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OZET:

Psikiyatri klinigine yatirilan sizofreni ve
psikotik bozuklugu olan hastalarin tedavi
rehberi

Sizofrenide hastaneye yatis, genellikle kendine veya
bagkalarina ciddi tehdit olusturan veya kendilerine
bakamayacak derecede dezorganize olmus ya da
sanrilarin/varsanilarin etkisi altinda olan hastalar igin
endikedir. Avrupa Ulkelerinden sizofreni hastalarinin
akut yonetimi konusunda uzman, 19 psikiyatristin
olusturdugu Hastane Ortami Uzman Kurulu (Hospital
[HSEC))

belirlenmis olan sizofrenili ve psikotik hastalarin

Setting Expert Committee tarafindan
hastanede kaldiklari siire boyunca izlenmesi gereken
7 bashk halinde

(Algoritma 1- Akut psikotik atagin degerlendirilmesi;

basamaklar ayr algoritmalar
Algoritma 2- Yatakli tedavi icin tedavi hedeflerinin
tanimlanmasi; Algoritma 3- Acil durum yonetimi;
Algoritma 4- Yatakl tedavi sirasinda tedavi hedeflerinin
tanimlanmasi; Algoritma 5- Hastaneye yatis sirasinda
ilag tedavisi; Algoritma 6- Yatakl tedavi sirasinda ilag
digi tedavi; Algoritma 7- lyilik halinin artinimasi)
seklinde dizenlenmistir. Bu rehberin Glkemizin
kosullarina uygun sekilde revize edilmis Tirkiye
versiyonu

sekiz psikiyatri kliniginde kullanilarak

degerlendirilmistir. Hastaneye yatirilan sizofreni
hastalarinda bu algoritmalarin uygulanmasi, hastalarin
yonetiminde ve katilimlarinin

sosyal yasama

hizlandinlmasinda hekimlere yardimci olabilir.

Anahtar sozciikler: sizofreni, tedavi, algoritma,

hastane tedavisi, tedavi rehberi
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ABSTRACT:

Treatment guidelines for patients with
schizophrenia or psychotic disorder who are
hospitalized in a psychiatry clinic

In schizophrenia, hospitalization is generally indicated
for patients who pose a serious threat to themselves or
others, those who are disorganized to the extent of not
to being able to look after themselves or who are
experiencing delusions/hallucinations. The steps to be
taken during the time hospitalization of patients with
schizophrenia and psychosis as determined by the
Hospital Setting Expert Committee (HSEC), consisting
of 19 psychiatrists from Europe, who are specialists in
the acute management of schizophrenia patients, have
been arranged under 7 topics in the form of algorithms
(Algorithm 1- Assessing the acute psychotic episode;
Algorithm 2- Defining treatment targets for inpatient
treatment; Algorithm 3- Emergency management;
Algorithm 4- Defining treatment targets during
inpatient treatment; Algorithm 5- Pharmacological
treatment at the time of hospitalization; Algorithm 6-
Non-pharmacological treatment during inpatient
treatment; Algorithm 7- Improvement of well-being.
The Turkish version of this guideline, which was revised
to meet the conditions in our country, was used and
tested in eight psychiatry clinics. Following these
algorithms for hospitalized schizophrenia patients may
be helpful for doctors in managing the patients and

facilitating their participation in social life.

Keywords: schizophrenia, treatment, algorithm, hospital

treatment, treatment guideline
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INTRODUCTION

Schizophrenia is a mental disorder that
impairs psychosocial functioning, leads to
disability and usually lasts lifelong. There are three
fundamental targets in the treatment of
schizophrenia:! diminishing or eradicating the
symptoms,? improving psychosocial functioning
and quality of life to a maximum degree, and?
supporting recovery in a way to help gain personal
life goals. This treatment process involves mainly
two periods, the acute phase and the maintenance
phase. The acute phase begins with a new episode
or an acute relapse of the symptoms and
continues until the symptoms diminish or regress
to a level of “recovery” expected by the patient.
The maintenance phase follows the acute phase
and the treatment is continued therein. The
maintenance phase consists of a long-term
treatment period and rehabilitation'.

In schizophrenia, hospitalization is generally
indicated for the patients who pose a serious
threat to themselves or others, those who are
disorganized to the extent of not to being able to
look after themselves or who are experiencing
delusions/hallucinations. Other possible
indications include the presence of general
medical or psychiatric problems that may render
outpatient treatment unsafe or ineffective'. Some
schizophrenia patients in the maintenance phase
may be hospitalized in a psychiatry clinic for the
purpose of improving their psychosocial
functioning and for rehabilitation.

The major aim of acute hospitalization is to
facilitate rapid reversal of acute symptoms by
creating a safe and stress-free treatment
environment. For this reason, the hospital setting
should be arranged to fulfill this aim?. A short-
term hospitalization has been shown to be as
effective as a long-term hospitalization for acute
patients whose psychotic symptoms can be
improved rapidly by way of antipsychotic
treatment*3. In studies carried out in the United
States of America, the efficiency of the shortest
hospitalization time, 11 days, has been compared
to that of 60 days of hospitalization®. In a study

conducted in the United Kingdom, the efficiency
of an average of 9 days of hospitalization time was
compared to a period of 14 days*. The common
result of all studies indicates that the
improvement in symptoms during long-term
hospitalizations is not superior to that of short-
term hospitalizations in terms of social
adaptation and the time it takes the patient to
return to the hospital®>'®,

Another issue, not less important than the
efficiency of hospitalization time is managing the
patient in the most effective way during
hospitalization. There are not adequate
assessments and recommendations about the
roadmap to be followed for hospitalized patients
in the schizophrenia treatment guidelines
prepared by the World Federation of Societies of
Biological Psychiatry (WFSBP) and the American
Psychiatric Association (APA). Thus, doctors are in
need of detailed diagnosis and treatment
guidelines for patients with schizophrenia and
psychotic disorders who are hospitalized in a
psychiatry clinic.

The steps to be taken to treat patients
diagnosed with schizophrenia and psychotic
disorder in an optimal way during the time they
stay in a hospital and then to reintegrate them
into the society have been documented by the
Hospital Setting Expert Committee (HSEC)
consisting of 19 psychiatrists from Europe
including the first author of this paper (the list of
doctors comprising this team is in Annex-1), who
are specialists in the acute management of
schizophrenia patients. The committee held a
meeting in May 2012 to discuss some specific
subjects regarding the treatment of such patients
in a hospital setting. It was found at the end of
this meeting that specific recommendations
regarding the management of these patients in a
hospital setting were insufficient in the existing
guidelines. Therefore, it was decided to develop a
treatment guideline that can be used for these
patients in a hospital setting. The first version of
the algorithm was prepared in a way to focus on
the acute care contained in the current
guidelines. The topics in the algorithm were
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assessment of the patient, application,
management of agitation and aggression,
pharmaceutical treatment, non-pharmaceutical
treatment and stabilization. The draft guideline
prepared in March was reviewed by this
committee and revised in line with the clinical
experience and interpretation of the group. The
preparation of this guideline was sponsored by
the Janssen Pharmaceutical Company.

A long-term comprehensive approach was
developed by considering acute care from the
beginning of the disease, the process of leaving
the hospital and the care of the patient in the
community. In this way, a guideline was
prepared, which contains a separate algorithm
for each of the 7 topics covering the period
starting from the time prior to the admission of
the patient to the hospital through the time after
his/her leaving the hospital. The guideline,
called “Treatment Guideline for Hospitalized
Patients with Schizophrenia and Psychotic
Disorder”, was adapted to the procedures in
Turkey by the authors of this article. This article
deals with the Turkish version of the guideline,
which was revised to meet the conditions in our
country and the study data produced by using
this version.

METHOD

The “Treatment Guideline for Hospitalized
Patients with Schizophrenia” that was prepared
by the Hospital Setting Expert Committee was
modified to take into account local procedural
conditions by a team consisting of eight specialist
psychiatrists from different centers in Turkey. The
guideline was then administered in various
psychiatry clinics by the same team and was put
into its final form.

The “Treatment Guideline for Hospitalized
Patients with Schizophrenia and Psychotic
Disorder”:

The algorithms for each of the 7 topics
covering the period starting from the time prior to
the admission of schizophrenia patients to a

hospital through the time after their leaving the
hospital are as follows:
(1) Assessing the acute psychotic episode
(2) Defining treatment targets for inpatient
treatment
(3) Emergency management
(4) Defining treatment targets during inpatient
treatment
(5) Pharmacological treatment at the time of
hospitalization
(6) Non-pharmacological treatment during
inpatient treatment
(7) Improvement of well-being

Algorithm 1. Assessing the acute psychotic
episode

In assessing the acute psychotic episode, the
purpose is to assess the patient in detail at the first
step. For patients who are not in a position to
undergo a thorough full assessment, an initial
assessment involving intoxication and medical
values would be sufficient. Then, the
circumstances at the time of the patient’s
admission would be assessed. At the third step, the
patient’s psychiatric and medical history, and
social conditions would be assessed and finally a
psychiatric interview and a physical and
neurologic examination would be carried out to
determine the patient’s clinical condition. The
steps of this algorithm are summarized in Figure 1.

Algorithm 2. Defining treatment targets for
inpatient treatment

As seen in Figure 2, first the patient’s clinical
condition should be assessed. To this end, the
information obtained from the patient, their
family or caregivers, or from an outpatient clinic
will be used. In the next step, a detailed medical
history should be obtained and a physical
examination including a neurological
examination should be carried out. In the third
step the factors leading to the acute episode
should be assessed and finally a psychiatric
diagnosis should be made.
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Assessment of an acute
psychotic episode*

1. Conduct a detailed* assessment of the patient™*
*For patients unable to undergo full assessment,

a pre-assessment of intoxication (urine drug screen 2.a Consider and document the level of immediate risk to the
including alcohol) and medical clearances patient and others (e.g. consideration of suicide risk, tendency
may be sufficient to and history of violence, involuntary admission and other
clinical symptoms such as commanding voices)

v

2.b Consider the type of healthcare services locally available,
and whether the patient may be successfully treated at home

the presentation

|

3. Assess the patient's
psychiatric and medical history,
and social circumstances

2.c Consider whether the patient is intoxicated or there are
indications of substance abuse

3.a Consider the need to keep away the patient from social
precipitants

3.b Consider the feasibility of outpatient care (eg patient mobility
and life style, accomodation)

3.c Consider the level of social support and the ability of
caregivers to cope

v vy ovov

4. Conduct a psychiatric interview
and a physical and neurological
examination to determine the
patient’s clinical status

4.a Consider the likelihood of the patient's cooperation with
outpatient care

4.b Consider the need for intense observation to confirm the
diagnosis or level of risk

v v

Is inpatient
admission
required?

Yes No
@(select one of the following pathways)

5. Evaluate acute patient
management under
Go to P2: Defining outpatient conditions
treatment targets for
inpatient admission

Go to P7: Improving
Go to P3: well-being

Emergency
management

PHTK/XEP/0414/0002

*Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert Committee members
**Level of assessment dependent on whether patient is known to clinic.

Decision points are represented in light blue, action points are represented in black, and considerations are represented in grey.
Black arrows indicate routes to and from the pathway. Transition points to other sections of the pathway are indicated in blue.

Figure 1: Assessing the acute psychotic episode.
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Defining treatment
targets for inpatient
admission*

1.a Conduct a cardiovascular examination
Go to P4: Defining treatment (eg BP, pulse and ECG including QTc interval)
targets during inpatient

admission 1.b Conduct a pregnancy test for women

1.c Document the patient's BMI, blood glucose and

1. Conduct a physical examination -
lipids

(including neurological screen) in
order to gather an adequate
1.d Consider brain imaging after first episodes, in
older patients, patients with medical problems and
those who have an atypical clinical presentation

familial history); all relevant
measures should be taken

1.e Examine liver, kidney, throid and electrolytes

Go to P4: Defining treatment profile

targets during inpatient
admission 1.f Request an EEG test in patients with a first

episode or those with epilepsy

v V. OV vV Vv Vv

2.a Consider emerging or extant medical
comorbidities or substance abuse; test for hepatitis
clinical status using and HIV markers, and perform drug screen when
information from the 2. Assess the factors that led to required

the occurrence of the acute

episode

Assess the patient's

patient, the patient's
relatives/care-givers
or any outpatient units

2.b In patients with relapse: consider non or
partial adherence to prescribed antipsychotic

treatment, or emerging treatment resistance
Go to P4: Defining treatment

targets during inpatient
admission

2.c Consider the patient's social circumstances and
potential life stressors

3.a In first-episode patients: establish the
diagnosis (schizophrenia, psychotic depression,
delusional disorder, schizoaffective disorder,
psychotic disorder due to general medical condition,
—) substance-induced psychotic disorder, dementia,
post-traumatic stress disorder, brief psychotic
\'2 disorder, pervasive developmental disorders,
schizophreniform disorder, dissociative disorders,
etc) according to ICD or DSM

_) 3. Conduct a psychiatric diagnostic

assessment 3.b In patients with relapse: confirm the

diagnosis of schizophrenia according to ICD or DSM

Go to P4: Defining treatment 3.c In first-episode patients: depending on
targets during inpatient clinical status and functioning, consider using
admission structured diagnostic interviews

3.d Consider concurrent psychiatric diagnoses
> including current or prior substance abuse

PHTK/XEP/0414/0002

*Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert Committee members

BMI: body mass index; DSM: Diagnostic and Statistical Manual of Mental Disorders; ECG: electrocardiography;

EEG: ICD: al Cl ion of Diseases; QTc: measure of the time between the start of the Q wave
and the end of the T wave in the heart's electrical cycle.

Decision points are represented in light blue, action points are represented in black, and considerations are represented in grey.
Blue arrows indicate routes to and from the pathway.
Transition points to other sections of the pathway are indicated in blue

Figure 2: Defining treatment targets for inpatient treatment.
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Algorithm 3. Emergency management

In the emergency management, it is
recommended that the patient go through a
nurse/ doctor assessment to explore the question
“Is there a high risk of self-harm, suicide,
agitation or aggression?” and the assessment
instruments be used. If the answer to this
question is “no”, then it is appropriate to go on to
Algorithm 4- Defining treatment targets during
inpatient treatment. However, if the answer is
“yes”, prevention and appeasement techniques
should be used after the patient is settled in the
hospital. The details of the algorithm on
emergency management are summarized in
Figure 3.

Algorithm 4. Defining treatment targets
during inpatient treatment

As seen in Figure 4, in the process following
the hospitalization of the patient, first, treatment
should be initiated and the factors that may cause
a psychotic condition should be assessed
simultaneously in order to identify the treatment
targets. The next steps include the following in
that order: Administering antipsychotics,
obtaining information from the Public Mental
Health Center, using the involuntary
hospitalization protocol if the hospitalization is
involuntary, assessing accompanying physical
diseases, assessing use of substances, making a
detailed psychiatric assessment, assessing
psychosocial conditions and needs and planning
the services to be provided after discharge from
the hospital.

Algorithm 5. Pharmacological treatment at the
time of hospitalization

The first step in this algorithm is to start
antipsychotic treatment for both the patients with
initial episode and those in relapse duringin the
hospitalization. A few days of drug-free
observation may be used for the patients ininitial
episode if it is necessary and the patient’s

condition is appropriate. Noncompliance with or
resistance to the drug treatment should be
assessed as an accelerating factor for relapse
patients. It is recommended that antipsychotic
treatment is started for both groups of patients
using a single antipsychotic (monotherapy). The
necessary assessment should be carried out to
add drugs later (Figure 5).

Algorithm 6. Non-pharmacological treatment
during inpatient treatment

The first step in non-pharmaceutical
treatment for hospitalized patients is to start
psychosocial interventions. In addition to this,
social support should be provided to the patients
and their families and healthy living programs
should be started for the patients (Figure 6).

Algorithm 7. Improvement of well-being

To improve well-being, first, a long-term
treatment plan in an inpatient treatment setting
should be developed and cooperation should be
established with the teams of the outpatient clinic
and the Public Mental Health Center. Moreover, a
plan should be developed for care after leaving
the hospital. A three-step plan is recommended
for improvement of well-being: psychosocial
education, sessions focusing on insight, and
interviews focusing on making common
decisions. Additionally, the patient will be given
an explanation about the importance of drug
treatment after leaving the hospital. Furthermore,
continuity should be assured in the services
provided to the patient and plans should be made
for resolving crises and improving functioning
(Figure 7).

Finalization of the treatment guideline for
patients with schizophrenia and psychotic
disorder who are hospitalized in a psychiatry
clinic

Two types of testing were carried out during
the field work to assess the usefulness of the
guideline in clinical procedures. The doctors
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P3. /Emergency

Go to P2: Defining treatment

targets for inpatient
admission

2.a Provide close nursing Yes

observation Y
1.a Provide structure and

2.b Record any major re-assurance; inform the
incidents 1. Following admission, use patient of the rules of the clinic
prevention and

v

v

de-escalation techniques

2.c Regularly update risk
assessments by

1.b Reduce stimulation

v

observation
v 5.a Consider
2. Increase antipsychotics and/or
2.d Conduct frequent monitoring of the benzodiazepines
; medical assessments of the atient
patient's mental and 5.b Offer oral medication
physical state \ 4 or short-acting injectable

antipsychotics, depending

; 5. If the patient is 5 )
i i i 3. Initiate | evaluat
4..Ifthe pa"e’_“ is at risk « harmacological >» agitated or violent B AEEEE] SRV
of suicide IEjreatmem

5.c Check if, the patient
has been on the prescribed
medication

5.d Closely monitor for
potential side effects (akathisia,
acute dystonia, etc.)

4.a Siddet ve intihar riski ylksek
olan hastalarda hizl trankilizan etki
saglayan segeneklere yoneliniz.

Go to P4: Defining

treatment targets during
inpatient admission

Hastanin tedavi strecini gdzden
gegcirerek, gerekirse EKT'yi
dustniniiz.

No 6.a Only maintain seclusion
or physical restraint for
short periods of time

<
v

6.b Ensure high levels of
continuous monitoring by
) nurses/doctors. Check vital
functions (BP, pulse,
respiration rate, fever) hourly

6. Consider seclusion or
physical restraint as a last
resort

6.c Consider using

—) thrombosis prophylaxis
during periods of restraint

PHTK/XEP/0414/0002

*Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert Committee members.
Decision points are represented in light blue, action points are represented in black, and considerations are represented in grey.
Blue arrows indicate routes to and from the pathway.

Transition points to other sections of the pathway are indicated in blue.

Figure 3: Emergency management.
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admission *

1. Initiate
treatment and

address
concurrent factors
accordingly

Defining treatment
targets during inpatient

2. When offering
antipsychotics, ensure
medical screening has

been performed

) 3.0btain information from
the CMHC

4. Follow compulsory
admission protocol if
admission is involuntary

5. Assess comorbid
physical conditions

>

6. Address comorbid

>

5.a Liaise with primary care
or secondary medical
services providers as
required

5.b Assess side-effect
impact of prior medication:
Objective: eg metabolic and
neurological

Subjective: eg sexual
performance and
amenorrhea

5.c Liaise with family
members and caregivers

5.d Assess the presence of
emerging medical
comorbidities

5.e Record non-psychiatric
medications

Go to P5:

Pharmacological
treatment during inpatient
admission

substance misuse

7. In depth psychiatric
assessment

>

8. Assess psychosocial
circumstances
and needs

Go to P6:
Non-pharmacological
treatment during inpatient
admission

9. Plan post-discharge
service delivery

Go to P7: Improving
well-being

v

>

—>

—>

7.a Repeat mental state
examination. Use
structured interviews and
rating scales

7.b Consider psychiatric
co-morbidities such as
depression and personality
disorders

7.c Assess the patient's
view of the admission
process

9.a Initiate collaboration
with the outpatient team as
early as

9.b Link to schizophrenia
associations, voluntary
agencies, self-help groups
and psychoeducation/
rehabilitation centers

9.c Liaise with primary care
providers

9.d Liaise with family
members and caregivers

9.e Develop a care plan
with CMHC team

—>

6.a Gather information
about current and previous
substance misuse

6.b Liaise with primary care
or secondary medical
services providers as
required

6.c Liaise with family
members and caregivers
upon patient consent

6.d Consider referring the
patient to specialist dual
diagnosis services if available

6.e Consider forming a joint
care plan with substance
misuse services

6.f Consider how to deal
with withdrawal or
substitution

8.a Consider the patient's
accommodation and
financial needs and liaise
with appropriate services
providers

8.b Consider liaising with
employers/educational
institutions as appropriate
upon patient consent

8.c Consider a risk
assessment of any children
associated with the patient
and liaise with social services
providers about vulnerable
adults if necessary

8.d Consider assessing
expressed emotions about
marital or family relationships
as appropriate, and discuss
possible interventions

PHTK/XEP/0414/0002

“Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert

Committee members.

Decision points are represented in light blue, action points are represented in black, and considerations are represented in grey.
Blue arrows indicate routes to and from the pathway.
Transition points to other sections of the pathway are indicated in blue.

Figure 4: Defining treatment targets during inpatient treatment.
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Pharmacological
treatment during
inpatient admission*

4.a Antipsychotics should be selected based
upon efficacy and tolerability (eg EPS, TD risk
and metabolic issues)

4.b Optimize dosing according to individual
patient needs. For example, initiate treatment
with lower doses in first-episode patients

4.c Efficacy and tolerability should be
evaluated over a period of 2 weeks. Treatment
response and side-effects should be monitored
i N and recorded

2.In patients with 4.d Avoid rapid dose escalation, which may

relapse: ) increase the likelihood of side effects, but not
assess the potential for increase efficacy

non-adherence or
resistance to medication 4.e Offer oral and LAl antipsychotics as parallel

as the precipitator if relapse is associated with non-adherence.
LAl should be considered first, if there are
issues regarding insight, motivation and

¢ adherence

4.f Use of LAl antipsychotics may be

3. Initiate antipsychotic treatmel considered in first-episode and relapsed
patients if insight and adherence is inadequate,
there is a risk of harm to self or others, there is
concomitant alcohole-substance abuse, or if

) . social support is weak
5.b Benzodiazepines can be 4. Begin with antipsychotic eP
used to manage catatonia, monotherapy

1. In first-episode
[ELICH
a medication-free period
of observation may be
employed to aid diagnosis
(when feasible)

v Vv v

v

5.a Anticholinergics should not
be prescribed prophylactically.
They should only be prescribed <€—
for the treatment of EPS ¢

v

anxjety andlagitati(l)n gntil < 4.9 Reasons for, and consequences of,
antipsychotic medllcauoln changing or discontinuing medication should
reaches therapeutic efficacy be justified and recorded

5. Consider add djuncti
5.¢ Hypnotics may be used ons! ﬁgeﬁica‘{?é’na junctive

for the short-term management <
of severe insomnia

4.h Consider patient's and carer's views and
preferences

4.j In patients with previous exposure to
antlp%/chot|c$: _

consider previous medication response and
tolerability

4.k In female patients: consider likelihood of

6.a Monitor and pregnancy

treat side effects 4.1 Consider potential interaction with medical

comorbidities

‘Yes A

4.m Consider potential interaction with other

v VY v v v

6.b Consider the

likelihood of 6. Maintain the current 1. Optimise the dose, pharmacological agents
patient's dose especially in patients

gﬁ(r)iggratlon with partial response

admission and 2. Switch

following 3. Augment

discharge Go to P6:

Non-pharmacological 7.a Consider treatment resistance

treatment during
inpatient admission

7. Review treatment
adherence
Offer LAl antipsychotics if
non-adherence or partial
non-adherence is
suspected

7.b Re-evaluate covert substance abuse

8. Consider treatment .
resistance if symptoms 8.a In treatment-refractory patients offer

did not respond to at clozapine**
least 2 prior
antipsychotics given at 8.b Consider adding a second
adeg.“?“e d?se fora antipsychotic, if there is no adequate
sufficient duration response 1o olozapine

PHTK/XEP/0414/0002

*Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert Committee members
**Before initiating clozapine, patients should have a blood test and a history and physical examination (including an ECG)
ECG: ; EPS: LAI: long-acting injectable; TD: tardive dyskinesia

Decision points are represented in light blue, action points are in black, and cor i are represented in grey.
Blue arrows indicate routes to and from the pathway.

Transition points to other sections of the pathway are indicated in blue.

Pharmacological treatment at the time of hospitalization.
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Non-pharmacological
treatment during
inpatient admission*

1. Initiate psychosocial

interventions

2. Social support for
patient and family

—>

3. Initiate lifestyle

programmes during
inpatient admission

v

4. Optimise the ward
environment

5. Evaluate the possibility of|
contmumgﬁ
non-pharmacological

treatment (in addition to
pharmacological) on an
outpatient basis

—>

2.a Evaluate the social
situation

(eg housing, income,
religion, daily activities)

3.a Identify physical
problems

(eg cardiovascular, obesity,
ventilation issues and STDs)

4.a Provide simple, clear,
coherent communication
with patients

4.b Provide a structured
and predictable
environment

4.c Maintain therapeutic
boundaries in relationships
between the patients and
the treatment team

4.d Gradually, and in
conformance to the degree
of recovery, encourage
patients to re-initiate
meaningful activities

5.a Consider
pyschoeducation first for
the patient and include
family members

5.b Consider the suitability
and feasibility of
motivational therapy for
non-adherence

5.c Consider the suitability
and feasibility of marital or
family therapy

5.d Consider the feasibility
and suitability of CBT. This
can be started during the
acute phase, in the
inpatient setting, or later

5.e Consider relapse and
crisis prevention. Agree
treatment plan for relapse
in advance with the patient

e

e

e

e

A\

A

e

Go to P7:
Improving well-being

Go to P5:
Pharmacological
treatment during inpatient
admission

PHTK/XEP/0414/0002

*Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert Committee members
Decision points are represented in light blue, action points are represented in black, and considerations are represented in grey.

Figure 6: Non-pharmacological treatment during inpatient treatment.

Blue arrows indicate routes to and from the pathway.
Transition points to other sections of the pathway are indicated in blue.
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Improving well-being*

2.a Involve the patient and caregivers, where possible, in < 2, Develop a plan for
discussions about post-discharge planning post-discharge care

2.b Discuss and agree with the patient and caregivers the
type/frequency of outpatient follow-up (depending on severity of
ilness and frequency of relapse)

2.c Discuss and agree with the patient and caregivers plans for
relapse prevention and early warning signs of relapse

3. Develop a three-step
plan:

1. Psychoeducation
2. Insight-oriented
sessions
3. Shared
decision-making

2.d Inform patients and caregivers that in some cases relapse can
occur with little warning

2.e Discuss and agree with the patient and caregivers plans to
address social problems (eg housing and benefits)

2.f Discuss and agree with the patient and caregivers plans to
address social problems (eg housing and benefits)

4.a Explain side-effects and how to deal with them (e.g. blood
tests, BMI)

4. Discuss the role of
post-discharge 8. Evaluate the
medication with the patient's overall
patient view of his/her
hospital stay (i.e.
assessing of any
trauma associated

_) with compulsory )

care)

4.b Provide information regarding the high risk of relapse in the case
of non-adherence

A A A A A

1. Develop a long-term treatment plan in Discharge

inpatient setting and collaborate with
outpatient/CMHC teams

v

5.a Ensure that inpatient, outpatient, and CMHC services share
irgpqrtant information about the patient's treatment during
admission

5.b Ensure the patient has a confirmed follow-up appointment,
preferably within 7-15 days of discharge > 5. Ensure continuity in >
service delivery
5.¢ Ensure primary and secondary care medical services, those
involved in managing concomitant medical conditions are

well-informed about the patient's care

5.d Consider the necessity of home treatment or day hospitals

5.e Ensure continuity of psychosocial interventions

) 6. Plan for crisis _)

6.a Identify early warning signs and have agreement from patient to
resolution

intervene early if early warning signs appear
6.b Identify and address psychosocial stressors

6.c If the patient consents, engage family and carers in developing
a crisis plan

6.d Provide information to the patient and carers about crisis
services including out-of-hours services

7. Plan for improving
)}

7.a Offer social activities, make plans for
education/training and an occupation and offer
cognitive enhancement

6.e Involve relevant crisis resolution services and CMHCs during
discharge planning, where possible

6.f Agree on a action plan in case of relapse

A A A A AN AA A A A

PHTK/XEP/0414/0002

*Proposed pathway structure drafted on the basis of recommendations provided by Hospital Setting Expert Committee members
Decision points are represented in orange, action points are represented in green, and considerations are represented in yellow.
Yellow arrows indicate routes to and from the pathway.

Transition points to other sections of the pathway are indicated in red.

Figure 7: Improvement of well-being.
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administering the guideline tested the usefulness
of the guideline for various clinical settings. Each
doctor also collectively reviewed all the clinical
settings, where the guideline was administered to
make a holistic assessment for the guideline.

It was concluded during the procedures in
different psychiatry clinics that the first five
algorithms could be used for most of the patients;
the sixth and seventh algorithms could be used in
relatively fewer situations.

The doctors scored between 0 and 10 to rate
how beneficial the use of these algorithms was by
comparing them to their own routine approaches.
“Not seeing any benefit” from the administration
of the algorithm received the lowest score “0” and
“seeing significant benefit” received the highest
score “10”. While the first five algorithms were
scored between 7.5 and 7.7, the sixth and seventh
algorithms received lower scores (6.7 and 6.9).
Nevertheless, the mean scores of the sixth and
seventh algorithms were also at an acceptable
level.

The extent to which doctors preferred
administration of this guideline to their existing
routine approaches in the clinics where they work
and the extent to which they would recommend
this treatment guideline to their colleagues were
also scored between 0 and 10. Both preferring
administration of the guideline and
recommending it to their colleagues were scored
at7.5£0.7.

DISCUSSION

The data obtained from the field work carried
out at eight centers to assess the suitability for use
in daily practice of the Turkish version of the
guideline called “the treatment guideline for
patients with schizophrenia and psychotic
disorder who are hospitalized in a psychiatry
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