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Abstract 

Early detection and prevention of psychosis among those showing early, attenuated manifestations 

has become an international initiative. Multiple ethical and clinical challenges, however, complicate 

these efforts. We discuss contextual considerations in the identification of psychosis-risk, the 

complicating role of comorbidities in clinical decision-making, and limitations to the extant 

psychosocial intervention literature. Factors such as clients’ life experiences, cultural background, 

and co-occurring psychopathology may all influence whether putative attenuated psychotic signs are 

considered risk factors for psychosis. Once a high-risk label is ascribed, these and other 

considerations influence the degree to which available interventions are appropriate for presenting 

concerns. We suggest that brief screening instruments may promote more accurate identification of 

psychosis-risk; we also contend that a modular, needs-based treatment model may begin to address 

the ethical and clinical concerns associated with providing early intervention to people identified as 

at-risk, even if psychosis is not the ultimate clinical outcome.  
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Introduction 

Clinical high-risk (CHR) syndromes are characterized by attenuated manifestations of 

psychosis that tend to precede the onset of formal psychotic disorders. Early interest in the 
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psychosis prodrome followed the retrospective observation that over 70% of people with 

schizophrenia experience notable signs of illness prior to the initial, acute episode, often some 5 

years prior to psychosis (Häfner, Riecher-Rössler, Maurer, Fätkenheuer, & Löffler, 1992). 

Subsequently, researchers have set out to prospectively identify individuals in this high-risk period, 

with hopes of improving the understanding of the early course and treatment of psychosis (Yung & 

McGorry, 1996). Initial results from this line of work suggested that close to half of individuals at 

CHR would develop formal psychosis within a year (Yung, Phillips, Yuen, & McGorry, 2004). 

Declining transition rates since these early studies, however, have led some to question the 

reification of the construct, arguing that it inaccurately “carves nature at its joints” (van Os & 

Guloksuz, 2017). Nonetheless, meta analyses suggest that approximately 32% of those at CHR 

subsequently develop a psychotic disorder, a rate considerably higher than any other competing 

prediction model. Although only a substantial minority of those identified as at risk will progress to 

psychosis, the CHR construct provides an important avenue for improving the understanding of 

psychosis etiology, phenomenology, treatment, and possibly prevention.  

Despite the focus on attenuated psychotic symptoms, a wealth of research has revealed that 

progression to psychosis is only one of many salient clinical concerns for individuals at CHR. Of 

non-transitioning clients, half are estimated to experience persistent functional impairment and 

attenuated psychosis over 2-4 years of follow-up (Addington et al., 2011; Lin, Wood, Nelson, 

McGorry, & Yung, 2015; Schlosser et al., 2012). Most individuals at CHR have a comorbid diagnosis 

at baseline that tends to persist over time (Lin et al., 2015; Fusar-Poli, Nelson, Valmaggia, Yung, & 

McGuire, 2014), and are at risk for new onsets of previously undiagnosed comorbid disorders (Lin et 

al., 2015). Those at CHR also present with high rates of trauma exposure, substance abuse, 

widespread cognitive impairments, and suicidal ideation (Fusar-Poli et al., 2013; Kraan, Velthorst, 

Smit, de Haan, & van der Gaag, 2015). Despite concerns about the declining utility of CHR status in 

predicting psychosis, these findings provide evidence that this is a group of people in need of clinical 

care irrespective of eventual transition.  

How and when to provide intervention for CHR is not without its ethical and practical 

concerns, however. The multiple contextual influences on diagnostic validity, striking heterogeneity 

in clinical presentation and outcome, potential consequences of disclosing a psychosis-risk 

syndrome, and lack of clear evidence-based guidelines for intervention in this relatively nascent field 
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create unique challenges in determining when the scientific literature can be ethically applied to 

individuals undergoing CHR assessment. How might contextual factors influence the 

conceptualization of “psychosis risk”? Under what conditions should emerging psychosis be the 

primary concern for individuals with significant comorbidities? What assessment and intervention 

models can help to abate these diagnostic and clinical challenges? In this article, we outline these 

and related ethical issues in assessment and treatment provision for youth at CHR. We conclude by 

suggesting that brief screening instruments may be useful in reducing false-positive identification, 

and that an individually tailored, contextually sensitive modular approach to psychosocial 

intervention may help navigate the complex clinical and ethical dilemmas in this emerging field.  

 

Contextual Considerations and the Identification of False Positives 

Although some of the 68% of individuals at CHR who do not develop psychosis may have a 

true psychosis vulnerability that is never fully expressed, most are likely “false positives” – those who 

were never going to develop the illness in the first place, but who were incorrectly classified as being 

at risk. There are many factors that might contribute to false-positive identification, including clients’ 

life experience, referral source, and culture, among others. Variations in these circumstances may 

be associated with vastly different underlying mental health processes, each of which may give rise 

to its own distinct intersection of constructs potentially in need of a unique treatment approach. 

Below, we address several potential contributors to false-positive identification in CHR practice, and 

discuss ethical considerations associated with each.  

Life experience 

Life experiences may engender a clinical presentation that falsely mirrors psychosis risk, 

resulting in mislabeling by clinicians. Childhood adversity and substance abuse are linked to 

transient psychosis-like experiences that for some are not part of a “true” psychosis spectrum. A 

history of trauma exposure and high rates of neighborhood crime, for instance, are associated with 

elevated levels of suspiciousness among help-seeking youth without CHR (Kline et al., 2016; Wilson 

et al., 2016). Likewise, use of substances such as cannabis, amphetamines, and hallucinogens can 

lead to paranoia, unusual thoughts, and perceptual abnormalities that for some persist beyond a 

period of acute intoxication but resolve with sustained abstinence. Differentiating these experiences 
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from true psychosis-risk can be difficult, and is complicated further by the fact that life experiences 

such as adversity and substance abuse, while potentially falsely mirroring psychosis-risk, are also 

common in the CHR population (e.g., Addington et al., 2014; Kraan et al., 2015) and in many cases 

are risk factors for primary psychotic disorders. In many cases, however, “CHR symptoms” may 

more accurately reflect other processes such as post-traumatic stress disorder (e.g., dissociation 

misinterpreted as unusual thought content), sub-syndromal trauma responses (e.g., suspiciousness 

misinterpreted as paranoia), or psychotomimetic effects of substances.  

Ethical Considerations of Life Experiences: It is important to identify the etiology of behaviors 

to maximize fit between need and treatment. Concluding erroneously that behaviors are symptoms 

representing a psychosis prodrome is likely to result in iatrogenic consequences, including stigma 

and misaligned concern from others. Mislabeling may also lead to overtreatment of some clinical 

concerns (e.g., putative psychosis-risk), and under-treatment of others (e.g., trauma, substance 

abuse). Science-informed providers of CHR services are therefore clinically and ethically challenged 

with matching clients’ need to care without assuming that the primary need is psychosis prevention.  

Referral source 

When evaluating level of psychosis risk, referral source matters. Clients are referred to CHR 

services from a range of sources, including hospitals, schools, general practitioners, university 

counseling centers, early psychosis clinics, and clients and families themselves. Research suggests 

that relative to help-seeking populations, clients referred from the general public – specifically, those 

who self-refer – are less likely to meet CHR criteria once assessed (Addington et al., 2012). Of those 

self-referring clients who meet criteria, the risk for future psychosis is substantially reduced (Fusar-

Poli et al., 2016). In other words, certain referral sources appear more likely to refer true positives 

than others. The pathways through which clients present for CHR services may therefore be an 

important determinant of their reasons for seeking care, their clinical trajectory, and their treatment 

needs.  

Ethical considerations with referral source: A client’s pathway to care may be associated with 

the level of intervention needed for psychosis-specific symptoms. For example, clients assessed by 

early psychosis clinics and subsequently referred to CHR services may present with severe 

symptoms that suggest a high probability of progressing to a psychotic disorder and require more 
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urgent, aggressive intervention aimed at reducing attenuated positive symptoms and preventing 

imminent transition to psychosis. Relative to these referrals, clients referred from other sources (e.g., 

a school counselor) may be more likely to present with comorbid disorders (e.g., anxiety disorders) 

that are of primary clinical concern, despite meeting CHR criteria. Careful survey of empirically-

demonstrated risk factors for psychosis (e.g., current stressors, substance abuse) may be useful in 

evaluating additional psychosis-risk above and beyond meeting CHR criteria. Detailed accounts of 

treatment histories should be acquired during the assessment phase for clients suspected of CHR to 

understand their path to specialized services. Thorough correspondence with the referring clinician 

will clarify the specific reasons clients are recommended for CHR services.  

Culture 

Likely as a function of greater cumulative adversity, members of ethnic minority groups, 

immigrants, and those raised in an urban environment appear to be at greater risk for developing 

psychosis-spectrum disorders than non-minority peers (van Os, Kenis, & Rutten, 2010). Among 

those with psychosis, the content of hallucinations and delusions may also vary across cultures. For 

example, non-distressing interpretations of hallucinations appear more common in non-Western 

societies (Luhrmann, Padmavati, Tharoor, & Osei, 2015). The scant research concerning ethnic or 

cultural differences in the United States among those at CHR suggests that African Americans at 

CHR report higher levels of risk symptoms than their White counterparts (Novacek et al., 2016). 

Although the mechanisms behind these differences remain unstudied, it is possible that ethnic 

minorities at CHR are exposed to more risk factors for psychosis, including trauma and 

discrimination (Selten, van Os, & Cantor-Graae, 2016); that clinician biases result in systematically 

ascribing psychosis-spectrum explanations for behaviors among minorities (e.g., African Americans 

relative to Whites as is seen in schizophrenia; Olbert, Nagendra, & Buck, 2017); or a combination of 

these and related factors.  

 Ethical considerations involving culture: Symptom distress and clinical course may vary by 

culture among those at CHR, complicating the ethical application of available scientific knowledge in 

identifying true psychosis-risk and appropriate treatment strategies among help-seeking youth. 

Clinicians should remain mindful that important features of CHR illness may present differently 

across cultures, and that behaviors resembling the clinician’s perception of CHR symptoms may in 

some cases more accurately reflect culturally or contextually normative experiences that are neither 
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inherently pathological nor part of a psychosis-risk process. At the same time, weighing these 

possibilities against the knowledge that members of disadvantaged minority groups may be at an 

elevated risk for psychosis based on potentially increased adversity may help facilitate the most 

appropriate, ethically-informed diagnostic decisions.  

Other factors influencing false-positives 

There are likely many undetermined contextual factors that influence accurate identification of 

the psychosis prodrome, including response style (including degree of insight) and normative 

adolescent development. For example, adolescence typically involves increases in the perception 

that one is the center of others’ attention, experiences that may resemble attenuated psychosis 

(Carol & Mittal, 2015). Similarly, younger participants may be more likely to endorse CHR symptoms 

due to normative magical thinking (e.g., typical coincidences taking on additional salience), 

misinterpretation of interview questions (Brandizzi et al., 2014), or a tendency to respond toward the 

extreme end of scales (Rakhshan et al., in preparation). A better understanding of these influences 

on detection of psychosis-risk will aid in the accurate, most ethical identification and treatment of 

individuals at CHR.  

 

Heterogeneity in Presentation and Outcome 

The importance of comorbid diagnoses 

If environmental, institutional, and demographic forces shape rates of false-positives and 

symptom presentation, it is likely that clients’ primary diagnoses will vary as well. Interestingly, it 

seems that for many in the field, the CHR syndrome is assumed to be the primary diagnosis among 

those meeting the criteria. As we have noted, however, only around 32% develop a psychotic 

disorder, despite the fact that the majority meet criteria for a non-psychosis-related Diagnostic and 

Statistical Manual of Mental Disorders, 5th Edition (DSM-5) diagnosis at the time of identification. In 

other words, baseline comorbid diagnosis is more common among youth at CHR than is conversion 

to psychosis. This raises questions about the most appropriate and ethical treatment options for 

those referred to CHR specialty clinics. Should the possibility of emerging psychosis be prioritized, 

or should a clear and present comorbidity (e.g., post-traumatic stress disorder) be the focus of 

treatment? Although ultimately this question must be informed by substantially improved prognostic 
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ability, for now clinicians must depend on clinical indicators such as the degree of distress and 

impairment stemming from the respective diagnoses to determine where to allocate treatment 

resources.  

The possibility that comorbidities should be a primary clinical concern for some psychosis-risk 

clients is made increasingly relevant by the fact that rates of transition to psychosis among youth at 

CHR have declined substantially since the early work in this field (Wiltink, Velthorst, Nelson, 

McGorry, & Yung, 2015). The reasons behind this decline are not completely clear. Some research 

suggests it may be due to increased community awareness of CHR, leading to widened referral 

networks that are less enriched for risk and ultimately yield higher rates of false-positives (Fusar-Poli 

et al., 2016). Despite these trends, however, there is little evidence that rates of concurrent 

diagnoses are declining or that clients are becoming less ill in general. Therefore, in addition to 

treatment specifically geared for CHR symptoms, it is increasingly important that comorbidities be 

considered as primary treatment targets.  

Attenuated psychosis among non-transitioning individuals 

A proportion of false-positives among the CHR population likely includes clients whose 

naturalistic course of illness will never reach threshold psychosis, but who nonetheless are seeking 

treatment due to the distress and impairment associated specifically with attenuated psychotic 

symptoms. Although the long-term course of functioning and CHR remains unknown, it is possible 

that for some, CHR symptoms wax and wane over the lifetime, perhaps in a manner similar to 

recurrent persistent depressive disorder (i.e., dysthymia). For these individuals, despite the lack of 

imminent psychosis onset, treatment of attenuated psychosis may be warranted from a “here and 

now” standpoint.  

Ethical considerations involving heterogeneity 

Comorbidities should be carefully considered when determining the best course of treatment 

for clients at CHR. At the same time, clinicians should keep in mind that the distress and impairment 

stemming specifically from attenuated psychotic symptoms may warrant clinical attention regardless 

of comorbidities or eventual transition to psychosis. When determining the most appropriate 

treatment targets, clinicians should promote autonomy by considering clients’ self-reported reasons 

for seeking care. Notably, however, the few available studies examining reasons for help-seeking 
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among those at CHR suggest that most clients presenting at CHR clinics are seeking help for 

affective symptoms, not psychosis-spectrum symptoms (Falkenberg et al., 2015; Stowkowy, Colijn, 

& Addington, 2013), highlighting the importance of considering clinical heterogeneity during 

treatment planning. Ongoing symptom monitoring can help facilitate shared decision-making as 

clients and therapists work together to create an optimally targeted treatment plan. 

 

Challenges in Planning and Implementing Treatment 

Clinician disclosure of risk status 

Disclosure of a CHR syndrome poses clinical and ethical challenges concerning clients, 

families, referring clinicians, and treatment providers. Individuals may interpret the diagnosis to 

suggest that the client is destined to develop psychosis, which may cause confusion, fear, and 

demoralization among clients and families. Disclosure of the CHR diagnosis may also distract from 

appropriate treatment, of particular concern for those with comorbidities. Given evidence suggesting 

that many health care providers know little about CHR phenomenology and treatment (Jacobs, 

Kline, & Schiffman, 2011; 2012), the usual benefit of communicating diagnosis across providers is 

less likely to be realized relative to other more established diagnoses. On the other hand, disclosure 

provides an opportunity for more complete, honest communication and psychoeducation between 

the clinician and client, including the chance to address stigma and clarify the nature of CHR 

symptoms (Mittal, Dean, Mittal, & Saks, 2015).  

It may be that communicating CHR status to consumers and providers is done most 

parsimoniously using language consistent with the DSM-5’s Attenuated Psychosis Syndrome (APS), 

while at the same time highlighting the specific symptoms of concern raised by the client him- or 

herself. The APS diagnostic criteria are very similar to CHR criteria but emphasize associated 

distress and impairment warranting clinical care. Using the APS diagnosis to disclose CHR status 

may facilitate emphasis on current, presenting concerns while still allowing for discussion of risk for 

symptom progression. In all cases, using language in keeping with the client’s report and 

highlighting the client’s expertise on their own experiences can reduce fear, stigma, and other 

iatrogenic effects that may be associated with disclosure of risk status. 
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Limited supporting literature 

An important question facing clinicians diagnosing a CHR syndrome concerns which 

treatment strategy to adopt. Unfortunately, knowledge regarding the effectiveness of psychosocial 

intervention for CHR illness is limited. Cognitive behavioral therapy (CBT) and family-centered 

psychoeducational interventions have demonstrated some efficacy in reducing rates of conversion to 

psychosis, although a recent meta-analysis found no reliable effect of CBT on symptom severity, 

functioning, or quality of life (Hutton & Taylor, 2014; McFarlane et al., 2015; Miklowitz et al., 2014). 

The clinical heterogeneity and high rates of false-positives in the CHR population complicate clinical 

decision-making further in that the most appropriate treatment approach likely depends on the 

degree of “true,” unknown psychosis risk, weighed alongside co-occurring clinical concerns. 

Unfortunately, unlike the literature for many other diagnoses (e.g., mood disorders; Miklowitz & 

Chung, 2016), insufficient data currently exist on moderators of treatment outcome for youth at CHR, 

suggesting that subgroups benefiting from psychosocial interventions are unknown. This is an 

important area for future research.  

Practical and Philosophical Implications of Reifying High-Risk States 

The high rates of comorbidity among those at CHR has implications for the validity of the 

paradigm as a whole, with some arguing that the CHR field is fundamentally misguided. Informed in 

part by epidemiological evidence suggesting a linear relation between overall illness severity (e.g., 

number of disorders, degree of functioning) and the probability of experiencing attenuated psychotic 

symptoms, this perspective views the common co-occurrence of CHR syndromes with other DSM 

disorders as evidence that attenuated psychosis is best thought of as representing not an imminent 

risk for schizophrenia-spectrum disorders specifically, but rather, a poor prognosis more generally 

(van Os & Guloksuz, 2017). From this perspective, the CHR construct engenders an overly narrow 

view of youth whose mental health disturbances involve some degree of psychotic experiences.  

If attenuated psychotic symptoms are nonspecific markers of poor outcome in emerging 

psychopathology, then political (e.g., public health legislation), institutional (e.g., formal disease 

classification), and clinical (e.g., treatment development) actions oriented specifically toward 

schizophrenia prevention may risk exacerbating clinical and ethical concerns associated with the 

CHR field. Inclusion of APS in the DSM-5, for example, may imply the existence of a unique clinical 
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entity separate from other more established disorders, potentially engendering a siloed view of those 

at CHR among clinicians, consumers, and the public. Related, the existence of a new diagnostic 

construct implies the need for treatment development which, as described earlier, may in turn risk 

overemphasizing attenuated psychosis at the expense of other mental health problems. 

Nonetheless, compelling evidence indicates that CHR status is an indicator of both present 

disorder and future risk, arguing strongly in favor of the need for systematic assessment and 

intervention. Consumers, providers, policymakers, and other stakeholders thus appear ready to 

benefit from at least some formalization of high-risk states. Inclusion of APS in the DSM-5, for 

example, may facilitate education and training of community practitioners, development of evidence-

based treatment protocols and guidelines, and increased public awareness of the psychosis 

spectrum – outcomes likely to beget real-world benefits for clients. As clinical and epidemiological 

evidence regarding the significance of attenuated psychosis grow to complement one another, 

solutions to the philosophical dilemmas surrounding the reification of CHR states will become 

increasingly clear. Until then, the clinical implications of these unanswered questions are the same 

as discussed previously; namely, that multiple individual and contextual factors should be 

considered when evaluating the overall degree of psychosis risk and need for care. 

 

Reducing Ethical Dilemmas by Increasing Predictive Accuracy and Improving Intervention 

Flexibility 

 We have presented several challenges to the accurate identification of CHR 

psychopathology, describing how these factors may contribute to clinical heterogeneity and 

complicate clinical decision-making. We now suggest two approaches to assessment and 

intervention that may aid in curtailing these challenges: Use of brief screeners to reduce false-

positive identification; and modular, individualized psychosocial intervention to meet the varying 

needs of those at CHR. Drawing from the framework put forth in this article, Table 1 summarizes 

suggestions for reducing ethical and clinical dilemmas associated with identification and treatment of 

CHR states. The table is aspirational in that not all suggestions may be feasible for some community 

practitioners (e.g., connecting with a first episode psychosis clinic); the majority of suggestions and 

overall spirit of the approach, however, is intended to be accessible and broadly applicable. 
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Table 1. 

Suggested framework for reducing ethical dilemmas associated with identification and treatment of 

individuals at clinical high-risk for psychosis. 

Recommendations for assessment 

• Obtain training and ongoing supervision or consultation for use of validated, structured diagnostic 
interviews, including those designed for general psychiatric assessment and those designed specifically 
for identifying CHR syndromes (e.g., Miller et al., 2002). 

• If considering a referral for CHR assessment, take advantage of empirically-supported self-report 
screeners to aid in the referral decision (e.g., Kline & Schiffman, 2014). 

• Assess clients’ cognitive/developmental level and response style to CHR assessment tools, and consider 
whether these cognitive characteristics may bias information gathered during assessment. 

• Carefully evaluate lifetime exposure to risk factors for psychosis, including psychosocial trauma, 
neighborhood crime, and substance abuse, and their associations with a range of psychiatric symptoms. 

• Develop and maintain awareness of culturally normative experiences that may falsely mirror psychosis-
risk, and carefully assess whether endorsements may be better accounted for by cultural factors. 

• Develop and maintain awareness of one’s own cultural biases and how these may influence clinical 
decision-making in assessment and diagnosis of CHR states. 

• Obtain detailed records of treatment history, and correspond with the referring individual regarding 
specific referral questions. 

• When determining whether to disclose a CHR diagnosis, consider the full range of clinical concerns and 
where psychosis-related concerns fall with respect to others. 

• When disclosing a CHR diagnosis, avoid jargon and global statements of risk, emphasizing current, 
presenting symptoms while still allowing for discussion of risk for progression. 

Recommendations for intervention  

• Use thorough clinical assessment to inform impressions of clinical priorities, without assuming that 
psychosis-prevention is the sole or primary concern. 

• Engage the client and their caregivers in an open, honest discussion of their mental health priorities for 
the client, and weigh these against one’s own perceived clinical priorities for the individual. 

• Obtain training on a range of intervention models and strategies that are empirically supported for youth 
with significant mental health concerns, and offer these multiple options to consumers (e.g., Thompson et 
al., 2015). 

• Provide psychoeducation regarding mental illness, including for attenuated psychosis if deemed 
appropriate. 

• Candidly address public and self-stigma toward mental illness, and where these stereotypes are false. 

• Adopt a hopeful, strengths-based, and recovery-oriented approach to sessions. 

• Closely monitor attenuated psychotic symptoms and safety concerns over the course of treatment 
(perhaps using self-report screeners), regardless of whether these symptoms are the focus of treatment. 

• Connect with a coordinated specialty care clinic for first episode psychosis to maintain continuity of care, 
should attenuated psychotic symptoms worsen 
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The use of screeners to improve early identification  

Fine-tuning approaches to assessment may help to reduce clinical heterogeneity and 

increase the proportion of CHR referrals who are truly at risk. The use of brief, self-report screening 

instruments for clients initially suspected of CHR may be an important part of this process. 

Screening tools have the potential to create objective signal detection thresholds to determine 

whether a CHR referral is appropriate. This is particularly useful in instances of insidious onset, 

typically characterized by longer periods of undetected risk, as well as in those who self-refer and 

are likely to have lower true risk relative to those referred by providers. Several self-report measures 

have demonstrated strong correlations with gold standard, clinician-rated psychosis-risk interviews, 

and early evidence suggests these measures are excellent predictors of subsequent psychosis 

onset (Kline et al., 2012; 2015). In addition to their low cost and ease of administration, use of these 

screeners to inform initial referral decisions in general mental health settings may help refine referral 

pathways, reduce false-positive identification, and ultimately direct clients more efficiently to the 

most appropriate form of care. 

Modularity as a contextually sensitive treatment approach 

The heterogeneous clinical concerns affecting youth at CHR suggest that a single treatment 

model (e.g., lock-step manualized CBT) is unlikely to be optimally effective for all clients. Rather, 

flexibility may foster more successful intervention. We have previously suggested that a modular 

approach in which distinct treatment strategies are “distilled” from the empirical literature and 

matched to the client’s specific needs may be appealing for the complex clinical concerns of those at 

CHR (Thompson et al., 2015). In this approach, a decision-making tree is used to guide selection of 

the most culturally and contextually appropriate treatment modules (Figure 1). In line with other 

“clinical staging” models of early intervention for psychosis (McGorry, Hickie, Yung, Pantelis, & 

Jackson, 2006), this approach selects treatments on the basis of the idiosyncratic needs of the 

individual. Staging models tend to emphasize the severity and suspected prognosis of presenting 

symptoms to guide decision-making. Our modular model specifically emphasizes the individual’s 

stated qualitative needs, matching those needs to a pre-existing but flexible template. A client who 

meets CHR criteria but whose primary distress and impairment stems from aberrant eating habits 

and poor sleep hygiene, for example, may work with his or her clinician to choose a wellness 

intervention, perhaps including exercise training (Dean et al., 2017; Sommer & Kahn, 2015). 
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Following successful treatment of wellness complaints, additional clinical concerns would be 

reevaluated and subsequent treatment decisions would be determined collaboratively with the client 

and caregiver, if applicable. Strategies for addressing attenuated psychosis symptoms would be 

included as one of many module options from which the clinical team could select based on the 

client’s clinical and functional priorities. Box 1 describes the assessment and treatment of a client at 

CHR using this model.  

 

 

Figure 1. Flexible, modular approach to treatment of diverse clinical concerns affecting youth at 

clinical high-risk for psychosis. From Thompson et al., 2015. 
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Box 1.  

Case example illustrating the use of contextually sensitive assessment and treatment of an 

individual at clinical high-risk for psychosis. 

Engagement 

Finn is a 17-year-old Black male who was referred to a specialty early psychosis intervention program by Ms. 

Conley, a clinical social worker. Ms. Conley had been treating Finn for difficulties with social skills and anxiety 

for three months at a community mental health center. Despite the focus on social functioning and anxiety, 

Ms. Conley had recently become concerned about the emergence of “strange behaviors” that she did not fully 

understand. Ms. Conley noted that Finn occasionally laughed at unusual times, and lost his train of thought. 

According to Ms. Conley, Finn’s mother reported that she had noticed he was recently spending more time 

alone, and at times struggled to complete his sentences, as if distracted for some reason. Upon speaking to 

the early intervention intake worker, Ms. Conley was given the Prime Screen, a psychosis-risk screener, for 

initial screening of Finn’s symptoms. Finn screened positive for psychosis risk, and was referred to the early 

intervention program for more formal evaluation and possible treatment. 

 

Assessment and Safety Planning  

Upon arrival at the specialty program, Finn was assessed using the Structured Clinical Interview for the DSM 

(SCID) and the Structured Interview for Psychosis-Risk Syndromes (SIPS). Medical and mental health care 

histories were obtained with support from Finn’s mother, who accompanied him to the appointment. Finn was 

well-groomed and cooperative during the interview. He appeared somewhat anxious and shy, as well as 

occasionally spaced out and preoccupied for no apparent reason. Finn often did not reciprocate small talk 

initiated by the clinician. He did not evidence any safety concerns during the assessment.  

Per the SCID, Finn met DSM criteria for social anxiety disorder. He reported constantly worrying about 

embarrassing himself in front of peers, and avoided social activities as a result. Finn also acknowledged that 

he did not know how to conduct himself when meeting new people, noting that he had been told by numerous 

individuals that he was either overbearing or withdrawn, but never just right, during social situations. This was 

distressing to Finn and contributed further to his avoidance of social environments. Finn reported first noticing 

symptoms of anxiety in middle school, and stated that they had been relatively stable since. 

During the SIPS interview, Finn reported that he recently began to have the sense that somehow his thoughts 

might not be his own. During class, a family dinner, or in general when he was around others, Finn began to 

wonder if he was “catching thoughts” from other people in the room. He recognized that this was not possible, 

but still sometimes felt as if it might be happening. Similarly, Finn also reported that he was beginning to 

wonder if others could read his mind. When he had this sense, he reportedly interpreted looks from others as 

evidence that they could hear his thoughts. These troubles began in the past year and were now occurring on 

average once per week. Finn admitted that it was illogical to think that anybody could read another person’s 

mind, but also that these experiences were no longer easily ignored when they happened. Finn disclosed that 

these feelings contributed to his increasingly withdrawn and odd behavior. Despite wanting help, Finn had not 

yet disclosed his symptoms to anybody because he was afraid they would think he was going crazy.  
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Individualized Clinical Formulation  

Finn’s social anxiety disorder clearly had long contributed to his discomfort around others. Likewise, his social 

skills deficits made it difficult for him to develop friendships, contributed to his anxiety, and caused him to 

further avoid social situations. Nonetheless, Finn’s attenuated first-rank symptoms (i.e., concerns of thought 

insertion, mind reading, and thought broadcasting) were also cause for concern. He had begun to worry more 

about these symptoms, and as a result was increasingly avoidant of places where he would encounter other 

people. These symptoms, which met psychosis-risk (i.e., APS) criteria, seemed to be playing an emerging 

role in his social difficulties, and were at risk of worsening. The multiple influences on Finn’s social functioning 

were consistent with his strong desire to increase his network of friends and social support; social functioning 

was therefore considered to be the primary treatment target. Successful treatment of attenuated positive 

symptoms would support progress in this goal while reducing associated distress and, potentially, risk for 

progression.  

 

Disclosure and Treatment Planning 

After formulating Finn’s clinical concerns, the clinician met with Finn and his mother to provide feedback 

regarding the results of the assessment. During the feedback, the clinician promoted a positive atmosphere 

characterized by respect and optimism. Rather than emphasizing the diagnostic labels, a symptom-focused 

approach to feedback was adopted, concisely describing Finn’s reported experiences and using these 

descriptions to define the DSM diagnoses for which Finn met criteria (i.e., social anxiety disorder, attenuated 

psychosis syndrome). Care was taken to put forth a holistic conceptualization by incorporating into feedback 

aspects of Finn’s life experience beyond symptomatology, including strengths (e.g., motivation) and non-

pathological difficulties (e.g., minor academic challenges). When discussing attenuated psychosis, the 

clinician reflected back to Finn and his mother the reported symptoms and associated behavior changes, 

using their own language and avoiding jargon (e.g., “wondering if people are reading your mind” vs. “thought 

broadcasting”). The clinician acknowledged the distress associated with the symptoms, highlighting how they 

might be interfering with Finn’s priority of increasing his network of friends. The clinician also emphasized that 

although these experiences can be scary, for many people they are transient. In this context, treatment for 

APS was described as valuable for addressing the primary treatment goal of improved social functioning, 

while also hastening relief of the distress associated with the symptoms themselves, and possibly curbing risk 

for progression to more serious psychosis-related difficulties.  

Having discussed clinical concerns with Finn and his mother, the clinician then consulted the modular 

decision-making model (Figure 1). In collaboration with the family, the clinician proposed a series of 

psychoeducational sessions followed by a social skills training module. The goal of social skills training was to 

improve Finn’s perceived and real-life competence in interpersonal communication, thereby enhancing 

protective factors (i.e., social support), reducing anxiety, and setting the stage for targeted APS intervention. 

Once Finn, his mother, and the clinician agreed that adequate progress had been achieved, a module of 

cognitive behavioral therapy (CBT) for attenuated psychosis would be introduced. At each session, clinical 

needs would be reevaluated, and Finn’s attenuated psychosis would be monitored using the Prime Screen. 
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Regular evaluation and check-in with Finn and his family would dictate the longer-term course of therapy. 

Attention would be paid to monitoring the emergence of new symptoms that might require other forms of care 

(e.g., pharmacological therapy), as well as progress that might suggest titration and eventual termination. 

 

Given the fact that by definition the CHR phase of illness precedes possible future psychosis, 

the majority of available modules are psychosocial in nature. Medication management, however, 

may be an important part of treatment for individuals with more marked attenuated psychosis or 

comorbidities. Integration of a decision tree for medication management, such as those developed 

for youth with other high-risk syndromes (Schneck, Chang, Singh, DelBello, & Miklowitz, 2017), 

would likely improve the thoroughness of the treatment model.  

Systematic evaluation and treatment of primary clinical needs has the potential to limit the 

ethical concerns associated with providing psychosis-prevention to false positives or to clients 

concerned primarily with non-CHR symptoms. A modularized matching protocol has been used 

successfully for youth with affective and behavioral concerns (Chorpita & Daleiden, 2009), and 

similar approaches have been proposed for individuals with psychosis (Thompson et al., 2015). 

Summary 

The valid diagnosis of CHR status poses numerous ethical and clinical challenges, as does 

the decision of when, how, and for whom to provide psychosocial treatment among those assessed. 

The vast number of contextual influences on the CHR diagnosis challenges clinicians to carefully 

consider the life experiences, pathways to care, and cultural background of clients presenting at 

CHR clinics when determining whether presenting symptoms meet CHR criteria. Once a CHR 

diagnosis is ascribed, clinicians are then faced with the challenge of estimating additional psychosis-

risk based on individual factors (e.g., substance abuse, symptom severity), considering the impact of 

comorbidities on the client’s clinical state, and carefully formulating a plan for disclosure. All of these 

factors, as well as clients’ treatment preferences and limited evidence-based treatment options, 

challenge clinicians to be rigorous, thoughtful, and collaborative in selecting and providing 

psychosocial intervention for youth at CHR and their families. As research continues to improve 

prognostic ability and disentangle the role of comorbidities in the onset and course of CHR states, 

substantive evidence-based guidance for navigating some of these challenges may continue to 

emerge.  
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