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Abstract 

Background 

Early intervention in people with an at-risk mental state for psychosis can decrease the rates 

of transition to psychosis. GPs play a key role in the identification of this patient group but very 

few studies have explored GP’s awareness of patients at-risk of psychosis.   

Aim 

To explore GPs’ views and experiences of identifying patients with an at-risk mental state for 

psychosis, and the barriers and facilitators to identification.  

 

Design and setting 

In-depth semi-structured interviews were held with GPs working in the South West of England.  

 

Method 

A topic guide was used to ensure consistency across interviews. This  guide was revised to 

incorporate a definition of the at-risk mental state for psychosis, as after conducting a few 

interviews it became clear that some GPs were not familiar with this construct. The interviews 

were audio-recorded and analysed thematically. 

Results 

Twenty GPs were interviewed. Some GPs were not familiar with the concept of being at-risk 

of developing psychosis, and they perceived that they may not have the right skills to identify 

this patient group. Other barriers related to patients not presenting or disclosing psychotic 

symptoms, and limitations imposed by scarce resources on the structure and provision of NHS 

services such as lack of continuity of care and high thresholds for accessing specialised 

services.  

Conclusion 

Identifying people at-risk of psychosis in primary care is difficult. Provision of training for GPs, 

development of policies that support continuity of care and improved access to specialised 

services could help improve the identification of this patient group.   

 

Keywords: At-risk mental state, semi-structured interviews, general practice, psychosis  

 

 



 

3 
 

How this fits in ? 

Previous research showed that GPs have limited knowledge about the insidious symptoms of 

psychosis but we know very little about the difficulties that GPs face in identifying patients at-

risk of psychosis. This study used semi-structured interviews to explore GPs’ experiences of 

this patient group, and found that some GPs were not familiar with the concept of being at-risk 

of developing psychosis. Whereas this could, in itself, be a barrier to identifying these patients, 

other barriers were present which related to patients not consulting or disclosing psychotic 

symptoms, lack of continuity of care and high thresholds for accessing secondary care 

services.  
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INTRODUCTION 

 

Psychotic illnesses are one of the leading causes of disability worldwide (1,2). The outcome 

of psychotic illnesses is poor, with most people never making a full recovery (3). Yet it is 

possible to identify those at high-risk of developing psychosis using validated criteria and 

psychometric instruments (4). This is important because early intervention can reduce rates 

of transition to psychosis by approximately 50% (5–8). NICE guidelines recommend CBT for  

people with an at-risk mental state for psychosis (9), but non-specific interventions (such as 

supportive psychotherapy focusing on social relationships or family problems) may also help 

(10,11).  

 

The prevalence of at-risk mental state for psychosis is around 1% in the general population 

(12).  Individuals with an at-risk mental state for psychosis experience a substantial decline in 

psychosocial functioning and either attenuated psychotic symptoms that may last from a few 

months to five years, brief intermittent psychotic symptoms which remit spontaneously, or a 

strong genetic vulnerability to psychosis (13,14). These people are more likely to be young, 

male, single and unemployed (15). Approximately 15% and 40% of the people with an at-risk 

mental state for psychosis also suffer from anxiety and depression (16). 

 

GPs are usually the first point of contact with health services for people with early signs of 

psychosis, and they play a key role in referring patients to specialized services (17). However, 

identification of people with an at-risk mental state for psychosis is not straightforward given 

the non-specific nature of its presentation, and the high comorbidity with common mental 

health problems (16,18). 

 

Very few studies have explored GPs’ awareness of the at-risk mental state for psychosis (19–

21), and to our knowledge, no study has explored in detail GPs’ views of these patients, or the 

difficulties GPs face in identifying this patient group. The aim of this study was to investigate 

GPs’ views and experiences of identifying patients with an at-risk mental state for psychosis. 

 

METHODS  

Recruitment and sampling  

Between March and July 2019, GP practices in the south west of England were informed about 

the study via two local Clinical Research Networks (CRNs). Practices interested in supporting 

the study passed on contact details of one or two GPs, in their practice who were willing to be 
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interviewed, to their CRN. These details were then passed to the research team. GPs were 

informed that the research team were struggling to recruit patients with an at-risk mental state 

for psychosis to a feasibility trial, and therefore were conducting interviews to better 

understand GPs’ experiences of identifying and managing these patients.  

 

Initially we aimed to recruit GPs from practices in a  catchment area of three Early Intervention 

(EI) teams (of which one team was commissioned to work with patients at-risk of psychosis). 

As we received no referrals from practices located in the catchment area of the EI team 

commissioned to work with these patients, we extended recruitment to the catchment areas 

of the other three EI teams (of which two were commissioned to work with patients at-risk of 

psychosis). Therefore, GPs working in areas where EI teams were funded to work with these 

people were recruited and interviewed later in the study.  

 

GPs from 21 practices expressed interest in the study. We purposefully selected 16 GP 

practices that varied in terms of their deprivation score, list size and the demographic 

characteristics of their patient populations, and in terms of whether or not the practice was in 

a catchment area where secondary care services were commissioned to work with patients 

at-risk of psychosis. We then interviewed GPs who had expressed an interest in the study, 

across these 16 practices. We reimbursed the GP practices for GPs’ time.  

 

Data collection 

A topic guide was used to ensure consistency across the interviews. The guide included 

questions about the recognition, identification and management of patients with an at-risk 

mental state for psychosis, advantages and disadvantages of early identification, and 

facilitators and barriers to early identification. The topic guide was informed by our experiences 

of recruiting patients with an at-risk mental state for psychosis to the feasibility study, and 

findings of other studies on their identification in primary care. 

 

All interviews were conducted by the lead author (DS), who is a PhD student with experience 

of conducting mixed method studies. During the first seven interviews, DS referred to this 

patient group as “patients at-risk of psychosis” or “people who are showing early signs of 

developing a psychotic illness”. However, as data collection continued it became clear that 

some GPs were not familiar with this term. Therefore, the topic guide was changed so that at 

the start of each interview, DS gave a clear definition of at-risk mental state for psychosis: 

“people who have mild or short-lived psychotic symptoms - such as hearing voices that are 

just fleeting in nature, or having odd ideas or paranoid beliefs that have not yet formed into 
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strong delusional convictions that are not amenable to rational argument. So these people 

would not clearly meet the threshold for a psychotic disorder such as schizophrenia, but 

nevertheless have some symptoms that suggest they might be in the process of developing a 

psychotic illness.” The wording of some of the questions was also changed, i.e. patients with 

an at-risk mental state for psychosis were now referred to as “patients with mild or short-lived 

psychotic symptoms”. In addition, DS openly asked GPs if they recognised this patient group: 

“Have you come across the concept of an at-risk mental state for psychosis? Is this a patient 

group you recognise?” GPs working in areas where EI teams were commissioned to work with 

patients at-risk of psychosis were interviewed with the second topic guide.  

   

Analyses 

Data collection and analyses were conducted in parallel so that insights from early interviews 

informed later data collection, and to ensure data collection continued until data saturation 

was reached, i.e. no new themes emerged in the later interviews. All interviews were audio 

recorded, verbatim transcribed, and analysed thematically (22). KMT (senior qualitative 

methodologist) and DS (PhD student with psychology background) independently read and 

manually coded a sample of transcripts. They then met to discuss their coding and 

interpretation of the data. There was a good level of agreement between the coding of the two 

authors. Any discrepancies were solved by discussion, and resulted in the addition of further 

codes or clarification of existing ones. After agreeing the new coding frame, all transcripts 

were uploaded to NVivo and coded electronically. 

Data under specific codes were then retrieved and summarised in a table where rows 

presented each interviewee and columns the different codes. Doing this enabled the 

researchers to look across and within the interviews, to highlight common themes and deviant 

cases. Extracts of data and their interpretation were then discussed with the wider team which 

included SZ (academic psychiatrist), NW (epidemiologist) and CD (field worker in primary and 

secondary care research). 

 

RESULTS 

Characteristics of GPs interviewed 

20 GPs were interviewed. Ten of the interviews were held by telephone, and 10 in person at 

their practice. On average, interviews lasted approximately 30 minutes. Eight of the GPs 

interviewed were females. GPs were aged 32 to 63 years (mean: 46.0 years (SD 8.6)). The 

average (median) number of years working as a GP was 14 years (IQR:11.5, 25). One of the 
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GPs had an additional qualification in mental health, and another GP had an additional 

qualification in addictions.  

 

Findings 

Recognition of patients with an at-risk mental state for psychosis 

When using the first version of the topic guide, some GPs asked for clarification about what 

was meant by people at-risk of psychosis. These GPs were unsure whether we were referring 

to individuals who had certain risk factors associated with psychosis, such as use of illicit drugs 

or a trauma history, people who had already had a psychotic illness and were now at risk of 

relapse, or patients with mild psychotic symptoms. 

“It’s not something I’ve heard of… I didn’t know whether you meant people who might 

have risk factors… or whether you meant people with early symptoms of psychosis." 

(GP1)  

After clarifying the meaning, some GPs mentioned that, in their view, these patients were 

psychotic, rather than at-risk of developing psychosis. 

“to my mind… they’re not at risk of psychosis, they have a psychosis, it’s like having 

a mild broken leg, you either do or you don’t." (GP6) 

After revising the topic guide and asking GPs directly whether they recognised this patient 

group, most GPs reported that they were familiar with the concept of at-risk mental state for 

psychosis but said they rarely saw these patients. They explained that the patients they had 

seen with psychotic symptoms either presented in a florid state or had recurrent psychosis. 

GPs also mentioned that it was uncommon for patients to present with isolated mild or short-

lived psychotic symptoms, and recognised that in most cases, these mild psychotic symptoms 

occurred in the context of depression, anxiety, sleep difficulties, use of drugs, life difficulties 

or personality disorders. GPs did not refer to these patients as having an at-risk mental state 

for psychosis but described them as patients with “emerging psychosis” (GP20), or patients 

with “soft signs of psychosis” (GP4). A number of GPs mentioned that there was no code for 

the “At-risk mental state for psychosis” but that they did code for specific psychotic symptoms, 

such as delusions and hallucinations.  

Most GPs stated that identifying patients with an at-risk mental state for psychosis was 

important as it would help patients understand their symptoms better, provide them with 

information on where to seek help, and improve patients’ outcomes. However, some GPs 
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mentioned potential disadvantages of identifying these patients, such as not being able to offer 

effective treatment and creating unnecessary worry.  

“We may be labelling these people…but a) not have any effective sort of intervention 

for them that reduces their risk of progression to psychosis and b) create potentially 

a lot of unnecessary worry.” (GP5) 

 

Facilitators and barriers to identifying people with an at-risk mental state for psychosis 

Clearly whether a GP recognises this patient group would affect identification of patients.  

When directly asked what factors helped or hindered the process of identifying these patients, 

GPs expanded on their earlier comments and mentioned factors that related to patients’ and 

GPs’ knowledge, and the NHS.  

Patient related 

Many GPs mentioned that patients with an at-risk mental state for psychosis did not usually 

consult in primary care, and that people who consulted had usually already transitioned to 

psychosis. Most GPs said that they would only see one or two patients at-risk of psychosis a 

year, and a few GPs mentioned that, within the last five years, they had not seen anyone they 

would classify as being at-risk of developing psychosis. However, there were two GPs who 

reported that they regularly saw such patients. One worked in student health, the other in a 

deprived area.  

 
GPs felt that some symptoms, such as paranoia, low insight or low mood could, in themselves, 

constitute a barrier to consulting as they resulted in patients lacking in motivation to make an 

appointment. GPs also thought that patients did not consult because of the stigma associated 

with psychosis, fear of disclosing psychotic symptoms, and lack of awareness about what 

constitutes a mental illness and how to seek help. 

"If it’s mild symptoms and a patient is sort of coping or functioning in the community 

… people may not think of that as being a medical problem… there’s probably a lack 

of awareness as to what symptoms actually are abnormal and therefore merit help, 

and if it does need help who’s the best person to go for.” (GP12) 

Some GPs also mentioned that those who did consult did not always feel comfortable 

disclosing psychotic symptoms. Instead, patients consulted for other symptoms such as 

depression or anxiety.  
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"They won’t come telling you this is what’s going on. You ask people questions to try 

and establish it and they often lie, not deliberately but because they’re frightened, they 

don’t want to admit that these things are happening.” (GP6) 

GP related 

Some GPs mentioned they may not have the skills to identify these patients, and may not be 

asking patients the right questions.  

 “I guess there is that barrier of GPs not identifying the people because they don’t 

have the skills to do that, they don’t have the experience to pick up on that and they’re 

not asking the right questions.” (GP2) 

It was suggested that one reason for this was because some GPs had limited training in mental 

health.  

Some GPs also mentioned that people with an at-risk mental state for psychosis were not on 

their radar. Their focus was on more common mental health illnesses, such as depression and 

anxiety. A few GPs explained that once a patient met the criteria for a more common mental 

health illness, they would not always screen for psychotic symptoms. This could be due to 

time constraints, or to GPs not remembering or having the knowledge to ask the right 

questions.  

“I wonder whether once somebody’s come along with a plausible diagnosis… such 

as depression… I wonder whether I don’t ask any questions about psychosis…  

maybe I’m missing them because I’m not asking the right questions, I’m focussing 

more on the depression and the psychosis side of things isn’t coming out if I haven’t 

asked the question.” (GP12) 

Some GPs also reported that as mild psychotic symptoms usually occurred in the context of 

other mental health illnesses, teasing them apart could be quite difficult.  

“If somebody’s drinking as well then that’s very difficult, how much of it is drugs and 

alcohol and how much of it is the underlying condition really.” (GP16) 

However, there were some GPs who recognised this patient group. These GPs were more 

likely to work in areas where secondary care services offered treatment to patients at-risk of 

psychosis, or to work in surgeries with a higher prevalence of young people.  

Two GPs also mentioned that making GPs more aware of the effectiveness of treatment, 

referral routes and availability of services would motivate them to identify these patients.   
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 “I wouldn’t be surprised if they [certain patients] developed psychosis …but… a) I’m 

not aware of any treatment that can prevent progression, b) I don’t think they would 

be willing to engage with any sort of treatment and c) I wouldn’t know how to refer 

anyway.” (GP5) 

 

Structure and provision of services 

GPs mentioned that establishing a good rapport would help patients build trust and put them 

at ease with disclosing psychotic symptoms, as well as help GPs place patients’ symptoms in 

context, to aid clinical formulation. However, building trust related to continuity of care, and 

having enough time in consultation, factors which are not under GPs’ direct influence. 

Some GPs also mentioned that booking an appointment was not always easy, and the 

appointments were too short, particularly as these patients may struggle to bring their 

psychotic symptoms to the forefront of their narrative. 

Many GPs reported the threshold for accessing secondary care as very high, and that patients 

often fell through the gaps in that they were too severe for primary care, but not severe enough 

for secondary care. These high thresholds might have deterred GPs from identifying patients 

with an at-risk mental state for psychosis given the realities of referring. 

“I can’t think of a patient that I referred to secondary care…who has met the threshold 

…It’s not that we’re reluctant to refer people, it’s just that we’re realistic and realise 

that actually they’re unlikely to get seen if we do try to refer them.” (GP5) 

A few GPs also mentioned that not being able to offer patients any treatment once they have 

been identified, could be disheartening.   

 

DISCUSSION 

Summary 

GPs may not be familiar with the concept of being at-risk of developing psychosis. Some GPs 

mentioned that they may not be asking the right questions, and would benefit from more 

training on the early symptoms of psychosis. GPs also reported that mild or short-lived 

psychotic symptoms often occurred in the context of other mental health disorders, which 

made the identification of these patients difficult. However, there were GPs who recognised 

this patient group, but reported that potential patients with an at-risk mental state for psychosis 

rarely consulted in primary care. In addition, GPs also mentioned that patients did not always 

feel comfortable disclosing psychotic symptoms. Those GPs who worked in areas where 
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secondary care services were commissioned to offer treatment to patients at-risk of psychosis 

were more likely to recognise this patient group. 

The challenges of working within a health care system where resource limitations impose 

restrictions on appointment availability and length of consultations, as well as a lack of 

continuity of care were mentioned as having a negative impact on identifying these patients. 

Yet, GPs felt that being open, non-judgemental, and able to establish a good therapeutic 

relationship could facilitate their identification. In psychological therapies, establishing a good 

therapeutic relationship has been shown to account for approximately 30% of the variation in 

psychotherapy outcome (23). 

GPs reported that identifying and managing patients with an at-risk mental state for psychosis  

could improve patients’ outcomes. However, there may be potential disadvantages such as 

the issue of over-labelling and potentially creating unnecessary worry at a time when GPs had 

little to offer patients in terms of providing effective interventions or referring them to specialist 

services. 

Strengths and limitations 

We interviewed both male and female GPs, with a range of clinical experience and who 

worked in areas where secondary care services were or were not commissioned to work with 

patients at-risk for psychosis. We interviewed until data saturation had been reached and 

made efforts to recruit GPs from the catchment areas of all six EI teams. We recognise though 

that the 21 GP practices that originally expressed an interest in the study, and from which we 

purposefully selected 16 GP practices, were self-selecting. It may be that GPs with a special 

interest in mental health were more likely to respond to our invitation to participate, and this 

might have biased our results in terms of interviewing GPs who were perhaps more aware 

than their peers of this patient group. We did not notice any difference in the depth of 

discussion between the telephone and face-to-face interviews, and research has shown that 

telephone interviews can gather the same material as those conducted face-to-face (24). 

As some GPs were unfamiliar with the concept of at-risk mental state for psychosis, we revised 

the original topic guide, and gave GPs a definition. This helped us ensure that GPs understood 

the patient group we were interested in, but doing so might have sensitised participants to this 

concept. After we changed the topic guide, most GPs said that they were familiar with this 

patient group. This might be because about half of the GPs interviewed with the second topic 

guide worked in areas where secondary care services were commissioned to offer treatment 

to patients at-risk of psychosis, but it could also be because providing a definition helped GPs 

recall patients they had consulted or encouraged them to give what they thought were more 

socially desirable answers. We minimised internal bias in data analysis by double-coding 
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some interviews, and discussing results with other clinicians, but recognise that it would have 

been beneficial to have involved a GP in analysing the data. 

Comparison with existing literature 

Others have shown that GPs may not recognise symptoms of early psychosis (19,20). Our 

study extends these findings by highlighting factors that facilitate or hinder the identification of 

this patient group. The only study that has so far investigated the factors predictive of 

identifying people at-risk of psychosis used a semi-structured discussion with GPs to inform 

the construction of a questionnaire that was later applied to GPs working across England (21). 

That study found that GPs’ subjective norms (i.e. GP’s perception of whether their colleagues 

identify people with an at-risk mental state for psychosis, and whether other health 

professionals would approve of them doing so) were the strongest predictor of identifying 

these patients. Our study used semi-structured interviews and found that the identification of 

this patient group is a complex process that arises from interplay of factors related to patients, 

GPs, and challenges of working within the NHS. 

GPs in our study reported that they rarely saw patients with mild psychotic symptoms, which 

is consistent with findings of Simon et al (2009). GPs also mentioned that there was a tendency 

for patients to consult only after their symptoms got worse, and potentially transitioned to 

psychosis. Some support for this comes from a population-based cohort study which showed 

that 50% of 18-year olds and 30% of 24-year olds who met criteria for a psychotic disorder 

had not sought professional help (12,25). However, other studies have shown that people with 

schizophrenia visited their GPs 43% more than controls in the 6 years before their index 

diagnosis (26), and that increasing frequency of consultations in primary care was a strong 

predictor of psychosis (27). This indicates that many people at-risk of psychosis are indeed 

consulting, but the non-specific nature of early symptoms of psychosis and high comorbidity 

with anxiety and depression may hinder their identification as patients with an at-risk mental 

state for psychosis (27–29).  

The identification of these patients could be further complicated by the fact that patients who 

consulted did not always mention their psychotic symptoms. People with an at-risk mental 

state for psychosis most commonly consult for depression or anxiety (30,31). Therefore, GPs 

routinely asking patients with depression or anxiety about psychotic phenomena could help 

identify individuals at-risk of psychosis. Short screening tools such as the Primary Care 

Checklist could guide GPs as to when a specialist assessment might be warranted (32).  

Presence of suicidal behaviour and a pattern of increasing frequency of consultation also 

appear to be potentially important markers of risk (27). Other risk factors associated with at-

risk mental state for psychosis (e.g. young adult, male, unemployed, with a lower educational 
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level, trauma history, cannabis use, social isolation, (33)) might also guide GPs as to when to 

screen for psychotic symptoms. 

Even though the transition rates to psychosis are quite low (around 20% in the first year) (34), 

patients with an at-risk mental state for psychosis have an increased risk of developing other 

poor outcomes (35). If GPs are to feel confident that identifying these patients will improve 

treatment outcomes, then specific interventions for managing these patients need to be 

identified. Meantime, GPs might be reassured by recent evidence that shows nonspecific 

psychosocial interventions (e.g. supportive psychotherapy focusing on social relationships, 

assistance with accommodation and monitoring) could also improve patients’ outcomes 

(10,11). It is possible that some of these interventions may be delivered in primary care, and 

that shared care models with input from secondary care services would be beneficial to 

patients at-risk of psychosis. This would be especially relevant for GPs working in areas where 

secondary care services are not funded to work with these patients, and where the duty of 

care rests with the GP. 

 

In the light of evidence showing that the onset of psychosis can be prevented, it is important 

that clinicians identify these patients and intervene early. However, we are aware that early 

identification and provision of treatment will be challenging where there are limited resources 

to do this. 

Implications for clinical practice 

Clinical guidelines recommend that people who may be at-risk of developing psychosis should 

be referred without delay to specialist services (9). However, GPs may not be familiar with this 

concept, and need more training on how to identify this patient group. Continuity of care is 

likely to help identify people with an at-risk mental state for psychosis as it improves the 

therapeutic relationship and may encourage patients to disclose psychotic experiences. 

Therefore, where possible, GP practices should support continuity of care. At the same time, 

access to specialist services should be improved, so that once GPs identify potential patients 

with an at-risk mental stat for psychosis, there is a pathway for them to be assessed by 

specialist services and offered treatment. 

Funding 

This study was funded by the NIHR Biomedical Research Centre at University Hospitals Bristol 

NHS Foundation Trust and the University of Bristol. The views expressed in this publication 

are those of the author(s) and not necessarily those of the NHS, the National Institute for 

Health Research or the Department of Health. The sponsor of the study is the University of 

Bristol.  



 

14 
 

 

Ethical approval 

South West-Cornwall & Plymouth Research Ethics Committee (formerly South West-Exeter 

Research Ethics Committee), Reference 18/SW/0037, 29.03.2018. 

 

Competing interests 

The authors declare no conflict of interests 

 

Acknowledgements 

We are grateful to all GPs who took part in the study, and the two Clinical Research Networks 

who helped us with recruitment.  

 

 

References 

 

1.  Kyu HH, Abate D, Abate KH, et al. Global, regional, and national disability-adjusted life-years 
(DALYs) for 359 diseases and injuries and healthy life expectancy (HALE) for 195 countries and 
territories, 1990-2017: A systematic analysis for the Global Burden of Disease Study 2017. 
Lancet. 2018;392(10159):1859–922.  

2.  Charlson FJ, Ferrari AJ, Santomauro DF, et al. Global epidemiology and burden of 
schizophrenia: Findings from the global burden of disease study 2016. Schizophr Bull. 
2018;44(6):1195–203.  

3.  Jääskeläinen E, Juola P, Hirvonen N, et al. A systematic review and meta-analysis of recovery 
in schizophrenia. Schizophr Bull. 2013;39(6):1296–306.  

4.  Fusar-Poli P, Borgwardt S, Bechdolf A, et al. The psychosis at risk state: a comprehensive 
state-of-the-art review. JAMA Psychiatry. 2013;70(1):107–20.  

5.  Stafford MR, Jackson H, Mayo-Wilson E, et al. Early interventions to prevent psychosis: 
Systematic review and meta-analysis. BMJ. 2013;346(7892):1–13.  

6.  Hutton P, Taylor PJ. Cognitive behavioural therapy for psychosis prevention: A systematic 
review and meta-analysis. Psychol Med. 2014;44(3):449–68.  

7.  Van Der Gaag M, Smit F, Bechdolf A, et al. Preventing a first episode of psychosis: Meta-
analysis of randomized controlled prevention trials of 12month and longer-term follow-ups. 
Schizophr Res [Internet]. 2013;149(1–3):56–62. Available from: 
http://dx.doi.org/10.1016/j.schres.2013.07.004 

8.  Schmidt SJ, Schultze-Lutter F, Schimmelmann BG, et al. EPA guidance on the early 
intervention in clinical high risk states of psychoses. Eur Psychiatry. 2015;30(3):388–404.  

9.  National Institute for Health and Care Excellence [NICE]. Psychosis and schizophrenia in 
adults: prevention and management. Retrieved from 
https://www.nice.org.uk/guidance/cg178/chapter/1-recommendations#preventing-
psychosis-2. Retrieved from https://www.nice.org.uk/guidance/cg178/chapter/1-
recommendations#preventing-psychosis-2 (accessed Jan 2020). 2014.  



 

15 
 

10.  Davies C, Cipriani A, Ioannidis JPAA, et al. Lack of evidence to favor specific preventive 
interventions in psychosis: a network meta-analysis. World Psychiatry. 2018 Jun;17(2):196–
209.  

11.  McGorry PD, Nelson B. Clinical High Risk for Psychosis—Not Seeing the Trees for the Wood. 
JAMA Psychiatry [Internet]. 2020 Mar 11; Available from: 
https://doi.org/10.1001/jamapsychiatry.2019.4635 

12.  Sullivan SA, Kounali D, Cannon M, et al. A Population-Based Cohort Study Examining the 
Incidence and Impact of Psychotic Experiences From Childhood to Adulthood, and Prediction 
of Psychotic Disorder. Am J Psychiatry [Internet]. 2020 Jan 7;appi.ajp.2019.19060654. 
Available from: https://doi.org/10.1176/appi.ajp.2019.19060654 

13.  Yung AR, Yuen HP, McGorry PD, et al. Mapping the onset of psychosis: the Comprehensive 
Assessment of At-Risk Mental States. Aust N Z J Psychiatry [Internet]. 2005;39(11–12):964–
71. Available from: 
http://linkinghub.elsevier.com/retrieve/pii/S0920996403800907%0Ahttp://www.ncbi.nlm.ni
h.gov/pubmed/16343296 

14.  Fusar-Poli P. The clinical high-risk state for psychosis (CHR-P), Version II. Schizophr Bull. 
2017;43(1):44–7.  

15.  Fusar-Poli P, Tantardini M, De Simone S, et al. Deconstructing vulnerability for psychosis: 
Meta-analysis of environmental risk factors for psychosis in subjects at ultra high-risk. Eur 
Psychiatry [Internet]. 2017 Feb;40:65–75. Available from: 
http://www.sciencedirect.com/science/article/pii/S0924933816301389 

16.  Fusar-Poli P, Nelson B, Valmaggia L, et al. Comorbid depressive and anxiety disorders in 509 
individuals with an at-risk mental state: Impact on psychopathology and transition to 
psychosis. Schizophr Bull. 2014;40(1):120–31.  

17.  Platz C, Umbricht DS, Cattapan-Ludewig K, et al. Help-seeking pathways in early psychosis. 
Soc Psychiatry Psychiatr Epidemiol. 2006;41(12):967–74.  

18.  Wiltink S, Velthorst E, Nelson B, et al. Declining transition rates to psychosis: The contribution 
of potential changes in referral pathways to an ultra-high-risk service. Early Interv Psychiatry. 
2015;9(3):200–6.  

19.  Simon AE, Lester H, Tait L, et al. The International Study on General Practitioners and Early 
Psychosis (IGPS). Schizophr Res. 2009;108(1–3):182–90.  

20.  Simon AE, Lauber C, Ludewig K, et al. General practitioners and schizophrenia: Results from a 
Swiss survey. Br J Psychiatry. 2005;187(SEPT.):274–81.  

21.  Russo DA, Stochl J, Croudace TJ, et al. Use of the theory of planned behaviour to assess 
factors influencing the identification of individuals at ultra-high risk for psychosis in primary 
care. Early Interv Psychiatry. 2012;6(3):265–75.  

22.  Braun V, Clarke V. Qualitative Research in Psychology Using thematic analysis in psychology 
Using thematic analysis in psychology. Qual Res Psychol [Internet]. 2006;3(2):77–101. 
Available from: 
http://www.tandfonline.com/action/journalInformation?journalCode=uqrp20%5Cnhttp://w
ww.tandfonline.com/action/journalInformation?journalCode=uqrp20 

23.  Lambert MJ, Barley DE. Research summary on the therapeutic relationship and 
psychotherapy outcome. Vol. 38, Psychotherapy. Lambert, Michael J.: Brigham Young U, 1190 
North 900 East, 272 Taylor Building, P.O. Box 28604, Provo, UT, US, 84602, 



 

16 
 

Michael_Lambert@byu.edu: Division of Psychotherapy (29), American Psychological 
Association; 2001. p. 357–61.  

24.  Sturges JE, Hanrahan KJ. Comparing Telephone and Face-to-Face Qualitative Interviewing: a 
Research Note. Qual Res [Internet]. 2004 Apr 1;4(1):107–18. Available from: 
https://doi.org/10.1177/1468794104041110 

25.  Zammit S, Kounali D, Cannon M, et al. Psychotic experiences and psychotic disorders at age 
18 in relation to psychotic experiences at age 12 in a longitudinal population-based cohort 
study. Am J Psychiatry. 2013;170(7):742–50.  

26.  Nørgaard HCB, Søndergaard Pedersen H, Fenger-Grøn M, et al. Increased use of primary care 
during 6 years of prodromal schizophrenia. Acta Psychiatr Scand. 2016;134(3):225–33.  

27.  Sullivan SA, Hamilton W, Tilling K, et al. Association of Primary Care Consultation Patterns 
With Early Signs and Symptoms of Psychosis. JAMA Netw open. 2018;1(7):e185174.  

28.  Nieman DH, McGorry PD. Detection and treatment of at-risk mental state for developing a 
first psychosis: Making up the balance. The Lancet Psychiatry [Internet]. 2015;2(9):825–34. 
Available from: http://dx.doi.org/10.1016/S2215-0366(15)00221-7 

29.  Van Os J, Murray RM. Can we identify and treat “schizophrenia light” to prevent true 
psychotic illness?: Better to focus on treating psychosis in non-psychotic disorders. BMJ. 
2013;346(7892):1–2.  

30.  Falkenberg I, Valmaggia L, Byrnes M, et al. Why are help-seeking subjects at ultra-high risk for 
psychosis help-seeking? Psychiatry Res [Internet]. 2015;228(3):808–15. Available from: 
http://www.sciencedirect.com/science/article/pii/S0165178115002875 

31.  Stowkowy J, Colijn MA, Addington J. Pathways to care for those at clinical high risk of 
developing psychosis. Early Interv Psychiatry [Internet]. 2013 Feb 1;7(1):80–3. Available from: 
https://doi.org/10.1111/j.1751-7893.2012.00368.x 

32.  French P, Owens J, Parker S, et al. Identification of young people in the early stages of 
psychosis: Validation of a checklist for use in primary care. Psychiatry Res [Internet]. 
2012;200(2):911–6. Available from: http://dx.doi.org/10.1016/j.psychres.2012.07.040 

33.  Fusar-Poli P, Salazar De Pablo G, Correll CU, et al. Prevention of Psychosis: Advances in 
Detection, Prognosis, and Intervention. JAMA Psychiatry. 2020;1–11.  

34.  Fusar-Poli P, Bonoldi I, Yung AR, et al. Predicting psychosis: meta-analysis of transition 
outcomes in individuals at high clinical risk. Arch Gen Psychiatry. 2012 Mar;69(3):220–9.  

35.  Lin A, Wood SJ, Nelson B, et al. Outcomes of nontransitioned cases in a sample at ultra-high 
risk for psychosis. Am J Psychiatry. 2015;172(3):249–58.  

 


