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Abstract

Aim—This article outlines the rationale for a family-focused psychoeducational intervention for
individuals at risk for psychosis and explains the design of a randomized multisite trial to test its
efficacy.

Methods—Adolescents and young adults that meet criteria for a psychosis risk syndrome at eight
participating North American Prodromal Longitudinal Study sites are randomly assigned to a 6-
month, 18-session family-focused treatment for prodromal youth or a 3-session psychoeducational
enhanced care control intervention and followed over 1 year.

Results—The results will determine whether the use of a family intervention is able to
significantly improve functional outcomes, decrease the severity of positive symptoms and
possibly prevent the onset of full psychosis, compared with enhanced care alone. Levels of
familial criticism at baseline are hypothesized to moderate responses to family intervention.
Improvements in knowledge about symptoms, family communication and problem solving will be
tested as mediators in the pathways between treatment assignment and clinical or psychosocial
outcomes in high-risk youth.

Conclusions—The ongoing trial evaluates whether a non-invasive psycho-social approach can
significantly enhance functional outcomes and prevent the ultra high risk patients from developing
psychasis. The results will provide an important stepping stone in the movement of the field from
refining early detection strategies to developing efficacious preventative treatments.
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Introduction

The aim of preventing schizophrenia and other psychotic disorders has led researchers to
focus on early identification of individuals at risk for psychosis. The “ultra high risk’ (UHR)
syndrome refers to a set of clinical criteria to detect individuals exhibiting risk factors for
developing psychosis. The UHR criteria are characterized by attenuated psychotic symptoms
and/or a family history of psychosis with functional deterioration.! Approximately 35% of
individuals identified as UHR develop a psychotic disorder within 2.5 years.2= Although
the UHR construct represents one of the strongest predictors of psychosis to date, the
majority of UHR subjects do not develop a psychotic disorder, and conversion rates have
dropped in recent years in some studies/locations.> Although not all UHR subjects transition
to psychosis, many suffer from poor social and role functioning and are subsequently at
significant risk for school failures and long-term social and occupational disabilities.® In
addition, many UHR subjects experience clinically significant levels of anxiety and
depression. Thus, it is critical to develop early, minimally invasive interventions.

Researchers have tested the efficacy of antipsychotic medications in an effort to address the
clinical needs of UHR patients. The two randomized controlled trials (RCTs) that have
tested the prophylactic effects of antipsychotic medications on UHR patients have produced
inconclusive results.”8 Given the lack of evidence supporting the use of antipsychotic
medications, there is a need to develop efficacious treatments to stave off the full onset of
psychosis and improve functioning. A recent RCT of long-chain omega-3 fatty acids versus
placebo, with each UHR group receiving up to nine sessions of need-based psychosocial
intervention, found significant improvement on measures of positive symptoms, negative
symptoms and functioning in the group receiving fatty acids.® Low-risk interventions are
well suited to address the unique challenges of treating a UHR population, such as the need
to limit exposure to adverse events in potentially false positive cases.

Various cognitive behavioural treatment (CBT) manuals have been developed for the UHR
population and tested in several RCTs.”-10.11 First, in an RCT of risperidone and CBT versus
a needs-based intervention administered for 6 months, McGorry and colleagues’ established
that those receiving the combination of medications and CBT had lower rates of conversion
at the end of the treatment. The group differences were not significant at 6-month follow-up,
nor were there differences between groups on measures of functional outcome. A second
study found that patients who completed a 6-month trial of CBT had significantly reduced
rates of transition to psychosis compared with patients who received monitoring alone.1°
Although those differences were not maintained at the 3-year follow-up, those patients who
received CBT were less likely than those in the control condition to require treatment with
antipsychotics at follow-up.1! In a third RCT comparing CBT to supportive therapy,12 there
was a rapid decline in positive symptoms for both treatment groups but no significant
improvement in negative symptoms or social functioning. Taken together, these studies
demonstrate the potential efficacy of psychosocial interventions at the early phase of illness,
whereas also challenging the field to develop interventions that can improve functional
outcomes.
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A pilot study examining the feasibility and acceptability of a 9-month psychoeducational
multifamily group (PMFG) treatment for young people at risk for psychosis yielded
encouraging results.3 Individuals and families reported benefitting from the intervention
and UHR patients improved significantly in positive symptoms and in work/school
functioning. Nonetheless, engaging this population in groups was problematic, as reflected
by higher than expected treatment refusal rates (45%), often due to concerns about privacy.
Also, the relatively small number of families available to a specialized UHR or first-episode
treatment centre presents unique challenges for multifamily groups. In one first-episode
study, families had to wait 6-12 months on average until a sufficient number of patients
were gathered to start a group.1* Although this open trial showed promise, multiple
interventions were introduced simultaneously with 56% of the sample receiving
antipsychotic medications and 100% receiving individual therapy either concurrently or
prior to the PMFG intervention. Thus, conclusions about the efficacy of PMFG await the
results of RCTs. In light of the extensive literature on family psychoeducation as a treatment
of choice for schizophrenia,1® preliminary success of PMFG in a UHR population, and
previous research that has linked the family environment to symptomatic and functional
outcomes in schizophrenia,1® first-episode psychosis!? and UHR13.18.19 populations, family
therapy is a promising intervention approach worthy of investigating for a UHR population.
Miklowitz and colleagues?® developed family-focused treatment (FFT) for patients with
bipolar disorder and their families. RCTs testing the efficacy of FFT combined with
pharmacotherapy in adult and paediatric bipolar populations resulted in significant recovery
rates over 1 year?! (77% of adult patients vs. 52% in a brief treatment control), symptomatic
improvement, 20 relapse reduction,20-22 and better social and overall functioning.22:23
Adolescents from families that were higher in criticism at baseline showed a greater
response to FFT than those from families lower in criticism at baseline.?4 In a different
study, the positive effect of FFT treatment on adult patients' symptoms was partially
mediated by increases in patients' positive interactional behaviour.25 The current project
aims to conduct an RCT to determine the efficacy of an adapted version of FFT, family-
focused treatment for prodromal youth (FFT-PY) in comparison with a briefer enhanced
care (EC) condition in improving functional outcomes, decreasing symptom severity, and
reducing transition rates to full psychosis in adolescents and young adults at risk for
psychasis. Although other RCTs have focused primarily on reducing symptoms, this family
treatment aims to improve functional outcomes due to the broader focus of the intervention
on enhancing coping, communication, and problem solving skills that can be applied in the
peer, home, school and work environments. Additionally, family members who are in
frequent contact with UHR youths may be able to reinforce skills that have been learned in
therapy more frequently than would a therapist meeting once per week with a youth.

The following primary hypotheses will be tested:

1. UHR youths in the FFT-PY condition will experience greater gains in psychosocial
functioning and experience less severe subthreshold psychotic symptoms than UHR
youths in the EC condition over 1-year follow-up.

Early Interv Psychiatry. Author manuscript; available in PMC 2014 July 22.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Schlosser et al.

Method

Participants

Measures

Page 4

2. UHR youths in the FFT-PY condition will experience reduced rates of conversion
to a psychotic disorder relative to UHR youths in the EC condition over 1-year
follow-up.

The secondary hypothesis to be tested is the following: Treatment-associated gains in
psychosocial functioning and reductions in symptom severity will be moderated by levels of
familial criticism at baseline. Specifically, and consistent with prior research,24:25 we expect
that youths who are in high-criticism families will show greater benefits than youths in low-
criticism families in FFT relative to EC. Further, the treatment-related improvements in
youths' and family members' communication and problem-solving skills and knowledge
about prodromal symptoms will partially mediate the effectiveness of FFT-PY in enhancing
the clinical and functional outcomes of UHR youths.

This article describes the 8-site study, its measurement strategies, and the adaptation and re-
manualization of the FFT model to address the needs of UHR youth.

Adolescents and young adults, aged 12-35, are being recruited from each of eight sites in
the North American Prodrome Longitudinal Study (NAPLS), a consortium of UHR research
programmes. Once enrolled and consented, participants are approached about the FFT-PY
study, consented and provided with a random assignment to one of two treatment conditions
(FFT-PY or EC). Consistent with the inclusion criteria for NAPLS, the current study
requires that each subject meet the diagnostic criteria of a current “psychosis risk syndrome’,
as defined by the Structured Interview for Prodromal Syndromes (SIPS).28 A psychosis risk
syndrome is defined by the presence of: (i) attenuated positive symptoms; (ii) brief
intermittent psychotic symptoms; (iii) decline in functioning and either a diagnosis of
schizotypal personality disorder or a first-degree relative with a psychotic disorder; or (iv) a
diagnosis of schizotypal personality disorder in participants age 18 or younger. Due to the
study's focus on family interventions, subjects must have at least one family member who is
willing to participate in the treatment, even if the subject is not living with this family
member. A family member can include, but is not limited to, a parent, sibling, caregiver,
other relative and/or significant other.

Power calculations conducted in collaboration with a statistician determined the recruitment
goal of 96 participants, with 48 in each treatment condition. Assuming the current attrition
rate remains at approximately 20%, this sample size would have 80% power to detect a
difference in symptomatic and functional outcome of 0.50 standard deviation units or greater
and 80% power to detect a reduction of 34% or more in the expected conversion rate.

All subjects are evaluated using measures from the NAPLS protocol at baseline, 6 and 12
months. The earliest enrolled subjects may also be followed up at 18 and 24 months.
Additional measures of family functioning were added. Independent evaluators, blind to
treatment assignment, are completing all outcome measures. Trained MA or PhD level
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clinicians who participated in an in-depth “‘gold-standard’ training programme regarding the
administration and scoring of the SIPS and Structured Clinical Interview for the DSM-1V
(SCID-I) administer the clinical measures. Additionally, all potential cases must pass
consensus agreement via a conference call with NAPLS investigators. In order to ensure the
blind and reduce the potential for rating bias, independent supervisors, not involved in the
trial, are supervising the clinical assessments administered by independent evaluators.
Assessment files and treatment files are kept in separate filing cabinets. The staff members
working on the trial and those completing the independent evaluations are instructed to
avoid breaking the blind by not discussing the treatment status of individual participants.
Additionally, participants involved in the trial are asked not to reveal their condition to the
independent evaluators. If an evaluator is unblinded, he/she is replaced with a new blind
evaluator.

Clinical measures—The course of attenuated positive symptoms over time and
conversion to psychosis is being evaluated with the Scale of Prodromal Symptoms2° at each
study visit. The criterion for conversion to psychosis is met when positive symptoms are
experienced at a psychatic level of intensity for >1 h per day at an average frequency of 4
days/week over a 1-month period. Psychotic intensity is defined by endorsing full conviction
in the experience of a positive symptom and/or experiencing psychotic symptoms that are
seriously disorganizing or dangerous. Diagnostic outcomes are measured using the SCID-I.
Our study does not contain a formal measure of adverse events, such as increased stigma.
However potential negative effects of our treatment ought to be detected by the treating
clinicians or the treatment satisfaction questionnaire given at the end of treatment.

Social and role functioning—Psychosocial functioning is based on two domains:
interpersonal skills (social functioning) and independent school/employment or
homemaking capabilities (role functioning), which is measured by the interview-based
Global Functioning Scale (GFS): Social and the GFS: Role. These scales have high inter-
rater reliabilities and construct validity.2’

Family functioning—Subjects and family members are asked to complete the Knowledge
regarding the Prodrome Questionnaire,28 a 32-item questionnaire, before the FFT-PY or EC
treatments and again at the end of treatment. Given that this is a psychoeducational
intervention, the knowledge that patients and family members acquire over the course of the
treatment may mediate clinical and functional outcomes.

To determine whether qualities of the family environment moderate participants' responses
to FFT versus EC, and mediate changes in clinical and functional variables, various aspects
of the family environment are evaluated at baseline and post-treatment. Family measures
include the Perceived Criticism and Perceived Warmth Scales (PCPW),29 the Conflict
Behavior Questionnaire (CBQ),39 and a 10-min problem-solving family interaction task.31
The UHR subject and at least one family member complete the PCPW and CBQ. The CBQ
is a measure of perceived family conflict that has been widely used with families with
children and adolescents.32:33 The PCPW surveys the degree to which a family member
perceives criticism and warmth in a key relative and has been used as a reliable predictor of
outcomes in the UHR population.18 Lastly, the problem-solving interaction task identifies
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youth and family members' problem solving and communication skills and shows good
concurrent validity with Camberwell Family Interview-measured dimensions of expressed
emotion.31

Fidelity measure—Clinicians participate in a 2-day workshop to learn the FFT-PY and
EC treatments. They receive weekly individual supervision until standards of competency
and treatment adherence are met at which point supervision is provided monthly. Fidelity to
the treatment model is measured by the Therapist Competence and Adherence Scale,
Revised (TCAS-R).34:35 The TCAS-R is rated by independent observers based on at least
three sessions for each study case (at minimum, one from psychoeducation, one from
communication enhancement training and one from problem solving). For the EC condition,
at least one session is reviewed from every case. Clinicians who score low on the TCAS-R
items are offered additional training in the FFT-PY or EC manuals and more intensive
supervision.

Each participant and his/her family are fully informed about the rationale and procedures for
the study. Both the parent and the underage minor must provide consent/assent for the
participant and family to be included. If a participant loses capacity to consent, his/her legal
guardian would make treatment decisions on the participant's behalf. Participants who lose
capacity will not be withdrawn from the protocol. Should a safety issue arise, such as the
participant becomes a danger to self/others and/or is seriously disorganized and dangerous,
the treating clinician would follow emergency procedures. After the participant is
determined to be eligible and consent/assent forms are signed, a random assignment
(stratified by antipsychotic use and site) to FFT-PY or EC is determined. The random
assignment is made using an automated randomization system and is kept in a secure
location by an independent person. The random assignment is relayed directly to the treating
clinician through a secure email. The same clinicians are delivering the FFT-PY and EC
treatments.

If subjects are assigned to FFT-PY, the family receives 18 sessions over 6 months (12
weekly, 6 biweekly) whereas families in the EC condition receive a total of three weekly
sessions over the first 6 months. All subjects in the FFT-PY condition receive the same
services offered in the EC condition. Figure 1 outlines the study design.

Data analysis plan

All analyses will be by intent to treat. The primary outcome variables (functioning and
symptom severity), all treated as continuous variables, will be examined as a function of
treatment condition and site using mixed effects regression models. Similar approaches will
be used to examine the trajectory of functional outcome scores. The advantages of mixed
effects models over traditional repeated measures models are that they allow for (i) the
inclusion of participants with missing data, (ii) observations that are unequally spread out
over time (both within and between participants), and (iii) more flexible modelling of
variance and covariance patterns of residuals. Moderators (e.g. family criticism) will be
tested through examining the treatment by moderator by time interaction in the mixed
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models. Changes in knowledge about symptoms, communication and problem-solving skills
will be examined in mixed models as mediators of the effects of FFT versus EC on patient
outcomes. For evaluation of time to conversion, we will use Cox's proportional hazards
model and Kaplan—Meier survival analysis.

For the purposes of this study, we operationally define as “clinically significant’ an
improvement of 0.5 SDs or larger on the Social and Role Functioning scales or an
improvement to an absolute score of 7 or higher on both scales (which corresponds to the
normal range of functioning) or both. In terms of positive symptoms, clinically significant
change is defined as a reduction in positive symptom severity of 0.5 SDs or larger or a
reduction to below the prodromal range of severity (i.e. 2 or lower on all P items) or both.

Treatment Framework

One of the theoretical assumptions of the FFT model is that family members' reactions to the
patient's psychiatric symptoms can play either a protective role or contribute to the
worsening of symptoms.23 FFT utilizes psychoeducation, stress management and skill-
building strategies to address the demands that psychiatric symptoms often impose on
families. Notably, the onset of attenuated positive symptoms is often accompanied by
functional impairments in the youth, which typically affect family functioning. For example,
if a UHR subject is experiencing a high degree of avolition and his grades decline, the
family is faced with a decision about how to react. On the one hand, they want to buffer the
young person from stress because of his experience with distressing symptoms, yet they also
want to stop the decline of academic functioning. In many ways, the onset of symptoms and
the family's reactions are seen as developmental challenges in the family. Family members
must negotiate the appropriate level of involvement with the UHR subject. The framework
of FFT encourages the family to navigate these challenges in a way that meets the needs of
each family member, given their newly acquired knowledge (from psychoeducational
sessions) about the nature of the UHR syndrome and how it affects the youth. Although the
primary goals of the treatment are to decrease the risk of worsening symptoms and enhance
social and role functioning, improvement in youths' and family members' communication
and problem solving skills is assumed to mediate these changes and hence an important
focus of the treatment.

The FFT-PY manual36 was adapted from the FFT manual for children at-risk for bipolar
disorder (FFT-A),23 and guided by research on multifamily group therapy,3” and individual,
family and group treatment of youth at risk for psychosis.38-3° Adaptations to the manual
were made to address the unique clinical issues that affect a UHR population, such as
functional deficits, positive symptoms and negative symptoms.

Whereas the content of the FFT-PY manual is somewhat different from previous FFT
manuals, the approach of clinicians, however, is the same. Clinicians are trained to be active,
directive, and to provide an open and ‘down to earth” approach with patients and families.
Although the treatment has a significant psychoeducational component, it is not intended to
be purely didactic. Instead, family members are encouraged to interact and practice skills in
sessions with the therapist acting as a coach. Although the treatment is manualized,
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flexibility is emphasized. Therapists are encouraged to meet the needs of each family, which
might require a therapist to skip and/or add a topic and adjust the pacing of sessions. This
flexibility is afforded by the advantage of an individualized family therapy format.

Treatment structure

Similar to the FFT for bipolar disorder manual, the FFT-PY manual consists of three
modules: (i) psychoeducation, (ii) communication enhancement, and (iii) problem solving
(Table 1).

The objectives of the educational sessions are to teach the family about the clinical and
functional sequelae of the UHR syndrome, discuss the role of stress in the clinical course,
teach skills that can help manage stress, and develop a prevention action plan to be
implemented if symptoms and level of functioning worsen. The skill-based approach and
focus on family engagement are strategies specifically designed to improve psychosocial
functioning. The goals of communication skills training and structured problem solving are
to teach the UHR youth to operate at a more effective level in the family, among peers and
in an academic/occupational environment. The treatment model encourages flexibility in
order to accommodate working with diverse families, such as single/dual parents, gay/
straight parents, grandparents as primary caregivers, and couples.

Psychoeducation module—The first six sessions provide education to the family in an
interactive format. The family is introduced to the symptoms of the UHR syndrome,
associated functional impairments, and other comorbid problems, such as depression and
anxiety. Feedback from the subject's clinical assessment is integrated into the discussions of
symptoms of the UHR syndrome. The interaction between biological vulnerability and stress
is introduced in order to provide the rationale for future work on stress reduction and coping
enhancement. When discussing the psychoeducational material, efforts are made to
minimize stigma and avoid pathologizing the subject. One of the ways this is done is by
normalizing the subject's symptoms. For instance, if a young person is experiencing
suspicious thinking, the therapist might say, ‘It's very common to have concerns about what
other people think of us, and although this has become increasingly bothersome to you, |
think we can all relate to the feelings that this brings up for you’. Additionally, families are
informed that the majority of UHR youths do not go on to develop a psychatic disorder.

During the educational sessions, the therapist encourages the family to identify various
sources of stress that stem from the individual (e.g. negative self talk, trouble organizing),
school/work (e.g. classes are too demanding, deadlines), family (criticism, unclear rules) and
the community (e.g. dangerous neighbourhood). The therapist facilitates a discussion
regarding the physical (e.g. muscle tension), cognitive (e.g. trouble focusing), behavioural
(e.g. withdrawal) and affective (e.g. irritability) signs of stress. Coping strategies are then
discussed with the goal of broadening each family member's repertoire of coping options. In
order to integrate the material, a “prevention action plan’ is developed that includes early
warning signs of worsening symptoms or functioning and coping options.

The FFT-PY version of FFT focuses on additional skills that are relevant to a UHR
population. Specifically, material was added that addresses social skills deficits, negative
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and anxiety symptoms, and academic impairments. Based on the clinical and family
assessments and initial therapy sessions, the clinician conceptualizes each case and then
selects those skills that would provide the most benefit to each individual youth and family.
For example, if a subject is experiencing significant social impairment, the social skills
training can be provided; if negative symptoms are a significant concern, the therapist can
implement pleasant event scheduling or other behavioural activation plans. A new session
was added to the FFT-PY manual that works directly on optimizing family support. In this
session, the therapist facilitates a discussion regarding how the family members react to
stressful events, symptoms and impairments in functioning, and in turn how subjects react to
family members' expressions of frustration or attempts to help. Psychoeducation is provided
regarding the importance of establishing and maintaining an environment that is low key and
non-critical.

Communication enhancement training (CET) module—Sessions 7-11 focus on five
different communication skills: (i) expressing positive feelings; (ii) active listening; (iii)
communication clarity; (iv) making positive requests for change; and (v) expressing
negative feelings. The communication clarity session targets disorganized thinking in
patients and communication deviance in family members, which has been shown to be
stressful for patients and family members.4041 The therapist teaches skills such as the
importance of using concise speech, being specific rather than abstract and bringing up one
topic at a time. During the CET module, the bulk of the work in session is conducted using a
role-playing format. The therapist facilitates discussions between family members and
encourages the use of the new communication skills in within-session rehearsal and
between-session homework.

Structured problem-solving module—The final phase of treatment is designed to
teach families about the importance of utilizing a structured approach to solving problems.
During this module, the therapist explains the different steps of solving problems: (i) define
the problem:; (ii) identify the goal; (iii) list potential solutions; (iv) evaluate advantages and
disadvantages of the solutions; and (v) select a solution and develop a plan. Families learn
the skills by using therapist-facilitated role-playing and practicing the skills between
sessions. Examples of topics that are brought up include developing strategies to increase
activity, improving social skills, decreasing family conflict and managing symptoms.

EC model—To date, there are no standards of usual care for UHR subjects. The EC model
was developed to mirror a treatment-as-usual condition that includes case management and
family education. The EC manual#? was adapted from the manual for brief psychoeducation
with adolescent bipolar patients.3 It consists of: (i) diagnostic assessments with a study
evaluator; (ii) psychoeducational sessions focused on the UHR syndrome, risk and
protective factors, and an individualized prevention plan that are scheduled after each
assessment time point; (iii) ongoing case management and referral for medication
management (if needed); and (iv) references for reading materials pertinent to managing
UHR symptoms (Table 2). Three additional crisis sessions can be provided if the UHR
youth experiences a clinical emergency. In the case of psychiatric emergencies, patient
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safety is prioritized and clinicians are advised to apply ethical standards of care to mitigate
the crisis.

Discussion

This article has outlined the rationale and design of the first RCT testing the efficacy of a
family intervention for adolescents and young adults at risk for psychosis. The results will
show whether the use of a family intervention is able to significantly enhance functional
outcomes, decrease symptoms and prevent the onset of full psychosis. Further, the family
environment will be investigated to determine if particular families, such as those who enter
treatment with highly conflictual interactions, benefit more from treatment than families
who experience lower levels of conflict. The mediating effects of improvements in family
communication/problem solving and knowledge of the UHR syndrome on youth clinical and
functional outcomes will be examined. The roles of medications and medication adherence
will be examined in an exploratory manner.

The current trial is limited by the requirement that subjects have at least one family member
who is able and willing to participate in treatment. We will track enrolment to identify the
percentage of subjects who are ineligible due to a lack of access to family members and/or
an unwillingness to involve family in treatment. The current study has a wide range of age,
which might limit the findings, thus the potential effects of age (and other demographic
characteristics) will be tested and controlled for as they might affect the intervention
outcomes. Additionally, due to some study participants receiving antipsychotic medications,
conversion rates might be lower than expected in both treatment conditions. Lastly, since the
treatment is being carried out in medical centres, its results may not translate into
community mental health settings. It will be important to evaluate how quickly clinicians are
able to learn to deliver the treatment, and the factors that impede this process.

In summary, the current study is the first RCT to test the efficacy of a family intervention in
a population at significant risk for psychosis. The ongoing trial will determine whether a
non-invasive psycho-social approach can significantly enhance functional outcomes and
possibly even prevent UHR subjects from developing psychosis. The results will provide an
important stepping stone in the movement of the field from refining early detection
strategies to developing efficacious early interventions.
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Figure 1.
FFT-PY study design. EC, enhanced care; FFT-PY, family-focused treatment for prodromal

youth; NAPLS, North American Prodrome Longitudinal Study.
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Table 1
Family-focused treatment-prodromal youth session overview

Session# Goalsfor each session

1. Family education: Sessions 1-6
1 Overview of treatment and goal setting
2 Discussion of symptoms and vulnerability-stress model
3 Identifying and evaluating stress
4 Mobilizing coping efforts and teach a new skill
5 Optimizing family support
6 Prevention planning
11. Communication enhancement training: Sessions 7-11
7 Teach skill #1: Expressing positive feelings
8 Teach skill #2: Active listening
9 Teach skill #3: Communication clarity
10 Teach skill #4: Making positive requests for change
11 Teach skill #5: Expressing negative feelings
111. Problem solving 12-18
12-17  Structured problem solving

18 Termination
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Table 2
Enhanced car e session outline

Session# Goalsfor each session

1
2
3
Feedback

Discussion of symptoms, vulnerability-stress model
Develop prevention action plan
Provide clinical and neuropsychological feedback

6- 12-, 18-, 24-month clinical and neuropsychological feedbacks
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