First-episode
psychosis program (RooF). In other words,
most of the published studies were conducted
in Roozbeh Hospital, a referral teaching mental
hospital without a well-defined referral policy
and catchment area, located in Tehran, the
capital city of Iran. In addition, caution must
be exercised when generalizing the results to
patients with FEP in the community and other
parts of the country because the samples in
the published studies were small, and most
participants were recruited from the inpatient
wards. Another limitation of the published
studies is the short duration of follow-ups.
Thus, it 1is necessary to support the
longitudinal studies on FEP with studies that
involve longer follow-up periods.

Our country is currently facing several
challenges in terms of mental health service
development. Although there is a partially
developed community mental health program
in rural areas of Iran, community-based mental
health care has not been fully established in
urban areas (81). In addition, primary health care
does not entirely cover the urban population,
and there is no defined referral system in
cities. Mental health services are inadequate
and not integrated with primary health care.
Furthermore, with some exceptions in a few
centers in Tehran, there is no continuously
active aftercare program for patients with
severe mental illnesses. Such conditions
prevent patients with FEP from taking part
in an early intervention program. However,
the results from RooF in Iran have clarified
the strengths and weaknesses of similar
experiences in other parts of the country.
Mottaghipour et al. (2008b) developed a
checklist that would be helpful for future
research in terms of developing better trials,
especially for studying FEP (82). Unfortunately,
negligence of priority of mental health care in
health policy making, absence of required
infrastructures in different parts of the health
care system, lack of continuous funding, and
unavailability of community psychiatry training
in residency curriculums are restricting the
development and expansion of early intervention
programs for patients with FEP in Iran.

First-Episode Psychosis in Iran

Acknowledgments

I would like to thank Prof. Gholamreza
Mirsepassi, Prof. Mehran Zarghami, and Prof.
Vandad Sharifi for their helpful comments on
an earlier draft of the manuscript.

References

1. Harris A, Brennan J, Anderson J, Taylor
A, Sanbrook M, Fitzgerald D, et al.
Clinical profiles, scope and general
findings of the Western Sydney First
Episode Psychosis Project. Aust N Z J
Psychiatry 2005; 39(1-2): 36-43.

2. Mackrell L, Lavender T. Peer
relationships in adolescents experiencing a
first episode of psychosis. J Ment Health
2004; 13: 467-479.

3. Kilkku N, Munnukka T, Lehtinen K. From
information to knowledge: the meaning of
information-giving to patients who had
experienced first-episode psychosis. J
Psychiatr Ment Health Nurs 2003; 10(1):
57-64.

4. Sanbrook M, Harris A. Evidence for early
intervention in first-episode psychosis.
Can J Psychiatry 2004; 49(4):280-1.

5. Singh SP, Burns T, Amin S, Jones PB,
Harrison G. Acute and transient psychotic
disorders: precursors, epidemiology, course
and outcome. Br J Psychiatry 2004; 185:
452-9.

6. Amminger GP, Harris MG, Conus P,
Lambert M, Elkins KS, Yuen HP, et al.
Treated incidence of first- episode
psychosis in the catchment area of EPPIC
between 1997 and 2000. Acta Psychiatrica
Scandinavica 2006; 114(5): 337-345.

7. Susser E, Wanderling J. Epidemiology of
nonaffective acute remitting psychosis
vs schizophrenia. Sex and sociocultural
setting. Arch Gen Psychiatry 1994; 51(4):
294-301.

8. McGrath J, Saha S, Welham J, El Saadi O,
MacCauley C, Chant D. A systematic
review of the incidence of schizophrenia:
the distribution of rates and the influence
of sex, urbanicity, migrant status and
methodology. BMC Med 2004; 2: 13.

9. Loebel AD, Lieberman JA, Alvir JM,

Iranian Journal of Psychiatry and Behavioral Sciences (IJPBS), Volume 5, Number 1, Spring and Summer 2011 12



Amini H.

Mayerhoff DI, Geisler SH, Szymanski SR.
Duration of psychosis and outcome in
first-episode  schizophrenia. Am J
Psychiatry 1992; 149(9): 1183-8.

10. McGorry PD, Edwards J, Mihalopoulos C,
Harrigan SM, Jackson HJ. EPPIC: an
evolving system of early detection and
optimal management. Schizophr Bull
1996; 22(2): 305-26.

11. Sharifi V, Kermani-Ranjbar T, Amini H,
Alaghband-rad J, Salesian N, Seddigh A.
Duration of untreated psychosis and
pathways to care in patients with first-
episode psychosis in Iran. Early Interv
Psychiatry 2009; 3(2): 131-136.

12. Edwards J, Maude D, McGorry PD,
Harrigan SM, Cocks JT. Prolonged
recovery in first-episode psychosis. Br J
Psychiatry 1998; 172(33 Suppl): 107-16.

13. Khodaeifar F, Mottaghipour Y. A study on
demographic, illness characteristics and
treatment programs in a sample of patients
with first-episode psychosis in Iran. Early
Interv  Psychiatry 2008; 2(Suppl. 1):
PO084.

14. Archie S, Wilson JH, Woodward K, Hobbs
H, Osborne S, McNiven J. Psychotic
disorders clinic and first-episode psychosis:
a program evaluation. Can J Psychiatry
2005; 50(1): 46-51.

15.Fuchs J, Steinert T. Patients with a first
episode of schizophrenia spectrum psychosis
and their pathways to psychiatric hospital
care in South Germany. Soc Psychiatry
Psychiatr Epidemiol 2004; 39(5): 375-80.

16. Malla AK, Norman RM, Joober R. First-
episode psychosis, early intervention, and
outcome: what have we learned? Can J
Psychiatry 2005; 50(14): 881-91.

17. Birchwood M, Todd P, Jackson C. Early
intervention in psychosis: The critical
period hypothesis. Br J Psychiatry 1998;
172(33 Suppl): 53-9.

18. Payne J, Malla A, Norman R, Windell D,
Nicole B. Status of first-episode psychosis
patients presenting for routine care in a
defined catchment area. Can J Psychiatry
2006; 51(1): 42-7.

19.Fennig S, Rabinowitz J, Fennig S.
Involuntary first admission of patients
with schizophrenia as a predictor of future

admissions. Psychiatr Serv 1999; 50(8):
1049-52.

20.Cougnard A, Kalmi E, Desage A,
Misdrahi D, Abalan F, Brun-Rousseau H,
et al. Pathways to care of first-admitted
subjects with psychosis in South-Western
France. Psychol Med 2004; 34(2): 267-76.

21.Norman RM, Malla AK, Verdi MB,
Hassall LD, Fazekas C. Understanding delay
in treatment for first-episode psychosis.
Psychol Med 2004; 34(2): 255-66.

22.Gater R, Goldberg D. Pathways to
psychiatric care in South Manchester. Br J
Psychiatry 1991; 159: 90-6.

23. Amaddeo F, Zambello F, Tansella M,
Thornicroft G. Accessibility and pathways
to psychiatric care in a community-based
mental health system. Soc Psychiatry
Psychiatr Epidemiol 2001; 36(10): 500-7.

24.Lincoln C, Harrigan S, McGorry PD.
Understanding the topography of the early
psychosis pathways. An opportunity to
reduce delays in treatment. Br J Psychiatry
1998; 172(33 Suppl): 21-5.

25. Garety PA, Rigg A. Early psychosis in the
inner city: a survey to inform service
planning. Soc  Psychiatry  Psychiatr
Epidemiol 2001; 36(11): 537-44.

26. Emsley R, Oosthuizen PP, Kidd M, Koen
L, Niehaus DJ, Turner HJ. Remission in
first-episode psychosis: predictor variables
and symptom improvement patterns. J
Clin Psychiatry 2006; 67(11): 1707-12.

27.Tabatabaee M, Sharifi V, Alaghband-rad
J, Amini H, Boroumand M, Omid A, et al.
Acute treatment response and its
predictors in patients with first-episode
psychosis in Iran. Australas Psychiatry
2008; 16(2): 125-9.

28.May PR, Tuma AH, Yale C, Potepan P,
Dixon WI. Schizophrenia--a follow-up
study of results of treatment. Arch Gen
Psychiatry 1976; 33(4): 481-6.

29. Robinson DG, Woerner MG, Delman HM,
Kane JM. Pharmacological treatments for
first-episode  schizophrenia. ~ Schizophr
Bull 2005; 31(3): 705-22.

30.Hatta K, Nakamura H, Matsuzaki I
Acute-phase  treatment in  general
hospitals: clinical psychopharmacologic
evaluation in first-episode schizophrenia

13 Iranian Journal of Psychiatry and Behavioral Sciences (IJPBS), Volume 5, Number 1, Spring and Summer 2011



31.

32.

33.

patients. Gen Hosp Psychiatry 2003;
25(1): 39-45.

Perkins D, Lieberman J, Gu H, Tohen M,
McEvoy J, Green A, et al. Predictors of
antipsychotic  treatment response in
patients with first-episode schizophrenia,
schizoaffective and schizophreniform
disorders. Br J Psychiatry 2004; 185: 18-
24.

Rabinowitz J, Harvey PD, Eerdekens M,
Davidson M. Premorbid functioning and
treatment response in  recent-onset
schizophrenia. Br J Psychiatry 2006; 189:
31-5.

Mojtabai R, Susser ES, Bromet EJ.
Clinical characteristics, 4-year course, and
DSM-IV classification of patients with
nonaffective acute remitting psychosis.
Am J Psychiatry 2003; 160(12): 2108-15.

34.Susser E, Varma VK, Mattoo SK,

35.

36.

37.

38.

39.

Finnerty M, Mojtabai R, Tripathi BM, et
al. Long-term course of acute brief
psychosis in a developing country setting.
Br J Psychiatry 1998; 173: 226-30.
Mahmoodi-Gharaei J, Basirnia A, Abedi
N, Shadloo B, Jafari S, Salesian N, et al.
Association of Premorbid Adjustment
with Symptom Profile and Quality of Life
in First Episode Psychosis in a Tertiary
Hospital in Tehran, Iran. Iran J Psychiatry
2010; 5: 23-27.

Rabinowitz J, De Smedt G, Harvey
PD, Davidson M. Relationship between
premorbid functioning and symptom
severity as assessed at first episode of
psychosis. Am J Psychiatry 2002; 159(12):
2021-6.

Norman RM, Malla AK, Manchanda
R, Townsend L. Premorbid adjustment
in first episode schizophrenia and
schizoaffective disorders: a comparison of
social and academic domains. Acta
Psychiatr Scand 2005; 112(1): 30-9.
MacBeth A, Gumley A. Premorbid
adjustment, symptom development and
quality of life in first episode psychosis: a
systematic review and critical reappraisal.
Acta Psychiatr Scand 2008; 117(2): 85-99.
Robins E, Guze SB. Establishment of
diagnostic validity in psychiatric illness:

40.

41.

42.

43.

44,

45.

46.

47.

48.

First-Episode Psychosis in Iran

its application to schizophrenia. Am J
Psychiatry 1970; 126(7): 983-7.

Fennig S, Kovasznay B, Rich C, Ram R,
Pato C, Miller A, et al. Six-month stability
of psychiatric diagnoses in first-admission
patients with psychosis. Am J Psychiatry
1994; 151(8): 1200-8.

Schwartz JE, Fennig S, Tanenberg-Karant
M, Carlson G, Craig T, Galambos N, et al.
Congruence of diagnoses 2 years after a
first-admission diagnosis of psychosis. Arch
Gen Psychiatry 2000; 57(6): 593-600.
Amini H, Alaghband-rad J, Omid A,
Sharifi V, Davari-Ashtiani R, Momeni F,
et al. Diagnostic stability in patients with
first-episode psychosis. Australas Psychiatry
2005; 13(4): 388-392.

Alaghband-Rad J, Boroumand M, Amini
H, Sharifi V, Omid A, Davari-Ashtiani R,
et al. Non-affective Acute Remitting
Psychosis: a preliminary report from Iran.
Acta Psychiatrica Scandinavica 2006;
113(2): 96-101.

Mojtabai R, Varma VK, Susser E.
Duration of remitting psychoses with
acute onset. Implications for ICD-10. Br J
Psychiatry 2000; 176: 576-80.

Shahrivar Z, Alaghband-rad J, Mahmoodi-
gharaei J, Seddigh A, Salesian N, Jalali-
roudsari M, et al. Characteristics of a
group of Iranian adolescents with first
episode psychosis. Early Interv Psychiatry
2008; 2(Suppl. 1): A72.

McEvoy JP, Hogarty GE, Steingard S.
Optimal dose of neuroleptic in acute
schizophrenia: A controlled study of the
neuroleptic threshold and higher haloperidol
dose. Arch Gen Psychiatry 1991; 48(8):
739-45.

Merlo MC, Hofer H, Gekle W, Berger G,
Ventura J, Panhuber I, et al. Risperidone,
2 mg/day vs. 4 mg/day, in first-episode,
acutely psychotic patients: treatment
efficacy and effects on fine motor
functioning. J Clin Psychiatry 2002;
63(10): 885-91.

Kopala LC, Good KP, Honer WG.
Extrapyramidal signs and clinical symptoms
in first-episode schizophrenia: response to
low-dose risperidone. J Clin Psychopharmacol
1997; 17(4): 308-13.

Iranian Journal of Psychiatry and Behavioral Sciences (IJPBS), Volume 5, Number 1, Spring and Summer 2011 14



Amini H.

49.Reilly JL, Harris MS, Keshavan MS,
Sweeney JA. Adverse effects of risperidone
on spatial working memory in first-
episode schizophrenia. Arch Gen Psychiatry
2006; 63(11):1189-97.

50.Lane HY, Chang WH, Chiu CC, Huang
MC, Lee SH, Chen JY. A pilot double-
blind, dose-comparison study of risperidone
in drug-naive, first-episode schizophrenia.
J Clin Psychiatry 2001; 62(12): 994-5.

51.Salimi K, Jarskog LF, Lieberman JA.
Antipsychotic drugs for first-episode
schizophrenia: a comparative review. CNS
Drugs 2009; 23(10): 837-55.

52. Amini H, Sharifi V, Jafari Mohammadi S,
Jalali Roudsari M, Faez S, Basirnia A, et
al. Use of low dose atypical antipsychotics
for first episode psychosis in real practice:
is it feasible and effective? Early Interv
Psychiatry 2008; 2 (Suppl. 1): A98.

53. Ghoreishizadeh M, Deldoost F.
Extrapyramidal side effects of risperidone
in Iranian schizophrenic patients. Res Biol
Sci 2008; 3: 509-514.

54. Agid O, Kapur S, Arenovich T, Zipursky RB.
Delayed-onset hypothesis of antipsychotic
action: a hypothesis tested and rejected.
Arch Gen Psychiatry 2003; 60(12): 1228-
35.

55.Kapur S, Arenovich T, Agid O, Zipursky
R, Lindborg S, Jones B. Evidence for
onset of antipsychotic effects within the
first 24 hours of treatment. Am J
Psychiatry 2005; 162(5): 939-46.

56.Derks EM, Fleischhacker WW, Boter H,
Peuskens J, Kahn RS. Antipsychotic drug
treatment in first-episode psychosis:
should patients be switched to a different
antipsychotic drug after 2, 4, or 6 weeks of
nonresponse? J Clin Psychopharmacol
2010; 30(2): 176-80.

57.Kane JM, Garcia-Ribera C. Clinical
guideline recommendations for antipsychotic
long-acting injections. Br J Psychiatry
2009; 52(Suppl): S63-7.

58.McEvoy JP, Lieberman JA, Perkins DO,
Hamer RM, Gu H, Lazarus A, et al.
Efficacy and tolerability of olanzapine,
quetiapine, and risperidone in the treatment
of early psychosis: a randomized, double-

blind 52-week comparison. Am J
Psychiatry 2007; 164(7): 1050-60.

59. Emsley R, Medori R, Koen L, Oosthuizen
PP, Niehaus DJ, Rabinowitz J. Long-
acting injectable risperidone in the
treatment of subjects with recent-onset
psychosis: a preliminary study. J Clin
Psychopharmacol 2008; 28(2): 210-3.

60. Weiden PJ, Schooler NR, Weedon JC,
Elmouchtari A, Sunakawa A, Goldfinger
SM. A randomized controlled trial of
long-acting injectable risperidone vs
continuation on oral atypical antipsychotics
for first-episode schizophrenia patients:
initial adherence outcome. J Clin
Psychiatry 2009; 70(10): 1397-406.

61. Edwards JPD, McGorry PD. Implementing
early intervention in psychosis: a guide to
establishing early psychosis services/Jane
Edwards, Patrick D. McGorry. London:
Martin Dunitz, 2002.

62.Linszen DH, Dingemans PM, Lenior ME,
Scholte WF, de Haan L, Goldstein MJ.
Early detection and intervention in
schizophrenia. Int Clin Psychopharmacol
1998; 13(Suppl. 3): S31-4.

63. Sharifi V, Alaghband-rad J, Mottaghipour
Y, Shahrivar Z, Amini H, Mahmoudi-
gharaei J, et al. Effectiveness of specialized
services for first-episode psychosis in
Iran: a 12-month randomized controlled
trial. Early Interv Psychiatry 2008;
2(Suppl. 1): A30.

64. Petersen L, Jeppesen P, Thorup A, Abel
MB, Ohlenschlaeger J, Christensen TO, et
al. A randomised multicentre trial of
integrated versus standard treatment for
patients with a first episode of psychotic
illness. BMJ 2005; 331: 586-7.

65. Shahrivar Z, Alaghband-rad J, Mahmoudi-
gharaei J, Sharifi V, Amini H, Jalali
Roudsari M, et al. Integrated standard
program in comparison to the usual
treatment in adolescents with first episode
psychosis: A randomized clinical trial.
Early Interv Psychiatry 2010; 4(Suppl. 1):
143.

66. Mottaghipour Y, Sharifi Y, Shahrivar Z,
Mahmoudi-Gharaei J, Alaghband-Rad J,
Roudsari M, et al. Carers experience and
psychological well-being in a randomized

15 Iranian Journal of Psychiatry and Behavioral Sciences (IJPBS), Volume 5, Number 1, Spring and Summer 2011



clinical trial of family education in Iran:
families of patients with first-episode
psychosis from a developing country.
Early Interv Psychiatry 2008; 2 (Suppl. 1):
A21.

67. Mottaghipour Y, Salesian N, Seddigh A,
Jalali Roudsari M, Tahbaz Hosseinzade S,
Sharifi V. Training Health Professionals to
Conduct Family Education for Families of
Patients with First-Episode Psychosis:
Adherence to Protocol. Iran J Psychiatry
20105 5: 7-10.

68. Gupta S, Andreasen NC, Arndt S, Flaum
M, Schultz SK, Hubbard WC, et al.
Neurological soft signs in neuroleptic-
naive and neuroleptic-treated schizophrenic
patients and in normal comparison
subjects. Am J Psychiatry 1995; 152(2):
191-6.

69.Rossi A, De Cataldo S, Di Michele V,
Manna V, Ceccoli S, Stratta P, et al.
Neurological soft signs in schizophrenia.
Br J Psychiatry 1990; 157: 735-9.

70. Amini H, Rahimi-Nejad F, Noroozian M,
Sharifi V, Shakiba M. [Neurological Soft
Signs in Patients with First Episode
Psychosis, their First-Degree Relatives
and Healthy Controls.] Iranian J
Psychiatry Clinic Psychol 2007, 13: 89-
96. Persian.

71.Dazzan P, Murray RM. Neurological soft
signs in first-episode psychosis: a
systematic review. Br J Psychiatry 2002;
43(Suppl): s50-7

72. Abedi Sohroforouzani N, Amini H, Sharifi
V, Shadloo B. Neurological soft sign in
first episode mania. Early Interv Psychiatry
2008; 2(Suppl. 1): A98S.

73. Shadloo B, Amini H, Abedi N, Sharifi V.
Correlation of neurological soft signs and
symptom profile in patients with first
episode psychosis. Early Interv Psychiatry
2008; 2(Suppl. 1): A78.

First-Episode Psychosis in Iran

74.Kolakowska T, Williams AO, Jambor K,
Ardern M. Schizophrenia with good and
poor outcome. III: Neurological 'soft'
signs, cognitive impairment and their
clinical significance. Br J Psychiatry 1985;
146: 348-57.

75. Tucker GJ, Campion EW, Kelleher PA,
Silberfarb PM. The relationship of subtle
neurologic impairments to disturbances of
thinking. Psychother Psychosom 1974;
24(2): 165-9.

76. Tucker GJ, Campion EW, Silberfarb PM.
Sensorimotor functions and cognitive
disturbance in psychiatric patients. Am J
Psychiatry 1975; 132(1): 17-21.

77.Manschreck TC, Maher BA, Ader DN.
Formal thought disorder, the type-token
ratio and disturbed voluntary motor
movement in schizophrenia. Br J Psychiatry
1981; 139: 7-15.

78. Manschreck TC, Maher BA, Rucklos ME,
Vereen DR. Disturbed voluntary motor
activity in schizophrenic disorder. Psychol
Med 1982; 12(1):73-84.

79. Caligiuri MP, Lohr JB. A disturbance in
the control of muscle force in neuroleptic-
naive schizophrenic patients. Biol Psychiatry
1994; 35(2): 104-11.

80. Wong AH, Voruganti LN, Heslegrave RJ,
Awad AG. Neurocognitive deficits and
neurological signs in schizophrenia.
Schizophr Res 1997; 23(2): 139-46

81.Sharifi V. Urban Mental Health in Iran:
Challenges and Future Directions. Iranian
Journal of Psychiatry and Behavioral
Sciences 2009; 3(1): 9-14.

82. Mottaghipour Y, Sharifi V, Shahrivar Z,
Amini H, Mahmoudi-Gharaei J, Jalali
Roudsari M, et al. Challenges of
implementing randomized clinical trials
for patients with first episode psychosis in
Tehran — Iran: development of a research
checklist. Early Interv Psychiatry 2008;
2(Suppl. 1): A117.

Iranian Journal of Psychiatry and Behavioral Sciences (IJPBS), Volume 5, Number 1, Spring and Summer 2011 16



