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Abstract
Objective—This study investigated whether family focused therapy (FFT-CHR), an 18-session
intervention that consisted of psychoeducation and training in communication and problem
solving, brought about greater improvements in family communication than enhanced care (EC), a
3-session psychoeducational intervention, among individuals at clinical high risk for developing
psychosis.

Method—This study was conducted within a randomized controlled trial across 8 sites. We
examined 10-min problem-solving discussions at baseline and 6-month reassessment among 66
adolescents and young adults and their parents. Trained coders who were blind to treatment and
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time of assessment achieved high levels of interrater reliability when evaluating family
discussions on categories of calm–constructive and critical– conflictual behavior.

Results—Individuals at high risk and their family members who participated in FFT-CHR
demonstrated greater improvement from baseline to 6-month reassessment in constructive
communication and decreases in conflictual behaviors during family interactions than those in EC.
Participants in FFT-CHR showed greater increases from baseline to 6 months in active listening
and calm communication and greater decreases in irritability and anger, complaints and criticism,
and off-task comments compared to participants in EC. These changes occurred equally in high-
risk participants and their family members.

Conclusions—A 6-month family skills training treatment can bring about significant
improvement in family communication among individuals at high risk for psychosis and their
parents. Future studies should examine the association between enhancements in family
communication and reduced risk for the onset of psychosis among individuals at high risk.
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randomized clinical trial; expressed emotion; family problem solving; schizophrenia

Family members’ conversations about day-to-day problems may affect the nature and course
of early psychosis through several interacting mechanisms. When these conversations are
frustrating and heated, they become a source of psychological stress. Psychosocial stress is
included in most etiologic models of schizophrenia, frequently conceptualized as a
precipitating factor for psychosis in individuals with a genetic diathesis (Nuechterlein &
Dawson, 1984). Youths at risk for psychosis may be particularly sensitive to stressful
(Ierago et al., 2009; Johnson, Cohen, Kasen, Smailes, & Brook, 2001; Otero et al., 2011;
Wahlberg et al., 1997) and protective (Gonzalez-Pinto et al., 2011; Tienari et al., 2004)
factors in the family environment. When individuals with schizophrenia talk with family
members who are classified as high in expressed emotion (EE; i.e., express high levels of
critical comments or hostility toward them), they demonstrate higher levels of autonomic
arousal than do those who talk with caregivers who are low in EE (Sturgeon, Kuipers,
Berkowitz, Turpin, & Leff, 1981; Tarrier, Vaughn, Lader, & Leff, 1979). If heightened
arousal is occurring on a daily basis, that may compromise neuroregulatory processes that
may increase risk for psychosis (Lukoff, Synder, Ventura, & Nuechterlein, 1984).

Many individuals with schizophrenia are lacking in communication and problem-solving
skills (Bellack, Sayers, Mueser, & Bennett, 1994; Stalberg, Lichtenstein, Sandin, &
Hultman, 2008) that would help them to deal effectively with daily challenges in the home
environment. These skill deficits may play an important role in provoking family members’
heated reactions and criticism. Youths’ irritable and conflictual behaviors may be reinforced
within the family given high rates of reciprocity during family interactions (Hamilton,
Asarnow, & Tompson, 1999; O’Brien et al., 2008; Patterson, 1982; Patterson & Fisher,
2002). Irritable exchanges with family members may leave individuals who are at risk for
psychosis and already exhibiting impaired social functioning (Addington, Penn, Woods,
Addington, & Perkins, 2008) without supportive social relationships that could help them to
generate normative explanations for confusing perceptual experiences (French & Morrison,
2004), while those with constructive daily conversations may benefit from access to broader
perspectives and emotional support. Moreover, interaction patterns that are established in the
home environment may generalize to the peer group, where greater emotional negativity and
more ineffective problem solving are related to poor adolescent social adjustment (Mc-
Combs, Forehand, & Smith, 1988; Patterson, Reid, & Dishion, 1992), while prosocial
problem-solving strategies and prosocial behavior predict social acceptance among
adolescent peers (Pakaslahti, Karjalainen, & Keltikangas-Jarvinen, 2002).
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With well-established methods for ascertaining individuals at imminent high risk for
conversion to psychosis (Miller et al., 2002), researchers have begun to investigate the
relationship between family environments and youths’1 symptom progression during the
earliest identifiable phases of a putatively psychotic illness. Research on expressed emotion
(EE) has shown that young adults with schizophrenia are more likely to relapse in 9-month
to 1-year follow-ups if their caregivers are rated as high in EE (Hooley, 2007). A prior study
found that 35% of a sample of caregivers of youths at clinical high risk (CHR) for psychosis
could be classified as high EE and that the majority of critical remarks by family members
focused on youths’ negative symptoms and irritability (O’Brien et al., 2006).

Reductions in irritable exchanges could bring relevant relief to families and perhaps prevent
the escalation of caregiver criticism that seems to accompany longer periods of illness
(Hooley & Richters, 1995). Conversely, caregivers’ warm and spontaneous positive
statements about CHR youths during the Camberwell Family Interview predicted
improvement in negative and disorganized symptoms as well as social functioning at 6-
month follow-up (O’Brien et al., 2006), and parents’ and adolescents’ use of constructive
communication during a 10-min problem-solving interaction predicted improvement in
adolescents’ social functioning 6 months later (O’Brien et al., 2009). These findings suggest
that the presence of greater constructive family communication and not only the absence of
negative communication may serve an important role for youths who are exhibiting
attenuated psychotic symptoms. Repetitive, high-intensity interactions over day-to-day
issues affect parents’ mental health as well (Silverberg & Steinberg, 1987; Steinberg, 2001).
Whether active efforts to enhance constructive communication can be successful with CHR
youths and their families has yet to be investigated.

How much family therapy is necessary to improve family communication in an adolescent
and young adult clinical population with attenuated psychotic symptoms? From a cost-
management perspective and to reduce demands on family members’ time, less therapy
would be preferable. Perhaps at this early phase of illness a few sessions that provide
information about symptoms, coping options, and the importance of a low-key family
environment are sufficient to stimulate family members’ adaptation to youths’ symptoms
and spontaneous improvement in family communication and problem solving. In fact, some
have cautioned that the provision of communication skills training may increase family
stress and patient symptoms due to the implicit message that something is wrong with the
family’s interaction style (Linszen et al., 1996).

On the other hand, untreated CHR patients have more severe positive symptoms than do
treated patients with a first episode of psychosis (Miller, Zipursky, et al., 2003). When
compared to nonpsychiatric controls, CHR individuals have striking impairments in
interpersonal communication that are not significantly different from patients with first
episode and multiple episodes of psychosis (Addington et al., 2008), and family burden is
comparable in families of clinical high-risk and recent-onset psychosis patients (Wong et al.,
2008). Given these similarities between CHR youths and those with psychotic symptoms,
improvement in family communication may require more explicit communication training.

Research indicates that brief psychoeducational interventions may not be sufficient to
enhance family processes in first-episode patients (González-Blanch et al., 2010). Family
interventions that include communication and problem-solving training have been associated
with better family communication among individuals with schizophrenia (Doane, Goldstein,
Miklowitz, & Falloon, 1986) and bipolar illness (Simoneau, Miklowitz, Richards, a Saleem,
& George, 1999). Based on a thorough review of the family treatment literature, Dixon et al.

1The term youth is used throughout this article to describe youths and young adults.
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(2010) recommended that patients with schizophrenia who are in regular contact with their
families should be offered family interventions for a minimum of 6–9 months, and Glynn,
Cohen, Dixon, and Niv (2006) assert that longer family treatments (9 months to 2 years)
yield better outcomes than short-term family interventions. Similarly, in a meta-analysis of
25 family intervention studies, Pitschel-Walz, Leucht, Bauml, Kissling, and Engel (2001),
found that relapse rates can be significantly reduced for individuals with schizophrenia,
especially if the family interventions are longer than 3 months.

Given that the majority of individuals at clinical high risk do not go on to develop psychosis
(Addington et al., 2011; Cannon et al., 2008; Schlosser et al., 2011), it is important to
consider the relevance of family interventions that focus on communication and problem-
solving enhancement for the multiple comorbid conditions with which these youths are often
diagnosed (Fusar-Poli, Nelson, Valmaggia, Yung, & McGuire, 2012; Woods, Walsh, Saksa,
& McGlashan, 2010). Studies of expressed emotion have found an association between high
levels of family EE and relapse across a broad range of disorders, including depression and
bipolar disorder (see Butzlaff & Hooley, 1998, or Hooley & Gotlib, 2000, for reviews).
Family hostility is a predictor of poor treatment outcome in anxiety disorders, including
posttraumatic stress disorder, agoraphobia, and obsessive-compulsive disorder; a high level
of family criticism is predictive of poor treatment outcome among those with eating
disorders, weight problems, and substance use disorders (See Hooley, 2007, for a review).
Further, from a general prevention of illness perspective, Repetti, Taylor, and Seeman
(2002) asserted that family environments that are high in conflict and aggression and lacking
in warmth and support place youth at heightened risk for disruptions in psychosocial
functioning and in stress-responsive biological regulatory systems that in turn contribute to
poor health behaviors, substance abuse, psychosocial impairment, and psychological
disorders. Improvement in the family environment is considered vital to mental and physical
health throughout development (Kumpfer & Alvarado, 2003; Repetti et al., 2002).

The primary objective of this study is to investigate, in a CHR population, whether family
focused therapy (FFT-CHR), an 18-session intervention that includes psychoeducation and
structured training in communication and problem solving, is associated with greater
improvements in family communication than enhanced care (EC), a three-session
psychoeducational intervention. The study was conducted within the eight-site North
American Prodrome Longitudinal Study (NAPLS) consortium. We hypothesized that
explicit training in communication and problem solving (FFT-CHR) would be more
effective than brief psychoeducation in facilitating improvement in family communication
for youths, mothers, and fathers from pretreatment to 6-month reassessment.

Method
Participants

The participants in this study were a subset of those recruited to NAPLS, a consortium of
eight research centers: Emory University, Harvard University, University of Calgary,
University of California Los Angeles, University of California San Diego, University of
North Carolina, Yale University, and Zucker Hillside Hospital (Addington et al., 2012).
Consistent with NAPLS criteria, individuals between the ages of 12 and 35 who were
primarily English speaking, and met criteria for one of three prodromal syndromes assessed
by the Structured Interview for Prodromal Symptoms (SIPS: Miller et al., 2002) were
considered for inclusion. Eligible prodromal syndromes are the following:

1. Attenuated positive symptoms: Patients are experiencing positive symptoms
(unusual thoughts, suspiciousness, grandiosity, perceptual disturbances,
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disorganized communication) that are subpsychotic in duration and intensity that
have begun or worsened in the past year.

2. Brief intermittent psychosis: Patients are experiencing fully psychotic symptoms
that are present only intermittently with onset in the past 3 months.

3. Genetic risk and deterioration: Patients either have schizotypal personality disorder
or have a first-degree relative with a psychotic disorder and have experienced a
significant decline in functioning in the last year (Miller, McGlashan, et al., 2003;
Miller et al., 2002).

If participants met one or more of the syndromal criteria described above, releases were
signed to allow for a thorough review of previous psychiatric, school, and medical records,
and they were administered the Structured Clinical Interview for Diagnostic and Statistical
Manual of Mental Disorders (4th ed.; DSM–IV) Axis I Disorders (First, Spitzer, Gibbon, &
Williams, 2002). Exclusion criteria included a previous DSM–IV (American Psychiatric
Association, 1994) diagnosis of schizophrenia or schizoaffective disorder, mental
retardation, current drug or alcohol dependence, or the presence of a neurological disorder.

Between January 2009 and February 2012, NAPLS participants who expressed interest in a
randomized clinical trial of family therapy were recruited. 129 CHR youths and their
parent(s) or significant others signed informed consent documents and were randomly
assigned to family focused therapy (FFT-CHR), an 18-session family treatment that
included psychoeducation, communication training and problem-solving training or to an
enhanced care treatment (EC) consisting of three sessions of psychoeducation, using a
modification of Efron’s (1971) biased coin toss procedure (see Figure 1). Randomizations
were stratified by study site and CHR individuals’ use of antipsychotic medication. This
study was conducted in compliance with the Internal Review Boards for each of the
participating sites.

Psychosocial Treatment Intervention
Detailed treatment manuals guided therapists’ work in each treatment condition (De Silva et
al., 2009; Miklowitz et al., 2010) and the same therapists provided both FFT-CHR and EC.
Treatment sessions were approximately 50 min in both conditions, and treatment was
conducted with each family individually. Therapists who delivered the intervention were
primarily doctoral level, with some master’s level therapists. As part of FFT-CHR,
approximately six sessions focused on psychoeducation during which the therapist
facilitated discussions of the youths’ symptoms, daily stressors, youth and family coping
strategies, and developed prevention action plans. These same topics were addressed in an
abbreviated manner during EC, the three-session treatment. As part of FFT-CHR,
approximately five sessions were dedicated to communication enhancement, with the
therapist introducing and modeling a new skill each week, practicing that skill with family
members, organizing opportunities for family members to practice the skill with each other
in session, providing feedback and coaching to participants, and assigning tasks that
required family members to practice the skills between sessions. The following
communication skills were introduced routinely: expressing positive feelings, active
listening, making positive requests for change, expressing negative feelings, and
communication clarity. Six additional sessions were devoted to problem-solving training and
integration of communication and problem-solving skills. Family members were taught a
structured approach that included defining problems, breaking complex problems into a
series of smaller problems, brainstorming solutions, analyzing pros and cons of possible
solutions, and selecting and implementing action plans (for more information regarding
FFT-CHR and EC, see Schlosser et al., 2012).
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Therapists were trained in FFT-CHR and EC in an initial 2-day workshop conducted by the
treatment manual developers. After the workshop, clinicians took on at least two study cases
with weekly or biweekly supervision from an expert supervisor (David Miklowitz or Mary
O’Brien). Treatment sessions were videotaped or audiotaped, and a random selection of
sessions (three sessions for every FFT-CHR, one from each of the psychoeducation,
communication, and problem-solving enhancement modules; and one session for every EC)
were rated for therapist fidelity using the Therapy Competence and Adherence Scales
Revised (TCAS-R; Weisman et al., 2002; Miklowitz et al., 2008), an 11-item measure that
rates therapists on 7-point scales ranging from 1 (very poor) to 7 (excellent) on skills in
administering psychoeducation, communication, and problem-solving modules, as well as
general clinician skills such as rapport, pacing, and session command. Interrater reliability
for the overall fidelity scale was good with an intraclass correlation of .67. Ninety percent of
treatment sessions were classified as competent and adherent on the overall fidelity scale
with no significant difference in overall adherence between treatment groups. FFT-CHR
sessions included a significantly greater emphasis on communication and problem-solving
skills training than EC sessions, whereas provision of psychoeducation and nonspecific
therapist skills such as rapport with patients or pacing of sessions did not differ between
conditions (Marvin, Miklowitz, O’Brien, & Cannon, 2013).

Measures
Assessment of clinical symptoms—Prodromal symptoms were rated using the Scale
of Prodromal Symptoms (SOPS) contained within the SIPS (Hawkins et al., 2004; Lemos et
al., 2006). The SOPS scales range from 0 to 6 with extensive anchors for each scale point
for each symptom. To reduce the number of statistical comparisons, this investigation
focuses only on the positive and negative symptom scales. The positive symptom scale
assesses symptoms related to unusual thought content, suspiciousness, perceptual
disturbances/hallucinations, grandiosity, and disorganized communication. Symptoms of
anhedonia, avolition, flat affect, decreased role functioning, and decreased comprehension/
abstraction are captured by the SOPS negative symptom scale.

Assessment of family communication during problem-solving interactions—
Before the start of the second therapy session, family members independently evaluated on a
scale ranging from 1 (low) to 5 (high) how much family tension was created by each of 19
topics, including homework, screen time (television, gaming systems, computer, tablets,
etc.), phone use, chores, waking up independently, school attendance, relationship with
siblings, medications, friends, irritability with family members, bed time, curfew, eating and
weight issues, use of the car, money, use of shared space, time management,
communication, and recreation/vacations. Therapists identified topics that were rated highly
by all participants, asked the youth to select one of those for further discussion, and read the
following standardized instructions to the family: “Please discuss X and attempt to reach a
resolution. You have 10 min for this discussion, and I will return after 10 min.” The same
procedure was used to gather follow-up interaction data during the final treatment session
that occurred 6 months after treatment initiation for the FFT-CHR group, and by either the
therapist or a research assistant during the 6 month reassessment for the EC group. This
procedure is similar to family behavioral observation assessment strategies used in studies of
schizophrenia and bipolar disorder (e.g., Bellack, Haas, & Tierney, 1996; Blanchard, Sayers,
Collins, & Bellack, 2004; Miklowitz, Goldstein, Falloon, & Doane, 1984; Strachan, Leff,
Goldstein, Duone, & Burtt, 1986) and of clinically high-risk youth (O’Brien et al., 2009).

The interactions were videotaped and later transcribed and coded. Trained raters coded each
transcript while viewing the respective videotaped interaction so that family members’ affect
could be evaluated. All codes are described in Table 1. A tally mark was recorded for each
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of the categories of behavior that occurred during each speaker turn. If a speaker received a
tally in a critical– conflictual category (except for the cutoff category) he or she was
ineligible to receive a tally within a calm–constructive category during that particular
speaker turn. However, if a speaker engaged in several different categories of critical–
conflictual behaviors during a speaker turn, he or she received a tally in each of those
different categories. The same was true for calm–constructive behaviors.

A team of eight coders evaluated the problem-solving interactions. Coders were trained
using practice tapes with gold standard consensus codes and then participated in biweekly
coding meetings. Efforts were made to keep coders blind to whether the family was
participating in FFT-CHR or EC treatment and whether the interaction was the baseline or
reassessment. Coders were asked to rate each interaction on two 3-point scales regarding
their certainty of the assigned treatment (FFT-CHR vs. EC) and time of interaction (baseline
vs. reassessment). Seventy-three tapes were rated by coders; on 69% of the tapes, coders
were either unaware of or had guessed incorrectly about the type of treatment the family had
received, and on 54% coders were either unaware of or had guessed incorrectly about
whether the interaction was baseline or reassessment.

Every interaction was randomly assigned to at least two coders who worked independently.
Coders rated each speaker turn and then tallied the frequency with which each code had
been assigned to each family member during the entire interaction. Intraclass correlations
were conducted on a randomly selected third of the coded data (Table 1). Acceptable levels
of interrater agreement were achieved (Shrout & Fleiss, 1979). Once coder pairs had
completed independent ratings of a particular interaction, they met to resolve discrepancies
and create consensus data. Consensus data were used in all further analyses.

The summed tally marks in each category for each individual were divided by the total
number of speaking turns provided by that individual during the interaction to create a
percentage for each category of coded behavior for each participant in the family.
Percentages were used rather than summed tallies because there was variation in family size
and therefore in the number of speaking opportunities. Percentages were used to create a
common metric across study participants. Two summary codes, calm–constructive and
critical– conflictual, were created by adding the five codes within the calm–constructive
dimension and the four codes within the critical– conflictual dimension, respectively.
Finally, one overall constructive behavior code was calculated for each family member by
subtracting the critical– conflictual summary code from the calm–constructive summary
code. Because individuals could be assigned multiple calm–constructive or critical–
conflictual codes during each speaking turn (e.g., speakers obtained three tallies if they
provided compliments, expressed themselves calmly, and engaged in active listening during
one speaking turn; and they obtained three tallies if they cut another person off, voiced a
complaint, and used an angry tone of voice during one speaking turn), the number of codes
sometimes exceeded the number of speaking turns and percentages were greater than 100%.

Statistical Analyses
To evaluate the possibility that those who did not participate in the 6-month reassessment
were significantly different (i.e., more or less conflictual, symptomatic, and or different
demographically) than those who did participate, t tests or chi-square analyses were
conducted on youths’, mothers’, and fathers’/significant others’ baseline interaction data,
SOPS scales, and demographic data for the FFT-CHR group and for the EC group, with
those participating in both baseline and reassessment compared to those participating in
baseline alone. Also, Pearson correlations were conducted to examine whether baseline
SOPS symptom scores were associated with participants’ coded interaction behavior.
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For the primary analyses, multilevel analyses of variance were conducted treating family as
a random variable and modeling treatment (FFT-CHR vs. EC), time (baseline and 6-month),
and family member (youth, mother, and father/significant other) as crossed fixed-effect
predictive factors and controlling for study site. The first analysis examined whether the
Treatment × Time interaction was significant for the constructive behavior summary
variable. If so, follow-up multilevel analyses of variance (ANOVAs) were conducted to
evaluate whether there were significant Treatment × Time interactions for the calm–
constructive as well as critical– conflictual domains. If there were significant findings for
Treatment × Time on those summary variables, follow-up repeated measures analyses were
conducted on the individual codes within each summary category. All statistical tests were
two-tailed.

Results
Participation Rates

Of the 66 families randomized to FFT-CHR, 51 participated in the baseline interaction task
that was administered at the beginning of the second family treatment session (see Figure 1).
Follow-up interaction data were collected from 38 (75%) of the families who completed the
baseline interaction. Of the 51, 10 families discontinued therapy and three were unable to
complete the posttreatment reassessment due to technical difficulties. Of the 38 families who
completed baseline and 6-month interactions, 36 included the same family members in both
assessments; two included the father in baseline but not follow-up.

Of the 63 families randomized to EC, 50 attended at least two treatment sessions and were
eligible to participate in the interaction task that was administered during Session 2. Data
were not gathered from six of the 50 eligible families for a variety of reasons, including
youths’ conversion to psychosis and technical difficulties with camera equipment. Of the 44
families who completed the baseline interaction task, 28 (64%) completed the 6-month
reassessment. Seventeen EC families did not complete follow-up for a variety of reasons,
including clinical emergencies during the follow-up clinical assessment; youths’ conversion
to psychosis during the 6-month treatment interval and subsequent referral to first episode
clinics; couple’s separation; family members’ unavailability for follow-up assessment;
families’ participation in additional family treatment after the three EC sessions were
completed, thus disqualifying themselves from the study; and technical difficulties with the
camera equipment. There were 17 families in which everyone who participated in the
baseline interaction also participated in the follow-up; for 11 families, the father participated
in the baseline but did not participate in the follow-up interaction.

There were no significant differences in youths’, mothers’ or fathers’/significant others’
constructive behaviors during the baseline interaction task, youths’ baseline symptoms, and
demographic variables when comparing those who did to those who did not participate in
the follow-up interaction task for the FFT-CHR and EC treatment groups (See Table 2).

Sociodemographic and Clinical Characteristics
The average age of the 66 participating youths was 16.9 years. There were no significant
pretreatment differences between the FFT-CHR and EC groups on youths’ age, education,
gender, ethnicity, prodromal syndromes, SOPS positive or negative symptom scale scores,
Global Assessment of Functioning, use of antipsychotic medications, or family
characteristics (See Table 3).

There were no significant correlations between baseline SOPS positive scores and youths’ (r
= −.12, p = .34), mothers’ (r = −.16, p = .23), or fathers’ (r = −.29, p = .07) constructive
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behavior during baseline problem-solving interactions or between baseline SOPS negative
symptom scores and youths’ (r = −.10, p = .45), mother’s (r = −.19, p = .16), or father’s (r
= .03, p = .87) constructive behavior during baseline problem-solving interactions.

Topics That Created Tension for Family Members
Youths reported that irritability with family members created the greatest tension in their
homes (M = 3.23; SD = 1.39), followed by communication (M = 3.03; SD = 1.37) and chores
(M = 3.01; SD = 1.35). Mothers reported that chores generated the most tension at home (M
= 3.43; SD = 1.46), followed by communication (M = 3.36; SD = 1.24) and irritability with
family members (M = 3.24; SD = 1.51); fathers/significant others reported that chores
generated the most tension (M = 3.37; SD = 1.27), followed by irritability with family
members (M = 3.21; SD = 1.34) and communication (M = 3.14; SD = 1.32).

Family Communication During Problem-Solving Interactions
The mean duration of baseline interactions was 9.64 min (range 3.38–10.83) and of follow-
up interactions was 9.20 min (range 3.48–10.97). There were no significant differences
between treatment groups in duration of family problem-solving interaction at baseline,
t(94) < 1, p = ns; EC M = 9.6, SD = 1.2; FFT-CHR M = 9.6, SD = 1.4, or follow-up, t(64) <
1, p = ns; EC M = 9.4, SD = 1.9; FFT-CHR M = 9.1, SD = 1.9.

Family communication—Given that the coded data were expressed as proportions and
were mildly skewed, the codes were transformed using square root or log transformations,
producing distributions that closely approximated normal Gaussian curves. We report means
and standard deviations of the raw variables for ease of interpretation.

For the constructive behavior summary code there was a significant Treatment × Time
interaction (see Table 4) with family members in EC (n = 28) exhibiting similar levels of
constructive behavior at baseline and 6 months, whereas family members in FFT-CHR (n =
38) demonstrated a significant increase in constructive behavior from baseline to 6 months
(See Figure 2). Family members in FFT-CHR expressed significantly higher rates of
constructive behavior than family members in EC at 6 months, t(280) = −2.90, p = .004.
Given that the Treatment × Time analysis was significant for the constructive behavior
summary code, follow-up analyses were conducted to better specify the nature of the
changes in family communication. Multilevel ANOVAs identified significant Treatment ×
Time interactions for both the calm– constructive and critical– conflictual summary codes,
with families who received EC demonstrating similar proportions of coded behavior at
baseline and follow-up while families who received FFT-CHR showed a significant increase
in calm– constructive, t(280) = −5.96, p < .0001, and a significant decrease in critical–
conflictual behavior, t(280) = 6.50, p < .0001. Further follow-up analyses on individual
codes indicated that the changes in family members’ calm– constructive behaviors were
largely the result of significant increases in active listening and calm speaking among family
members who had received FFT-CHR. Changes in critical– conflictual codes were due to
decreases in anger and irritability, complaints and criticism, and off-task behavior by family
members in FFT-CHR. In all of the analyses just summarized, the Treatment × Time ×
Person interaction effect was not significant (Table 4), indicating that the improved
communication patterns associated with FFT-CHR held equally across the identified patient
and his or her mother and/or father/significant other. Further, neither the overall summary
code nor any of the subcodes varied significantly by site (all ps > .90).
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Discussion
This study examined changes in constructive communication during family problem-solving
interactions among youths at clinical high risk for psychosis and their families who
participated in a randomized controlled trial of family focused treatment. Youths, mothers,
and fathers/significant others who participated in family treatment that provided
psychoeducation, communication and problem-solving training demonstrated improvement
from baseline to follow-up in constructive communication during family problem-solving
interactions, whereas those who received three sessions of psychoeducation maintained
pretreatment levels of constructive communication. Family members who participated in
FFT-CHR spoke more calmly and clearly, engaged in more active listening, demonstrated
less irritable and angry affect, complained less about other family members, made fewer
critical remarks, and provided fewer off-task comments during follow-up problem-solving
interactions compared to baseline. Essentially, FFT-CHR appears to be effective in lowering
high EE behaviors and enhancing supportive family communication. Importantly, these
effects were consistent across the identified patient as well as the family members
participating in therapy.

These findings were not due to differential attrition rates between treatment groups.
Analyses of constructive behaviors during baseline interactions, youths’ baseline symptoms,
and demographic variables comparing those who did to those who did not participate in
follow-up interactions found that there were no significant differences in youths’, mothers’,
or fathers’/significant others’ baseline constructive behavior or demographics for either the
FFT-CHR or EC group. Also, it is unlikely that coder bias would have accounted for these
findings since coders were blind to treatment group and were able to guess the baseline
versus follow-up status of the interaction as often as they would by chance.

Improvement in family communication is an important treatment outcome for CHR youths
and their families. At baseline, youths, mothers, and fathers/significant others all rated
irritability among family members and family communication as two of the top three
sources of tension within their families. Evidence that irritability and criticism had been
reduced and that communication had become more calm and supportive during family
problem-solving discussions within a clinic setting suggests that family members have
developed skills to reduce tension in areas they deem important. Whether these skills are
used in the day-to-day lives of families remains to be determined.

Our results are consistent with studies conducted on individuals with schizophrenia and
bipolar illness that found that explicit training in communication and problem-solving
techniques were associated with greater improvement in family atmosphere than was family
support (Mueser et al., 2001), individual supportive therapy (Doane et al., 1986), or crisis
management (Simoneau et al., 1999). These findings contrast with previous work conducted
on older patients with schizophrenia (average age = 31) who had far less contact with their
families than our current sample, which found that explicit training in communication and
problem solving within an applied family management intervention was not more effective
than family support groups in improving family communication (Bellack, Haas, Schooler, &
Flory, 2000). FFT-CHR may be optimally useful for CHR youths who are spending
significant amounts of time with their families and may have ample opportunity to practice
communication techniques taught during treatment.

Limitations
These findings were achieved within the constraints of a randomized clinical trial that did
not allow for exact matching of family requests for communication and problem-solving
training with the provision of those techniques. Possibly, improvement in family
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communication is more striking when conducted exclusively with families who have
specifically sought out those interventions. Nonetheless, these results do provide an
empirical basis for recommending FFT-CHR to CHR youths and their family members who
are seeking to improve family communication and reduce irritability among family
members.

The generalizability of the results is limited by the fact that CHR youths who are living with
their families of origin or their significant others and are willing to participate in a
randomized clinical trial of family therapy represent only a portion of the total sample of
CHR youths. Some CHR youths are alienated from their families and some youths and/or
parents refuse to participate in family treatment. Additional empirically based individual
approaches to treatment (Morrison et al., 2004) may be important alternatives for CHR
youths. However, few individual interventions with this population have focused on the
development of communication and problem-solving skills.

The majority of participants in this study did not have comorbid substance dependence
disorders. Although a manual has been developed for addressing substance issues within the
context of FFT-CHR treatment (Goldstein, Goldstein, & Miklowitz, 2008), the effectiveness
of those approaches with a CHR population has yet to be evaluated. Also, approximately
half of the families that were randomized did not complete the 6-month interaction task.
While factors such as motivation were not measured, it is possible that only the most
enthusiastic and conscientious families completed the study, and improvement in family
communication in response to this structured treatment may require those family
characteristics. At the same time, those family characteristics alone were not sufficient to
stimulate improvement in family communication among families who received three
sessions of psychoeducation.

Because we compared a relatively intensive 18-session family treatment to a brief three-
session family treatment, it is not clear whether the training in communication and problem-
solving techniques rather than a stronger dose of therapist contact led to the improvements
in communication for the FFT-CHR group. Also this was a clinic-based study with highly
trained, enthusiastic, and well-supervised therapists. It is unclear whether the same results
would be found with a community-based sample with randomly selected therapists, less
rigorous training and supervision, and a broader array of patients. However, this study was
conducted across eight sites using many different therapists and a variety of patients with
substantial diagnostic comorbidity.

Conclusion
While much investigation of family treatment with CHR populations remains to be done,
this study offers a preliminary indication that relatively brief (18-session) family treatment
that is clearly articulated and well supervised can bring about significant improvements in
family communication, a domain of high importance to CHR youths and families. Future
work will examine whether family intervention and its effect on communication leads to
reduction in prodromal symptoms and risk for conversion to psychosis and improvement in
functional outcomes for CHR youths.
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Figure 1.
CONSORT flow diagram. NAPLS = North American Prodrome Longitudinal Study; CHR =
clinical high risk.
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Figure 2.
Proportions of family members’ constructive behavior during problem-solving interactions.
Error bars represent standard errors of the mean. EC = enhanced care; FFT = family focused
therapy.
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Table 1

Coding Categories and Interrater Reliabilities for the 10-Min Family Problem Solving Interaction

Codes Definition Example Intraclass correlation
coefficientsa

Calm–constructive .89

 1. Affection and
  Compliments

Displays of affection; caring, touching
 or supportive remarks; expressing
 positive feelings about others’
 behavior or attributes

Smiling and patting someone gently on the
arm;
 “We are all in this together”; “You just
 provided a really good example.”

.86

 2. Mild Listening Minor indication of listening Saying “mm-hm”; nodding head .81

 3. Active Listening Listening empathically, eliciting
 another’s point of view, summarizing,
 asking follow-up questions

“That sounds tough”; “Tell me more about
 that”; “Are you mad at Mike all the time
or
 just when he borrows your stuff?”

.90

 4. Calm Speaking Expressing oneself clearly and concisely
 in a neutral or positive tone of voice

“I think it is reasonable to expect someone
your
 age to be doing their own laundry.”

.81

 5. Organization Efforts to keep the conversation on track “I think we are talking about two different
 things. Which should we focus on first?”

.84

Critical–conflictual .79

 1. Irritability and
  Anger

Using an irritated/angry tone of voice;
 withdrawing

“I said I DON’T want to talk to you
anymore!”

.84

 2. Complaints and
  Criticism

Complaints, criticisms,
 overgeneralizations, demanding or
 intrusive statements, monologues

“Every time I go to sit down at the kitchen
 table what do I find but your dirty dishes”;
 “You never help.”

.76

 3. Cutoff One person starts to speak before
 another person has finished

Mother says, “I wanted to hear more about
…”
 and youth cuts her off.

.78

 4. Off-Task Comments One person goes off on a tangent during
 the conversation

“Hey they have crayons here. This one is the
 color of my favorite ice cream. Can we get
 ice cream after this?”

.60

a
Averaged across coder pairs.
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Table 2

t-Tests Comparing the Constructive Behavior Scale During Baseline Interaction, Demographics, and
Symptom Scales for Those Who Did and Did Not Participate in the 6-Month Interaction

Scale and demographics Participated in 6-month
interaction

Did not participate in 6-month
interaction t or χ2, p

FFT-CHR participants

Constructive Behavior Scale: M (SD) n

 Youth .15 (.75) 38 −.18 (.95) 13 t = 1.13, p = .27

 Mother .44 (.78) 36 .40 (1.03) 12 t < 1, p = .89

 Father/significant other .59 (.62) 19 .21 (1.40) 6 t < 1, p = .52

Age: M (SD) n

 Youth 17.2 (4.2) 38 17.2 (2.9) 13 t < 1, p = .98

 Mother 45.3 (6.1) 38 41.9 (6.9) 13 t = 1.56, p = .13

 Father/significant other 49.4 (7.2) 36 47.1 (9.0) 13 t < 1, p = .40

Education on 9-point scale: M (SD) n

 Mother 6.5 (1.7) 38 5.9 (1.1) 13 t = 1.52, p = .14

 Father 6.2 (1.7) 36 6.2 (2.2) 13 t < 1, p = .95

Youth SOPS baseline symptoms: M (SD) n

 Positive Symptom Scale 11.8 (3.4) 38 10.7 (2.6) 13 t = 1.23, p = .23

 Negative Symptom Scale 12.8 (6.3) 36 12.8 (5.4) 13 t < 1, p = .98

 Youth gender (male): % 55 85 χ2 < 3.57, p = .06

 Youth antipsychotic medication: % 17 31 χ2 = 1.17, p = .28

EC participants

Constructive Behavior Scale: M, n

 Youth .32, 28 .07, 16 t = 1.08, p = .29

 Mother .58, 26 .76, 12 t < 1, p = .57

 Father/significant other .68, 19 .46, 9 t < 1, p = .40

Age: M (SD) n

 Youth 16.5 (2.5) 28 16.9 (4.4) 16 t < 1, p = .72

 Mother 44.6 (5.8) 27 47.5 (7.2) 16 t = 1.46, p = .15

 Father/significant other 49.2 (7.4) 28 46.4 (5.9) 16 t = 1.37, p = .18

Education on 9-point scale: M (SD) n

 Mother 6.9 (1.5) 27 6.3 (1.5) 16 t = 1.45, p = .16

 Father 6.3 (1.7) 28 6.1 (1.8) 16 t < 1, p = .64

Youth SOPS baseline symptoms: M (SD) n

 Positive Symptom Scale 11.7 (3.7) 28 11.2 (2.8) 16 t < 1, p = .69

 Negative Symptom Scale 11.6 (6.5) 26 13.3 (5.1) 13 t < 1, p = .38

 Youth gender (male): % 57 62 χ2 < 1, p = .73

 Youth antipsychotic medication: % 37 13 χ2 = 2.66, p = .10

Note. FFT-CHR = family focused therapy–clinical high risk; SOPS = Scale of Prodromal Symptoms; EC = enhanced care.
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Table 3

Clinical and Demographic Characteristics of the Sample

Variable EC (n = 28) FFT-CHR (n = 38) χ2 or t p Total (n = 66)

Youth characteristics

Age: M (SD) 16.5 (2.50) 17.2 (4.24) <1 .43 16.9 (3.6)

Years of education: M (SD) 9.96 (2.35) 10.39 (3.09) <1 .54 10.2 (2.79)

Gender: % (n) .02 .88

 Male 57.1 (n = 16) 55.2 (n = 21) 56.1 (n = 37)

Ethnicity: % (n) 3.77 .71

 African American 3.6 (n = 1) 10.5 (n = 4) 7.6 (n = 5)

 Asian American 7.1 (n = 2) 7.9 (n = 3) 7.6 (n = 5)

 Caucasian 67.9 (n = 19) 50 (n = 19) 57.6 (n = 38)

 Hispanic American 10.7 (n = 3) 15.8 (n = 6) 13.6 (n = 9)

 Multiracial 7.1 (n = 2) 7.9 (n = 3) 7.6 (n = 5)

 Native American 3.6 (n = 1) 2.6 (n = 1) 3.0 (n = 2)

 Declined identification 0 5.3 (n = 2) 3.0 (n = 2)

Prodromal syndrome: % (n) 3.99 .41

 Attenuated positive symptoms 85.7 (n = 24) 89.5 (n = 34) 88.0 (n = 58)

 Genetic risk and deterioration 7.1 (n = 2) 10.5 (n = 4) 9.0 (n = 6)

 Brief intermittent psychosis 7.1 (n = 2) 0.0 (n = 0) 3.0 (n = 2)

SOPS Positive Symptoms Scale: M (SD) 11.7 (3.66) 11.8 (3.41) <1 .86 11.7 (3.49)

SOPS Negative Symptoms Scale: M (SD) 11.6 (6.48) 12.8 (6.32) <1 .47 12.3 (6.36)

Global Assessment of Functioning: M (SD) 47.5 (10.39) 47.2 (7.91) <1 .87 47.4 (8.96)

Antipsychotic medications: % (n) 3.38 .07

 Yes 35.7 (n = 10) 15.8 (n = 6) 25.4

DSM–IV diagnoses: % (n)

 Major Depressive Disorders 28.6 (n = 8) 39.5 (n = 15) <1 .36 34.8 (n = 23)

 Bipolar Disorders 7.1 (n = 2) 5.3 (n = 2) <1 .75 6 (n = 4)

 Substance Disorders 3.6 (n = 1) 5.3 (n = 2) 2.84 .42 4.5 (n = 3)

 Anxiety Disorders 50 (n = 14) 42.1 (n = 16) <1 .52 45.5 (n = 30)

 Eating Disorders 3.6 (n = 1) 0 (n = 0) 1.38 .24 1.5 (n = 1)

 Attention Deficit Disorders 17.9 (n = 5) 21.1 (n = 8) <1 .75 19.5 (n = 13)

 Learning Disorders 7.1 (n = 2) 10.5 (n = 4) <1 .64 9 (n = 6)

 Developmental Disorders 7.1 (n = 2) 5.3 (n = 2) <1 .75 6 (n = 4)

 Oppositional Defiant Disorder 3.6 (n = 1) 5.3 (n = 2) <1 .74 4.5 (n = 3)

Family characteristics

Fathers’ age: M (SD) 49.2 (7.36) 49.4 (7.23) <1 .90 49.3 (7.23)

Mothers’ age: M (SD) 47.5 (7.15) 45.3 (6.08) 1.33 .19 46.2 (6.59)

Fathers’ education: % (n) <1 .88

 Primary school 7.1 (n = 2) 7.9 (n = 3) 7.8 (n = 5)

 Some high school 25 (n = 7) 23.7 (n = 9) 25 (n = 16)

 Some college 46.4 (n = 13) 50 (n = 19) 50 (n = 32)
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Variable EC (n = 28) FFT-CHR (n = 38) χ2 or t p Total (n = 66)

 Some graduate school 21.4 (n = 6) 13.2 (n = 5) 17.2 (n = 11)

Mothers’ education: % (n) 1.41 .70

 Primary school 3.6 (n = 1) 2.6 (n = 1) 3.1 (n = 2)

 Some high school 14.2 (n = 4) 26.3 (n = 10) 21.5 (n = 14)

 Some college 53.6 (n = 15) 44.7 (n = 17) 49.2 (n = 32)

 Some graduate school 25 (n = 7) 26.3 (n = 10) 26.2 (n = 17)

Note. EC = enhanced care; FFT-CHR = family focused therapy–clinical high risk; SOPS = Scale of Prodromal Symptoms; DSM–IV = Diagnostic
and Statistical Manual of Mental Disorders (4th ed.; American Psychiatric Association, 1994).
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Table 4

Raw Means, Standard Deviations, and F Tests for Proportions Calculated for Coded Individual Data Analyzed
by Family

EC (n = 28) FFT-CHR (n = 38)

Baseline 6 months Baseline 6 months F

Variable M (SD) M (SD) M (SD) M (SD) TX × T TX × T × FM

Constructive behavior .46 (.76) .47 (.81) .29 (.85) .87 (.51) 16.97** .06

 Calm–constructive codes .94 (.40) .94 (.39) .85 (.41) 1.13 (.33) 13.97** .59

  1. Affection and Compliments .05 (.07) .06 (.08) .03 (.05) .04 (.06) 0 .16

  2. Mild Listening 04 (.08) .06 (.09) .05 (.07) .05 (.08) .01 1.48

  3. Active Listening .21 (.19) .19 (.18) .19 (.17) .26 (.20) 9.47** 1.71

  4. Calm Speaking .60 (.24) .61 (.23) .56 (.26) .74 (.17) 9.06** 1.61

  5. Organization .04 (.06) .03 (.04) .03 (.05) .03 (.05) 2.48 .36

 Critical–conflictual codes .49 (.40) .48 (.47) .57 (.47) .24 (.25) 18.00** .28

  1. Irritability and Anger .15 (.23) .14 (.23) .23 (.25) .08 (.13) 9.51** .15

  2. Complaints and Criticism .07 (.10) .07 (.12) .08 (.11) .03 (.06) 8.70** .92

  3. Cutoffs .17 (.16) .14 (.15) .14 (.13) .08 (.09) 2.33 2.60

  4. Off-Task Comments .07 (.13) .11 (.17) .08 (.14) .04 (.09) 16.50** .08

Note. EC = enhanced care; FFT-CHR = family focused therapy–clinical high risk; TX = treatment; T = time; FM = family member.

**
p < .01.
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