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FAST and RAPID: Acronyms 
to prevent brain damage in 
stroke and psychosis
Psychosis and stroke are arguably 

the most serious acute threats 

to the integrity of the brain, and 

consequently the mind. Both are 

unquestionably associated with a 

grave outcome the longer their treat-

ment is delayed.1,2

While the management of stroke has 
been elevated to the highest emergent 
priority because of the progressively 
deleterious impact of thrombotic isch-
emia in one of the cerebral arteries, rapid 
intervention for acute psychosis has 
never been regarded as an urgent neuro-
logic condition with severe threats to the 
brain’s structure and function.3,4 There is 
extensive literature on the serious conse-
quences of a long duration of untreated 
psychosis (DUP), including treatment 
resistance, frequent re-hospitalizations, 
more negative symptoms, and greater 
disability.5

Physical paralysis from a stroke 
receives much more attention than “men-
tal paralysis” of psychosis. Both must be 
rapidly treated, whether for the regional 
ischemia to brain tissue following a 
stroke or for the neurotoxicity of neuro-
inflammation and oxidative stress that 
lead to widespread neurodegeneration 
during psychosis.6 While an acronym for 
the quick recognition of a stroke (FAST: 
Facial drooping, Arm weakness, Speech 

difficulties, and Time to call emergency 
services) is well established, no acronym 
for the urgency to treat psychosis has 
been developed. We propose the acro-
nym RAPID (Readily Avoid Psychosis-
Induced Damage). The acronym RAPID 
would hopefully expedite the urgently 
needed pharmacotherapeutic and psy-
chosocial intervention in psychosis to 
halt ongoing brain tissue loss. 

It is ironic that the legal obstacles 
for immediate treatment, which do not 
exist for stroke, often delay administer-
ing antipsychotic medication to patients 
with anosognosia (a neurologic delu-
sional belief that one is not ill, leading 
to refusal of treatment) for their psy-
chosis and end up harming patients 
by prolonging their DUP until a court 
order is obtained to force brain-saving 
treatment. Frequent psychotic relapses 
due to nonadherence with medications 
are also a very common cause for pro-
longed DUP due to the inexplicable 
reluctance of some psychiatric practitio-
ners to employ a long-acting injectable 
antipsychotic (LAI) medication as soon 
as possible after the onset of psychosis 
to circumvent subsequent relapses due 
to the very high risk of poor adherence. 
Table 1 (page 7) describes the optimal 
management of both stroke and acute 
psychosis once they are rapidly diag-
nosed, thanks to the FAST and RAPID 
reminders.

These acronyms are 
essential reminders of 
the urgency needed to 
intervene and minimize 
brain tissue loss 
associated with those 2 
neurotoxic brain threats
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Tragically, the treatments of the mind 
have become falsely disengaged from 
the brain, the physical organ whose neu-
rons, electrical impulses, synapses, and 
neurotransmitters generate the mind 
with its advanced human functions, 
such as self-awareness, will, thoughts, 
mood, speech, executive functions, 
memories, and social cognition. Recent 
editorials have challenged psychiatric 
practitioners to behave like cardiolo-
gists7 and oncologists8 by aggressively 
treating first-episode psychosis to pre-
vent ongoing neurodegeneration due 
to recurrences. The brain loses 1% of 
its brain volume (~11 ml) after the first 
psychotic episode,8 which represents 
hundreds of millions of cells, billions 
of synapses, and substantial myelin. A 
second psychotic episode causes sig-
nificant additional neuropil and white 
matter fiber damage and represents a 
different stage of schizophrenia9 with 
more severe tissue loss and disruption 
of neural pathways that trigger the pro-
cess of treatment resistance and func-
tional disability. Ensuring adherence 
with LAI anti psychotic formulations 

immediately after the first psychotic 
episode may allow many patients with 
schizo phrenia to achieve a relapse-free 
remission and to return to their baseline 
functioning.10 

In addition to significant brain tissue 
loss during psychotic episodes, mor-
tality is also a very high risk following 
discharge from the first hospitalization 
for psychosis.11 LAI second-generation 
antipsychotic medications have been 
shown to be associated with lower 
mortality and neuroprotective effects,12 
compared with oral or injectable first-
generation antipsychotics. The high-
est mortality rate was reported to be 
associated with the lack of any antipsy-
chotic medication,12 underscoring how 
untreated psychosis can be fatal.

Bottom line: Rapid treatment of 
stroke and psychosis is an absolute 
imperative for minimizing brain dam-
age that respectively leads to physical or 
mental disability. The acronyms FAST 
and RAPID are essential reminders of 
the urgency needed to halt progressive 
neurodegeneration in those 2 devastat-
ing acute threats to the integrity of brain 
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Table 1 

Rapid management of stroke and psychosis
Stroke (FAST) Psychosis (RAPID)

Hospitalization and stabilization of stroke 
symptoms and potential complications

Hospitalization; begin atypical oral 
antipsychotic to shorten the duration of 
untreated psychosis

Begin tPA, if not contraindicated. Surgical 
intervention (embolectomy) if indicated

Evaluate and initiate atypical long-acting 
injectable prior to discharge 

Engage stroke team to begin transition of 
care plan

Utilize ancillary support to ensure seamless 
transition of care from inpatient to outpatient 
setting

Educate and counsel patient and family 
on importance of managing blood 
pressure, diabetes, smoking

Develop therapeutic alliance with patient and 
educate and collaboratively develop an action 
plan to manage high-risk behaviors (drug and 
alcohol use) that can trigger psychosis

Incorporate ancillary support for 
implementation of nutritional and exercise 
program

Develop a diet and exercise program to 
counteract the cardiovascular risk from 
sedentary living, smoking, and poor diet

FAST: Facial drooping, Arm weakness, Speech difficulties, and Time to call emergency services;  
RAPID: Readily Avoid Psychosis-Induced Damage; tPA: tissue plasminogen activator
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and mind. Intensive physical, psycho-
logical, and social rehabilitation must 
follow the acute treatment of stroke 
and psychosis, and the prevention of 
any recurrence is an absolute must. 
For psychosis, the use of a LAI second-
generation antipsychotic before hospi-
tal discharge from a first episode of 
psychosis can be disease-modifying, 
with a more benign illness trajectory 
and outcome than the devastating 
deterioration that follows repetitive 
psychotic relapse, most often due to 
nonadherence with oral medications. 

Psychosis should be conceptual-
ized as a “stroke of the mind,” and 
it can be prevented in most patients 
with schizophrenia by adopting inject-
able antipsychotics as early after the 
onset of psychosis as possible. Yet, 
starting a LAI antipsychotic drug in 
first-episode psychosis before hospi-
tal discharge is rarely done, and the 
few patients who currently receive 
LAIs (10% of U.S. patients) generally 
receive them after multiple episodes 
and a protracted DUP. That’s like call-
ing the fire department when much of 
the house has turned to ashes, instead 
of calling them when the first small 
flame is noticed. It makes so much 
sense, but the decades-old practice 
of postponing the use of LAIs con-
tinues to ruin the lives of young per-
sons in the prime of life. By changing 
our practice habits to early use of 
LAIs, we have nothing to lose and 
our patients with psychosis may be 
spared a lifetime of suffering, pov-
erty, stigma, incarceration, and func-
tional disability. Wouldn’t we want to 
avoid that atrocious outcome for our 

own family members if they develop 
schizophrenia?

Henry A. Nasrallah, MD
Editor-in-Chief

Autumn Roque, DNP, APRN, PMHNP-BC
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