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Preventing Schizophrenia and Severe 

Mental Illness 

Jordan E. DeVylder 

Schizophrenia is a leading cause of disability and health expenditure worldwide. It is 

associated with homelessness, substance use, familial and social isolation, 

unemployment, involvement with the criminal justice system, stigma, discrimination, and 

excess mortality. Recent efforts have made prevention feasible by intervening with help-

seeking youth who show early symptoms of psychosis, identified as being at “clinical 

high-risk” for schizophrenia and related psychotic disorders. Given the widespread 

clinical and functional effects of psychotic disorders, preventive mental health can have a 

profound and measurable positive impact across multiple domains of social work. A 

social work approach to psychosis prevention would build upon initial evidence that 

treatments are effective for preventing psychosis among youth at clinical high-risk. 

Integrating social work expertise in psychosocial interventions, cross-disciplinary 

coordination of services, stigma alleviation, and mobilization of community and agency 

resources is fundamental to this approach. Developing a preventive approach to 

schizophrenia intervention requires substantial innovation relative to the current status 

quo and greatly expands the role of psychosocial intervention and community agencies. 

However, recent National Institute of Mental Health funding priorities and state mental 

health policies have increasingly focused on early intervention for psychosis, making 

rapid change very possible within the next decade. This substantial potential for change, 

the massive savings in the quality of lives that would accrue, and the broad impact across 

social work domains is consistent with the goals of the Grand Challenges Initiative. 

Key words: Psychosis, schizophrenia, psychotic disorder, clinical high-risk, 

prodrome, prevention 

THE COMPELLING ISSUE OF SCHIZOPHRENIA AND MENTAL ILLNESS PREVENTION 

Individuals with schizophrenia and other psychotic disorders are at the center of a national and 

global public health crisis. Schizophrenia is a leading cause of disability worldwide (Eaton et al., 

2012). It accounts for a sizable portion of global health expenditures, costing the Unites States 

alone more than $60 billion per year in direct costs for hospitalization, treatment, and 

medications, and indirect costs for lost productivity, excess mortality, family impact, and 

criminal justice (Knapp, Mangalore, & Simon, 2004; Wu et al., 2005). The estimated 50,000 

individuals newly diagnosed with schizophrenia each year in the United States (Tandon, 

Keshavan, & Nasrallah, 2008) meet a system that provides intermittently effective 
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pharmacological treatments with minimal adjunctive psychosocial support. They are subject to 

elevated risk of homelessness, substance use, medical and psychiatric comorbidities, suicide, 

stigma, and early mortality. Current treatment approaches center primarily around antipsychotic 

medications, which are characterized by mixed efficacy (Turner, Knoepflmacher, & Shapley, 

2012), substantial side effects (Leucht et al., 2013), low adherence (Gilmer et al., 2004; 

Lieberman et al., 2005; Valenstein et al., 2006), stigma (Novak & Švab, 2009), and even 

neurotoxicity (Ho, Andreasen, Ziebell, Pierson, & Magnotta, 2011; Moncrieff & Leo, 2010). 

Schizophrenia has been long conceptualized as a predominantly biological condition; therefore, 

environmental factors and gene-environment interactions have only recently come to the 

forefront in the understanding of schizophrenia etiology. The strong associations between 

various environmental factors and psychosis prevalence have led to the proposition of an 

unrecognized psychosis epidemic among high-risk populations (Selten & Cantor-Graae, 2010). 

The socioenvironmental origins of this epidemic puts numerous systematically disadvantaged, 

discriminated, and stigmatized groups and individuals at elevated risk and thus places 

schizophrenia prevention within the appropriate domain of social work (DeVylder, 2012; 2014; 

Oh, DeVylder, & Chen, 2014).  

Schizophrenia treatment has made gains with exciting recent research demonstrating for the first 

time that psychosocial interventions may effectively improve symptomatic outcomes even in the 

absence of medications (Morrison et al., 2014). However, this study is an outlier in a field 

characterized by limited change in both treatment practices and clinical outcomes over the past 

half century. The incremental and meandering progress being made in schizophrenia treatment 

should be accompanied by parallel development of preventive approaches, where there is 

potential for significant and rapid progress. Community-level interventions that target a range of 

adolescent risk factors (Catalano et al., 2012) have led to gains in the broader field of preventive 

mental health. However, prevention remains underdeveloped for those at the greatest risk of 

psychotic disorders (i.e., the most costly and impairing of all mental health conditions). Research 

with adolescents and young adults at clinical high-risk for schizophrenia provides a valuable and 

promising pathway towards the development of effective preventive approaches (Addington & 

Heinssen, 2012; Fusar-Poli et al., 2013). Specifically, clinical high-risk refers to treatment-

seeking adolescents and young adults aged 12–30 years who meet criteria for one of three risk 

syndromes: (1) the presence of frequent attenuated or subthreshold psychotic symptoms such as 

hallucinations and delusions; (2) family history of schizophrenia in a first-degree relative 

combined with recent functional decline; and (3) the occurrence and rapid spontaneous remission 

of a full psychotic episode that does not meet criteria for psychotic disorder because of duration 

or severity (Fusar-Poli et al., 2013; Miller et al., 2003). The clinical high-risk state referenced in 

the remainder of the paper refers to individuals who meet psychosis-risk criteria through any of 

these three syndromes.  



PREVENTION OF SCHIZOPHRENIA AND MENTAL ILLNESS 5 

Working Paper 

 

 

Efforts to prevent schizophrenia will result in significant and measureable change across multiple 

domains of social work, with direct and immediate effects in the domains of health and social 

connectedness and more distal effects in self-actualization, basic needs, and safety.  

Health 

Intervening with individuals showing early signs of psychotic disorders may directly lead to the 

primary prevention of schizophrenia. Given extensive comorbidity (Buckley, Miller, Lehrer, & 

Castle, 2009), even during this “at-risk” phase (Addington et al., 2011a), effects on mental health 

will be broad and extend beyond any single diagnosis. Furthermore, schizophrenia is associated 

with a nearly 20-year reduction in life expectancy (Laursen 2011; Laursen, Munk-Olsen, & 

Vestergaard, 2012), and even subthreshold psychosis is associated with increased odds for many 

severe medical conditions (Moreno et al., 2013), which suggests that early intervention would 

positively affect health as well as mental health.  

Social connectedness 

Social isolation is a prominent and distressing feature of schizophrenia that begins prior to onset 

(Addington, Penn, Woods, Addington, & Perkins, 2008; Corcoran et al., 2011; DeVylder & 

Gearing, 2013). It has been implicated in the etiology of the disorder, with chronic social defeat 

as a unifying factor between a multitude of known socioenvironmental risk factors (Selten & 

Cantor-Graae, 2005; Selten, van der Ven, Rutten, & Cantor-Graae, 2013). Qualitative data show 

that social connectedness is poor and at times nonexistent among youth at clinical high-risk for 

psychosis (Ben David et al., 2014). Intervention at this stage can alleviate social isolation and in 

turn prevent the long-term chronic social isolation associated with persistent severe mental 

illness.  

Self-actualization 

Individuals at clinical high-risk for psychosis constitute a help-seeking population. They seek to 

prevent the exacerbation of problems that create substantial barriers to their goals. These 

individuals are at a transition period during which symptoms and functional difficulties may 

impair their ability to proceed with life as planned. This includes development of relationships 

and new social connections, completion of education, entry into employment, and maintenance 

of relationships with family. These disruptions likely explain the elevated rates of homelessness 

(Folsom & Jeste, 2002; Folsom et al., 2005), unemployment (Perkins & Rinaldi, 2002; Wu et al., 

2005), substance use (Fowler, Carr, Carter, & Lewin, 1998), and familial distress (Chen & 

Lukens, 2011; Lukens, Thorning, & Lohrer, 2004; Martens & Addington, 2001) among 

individuals with schizophrenia, and may be preventable.  
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Safety 

People with schizophrenia are a highly victimized population (Goodman et al., 2001; Maniglio, 

2009) with minimal access to treatment for traumatic experiences (Chessen, Comtois, & Landes, 

2011). Although they are at much greater risk of being victims of violent crime than perpetrators 

(Brekke, Prindle, Bae, & Long, 2001), they are also at elevated risk of perpetrating violence 

relative to the general population (Stueve & Link, 1997), which potentially affects the safety of 

others. Most people with psychosis are not violent, and risk associated with mental illness is 

similar to and does not exceed that associated with general age, gender, and educational 

attainment (Link & Stueve, 1998). Still, preventing the violence that does occur in this context 

has been at the forefront of public policy efforts given several recent incidents of mass violence 

committed by people with severe mental illness. Individuals with schizophrenia likewise 

experience a very high rate of suicide (Palmer, Pankratz, & Bostwick, 2005), a risk that extends 

to youth at risk for psychosis (DeVylder et al., 2012; Niendam, Berzak, Cannon, & Bearden, 

2009) and others experiencing similar symptoms (DeVylder, 2014; DeVylder & Hilimire, in 

press; Kelleher et al., 2012; 2013). 

Basic needs 

Psychotic disorders are characterized by long-term unemployment, dependence on services, 

social isolation, and substance use, which leads to a 20% lifetime prevalence of homelessness 

among those with schizophrenia (Folsom et al., 2005). Schizophrenia accounts for an estimated 

11% of homelessness (Folsom & Jeste, 2002); therefore, prevention of schizophrenia can 

eliminate a substantial cause of homelessness.   

THE FEASIBILITY OF PREVENTING SEVERE MENTAL ILLNESS 

The feasibility of preventing schizophrenia and other psychotic disorders has become 

increasingly realistic since the turn of the century, primarily because of the development of 

clinical high-risk programs. These tend to be small research-oriented programs that serve help-

seeking adolescents and young adults who are showing attenuated or subthreshold psychotic 

symptoms. These symptoms are often accompanied by a recent decline in function, family 

history of severe mental illness, and the presence of other mental health conditions such as 

depressive or anxiety disorders (Miller et al., 2003; Yung et al., 2005). The goal is to prevent or 

intervene early regardless of the age at which psychosis onset occurs. Using these criteria, 

researchers can identify high-risk group can be identified that goes on to develop schizophrenia 

at a rate of approximately 30% over two years (Fusar-Poli et al., 2012). Such an incidence rate 

would far surpass that of the general population and even other high-risk groups, such as 

offspring of parents with schizophrenia (Parnas et al., 1993). 
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Current leading theories of schizophrenia etiology propose a prominent role for epigenetic 

mechanisms (Collip, Myin-Germeys, & van Os, 2008; van Os, Rutten, & Poulton, 2008; van Os, 

Kenis, & Rutten, 2010). They expand on earlier theories that onset follows exposure to 

environmental stressors among biologically vulnerable individuals (Corcoran et al., 2003; 

Walker & Diforio, 1997; Walker, Mittal, & Tessner, 2008). Epigenetic and diathesis-stress 

models suggest that both biological and socioenvironmental factors are critical to schizophrenia 

onset, and that both factors provide potential points of preventive intervention.  

Initial attempts at schizophrenia prevention were pharmacologically focused. The first such study 

(McGorry et al., 2002) demonstrated reduced rates of transition to schizophrenia after six months 

among clinical high-risk individuals who were randomized (unblinded) to combined cognitive–

behavioral therapy and risperidone treatment compared to case management. These gains were 

lost after a further six months of follow-up, which the authors attributed to the adverse effects of 

risperidone and consequent nonadherence (McGorry et al., 2002). A subsequent blinded 

randomized–controlled trial that compared olanzapine to placebo found similar results, but it had 

even greater adverse effects of antipsychotic medication (McGlashan et al., 2006). These data, in 

addition to the concern that overuse of antipsychotics for “psychosis-risk” may be further 

exacerbated in general clinical practice relative to the research environment (Corcoran, 

Malaspina, & Hercher, 2005), have led to a reluctance to pursue antipsychotics as a primary 

preventive treatment for schizophrenia. The general consensus, as the clinical staging model 

summarizes, is that “the earlier in the course of illness that treatment is offered the safer it should 

be and the more effective it may be in terms of remission and recovery rates” (McGorry et al., 

2009, p.1208). Therefore, the ideal approach is a psychosocial intervention, either alone or in 

conjunction with low-risk alternative pharmacotherapies like omega-3 fatty acid tablets, which 

are effective in moderating the onset of schizophrenia in youth at clinical high-risk (Amminger 

& McGorry, 2012; Amminger et al., 2010; 2013), have no known side effects, and can be 

recommended by nonphysician clinicians as an over-the-counter pharmacotherapy concurrent 

with psychosocial intervention.  

As with pharmacological interventions, randomized–controlled trials have likewise supported the 

efficacy of psychosocial interventions in psychosis prevention, including cognitive–behavioral 

therapy as well as general supportive therapy (Addington et al., 2011b; Morrison et al., 2004; 

2007). Specifically, Morrison et al. (2004) found that individuals receiving cognitive therapy 

were less likely to develop schizophrenia or initiate use of antipsychotic medication (treated in 

the study as an indicator of worsening symptoms), compared to a minimally treated (monitoring) 

control group. These benefits were partially maintained over a longer follow-up period of three 

years, at which point cognitive therapy only had an advantage in terms of transition rate when 

adjusting for baseline cognitive function (Morrison et al., 2007). In a second trial, none of the 27 

youth randomized to receive cognitive–behavioral therapy developed schizophrenia during 18 
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months of follow-up, although this was not statistically different from the transition rate of 

12.5% (n = 3) in the supportive therapy group (Addington et al., 2011b). Both groups showed 

symptomatic improvement and exhibited substantially lower transition rates than typically found 

in clinical high-risk cohorts (Fusar-Poli et al., 2012). This supported the authors’ conclusion that 

the lack of a significant difference may reflect the efficacy of both interventions relative to no 

treatment, which was not tested because of the present lack of a “treatment as usual” for this 

population.1 Most recently, family-focused treatment  (e.g., psychoeducation, stress 

management, communication training, problem-solving skills training) was superior to treatment 

as usual enhanced with brief family psychoeducation in reducing the severity of attenuated 

psychotic symptoms after six months, with additional improvements in function that varied by 

age group (Miklowitz et al., 2014). The efficacy of psychosocial interventions is consistent with 

descriptive cohort studies that show psychosocial factors (e.g., low self-esteem, sensitivity to 

daily stressors, poor social function) directly relate to the severity of sub-threshold psychotic 

symptoms (Corcoran et al., 2011; DeVylder et al., 2013; Pruessner, Iyer, Faridi, Joober, & Malla, 

2011). Therefore, it may be possible to delay or prevent schizophrenia onset by addressing these 

distressing precursor factors rather than attempting to address psychotic symptoms that may or 

may not progress in severity.  

Current evidence supports the notion that primary prevention of schizophrenia is possible by 

intervening prior to onset with individuals at clinical high-risk. Established theories with 

supporting biological and epidemiological evidence, such as the diathesis-stress model (Corcoran 

et al., 2003; Walker & Diforio, 1997; Walker, Mittal, & Tessner, 2008), implicate the critical 

role of psychosocial factors in the onset of schizophrenia, which provides the needed rationale to 

pursue low-risk psychosocial and social work lead interventions at this stage.  

GRAND CHALLENGE GOALS AND MEASURABLE OUTCOMES 

Substantial progress toward the primary prevention of psychotic disorders can be made in the 

following decade by building on the extensive interdisciplinary progress made over the past ten 

years. Social work can help lead the development of alternatives given the following concerns 

regarding current approaches: (1) risks associated with treatment; (2) stigma associated with 

attending dedicated “psychosis-risk” clinics; and (3) the benefits will not be sufficient to justify 

intervention. This can be achieved in the potential areas of progress outlined below.  

 

                                                 

1  For attempts at operationalizing treatment as usual in this population, see Jacobs, Kline, and Schiffman, 2012. 



PREVENTION OF SCHIZOPHRENIA AND MENTAL ILLNESS 9 

Working Paper 

 

 

Development and rigorous testing of novel treatment approaches 

Research over the next decade should primarily focus on the development of novel psychosocial 

treatments tailored to the needs of youth at clinical high-risk for developing schizophrenia in the 

near future. These efforts can build off existing success with psychosocial interventions for 

schizophrenia prevention, particularly cognitive therapy (Addington et al., 2011b; Morrison et 

al., 2004). However, they may also consist of multimodal approaches that include family support 

(Miklowitz et al., 2014; O’Brien et al., 2007; 2009), employment and educational support, and 

substance use treatment, all of which have proven useful in schizophrenia treatment (Dixon et 

al., 2010). Psychosocial treatment may benefit from integration with low-risk pharmacological or 

nutritional supports, such as fish oil tablets (Amminger et al., 2010), which nonphysician 

practitioners may recommend. Demonstrating comparable or superior efficacy of lower-risk 

interventions should serve to minimize the use of poorly tolerated and potentially harmful 

antipsychotic medications. 

Specific measurable outcomes: 

 Reduce transition rate to schizophrenia/psychotic disorder among those enrolled in clinical high-

risk programs by half from the current estimated transition rates of 29% over two years follow-up 

and 36% over three years follow-up (Fusar-Poli et al., 2013).  

 Develop a treatment manual for a targeted psychosocial intervention for youth at clinical high-

risk for schizophrenia, and demonstrate its comparability or superiority to antipsychotic 

medications in preventing schizophrenia among this population through at least one randomized 

controlled trial.  

Development of brief nonstigmatizing screening by existing human service organizations 

Clinical high-risk screening should be integrated into existing human service organizations and 

other social service agencies. Development of even limited community partnerships has been 

shown to be a highly effective recruitment strategy for leading psychosis-risk research clinics 

(Domingues, Alderman, & Cadenhead, 2011; Hardy et al., 2011). Current social work roles that 

may have frequent contact with youth who would meet clinical high-risk criteria include 

education (high school and college), child welfare, mental health, and recreational programs. 

Screening through existing programs and agencies would potentially remove the stigma that may 

be associated with making first contact through a dedicated psychosis risk agency or clinic 

(Anglin, Greenspoon, Lighty, Corcoran, & Yang, 2013; Corrigan, 2004; Yang et al., 2013). 

Using existing services also improves chances of detection and facilitates accessibility of 

services. Furthermore, building off of existing social services reduces risk of exacerbating health 

disparities. It creates special programs that may be accessible to different segments of the 

population, as social service organizations provide for the underserved. For greater reach, 
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psychosis-risk scientific work can likewise be integrated into massive programs with existing 

elements of screening and referral such as Mental Health First Aid for Youth, Military entrance 

processing exams, and Screen, Brief Intervention, Referral to Treatment (SBIRT). Integration 

with existing social service agencies not only facilitates access to care and minimizes stigma, it 

also places social work in a position of prominence and necessity within this field.  

Specific measurable outcomes: 

 Pilot a new or existing psychosis-risk screening measure (e.g., Kline et al., 2012a; 2012b; 2014; 

Liu et al., 2013) in a variety of social work settings that serve adolescents and young adults (e.g., 

schools, foster care agencies) to determine settings where they yield successful referrals.  

 Demonstrate facilitated access to care and reduced feelings of stigma through direct comparison 

between the proposed social work models and more typical “medical model” type approaches by 

using qualitative interviews and recently developed stigma measures designed to assess multi-

dimensional stigma specifically in this population (L. Yang, personal communication, January 14, 

2014).  

Testing of the bonus benefits for early intervention 

Clinical high-risk status is characterized by widespread clinical need that extends beyond risk for 

psychotic disorders or schizophrenia. Specifically, youth at risk for schizophrenia also face an 

elevated suicide risk (DeVylder et al., 2012; Niendam, Berzak, & Cannon, 2009; Palmier-Claus, 

Taylor, Gooding, Dunn, & Lewis, 2012), significant impairments in social and role function 

(Addington, Penn, Woods, Addington, & Perkins, 2008; Corcoran et al., 2011; Niendam et al., 

2007), and high rates of cooccurring disorders (Addington et al., 2011a; Fusar-Poli, Nelson, 

Valmaggia, Yung, McGuire, 2014; Salokangas et al., 2012). Existing intervention research has 

focused only on psychosis onset as the outcome of interest, which neglects possible gains in 

these peripheral areas of need (McGorry et al., 2009). Person-centered social work approaches 

are well positioned to address multifaceted issues by focusing on the needs of the client rather 

than on one specific condition. By addressing broader needs, social workers ensure that clients 

are not denied services if their difficulties do not evolve specifically into schizophrenia.  

Specific measurable outcomes: 

 Develop interventions with attention to cooccurring difficulties, not just psychosis. Comorbidity 

studies and qualitative methods can be used together to identify points of clinical, functional, and 

subjective need.  

 When testing new interventions, include additional outcome measures assessing social and role 

function, suicidal ideation and attempts, and psychiatric symptoms not defined as psychosis or 

psychosislike.  
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Create regional centers of excellence on prevention and early intervention for psychosis 

Social work and other allied disciplines could create regional centers of excellence that consult 

with local mental health services and school districts to help with implementation of efforts to 

respond to clinical high-risk youth. These centers could create and adapt strategies that best fit 

the local conditions. 

Specific measureable outcomes: 

 Establish at least two regional centers of excellence over the next decade.  

 Demonstrate unique contributions of locally adapted regional centers through qualitative research 

with clients, families, and practitioners.  

Educate social work students with emphasis on early detection and intervention 

Information on assessment and screening for psychosis risk may be relevant for anyone working 

with these adolescent and young adult age groups; therefore, it should be incorporated into the 

general social work curriculum. Social work students training to enter the mental health field 

would benefit from more in-depth education on best practices for youth at clinical high-risk for 

psychosis. Macro-level social work students can be educated on the cost effectiveness and long-

term benefits of preventive mental health, particular regarding schizophrenia and psychotic 

disorders.  

Specific measurable outcomes:  

 Develop and propose curriculum modifications to the Council on Social Work Education that 

would provide social work students with basic tools needed to intervene with clinical high-risk 

youth.  

 Evaluate the knowledge base in the area of schizophrenia prevention, and preventive mental 

health more broadly, through assessment of social work students at selected schools nationwide.  

The past ten years have seen accelerating growth in the area of psychosis prevention and early 

intervention, with approximately ten times more articles being published on this topic in 2013 

versus 2003.2 Support for research funding has expanded, with several recent requests for 

proposals on psychosis risk and related topics form the National Institute of Mental Health. 

Policy funding support has also increased, with expanding early intervention programs as 

OnTrackNY and the Maryland Early Intervention Program. In Australia, the award for 

                                                 

2  See http://www.pubmed.gov. 
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“Australian of the Year” even went to a psychiatrist for work on psychosis prevention and early 

intervention.3 Finally, the initial stages of establishing psychiatric legitimacy of the psychosis-

risk construct began with its inclusion in the appendix of the fifth edition of the Diagnostic and 

Statistical Manual of Mental Disorders as “attenuated psychosis syndrome” (Tsuang et al., 

2013), with significant support for its inclusion as a diagnosis in future editions (Fusar-Poli, 

Carpenter, Woods, & McGlashan, 2014). Taken together, this notable and growing support from 

funders, policymakers, and mental health clinicians makes expansion and progress in this area 

inevitable over the following decade. The critical question in regards to the social work field is 

whether this growth will proceed with or without our involvement and leadership.  

INTERDISCIPLINARY AND CROSS-SECTOR APPROACHES TO PSYCHOSIS RISK 

An expansion of focus in schizophrenia treatment from maintenance of chronic symptoms 

towards primary prevention cannot occur in a single isolated profession and field; there must be 

interdisciplinary and cross-sector collaboration. Psychosis-risk clinics have accordingly been 

interdisciplinary, typically housed in psychiatric settings but including collaborations with 

neuroscientists, psychologists, epidemiologists, and occasionally social workers. Social work 

involvement has been limited despite the extensive potential outlined above.  

Given the profession’s potential as a leader in translational science, the case can be made for 

greater social work prominence in this interdisciplinary field (Brekke, Ell, & Palinkas, 2007). 

Social workers have expertise in psychosocial treatment, which will likely emerge in one form as 

best practices for this population. Social workers also have the greatest access to “at-risk” youth 

through existing agencies and programs. Given that social work represents the largest mental 

health profession in the United States, it should have a primary role in any major 

interdisciplinary shift in mental health treatment priorities and goals.  

Social work leadership within interdisciplinary mental health settings is well precedented, 

particularly in the notable success of the assertive community treatment model for schizophrenia 

(Dixon, 2000). Under this model, a social worker serves as team leader who coordinates the 

broad range of clinical services and functional supports necessary for individuals with chronic 

schizophrenia (Bond, Drake, Mueser, & Latimer, 2001). Later adaptations, such as critical time 

intervention, further expanded on the ability of social workers to coordinate and integrate a wide 

variety of services for individuals with mental illness whose needs could not be met through 

either the medical system or social services alone (Herman, 2013). In devising preventive 

approaches for psychosis, it will be necessary for social work to recruit support from addiction 

                                                 

3 See http://www.australianoftheyear.org.au. 
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counselors, employment and education specialists, psychologists, and psychiatrists, and combine 

these various areas of expertise into an implementable model.  

Within social work, collaboration would be essential between mental health social workers and 

those operating within schools, the juvenile justice system, foster care system, and recreational 

centers. The most notable point of interdisciplinary collaboration is during the screening phase. 

Given known risk factors for schizophrenia, including separation from parents (Morgan et al., 

2007), childhood abuse (Bebbington et al., 2011; Varese et al., 2012), bullying (van Dam et al., 

2012), and frequent residential relocation (Paksarian, Eaton, Mortensen, & Pedersen, in press), it 

is likely that many individuals meeting clinical high-risk criteria have already had some prior 

contact with social service agencies. Therefore, social work is in a unique position to identify 

these youth and make appropriate referrals through screening programs, without requiring the 

youth to take the first step of entering a dedicated mental health program where they may face 

additional barriers such as inaccessibility of care and public stigma.  

BEYOND STATUS QUO: COMMUNITY-BASED PSYCHOSOCIAL APPROACHES TO PSYCHOSIS 

PREVENTION 

The very notion of psychosis prevention challenges the traditional belief many clinicians and 

researchers hold that schizophrenia is a chronic condition with a declining trajectory and little 

hope for recovery. Psychosis prevention will require notable innovation in several key areas. The 

status quo is not a reasonable option for schizophrenia interventions; “treatment as usual” is 

highly problematic for schizophrenia and nonexistent for clinical high-risk youth. Innovation is 

necessary to shift the aims from treatment of a chronic illness towards primary prevention, to 

change the means from dependence on antipsychotic medications towards inclusion of 

psychosocial interventions, and to expand the settings to include a broad array of social service 

agencies.  

Innovation 1: Focused primary prevention in mental health 

Early intervention for psychosis has been at the forefront of a broader move towards preventive 

mental health interventions. Prevention of mental health conditions faces a serious challenge in 

that symptoms that arise early in life, which are highly amenable to intervention, have low 

diagnostic specificity and predictive value, whereas later symptoms that fit more neatly into 

diagnostic categories tend to have already established some degree of treatment resistance. This 

concept is described in the clinical staging model (Fusar-Poli, Yung, McGorry, & van Os, 2014), 

which provides a useful framework for innovation in mental health treatment. This model 

essentially suggests that general symptoms and general risk factors that occur early in life should 

be met with broad interventions, whereas specific diagnoses that develop later should be met 

with dedicated and targeted pharmacological or psychosocial interventions.  
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Social work and related fields have made impressive progress in the development of broad 

preventive approaches for high-risk youth at the earliest stage within this clinical staging 

construct (Catalano et al., 2012). By addressing broad risk factors at an early age, community-

level interventions have managed to influence similarly broad indicators of mental health, such 

as delinquency and substance use (Hawkins et al., 2012; Hawkins, Oesterle, Brown, Abbott, & 

Catalano, 2014). However, it remains unclear how community-level early childhood 

interventions influence risk in later adolescence and early adulthood. Even with widespread 

implementation, social workers and other mental health clinicians cannot assume that such 

interventions will be effective for schizophrenia prevention especially with a risk state 

characterized by notable functional and clinical decline that occurs at a later age than 

community-level interventions currently address. Psychotic disorders are sufficiently rare but 

have sufficient long-term costs to justify additional preventive approaches once more diagnostic-

specific symptoms begin to develop. Such interventions are more cost-effective than nonspecific 

interventions for youth at risk for psychosis (Phillips et al., 2009) and are supported by evidence 

that would be difficult to attain at the community level given the low overall prevalence of 

psychosis. The paradox of intervening at this later stage is that youth deemed to be at risk for 

psychotic disorders are likewise still at risk for other severe mental health outcomes. 

Furthermore, given that psychosis likely forms a continuous dimension of psychiatric symptoms 

rather than a discrete condition (Linscott & van Os, 2013), the concept of “transition” to 

psychotic disorder (Yung, Nelson, Thompson, & Wood, 2010) may have limited usefulness 

(Fusar-Poli, Yung, McGorry, & van Os, 2014). Therefore, a novel and innovative middle ground 

approach should be developed around this clinical high-risk state that combines both diagnostic 

specific (i.e., focused on reducing incidence of psychotic disorders) and nonspecific (i.e., not 

excluding other distressing clinical and functional features of this at-risk state, which may be 

equally or more significant). Preventive approaches that take place when clinical need has 

progressed beyond that met by community-level approaches but not to the point of diagnostic 

specificity remain largely undeveloped. Successful approaches to psychosis prevention can 

provide a model for the broader development of a preventive mental health field.   

Innovation 2: Psychosocial treatment as a primary intervention for psychotic disorders 

The use of antipsychotic medications for schizophrenia and other psychotic disorders has been 

solidly established as the frontline treatment standard for decades and will continue to be so into 

the foreseeable future (Buchanan et al., 2010). Despite their notable efficacy in treating 

established psychotic disorders, and even in preventing psychosis among clinical high-risk 

youth, concerns regarding side effects, adherence, and the overprescription of these medications 

prior to onset have limited their feasibility as a frontline treatment for the clinical high-risk state 

(Corcoran, Malaspina, & Hercher, 2005; McGorry et al., 2009). Therefore, alternative 

approaches are necessary. With only one clinical trial demonstrating the efficacy of psychosocial 
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treatments in the absence of medication for schizophrenia (Morrison et al., 2014), and only two 

similar studies in clinical high-risk youth (Addington et al., 2011b; Morrison et al., 2004; 2007), 

any progress towards psychosocial intervention without adjunctive antipsychotic 

pharmacotherapy will require significant and substantial innovation. Although innovative, the 

development of a novel intervention for the clinical high-risk state will be guided by established 

evidence-based practices for schizophrenia, including family psychoeducation, supported 

employment, cognitive therapy, and others (Dixon et al., 2010), making it feasible for social 

workers to develop an effective preventive approach over the next decade.  

Innovation 3: Community agencies as points of early detection for severe mental illness 

A major innovation required to implement psychosis prevention is the integration of early 

intervention mental health services with existing social service agencies in the community. Entry 

into mental health treatment is associated with stigma that negatively affects self-esteem and 

social opportunities (Corrigan, 2004), two areas in which adolescents or young adults with early 

psychosis symptoms may be particularly vulnerable. Nonetheless, existing clinics that address 

the needs of this population are nearly all housed in hospitals or university medical centers. An 

innovative approach would bridge the gap between services dedicated to at-risk youth with 

services for youth who have more specific risk syndromes, including psychosis risk. This would 

facilitate access to care and allow youth to stay involved with service providers that are aware of 

their history and broader psychosocial needs, at least during the initial screening phase. 

Implementation will require involvement and interest from such agencies, and convincing 

evidence that social work interventions can prevent the progression to psychotic disorder for 

their service recipients.  

CONCLUSIONS: THE GRAND CHALLENGE OF SCHIZOPHRENIA PREVENTION 

The development and implementation of innovative psychosocial interventions building on 

cross-sector and interdisciplinary collaborations will contribute significantly to efforts to prevent 

the onset of schizophrenia. The existing success from initial prevention attempts in the clinical 

high-risk field, in conjunction with the unique expertise of the social work profession, strongly 

suggest that meaningful and measurable progress can be made within the next decade. Primary 

prevention of schizophrenia and other psychotic disorders can significantly affect multiple 

domains of social work, and is squarely within the goals set forth by the Grand Challenges 

Initiative of the American Academy of Social Work and Social Welfare.   
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