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Can we identify and treat “schizophrenia light” to
prevent true psychotic illness?
Better to focus on treating psychosis in non-psychotic disorders
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In a linked meta-analysis, Stafford and colleagues (doi:10.1136/
bmj.f185) provide evidence that cognitive behavioural therapy
(CBT) may show some modest benefits in preventing transition
to psychosis at 12 months’ follow-up in patients at high risk.1
In doing so, they summarise a huge amount of work on
interventions to prevent psychosis. However, this approach
assumes that a discrete state of high risk for psychosis exists,
an assumption that has increasingly been challenged.
Traditionally, phenomena such as delusions and hallucinations
(hereafter, psychosis) were thought to be diagnostic indicators
of psychotic disorders such as schizophrenia. However,
psychotic symptoms are more common than was previously
realised. They are present—at various degrees of severity—in
about 5% of the general population who are not seeking help;
in about 25% of people with (non-psychotic) common mental
disorders, such as anxiety and depression; and in around 80%
of patients with psychotic disorders.2

Low grade psychotic phenomena in those not seeking help are
associated with an increased relative risk—albeit low absolute
risk—of later psychotic disorder, and, more surprisingly, also
of non-psychotic mental disorder.3 Furthermore, low grade
psychotic symptoms in people with common mental disorders
predict a poorer prognosis, similar to the more severe course
traditionally associated with psychotic illness.4 5 Therefore, the
boundaries between normal mentation, common mental disorder,
and schizophrenia become blurred if positive psychotic
phenomena are used as a distinguisher.

It is important to deconstruct the concepts of “ultra high risk”
and “transition” in relation to psychotic illness. Much of the
literature that promotes the idea of a state of ultra high risk of
progression to psychotic illness reduces this complex
psychopathological reality to an unrealistically clear picture.
The implicit assumption is that this state is a “schizophrenia
light” condition that is a reliable and valid binary concept, and
that treatment of this condition can prevent the equally valid
simple concept of transition to frank psychosis. Frank psychosis
is defined according to an (arbitrary) cut off of psychosis
severity or a (similarly arbitrary) diagnostic concept of

“schizophrenia spectrum.” However, reality may not be quite
so black and white. Although the murky reality that lies beneath
the apparently strong ultra high risk paradigm may not negate
the main message of Stafford and colleagues’ analysis, the
study’s findings should be considered within a broader context.
Several practice and policy considerations are relevant.6
Firstly, definitions of transition, which are usually arbitrarily
applied, vary between centres. These definitions basically
express the shift from a little or moderate expression of
psychosis to severe expression of psychosis. However, the
expression of psychosis naturally fluctuates in intensity, severity,
duration, and functional impact within individuals over time.
Temporary amelioration of psychosis in people with existing
psychotic disorder at the time of the baseline assessment may
cause them to be wrongly assigned to the ultra high risk group
rather than the psychotic group. It is therefore not surprising
that the only trial that defined ultra high risk status on the basis
of repeated baseline assessments over time (to better exclude
people who already had full psychotic disorder at baseline) had
a low transition rate of only 8%.7 The same problem applies
when assessing transition at follow-up assessments.

Secondly, populations in studies of ultra high risk groups consist
largely of people already diagnosed with mental disorders
(mostly common mental disorders such as anxiety and
depression) who seek help at mental health services.8 Thus,
“transition” is not the transition from health to disorder, but
mostly from a common mental disorder with a certain degree
of psychosis to one with a greater degree of psychosis. Given
the flexibility of diagnostic criteria in psychiatry, and the large
degree of heterogeneity within groups of patients with a certain
diagnosis, a new diagnosis within the schizophrenia spectrum
can often be applied in the context of such transitions. However,
to what degree does a diagnostic shift combining fuzzy
categorical and dimensional expressions of psychopathology
represent a valid outcome for a randomised controlled treatment
trial?
Thirdly, given the arguably arbitrary distinction between
transition and non-transition, it is not surprising that prospective
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research has established that transition is not relevant to longer
term outcome. A study of a large ultra high risk sample (n=230),
with more than seven years of follow-up, showed that less than
50% of those with the poorest functional outcome came from
the group who had made the transition.9

So what can we conclude? It may make sense to focus on
treating psychosis in non-psychotic disorders. A less complex
interpretation of Stafford and colleagues’ meta-analysis is
possible, which is in line with the notion of clinical staging.10
For patients diagnosed as having common mental disorder with
psychotic symptoms of varying severity, which is usually
associated with poorer outcome, early treatment of psychotic
symptoms may have beneficial effects on the course of psychosis
expression. The effect of CBT compared with supportive
counselling in reducing the severity of positive psychotic
symptoms (arguably the more valid outcome given the problems
with defining transition) is small (fig 4 of the linked paper).1
However, the largest and best conducted trial to date showed
that CBT did not affect the outcome of transition but did
substantially decrease the severity of psychotic symptoms.7
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Longer term follow-up studies are needed to examine the degree
to which early treatment of psychotic symptoms in
non-psychotic disorder is associated with better long term
outcome. Such studies should use valid outcome measures, such
as functioning in the community, rather than the fuzzy concepts
of diagnostic shift that were measured in the studies examined
in the current meta-analysis.
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