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Introduction: La trajectoire psychotique et I'entrée dans la
psychose.




Epidemiologie des 55

v Prévalence = 0.5% -3%. (Bhugra D.2005 FLoS Med)

vMF > 151 (symptomatologie negative et long durée plsu
frequente chez les M, bref durée et presence de symptomes affectifs
M=F)

v'75% des psychoses ont un début avant 'dge de 25 ans et le 25%

avant I’Qge de |8 ans. (Armando et al. 2015 Current Opinion in Psychiatry; Madaan et al.
2008 Expert Opin Pharmacother)

- Early Onset Psychosis (13-17 ans) ( Madaan 2008; Vyias 201 |; Hassan 201 1)

v" Prévalence [-2/1000 adolescents

- Very Early Onset Psychosis (8-12 ans) (McClennan 2005; Addington 2007; David 201 1)

v Prévalence 1/10.000 enfants



Epidemiologie des 155

Les troubles ont une prévalence de 23,6 millions de cas antérieurs
dans le monde en 2013

Une personne sur deux vivant avec la schizophrénie ne recoit pas de
soins pour cette affection

Le taux de récupération est de un sur sept

Handicap associé pertinent (| |eme cause de handicap dans le
monde en 201 3)

Le risque de mortalité: deux fois plus éleve que dans la population
generale
Les colts nationaux annuels; 94 -102 milliards de $ a |'échelle
mondiale



Epidemiologie des TS5

Males Females Total
Cause Total DALYs Cause Total DALYs Cause Total DALYs
(100 000s) (%) (100000s) (%) {100000s) (%)
10-24 years
1 Road traffic accidents 93 (7-8%) Unipolar depressive disorders 115 (9-8%) Unipolar depressive disorders 193 (8-2%)
2 Unipolar depressive disorders 78 (6-6%) Schizophrenia 46 (4-0%) Road traffic accidents 127 (5-4%)
3 Viclence 69 (5-8%) Bipolar disorder 44 (3-7%) Schizophrenia 96 (4-1%)
4 Alcohol use 62 (53%) Abortion 43(3.7%) Bipolar disorder 88 (3-B%)
5 Schizophrenia 50 {4-2%) HIV/AIDS 38 (32%) Viokence 81(3-5%)
6 Bipolar disorder 45 (3-B%) Road traffic accdents 34(2.9%) Alcohol use 71(3-0%)

v Troisitme cause de handicap fonctionnel en termes d’années

vécues (DALYs) chez les jeunes de |0 a 24 ans. (Gore et al. 2011 The
Lancet)

v'Un début précoce est associé avec un augmentation de DALY's



Le model CHR-P
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Le model CHR-P

Criteres de recherche pour le syndrome de
psychose atténuée selon le DSM-5

A - Au moins I'un des symptomes suivants est présent sous une forme atténuée,
sans altération importante de la capacité a discerner la réalité_Mais leur intensité

ou leur fréquence est suffisante pour justifier une prise en compte clinique : - Sévérité des sym ptémes

. Délire!s)
 Hallucination(s)
o Désorganisation du discours +

B - Le(s) symptomes(s) a(ont) duré(s) au moins 1 semaine durant le mois passé. , ~
P P - Fréquence des symptdomes

C - Le(s) symptomes(s) a(ont) débuté(s) ou s'est(se sont) aggravé(s) 'année - Début des sym ptémes
précédente. - Handicap provoqué

D - Le(s) symptomes(s) est(sont) suffisamment stressant(s) ou handicapant(s)
pour l'individu pour justifier une prise en compte clinique.

E - Le(s) symptomes(s) n'est(ne sont) pas mieux expliqué(s) par un autre trouble
mental, incluant un trouble dépressif ou bipolaire avec caractéristiques
psychotiques, et n'est pas attribuable a I'effet d'une substance ou d'une autre
condition médicale.

F - Les critéres pour un trouble psychotique n'ont jamais été remplis.



Taux de transition et outcome

Indmduals seekmg help at early detectlon services

Wm/l\*lﬂﬂ
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Individuals at cl'nical risk for psychosis

L d

Q Healthy or in With persistent nonpsychotic
remission psychiatric disorders
' With emerging With persistent attenuated

psychosis psychotic symptoms

Fusar Poli et al. JAMA Psy 2020
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Taux de transition chez les adolescents

Events per 100 Weight Weight
Study Transition cases Total sample observations Events 95%-Cl (fixed) (random)
Amminger et al., 2010 1 40 27.5 [14.6,439] 8.3% 9.6%
Ziermans et al., 2011 8 58 —-.—.,— 138 [6.1,254]) 12.0% 10.3%
Carrion et al,, 2013 15 92 ——— 16.3 [9.4;255] 18.9% 10.8%
Karlsgodt et al., 2014 8 20 + 40.0 [19.1;63.9] 4.2% 8.0%
Manninger et al., 2014 - S » 800 [28.4,99.5] 1.1% 4.1%
Welsh & Tiffin et al., 2014 2 28 —%—i— 71 [09;235] 58%  88%
Lindgren et al., 2014 4 51 —*— 78 [22;,189] 10.5% 10.1%
Cornblatt et al., 2015 26 92 -—-'-— 28.3 [19.4; 38.6] 18.9% 10.9%
Armando et al., 2015 7 35 —r— 200 [84,369] 73% 9.3%
Spada et al., 2016 4 22 * 18.2 [5.2,40.3) 4.56% 8.2%
Poletti et al., 2018 4 a1 —-0-—-— 98 [27;23.1] 85% 9.7%
Fixed effect model 484 <> 17.8 [14.3; 21.5] 100.0% --
Random effects model _ 19.3 [10.4; 29.9] - 100.0%

Heterogeneity: I = 67%, ©* = 0.0227, p < 0.01

Fig. 3. Summary of pooled results: Conversion prevalence on the basis of the cumulative sample retained at follow up.

Echantillon: 553 patients
Age moyen (£SD): 15.8 ans (£0.8)
Taux de transition: 19.3 (10.4-29.9)

Raballo et al. Schiz Res 2020



De la detection a l'intervention precoce
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Pre-adolescence et adolescence

Période clé pour le développement de diverses compétences cognitives et sociales.
(Debbané et al. Frontiers in Hum Neur 201 6;Velthorst et al. Devel and Psychopath 2017)

2. Phase de maturation progressive du cerveau (jusqu'a 25 ans). (Arain et al. Neuoprsy Dis Treat
2013; Galvan Neuron 2016)




Clinical staging model — CHR-P

Clinical stage

Definition

Definition in clinical staging model

Intervention

la

Asymptomatic genetic risk

Negative and cognitive symptoms

Premorbid

CHR-P

Selective primary prevention
Improved mental health literacy
Family psychoeducation
Indicated primary prevention

Formal mental health literacy

1b

1c

Attenuated psychotic symptoms

Short-lived remitting psychotic episodes

CHR-P

CHR-P

Eamily psychoeducation
Active reduction of substance misuse
Indicated primary prevention

Family and individual psychoeducation
Active reduction of substance misuse
Vocational support

Psychological therapies

Indicated primary prevention

As for 1b

Full-threshold FEP

Early full recovery

Close-in monitoring

Early intervention and secondary
prevention

Family and individual psychoeducation
Psychological therapies
Active reduction of substance misuse

Atypical antipsychotics and other
medications

Vocational rehabilitation




Efficacy of prevention in CHR-P

| 2m transition to psychosis

Previously suggested

Overall risk reduction at 12m = 50% (NNT = 9)

Risk Lower Upper

ratio limit  limit Z-Value
McGorry, 2002 0542 0226 1298 -1,374
McGlashan, 2006 0425 0,168 1,076 -1,806
McGorry, 20132 0,760 0,285 2,026 -0,549
Amminger, 2008 0,177 0,042 0,750 -2,350
Nordentoft, 2006 02264 0079 0888 -2,152
Bechdolf, 2012 0,054 0,003 0913 -2,023
Morrison, 2004 0207 0046 0941 -2,039
Addington, 2011 0,128 0,007 2350 -1,385

p-Value
0,169
0,071
0,583
0,019
0,031

:i Antipsychotics

Omega-3

0,043
0,041

CBT

0,166

McGory, 20130 0742 0278 1982 -0594 0552
van der Gaag et al.
Van der Gaag, 20120473 0226 0,988 -1993 0,046 .
0463 0334 0642 -4616 0000 ¢ SChlZOphr RGS 20 | 3
001 01 1 10 100
Favors CBT Favors TAU
Events/total
Study (BT Supportive Risk ratio (95% CI), Weight Risk ratio (95%Cl),
counselling M-H, random M-H, random
Addington 2011a 0/16 3/15 e 2.6 0.13(0.01t0 2.40)
Morrison 2004 2/35 5/23 e 9.1 0.26 (0.06t01.24) C BT
Morrison 2011 7/144  10/144 —_— 249 070 (0.27t0 1.79)
Phillips 2009 744 6/28 —v—l—— 227 0.74(0.28101.98) Sta’fford et a'l'
Van der Gaag 2012 9/94  20/102 — 40.6 0.49(0.2301.02) BMJ 20| 3
Total (95% C1) 25/333 44/312 < 1000 0.54 (0.34100.86)
Test for heterogeneity: 1=0.00, °=2.51,
df=t,P=0.64, 1>=0% 02052
Test for overall effect: z=2.60, P=0.009 Favours Favours
(BT supportive

counselling

But lack of evidence to support specific
interventions

Network meta-analysis including 16 RCT,
2035 CHR-P

NBI CBT-F+CBT-V+NBI

NBI+ARI
NBI+OLA

Davies et al. World Psychiatry 2018




La mentalisation chez les FEP/CHR
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“Theory of Mind"™ in Schizophrenia: A Review of the Literature

Martin Briine

Send reprnt requests Lo Dr. Martin Brilne, Center for
Peychistry and Peychotherspy, University of Bochum,
Akxandrmnenstr. 1-3, D-44M1 Bochum, Germany; emal:
Mt Bruene@ruhr-uni-bochum. de

The term theory of mind (ToM) refers to the capacity to
infer one's own amd other persons’ mental states, A substan-
tial body of research has highlighted the evolution of ToM
in nonhuman primates, its emergence during human ontog-
eny, and mpaired ToM in a variety of neuropsychia tric dis-
orders, including schizophrenia, There is good empirical
evidence that ToM i specifically impaired in schizophrenia
and that many psychotic symptoms—forinstance, delusions
of alien controland persecution, the presence of thought and
language disorganization, and other behavioral symp-
toms—nay best be understood in light of a disturbed capac-
ity in patients to relate their own intentions to executing
behavior, and to monitor others’ mtentions, However, it is
still under debate how an impaired ToM in schizophrenia
isassociated withother aspectsof cognition, how the impair-
ment fluctua teswith acuity or chronicity ofthe schizophrenic
disorder, and how this affects the patients' use of language
and social behavior, In addition to these potential research
areas, future studiesma y also address whether patientscould
benefit from cognitive training in this domain,

Keywords: Theory of mind'brain evolution/
schizophremalinguistics/behavior/social competence

There may, however, be costs to having a lighly devel-
oped ToM (Briine 2001 ). In humans, for instance, ToM is
apparently permanently “online," suchthat other persons
and sometimes even nonliving objects are continuously
“screened” for their putative intentions, Thus, human
ToM isinherently linked to the risk of making false con-
jectures about other people’s mtentions, for instance, by
inferring “too much"” or smply by overrating one's per-
sonal affectedness i a given social interaction, It is there-
fore crucial that every person who imputes mental states
toothers beable to crosscheck his or her inference against
reality—that s, to interpret signals from the social envi-
ronmentsupporting or refuting hisor her assumption, Ex-
tract the relevant meaning from speech depends upon an
intact ToM. Toeffectively useandinterpret language, one
usually has to go beyond the hiteral meanmg of words
and utterances on the basis of contextual mformation
(Sperber and Wilson 1986, 2002). However, functional
orstructural disruption of the neural mechanisms under-
Iying ToM may give rise tovarious types of psychopathol-
ogy, including schizophrenia (Frith 1992; Briine 2001).

In fact, impaired ToM has been described in a variety
of neuropsychiatric disorders. The most extensive ToM
studies have been carried out in autistk spectrum disor-
ders (e.g., Baron-Cohen et al. 1985; Baron-Cohen 195),
in adult patients with frontal lobe damage (e.g., Rowe
etal, 2001; Stuss et al, 2001), and in schizophrenia (over-
views in Corcoran 2000; Briine 2003a). Only recently has
ToM research been extended to patients with frontotem-
poral dementia, Alzheimer's dementia or other dement-

La littérature et les
résultats des €tudes sur
|"altération de Ia

mentalisation chez les pz
avec 155

De nombreuses recherches ont
montré que les patients atteints
de schizophrénie ont des
difficultés specifiques a déduire ce
que les autres veulent dire,
pensent ou font semblant.

Cette altération affecte la facon
dont les patients schizophrenes
utilisent le langage et interpretent
la parole.
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Associations of Metacognition With Symptoms,
Insight, and Neurocognition in Clinically Stable
Outpatients With Schizophrenia
Giuseppe Nicolo, MD,*1 Giancarlo Dimaggio, MD,* Raffaele Popolo, MD,* Antonino Carcione, MD,*}

Michele Procacci, MD,*} Jay Hamm, MA,§ Kelly D. Buck, CNS,/| Enrico Pompili, MD, Ivana Buccione, PhD,*
Brunella Lagrotteria, PhD,* and Paul H. Lysaker; PhD//{

Des études menees sur des
patients schizophrenes ont
montré qu'une altération de
la mentalisation est associee :

v'les symptdmes positifs et négatifs
v'faible efficacité thérapeutique
v'faible insight

v'de mauvaises performances sociales
et professionnelles

(Lysaker et al., 2007,2010,201 | ;
Nicolo et al,, 2012)



Psychiatry Research 238 (2016) 14-23
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e Patients atteints de PEF
montrent des capacités
de mentalisation

Metacognition in first-episode psychosis and its association with (W) o significativement  plus

positive and negative symptom profiles™ faibles que I'échantillon
de contréle.

journal homepage: www.elsevier.com/locate/psychres

Anne Marie Trauelsen”“* Andrew Gumley® Jens Einar Jansen ",
Marlene Buch Pedersen®, Hanne-Grethe Lyse Nielsen ©, Christopher Haier Trier®,
Ulrik H. Haahr ', Erik Simonsen ™ * En particulier, les

déficits de
mentalisation sont
associés a une

Comparison of baseline charactenstics between groups based on positive and negative symptoms (N=83).

Standardized dis- 1 Low negative] 2 Low negative/ 3 High negative/ 4 High negative| F(15, P= #* Post hoc compar-

criminant function  low positive high positive low positive high positive 231) isons p <0.05 S )’ m P t oma t O | O g €
coefficients (n=34)Mean  (n=14)Mean  (n=12)Mean  (n=23)Mean , .
(5D) (5D) (5D) (5D) negative
ANOVA *
MAS-Atotal 096 16.03 (3.19) 1457 (333) 11.71 (380) 13.35(2.99) 640 <0001 020 1>3,4,2>3
DUp 054 11909 (17706) ~ 17921(21417) 12992 (248.68) 19226 (22554) 257 006 009 3<24
Number of -040 2.88(197) 250(1.61) 2.92(198) 304 (197) 024 087 001
adversities®
Premorbid 031 2.36(115) 161(1.37) 2.25(0.98) 293 (153) 138 026 005
academic
SOCP;n;orbld 044 190(128) 283(123) 178 (162) 238 (145) 115 035 004 (MacBe th et al, 2014, 2015 :

MclLeod et al, 2014 ;
Trauelsen et al, 2016)



Cognition sociale et risque psychotique

UHR Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Std. Mean Difference  SE Total  Total Weight IV, Random, 95% ClI IV, Random, 95% CI
Szily etal., 2009 096 021 26 50 6.3% -0.96 [-1.37, -0.55]
Anetal., 2010 094 023 24 39 56% -0.94 [-1.39, -0.49]
Corigliano et al., 2014 -0.85 022 36 30  59% -0.85[-1.28, -0.42]
Addington et al., 2008 -0.75 016 86 56 83% -0.75 [-1.06, -0.44] o
Lee etal, 2015 066 02 40 46 6.6% -0.66 [-1.05, -0.27] e———
Comparelli et al., 2013 -0.62 017 43 86 7.9% -0.62 [-0.95, -0.29] -
Green et al., 2011 -0.59 021 50 34 63% -0.59 [-1.00, -0.18] =
Amminger et al., 2012 054 02 79 30 66% -0.54 [-0.93, -0.15] -
Gill etal., 2014 -0.51 022 60 28 59% -0.51 [-0.94, -0.08] =
Thompson et al., 2012/13 -0.43 024 30 30 53% -0.43[-0.90, 0.04] A —
Hur et al., 2013 -0.39 018 55 58 74% -0.39 [-0.74, -0.04] = =
Corcoran et al., 2015 -03 022 49 31 59% -0.30 [-0.73, 0.13] e a—
Couture et al., 2008 -0.29 019 88 41 7.0% -0.29 [-0.66, 0.08] e
Stanford et al., 2011 -0.19 024 63 24 53% -0.19 [-0.66, 0.28] - 1
Pinkham et al., 2007 0 032 19 21 3.5% 0.00 [-0.63, 0.63]
De Vyider et al., 2013 0.04 031 33 15 3.7% 0.04 [-0.57, 0.65]
Seifert et al., 2008 0.16 042 12 12 23% 0.16 [-0.66, 0.98] >
Total (95% Cl) 793 630 100.0%  -0.52 [-0.65, -0.38] E

Heterogeneity: Tau® = 0.03; Chi* = 26.46, df = 16 (P = 0.05); I* = 40%

Test for overall effect: Z =7.56 (P < 0.00001)

Fig 2. Forest plot of social cognition in UHR versus healthy controls.

SC lower in UHR

4 05 0

0.5 1
SC lower in Control

La majorité des études menées sur la cognition sociale chez les patients de 'CHR-P montrent
que celle-ci est deficitarie par rapport aux groupes de contrdle.

(Van Donkersgoed et al. 2018 Plos One)




| a mentalisation comme facteur de résilience face a la
progression des symptdmes psychotiques subcliniques

- Acta Psychiatrica Scandinavica

Acta Psychiatr Scand 2016: 1-10 © 2016 John Wiley & Sons A|S. Published by John Wiley & Sons Ltd
All rights reserved

DOI: 10.1111/acps.12571 ACTA PSYCHIATRICA SCANDINAVICA

Course of auditory vocal hallucinations in
childhood: 11-year follow-up study

Les hallucinations chez les enfants et les adolescents sont
moins souvent sulvies d'un FEP chez les jeunes ayant de
bonnes capacités de mentalisation.

(Bartels-Velthuis et al, 201 ;201 6)



| a mentalisation comme facteur de résilience face a la
progression des symptdmes psychotiques subcliniques

Psychological Medicine, Page 1 of 15. © Cambridge University Press 2015 ORIGINAL ARTICLE
doi:10.1017/S0033291715001567

Psychotic experiences and hyper-theory-of-mind in
preadolescence — a birth cohort study

L. Clemmensen'*, J. van Os?, M. Drukker?, A. Munkholm’, M. K. Rimvall!, M. Vaever’,
C. U. Rask®3, A. A. Bartels-Velthuis®, A. M. Skovgaard’ and P. Jeppesen’

OPEN a ACCESS Freely available online @ Pl-os ‘ ONE

Hyper-Theory-of-Mind in Children with Psychotic
Experiences

Lars Clemmensen', Jim van Os?, Anne Mette Skovgaard®, Mette Vaever*, Els M. A. Blijd-Hoogewys>,
Agna A. Bartels-Velthuis®, Pia Jeppesen’

1 Child and Adolescent Mental Health Center, Mental Health Services, the Capital Region of Denmark, Copenhagen, Denmark, 2 Department of Psychiatry and Psychology,
Maastricht University Medical Centre, Maastricht, The Netherlands, 3 Department of Public Health, University of Copenhagen, Copenhagen, Denmark, 4 Department of
Psychology, University of Copenhagen, Copenhagen, Denmark, 5 INTER-PSY Groningen, Groningen, The Netherlands, 6 University of Groningen, University Medical Center
Groningen, University Center for Psychiatry Groning ingen Tri; The

Les enfants de 9 a |2 ans ayant vécu des
experiences psychotiques (PLE) ont tendance a
'"hypermentalisation

(Hyper Theory of Mind ; Clemmensen et al,, 2014, 2015)



La TBM comme possible modele therapeutique chez les
CHR-P




Le role de la mentalisation dans le procesus

psychotique

DISTAL FACTORS

* Developmental insults

* Genetic vulnerability for
dopaminergic sensitization

* Childhood abuse

INTERMEDIATE FACTORS
* Insecure attachment
style

* Epistemic mistrust

* Impaired development

of mentalizing capacity

PROXIMAL FACTORS

,v'/ \‘
Sensitizing loop of mesolimbic dopamine
system
Poor co-
regulation of

emotions

Impaired
(Social) Stress [ mentalizing

capacity
Social Poor social
isolation functioning

-

PRODROMALSTATE
= Aberrant salience attribution

* Source monitoring difficulty

UNSALANCED EMBODIED
ENTALIZING

FLORID PSYCHOSIS

Hallucinations

lusional ideation

Weijers et al 2020)




Activation du symptdme psychotique selon
une approche de TBM

TSRS Exposition sociale
Hyper-activation émotionnelle P

Hyper-réflexivité
( augmentation Arousal ) l yper-retiexivite

( réduction de la capacité

\ Basic self-disturbance de mentalisation)

Emergence des Déficit de
symptomes
psychotiques

mentalisation

Incertrtude quant a

'authenticité du Perte de la possibilité

d'envisager des
explications alternatives
de |'extérieur

contenu verbal et
symbolique

Fermeture dans une
vision subjective de la
réalité

| es autres deviennent
iIncompréhensibles



Example d’ intervention TBM pour un sym psychotique attenué

ldentifier le facteur
déclencheur

Fournir un retour d'information

(diminution de I'excitation

Caractériser le type de
non menacant

déficit

e

\_

Proposer des A
perspectives alternatives
qui ne sont pas (vécues
comme) menacantes

Eviter les explications
complexes ou trop
symboliques

(

Contenir la tendance a la
fermeture en offrant un
\environnement securisant

Expliquer le processus
mental




Nous ne sommes que au debut....

A Mentalization-Based Approach to the Development of the
Therapeutic Alliance in the Treatment of Schizophrenia

Banjamin K. Brent, M.D.

The Department of Psychiatry, Beth Israel Deaconess M edical Center, Harvard Medical School;
The Department of Psychiatry, M assachwsetts Gemeral Hospital, Harvard Medical School

This artick prosants a3 cinical dlustration of 3 mentalzaton-baszed approach 1o the dovelopment of
tharapeutic aliance in the traatment of schuophren. A cinically focused ovarviow of the attachment-
based understanding of mantalization cantral to the mentaization-basad treatment model &= frst pro-
wdad. This &= followed by 2 bnof surmmary of the theory and evidance supportng the possile Ink
betwacn attachment disturbances and doficits of mental state understanding n schuzophrena. A caso
prasentation than illustrates the apphication of core mentaizaton-basod pancples and ntarventions
to enhanca the therapoutic aliance by addressing disruptions of mantaization and reduang paranoe
in tho traatmant of a pationt with aarly course schrzophrane. © 2014 Wiley Fanodicals, Inc. J. Cin.
Peychol.: In Sas=on 71:146-156, 2015.
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Attachment, Neurobiology, and
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TABLE 2 | Possible mentalizing interventions according to the clinical stage.

Stage

Stage 0

Stage la

Stage Ib

Stage Il

Stage Il

Interventions

School and family-based prevention

MBT-A; MBT-F
psycho-education

As for 1a

Medications targeted to treat
comorbid disorders (eg. anxiety,
depression)

Take into account low doses of
antipsychotics in accordance to
severity of BLIPS

As for Ib

MBT-G for psychosis
Antipsychotics

As for |l

AMBIT

Timing/Setting

‘mental’ or ‘emotional” education in
primary prevention large scale campaigns

Short intervention, including psycho-
education, skills strenghtening in
adolescent groups and/or family therapy

More intensive intervention including
individual work, combined with intervention
at multiple levels (school, family,...)

Long and intensive intervention

Very long intervention with an explicit focus

on case management and an outreaching
annroach
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Targets/Goals

Providing psychoeducation about mentalization, the linkage
between arousal, anxiety, reduction of cognitive performance and
mentalization.

More focused psychoeducation about the linkage between
arousal, loss of mentalization and the development of psychotic
symptoms. Patients are told about the key aspects of MBT,
including the meaning of mentalizing and its sensitivity to arousal

Starting from stage Ib the intervention is progressively focused
on 1) the patient’s state of mind as central to the rehabilitation

of the capacity for social understanding; 2) the emphasis on the
role of affect in disruptions of the ability to mentalize; and 3) the
importance given to understanding the links between the quality
of mentalization and specific Interpersonal/ attachment contexts.
Five problem areas are developed and routinely reviewed with
the patient, including: commitment to treatment, psychiatric
symptoms, social interaction/relationships, destructive behavior,
and community functioning
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Traitement basé sur la mentalisation chez 40 jeunes avec CHR-P: une étude pilote
randomisée.

(Objectif principal : étudier l'effet de la MBT-A sur les symptoémes psychotiques et sur

'incidence de la FEP dans une cohorte de CHR-P
Objectif secondaire : étudier I'effet de la MBT-A sur les capacités de mentalisation, la
\_symptomatologie, la fonction cognitive, la qualité de vie. )

(Le programme MBT-A est un programme de psychothérapie manuelle d'une durée de Six )
mois. Il comprend des séances individuelles hebdomadaires de MBT-A (soit 24 séances au
minimum) et une thérapie de famille mensuelle basée sur la mentalisation (MBT-F soit 6

\_s€éances au minimum). )




Pour résumer...

- Les preuves scientifiques montrent que le déficit de
mentalisation n'est pas simplement une conséquence de la
psychose, mais plutdét un facteur (de risque, de vulnérabilite)
deja present dans les premiers stades de la traectoire
psychotique.

= En méme temps, une bonne capacité de mentalisation semble
représenter un facteur de résilience (protecteur) par rapport a
la progression vers la psychose.

D'ou la justification possible de ['utilisation de techniques visant a
mettre en ceuvre cette compétence dans les premiers stades de la
trajectoire vers un trouble psychotique.
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