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Early intervention service systems for youth mental health: 
integrating pluripotentiality, clinical staging, and 
transdiagnostic lessons from early psychosis
Jai L Shah, Nev Jones, Jim van Os, Patrick D McGorry, Sinan Gülöksüz

Challenges associated with operationalising services for the at-risk mental state for psychosis solely in that same 
diagnostic silo are increasingly well recognised—namely, the differential risk for psychosis being a function of 
sampling enrichment strategies, declining transition rates to psychosis, questions regarding the validity of transition 
as an outcome, and the frequent development of non-psychotic disorders. However, recent epidemiological and 
clinical research suggests that not all threshold-level psychoses are likely to occur homotypically; early-stage non-
psychotic syndromes might exhibit heterotypic shifts to a first episode of psychosis, without an identifiable at-risk 
mental state. These findings, along with the relevance of outcomes beyond traditional diagnoses or syndromes, have 
substantive implications for developing next-generation early intervention infrastructures. Beyond the idea of general 
at-risk clinics for early-stage pluripotential syndromes, we examine how this reality might affect service design, such 
as the need for close linkage with centres of expertise for threshold-level disorders when transitions to later stages 
occur, the balance between generic and specific interventions amid the need for person-centred care, and the 
challenges this reorientation might pose for broader mental health systems.

Introduction
Catalysed by the articulation of a hypothesised critical 
period of 2–5 years around the onset of a psychotic 
illness,1 early intervention efforts in psychosis have 
historically centred around interlocking aims: reducing 
treatment delays, providing phase-specific care, and 
preventing adverse outcomes. That these endeavours 
have gained rapid momentum, moving from select 
clinical research programmes2 to scaled up imple-
mentation efforts in a growing number of countries and 
health systems, is a testament to the collaborative efforts 
of global leaders.3,4 Early intervention has also facilitated 
specific advances, inclu ding the identification of factors 
potentially amenable to intervention, such as cognitive 
deficits, long durations of untreated psychosis, and 
vocational disengagement. These advances have 
themselves generated crucial momentum towards 
transforming care for a historically stigmatised illness 
associated with poor long-term outcomes.5

In parallel with this success has been the desire to 
address the upstream portions of the critical period: the 
opportunity before, rather than just after, onset of 
psychosis.6,7 Given that the psychotic prodrome (a period 
of continuous symptoms before onset of diagnosable first-
episode psychosis) can only be defined retro spectively—
once a first episode has occurred8—new constructs were 
designed to pro spectively examine the pre-psychotic 
period in greater detail. Thus, investigations into first-
episode psychosis were accompanied by the proliferation 
of research and services for the at-risk mental state 
(ARMS) during which individuals are at putative “clinical” 
or “ultra” high risk.9

Yet while people experiencing an ARMS have a clearly 
increased risk for developing first-episode psychosis 
compared with the general population, the close 
link  age between first-episode psychosis and ARMS 

services might have propagated the notion that 
threshold-level psychosis invariably emerges homo-
typically, from a subthreshold or “light” form of the 
same phenomena.10 As is now emerging from 
strands of epidemiological and clinical research, 
the idea that incident psychosis might not occur 
solely via the ARMS has substantive implications for 
the operation alisation of early intervention frameworks. 
In this Personal View, we discuss this novel evidence 
and the lessons it holds for organising and 
operationalising services aimed at improving all 
stages of mental health problems in young people aged 
12–25 years and beyond.

Silos and their limitations
It is now widely recognised that individuals experiencing 
an ARMS have a clear need for care:11 they are typically 
distressed, functionally impaired, and might actively be 
seeking help. Nonetheless, subthreshold psychotic syn-
dromes have been historically neglected and prospective 
patients have been excluded from services because they 
do not meet traditional categorical diagnostic criteria. 
Within the community engaged in early intervention in 
psychosis, this realisation has driven the development of 
both research-focused and clinical services12,13 with the 
dual aim of reducing incidence of future psychosis 
(transition) and reducing prevalence of presenting or 
emerging non-psychotic syndromes.14,15

Current ARMS criteria include the presence of mild 
(attenuated) psychotic symptoms, full threshold but 
brief (limited and intermittent) psychotic symptoms, 
or familial risk along with substantial functional 
deterioration.16,17 Despite debates regarding the effec-
tiveness, relative risks, and benefits of specific treat-
ments,14,18–20 interventions do delay and potentially 
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prevent transition to a full psychotic disorder.21,22 ARMS 
services have now expanded across five continents,23 
with neurobiological and clinical research proceeding 
apace. However, in the midst of this growth the 
conceptual ties between first-episode psychosis and 
ARMS might have inadvertently fostered and reinforced 
an assumption: that psychosis prevention efforts should 
primarily identify individuals with milder forms of the 
same presenting (positive psychotic) symptoms that 
characterise the prototypical form of illness (ie, 
schizophrenia).10,24

Such an assumption is understandable, as it draws on 
longstanding frameworks for selective or indicated 
prevention in which those with early but detectable signs 
or symptoms are targeted to prevent development of a 
future disease.25 However, more recently a convergence 
of data and clinical experience has provided reason to 
shift this perspective, including high rates of comorbidity 
alongside the ARMS,26,27 the conclusion that a majority of 
patients with ARMS do not go on to develop psychosis,7,28 
and that many of these patients still develop other (non-
psychotic) psychiatric disorders.29,30 Finally, psychosis 
transition rates appear to have decreased over time, 
although this observation does not include transition 
rates for broader disorders.31,32 A growing number of 

commentators have thus reconceptualised the ARMS as 
a pluripotential state for a range of common (mild-to-
moderate) and severe disorders.33,34

Cumulatively, these findings have been interpreted in a 
variety of ways. Some, claiming poor predictive validity 
and ineffectiveness of interventions35,36—contentions that 
have themselves been challenged22,37—have called for 
dismantling ARMS services and instead are in favour of 
redirecting programming and research to universal 
prevention.19 Others have expressed concerns that ARMS 
services, given uncertainties with respect to transition, 
risk harming both the self-identity and the social or 
familial perception of young people who are being labelled 
as high risk.20 These criticisms also seek to guard against 
the pathologisation or over-medicalisation of distress, as 
well as worries that, in real-world practice (and despite 
recommendations to minimise use of anti psychotics in 
this population38,39), at-risk designations might lead to the 
exposure of patients to psychiatric medications that are 
not truly warranted or of benefit.40,41 Still more criticise 
ARMS services on pragmatic grounds, arguing that 
these services fail to identify large numbers of those 
experiencing an ARMS, particularly among already 
disadvantaged groups, such as the vocationally disengaged, 
migrants, or those without strong family support.19 
Moving from the relatively protected and controlled space 
of research clinics to scaled-up community imple-
mentation, and the expansion of outreach and enrolment 
efforts to historically disad vantaged and racialised groups 
(which are currently underrepresented in research ARMS 
samples42), has further amplified these concerns.

Although some of the concerns have merit—the 
universal versus targeted prevention debate, for example, 
is longstanding in public health—others, such as poor 
outreach for underserved groups, could conceivably be 
improved with additional resources and reorganisation. 
However, much of this unease holds to the extent that 
youth with ARMS are primarily identified as at risk 
for psychotic disorders, which are among the most 
stigmatised psychiatric conditions and are widely 
considered among clinicians and the general public to be 
associated with poor prognosis, dangerousness, volatility, 
and permanently altered brain function.

Yet data from clinical epidemiology and trajectories of 
psychopathology have identified a series of further 
challenges equally fundamental to the diag nostically 
siloed ARMS construct (panel 1panel 1). First, the ARMS 
framework defines transition as a unidimensional 
(quantitative) shift in severity of positive psychotic 
symptoms rather than a categorical (qualitative) shift.24 
This definition contrasts with recent clinical findings 
that some young people might develop psychosis without 
an identifiable ARMS, such that threshold-level psychotic 
disorders can follow non-psychotic syndromes (eg, 
depression or anxiety).43–45 As a result, a relatively narrow 
focus on the ARMS overemphasises positive psychotic 
symptoms and homotypic transitions to first-episode 

Panel 1: Challenges and their implications for the 
diagnostically siloed at-risk mental state (ARMS) 
construct

• Transition to first-episode psychosis is defined as a 
unidimensional (quantitative) shift in severity of positive 
psychotic symptoms, even though first-episode psychosis 
can emerge through transdiagnostic (qualitative) shifts.
• A greater appreciation of heterotypic shifts is required 

to identify the full range of transitions to first-episode 
psychosis.

• At the population level, mood disorders have a higher 
population attributable fraction for clinical psychosis than 
does the ARMS.
• Strategies for preventing psychosis aimed solely at the 

ARMS might benefit individuals, but comprehensive 
approaches should also consider those with mood and 
anxiety disorders.

• Psychosis risk is multidimensional, with important 
outcomes in non-psychotic domains: functioning, suicide,
cognition, etc.
• Along with development of psychosis, incidence of 

new-onset syndromes or comorbidities should be 
routinely recognised in ARMS services.

• To date, risk enrichment and sampling frames have 
amplified transition risk.
• Help-seeking samples across a spectrum of 

presentations and settings are needed to better 
understand the true transition rate and trajectories to 
psychosis. 
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psychosis, underappreciating the effect of previous non-
psychotic psychopathology and heterotypic shifts across 
diagnostic silos. From a service perspective, such 
trajectories might signify a very short and transient 
ARMS followed quickly by first-episode psychosis, 
suggesting a rather limited opportunity for ARMS 
services to undertake early case identification and deliver 
preventative interventions.

Second, were it possible to prevent the ARMS in 
individuals who experience it, 87·3% of psychosis 
incidences in that group could theoretically be avoided.46 
However, the ARMS is less crucial at the population 
level, in which the incidence of clinical psychosis is 
largely attributable to non-psychotic mental disorders, 
with mood disorders yielding the highest population 
attributable fraction: 36·9% of psychosis incidences 
could be prevented by avoiding the ARMS in the 
gen eral population, compared with 66·2% of the 
incidences of psychosis prevented by avoiding mood 
disorders in the general population.46 Although these 
findings require replication in other epidemiologically 
representative cohorts, they provide initial evidence for a 
so-called prevention paradox due to the relatively low 
prevalence of the ARMS in the general population. 
Considering that “a large number of people at a small 
risk may give rise to more cases of disease than the small 
number who are at high risk,”47 Rose’s paradox explains 
why an approach that identifies and subsequently 
intervenes in individuals at high risk (to prevent a first-
episode psychosis outcome) might offer a large benefit 
per individual, but has considerably lower impact in 
reducing incidence and disease burden at the population 
level compared with a strategy that targets the population 
as a whole (figure 1figure 1). In order to substantially reduce the 
risk of full-threshold psychotic disorders, then, any 
comprehensive prevention strategy cannot focus pri-
marily or exclusively on the ARMS. Instead, the reality of 
both homotypic and heterotypic transitions to first-
episode psychosis means that prevention efforts should 
include all those with a need for care: both individuals 
with ARMS (with or without comorbid mood or anxiety 
features) as well as those with non-psychotic mood, 
anxiety, or other syndromes.

Third, despite the demonstrated pluripotentiality of the 
ARMS, subthreshold psychotic experiences and symp-
toms nonetheless remain important markers of overall 
psychopathology, severity of illness, and risk for tragic 
outcomes, such as suicide.48 For example, the presence of 
subthreshold psychotic symptoms is an indicator of poor 
mental health in general;49–51 those with psychotic 
experiences or ARMS symptoms are at risk for persistent 
or more severe non-psychotic states52,53 and, in the 
minority who do transition to first-episode psychosis, 
poorer prognoses.54 These findings once again underscore 
the importance of early recognition and intervention 
during the ARMS. However, they also emphasise the 
need to consider psychosis risk outcomes as 

multidimensional (with admixtures of non-psychotic 
symptoms and outcomes) rather than binary,34,54 and 
highlight the need for a more nuanced understanding of 
trajectories (and a corresponding need for intervention) 
both within and across traditional diagnostic silos.

Finally, ARMS infrastructures have a variable degree of 
risk enrichment that itself confounds the question of 
transition to threshold-level psychosis.24 For example, 
natural fluctuations exist in the expression of psychotic 
syndromes, with resulting false-negatives (individuals 
who had earlier crossed the threshold to first-episode 
psychosis but were assessed on a day when they were 
subthreshold). This confound is compounded by the fact 
that sampling in rarefied academic centres alters 
transition risk, from 15% in selected samples (close-in 
settings) to a 1–2% transition rate in general population 
studies.55,56 Given these uncertainties, along with the 
aforementioned prevention paradox,57 a more accurate 
accounting of transition rates and trajectories to 
psychosis can only emerge by identifying help-seeking 
samples across a full spectrum of early-stage symptoms 
and presentations.

Moving beyond silos: thinking beyond 
diagnoses and across syndromes
These salient critiques suggest a need for ongoing 
evolution, not just regarding models of the risk, the 
onset, and the early course of mental illness, but also in 
the resulting structure and function of mental health 
services.34,58 In this broader context, the challenge is 
arguably less about doing away with the ARMS and 
more about carefully integrating it with other early-
stage syndromes, to obtain information that enables 

Figure 1: The prevention paradox
(A) The high-risk approach that aims to relocate high-risk individuals to normal range. (B) The population strategy 
that aims to shift the entire distribution of the population.

High risk

Pr
op

or
tio

n 
of

 p
op

ul
at

io
n 

(%
)

Pr
op

or
tio

n 
of

 p
op

ul
at

io
n 

(%
)

The level of risk

A

B

21TLP0623



1

5

10

15

20

25

30

35

40

45

50

55

Personal View

4 www.thelancet.com/psychiatry   Published online XXXX, 2022   https://doi.org/10.1016/S2215-0366(21)00467-3

the appreciation of shifts and trajectories of illness and 
to provide optimal support and inter vention. With the 
goal of reducing both incidence and prevalence, 
psychosis pre vention strategies should increasingly 
recognise heterotypy and pluripotentiality across the 
full range of early-stage mental illnesses.15 Additionally, 
clinical prevention efforts in psychosis should be 
accompanied by a shift towards service settings in 
which the broadest possible range of early-stage 
syndromes and presen tations can be recognised and 
addressed.

Such an approach is consistent with developing 
population health strategies that include elements of 
universal, selective, and indicated prevention.25 For-
tunately, many individuals interested in guiding this 
evolution have also worked towards building service 
infrastructures for early phases of mental health 
difficulties in Australia,59 Ireland,60 the Netherlands,61 
France,62 Canada,63 and elsewhere. In the USA, the 
Mental Health Services Act finances a comprehensive 
spectrum of population mental health, from prevention 
and early intervention, through to secondary prevention, 
tertiary prevention, and rehabilitation.64 In all of these 
models, at least in theory, young people experiencing any 
form or phase of mental health difficulties during the 
period of greatest risk for a range of mental disorders 
(age 12–25 years)65,66 can obtain services and support, with 
the aim of reducing illness burden and improving quality 
of life. Where specialised services are required, referrals 
are then made to access higher levels of care.

The trend towards broad, diagnostically agnostic 
services for early-stage mental health conditions is also 
consistent with conceptual developments aimed at better 
defining clinical stages themselves.67 Drawing on 
evidence from psychosis as well as other areas of health 
care,68,69 clinical staging models have revealed that the 
early course of mental illness is more fluid and protean 
than recognised by current diagnostic nosology:58,70,71 
stage 1 (subthreshold) syndromes might develop into a 

range of common or severe stage 2+ (threshold-level) 
disorders, whereas any traditionally defined stage 2 
disorder might have both homotypic and heterotypic 
trajectories that lead to the disorder.72,73

Together, this knowledge implies that case-finding 
during stage 1 might be better situated alongside a 
general youth mental health (YMH) infrastructure rather 
than in ARMS-specific units. This organisation has 
three functional advantages. First, the YMH infrastructure 
ensures that all individuals with clinical phenotypes 
emerging from an ARMS could rapidly be provided 
with evidence-informed care. Second, if appropriately 
resourced, carefully designed, and widely utilised, a 
general YMH infrastructure permits any early-stage 
presentation (ARMS or otherwise) that develops into first-
episode psychosis or another stage 2 condition to be 
efficiently connected to relevant services. Finally, diag-
nostically agnostic early-stage YMH services located in 
youth-friendly settings are well placed to reduce stigma 
and thereby improve engagement, especially compared 
with scenarios in which an ARMS service is embedded 
within other psychosis services.

Implications for service settings
Acknowledging these operational principles (panel 2panel 2) 
provides an opportunity to consider how YMH service 
infrastructures can evolve to best serve those with 
emerging severe mental illnesses.74,75 Rather than 
developing separate services for each diagnosis-specific 
risk syndrome, a single YMH service for those aged 12–
25 years that integrates a pluripotential and broadly 
defined ARMS, with a focus on clinical needs, could act 
as the ideal entry point for all help-seeking youth.33,34,76 At 
a minimum, the service should incorporate close 
monitoring and non-specific interventions, along with 
rapid transition to evidence-informed treatment packages 
in the event that later stages of illness develop. However, 
determining which forms of service structures could 
optimise transitions requires reflection. As shown in 
figure 2figure 2, varying service models might differentially 
manage stage 1 to stage 2 transitions. Although our 
examples are frequently drawn from the experience of 
early psychosis service dev elopment, they might be 
illustrative across YMH presentations and conditions.

First, subthreshold-level and threshold-level presen-
tations could explicitly change service settings. In this 
case, general YMH services would serve as a frequent 
access point, but would be closely linked with distinct 
specialist centres if or when threshold-level disorders 
were reached (figure 2A). Specialist centres could be 
identified across a range of currently recognised 
threshold-level diagnoses, including anxiety, depression, 
bipolar disor der, psychosis, and borderline personality 
disorder. This approach would address concerns about 
inconsistent definitions of thresholds across disorders 
most relevant to YMH, but would neglect the reality of 
fluid symptom sets and heterotypic continuity that 

Panel 2: Operational principles relevant for youth mental 
health service settings

• Although early intervention approaches can be applied 
across the lifespan, youth (age 12–25 years) represents the 
period of greatest risk for a range of mental disorders.

• Heterotypy, pluripotentiality, and fluid or shifting 
symptom sets are the norm rather than the exception in 
youth.

• Early intervention should treat existing needs, prevent 
development of new problems, and alleviate adverse 
outcomes if transitions do occur.

• The particular combinations of social, biological, 
vocational, and other processes experienced, and the 
challenges faced by youth require a developmentally 
aware design and programmatic focus. 
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regularly results in individuals acquiring multiple 
overlapping and comorbid diagnoses over time.72,77

Second, specialist services for threshold-level disorders, 
such as first-episode psychosis, could be deployed within 
generic YMH infrastructures (figure 2B). This approach 
is already being used in some jurisdictions,78 providing 
multiple levels of interventions and care in a single 
service setting and reducing concerns about some 
diagnostic constructs being privileged over others. Such 
integration might also enable the provision of 
interventions across diagnostic silos (eg, dialectical 
behavioural therapy could be made available alongside 
antipsychotic prescription for individuals with a first-
episode psychosis who also manifest self-harming 
behaviour).

It should be acknowledged, though, that the 
previously mentioned configurations continue to orient 
treatment selection and service organisation around 
traditional diagnostic silos. Paradoxically, this 
approach risks reifying the very nosology that is seen 
as insufficient and reproducing the same structures 
that are widely recognised as limiting progress. 
Are there alternative frameworks? If so, what might 
service structures and interfaces organised around 
them look like? A third option would be to design next-
generation infrastructures around individual needs and 
outcomes beyond traditional diagnostic categories 
(figure 2C). Instead, combinations of syndromic, 
neurobiological, social, functional, stage-based, or 
existential needs that cut across diagnoses (eg, suicidality 
or functional impair-ment, such as a Social and 
Occupational Functioning Assessment Scale [known as 
SOFAS] score of <40 or >60) could drive changes in the 
content, intensity or level of care received.79 Such an 
approach would not merely replicate the approach of 
early psychosis across more diagnostic areas, but would 
move beyond diagnosis by eschewing the notion of 
diagnostic categories altogether. This approach would 
still recognise the fluid, protean nature of early-stage 
syndromes and their variable trajectories and pluri 
potentiality, without being defined solely by them.

 

 

Any transition to this third approach would undoubtedly 
be complex, involving a matrix (with syndromes as well as 
the other variables mentioned) to determine which 
combinations of features are relevant at which stages.58,80 

Under such a framework, some widely deployed 
interventions would continue to have value, whereas 
others that are closely linked to specific diagnoses might 
need to be scaled back or de-implemented81,82 to re-orient 
clinicians and interventions towards more salient 
features. Over time, the framework  would shift the focus 
to identifying trajectories and delivering active ingredients 
of interventions across a range of syndromes in an 
accessible YMH service located at the level of primary and 
community care.

The relative strengths and weaknesses of the described 
models might, in part, be predictable on the basis of what 

Figure 2: Potential multi-stage service configurations, in increasing levels of integration
(A) Separated, diagnostically organised services for early-stage mental health problems and illnesses. 
(B) Integrated but still diagnostically organised services for early-stage mental health problems and illnesses. 
(C) Integrated early-stage services for mental health problems and illnesses that are organised around individual 
needs and outcomes. YMH=youth mental health.
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is known about existing structures, funding, and feasibility 
of adaptation, and these factors will vary across local 
realities and health service contexts. However, important 
empirical gaps remain. For instance, the extent to which 
salient individual-level and service-level outcomes are 
inferior, similar, or improved under less integrated models 
(in which first-episode psychosis and other stage 2 services 
remain distinct from or within YMH services; figure 2A), 
compared with models with greater integration (figure 2B, 
C), remains unknown. The first two models (figure 2A, B) 
have the advantage of leveraging hard-earned clinical 
experience with current syndromes, which is often linked 
to seasoned clinical decision making. To take one example: 
in early intervention contexts, existing stage-based 
definitions of the ARMS (stage 1b), or first-onset mania or 
psychosis (stage 2), do not just represent syndromes with 
a clear increase in functional impairment with 
accompanying need for care, but have already guided well 
evidenced shifts in treatment selection and structured 
multi component intervention packages. By contrast, a 
transsyndromic focus on multidimensional trajectories 
that are agnostic to DSM and ICD diagnoses but cut 
across major psychiatric syndromes (figure 2C) has yet to 
organise widespread decision making. Still, over time the 
accu mulation of knowledge regarding which combi-
nations of syndromic, neurobiological, cognitive, social, 
functional, and other variables are relevant to predicting 
trajectories and outcomes might come to iteratively 
redefine cut-points and boundaries between stages 
(figure 3figure 3), and to optimising treatment selection.58

Transsyndromic (as opposed to transdiagnostic) 
approaches also imply that future treatment frameworks 

might vary from current-day best practice, in a manner to 
be person centred rather than service centred.83 As 
one example, the emergence of a process such as new-
onset circadian disturbance, which has relevance across 
traditionally defined mood and anxiety-type 
syndromes, might inform risk stratification and treatment 
selection; similarly, knowledge of likely response to 
interventions might in the future alter recommended 
treatment pathways for particular sub groups. A trajectory-
based orientation (with particular sensitivity for shifts and 
emerging phenomena) could have further benefits, such 
as alerting non-specialist clinicians to the need to review 
cases when new symptoms or processes appear. This 
approach holds the potential to reduce demonstrated 
sources of treatment delays that emerge within mental 
health services, such as clinician inertia.84

Implications for systems of care
Needless to say, debates around the pros, cons, barriers, 
and facilitators of such options must situate them in 
context. Regardless of the model chosen, the service 
design and development should include the perspectives 
of service users and their carers from its earliest planning. 
The model should be informed by—among other 
things—the needs of those seeking or referred to care in 
ARMS services, their evolution over time, and stakeholder 
perspectives regarding how and where care should be 
received.85 Although multi-stakeholder involvement 
has gained momentum in platform development and 
research in early psychosis and YMH, the interface 
between next-generation YMH services and specialty care 
for severe mental illness represents a test case and an 

Figure 3: A revised multidimensional staging model for youth mental health
Reproduced from Shah and colleagues58 by permission of John Wiley and Sons. At present, stage definitions are primarily based on symptoms and functioning. Over time, additional streams of data (and 
their combinations) might become relevant to defining specific cut-points between clinical stages and to guiding treatment selection. 
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opportunity to show how the perspectives of young people 
can be even more deeply integrated into infrastructure 
and system design. For their part, service systems should 
also be aware that the model of help-seeking and 
consenting individuals does not represent many young 
people. For an array of reasons, including histories 
of settlement, colonisation, and slavery (which have 
engendered multi-generational distrust), and childhood 
trajectories involving multi-system involvement, includ-
ing coercive or court-ordered interventions, youth at the 
highest risk of poor long-term outcomes are often the 
least likely to actively seek treatment even for relatively 
low-level distress.86,87 The extent to which service 
structures designed explicitly for help-seeking youth can 
meet the needs of youth who are not seeking help is at 
best unclear; at worst, such systems might not meet the 
needs of those individuals at all. These patterns therefore 
raise substantial social, racial, and other equity concerns 
that require sustained, explicit attention.

How might next-generation YMH services fit within an 
overall system of mental health care? Beyond novel 
definitions and criteria for service entry, moving away 
from diagnostically driven models of care will require 
both vertical integration (across levels of need) as well 
as horizontal integration (across professionals and 
professions). In both cases, this shift will demand 
substantial investments in training, staffing, and 
resourcing, despite the challenges inherent to recon-
figuring care delivery in systems where traditional 
boundaries of expertise tend to be well guarded. Future 
workforces might be organised around a central (case 
manager-type) clinician whose skillset is oriented less 
towards specific interventions or clinical phenotypes 
and more towards building relationships, delivering 
transsyndromic psychosocial interventions (eg, supportive 
therapy and vocational support), and facilitating 
connections to a range of resources.88 This individual 
could accompany the patient over multiple stages of their 
care journey, with adjuncts of ancillary staff, such as 
psychologists or psychiatrists, occupational therapists, 
cognitive remediation specialists, physical health spe-
cialists, and peers, supported by recovery colleges.

Implementing structural and functional changes of the 
scale and scope mentioned in the proposed models is a 
daunting task: this implementation requires not just a 
system with sufficient resources and planning, but 
perhaps one with widespread or even near-universal 
access to care. To ensure optimal reach and lower barriers 
to access, YMH services aimed at early-stage needs would 
need to be located at the level of broad primary and 
community care, offering a range of youth-relevant 
supports but avoiding being seen as necessarily medical 
in orientation (to reduce stigma).76 As part of primary or 
community care systems, early-stage services should also 
interface with other nodes (including general practitioners 
and post-secondary or school-based interventions) to 
ensure seamless tran sitions, and with established 

pathways to secondary levels of care when needed. In 
these settings, early-stage conditions might benefit from 
non-specific interventions that are known to be relevant 
across currently defined syndromes. However, it is 
reasonable to expect that specific interventions will 
eventually be needed for defined subgroups, or at higher 
stages of illness and need. 

Both nonspecificity and specificity should be seen as 
valuable and complementary, regardless of which of the 
three described models is adopted. Person-centred care 
for those with early-stage syndromes should, by 
definition, have the capacity to evolve, whereas later stage 
conditions might need more intensive and persistent 
interventions: each setting will, therefore, require its own 
kinds of clinical expertise. Furthermore, there will 
probably be challenges in blending syndrome-specific 
interventions (especially in later stages) with trans-
syndromic care that is effective at early and later stages, 
such as cognitive-behavioural therapy and individual 
placement and support. None theless, although defining 
the points at which specific interventions should be 
deployed for particular subgroups remains important, the 
fluidity in problem areas or trajectories of need 
experienced by youth strongly suggests that the pathways 
between intervention packages or levels of care should be 
far more permeable than at present.

Given the youth-specific nature of the proposed 
programming, we have primarily discussed the major 
mental illnesses that have their peak onset between the ages 
of 12 years and 25 years. However, there is a need to 
consider additional youth-onset syndromes that have been 
less frequently integrated into YMH programming, such as 
eating disorders, borderline syndromes, trauma-related 
syndromes, or conditions like autism spectrum disorder 
and attention-deficit hyperactivity disorder that might 
present in childhood but subsequently affect mental health 
during the youth years. Similarly, disorders that typically 
emerge during youth (such as depression or psychosis) 
might still emerge in middle adulthood, and 
transsyndromic and early intervention approaches might 
well be relevant to the needs of older adults. However,  
YMH-oriented programming is unlikely to serve the needs 
of middle or older adults, which highlights the need for 
conversations regarding the optimal service needs of these 
other groups.

A YMH transformation will undoubtedly require 
changes to how and at what scale mental health services 
and systems are financed. A growth mindset is essential 
for this type of reform, which highlights the serious 
under-resourcing of all areas of mental health care and is 
needed to allay concerns about redirecting or removing 
resources from an already overstretched system, for 
individuals with early-stage and more non-specific 
needs and for those with complex and persistent needs. 
Unlike with 
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first-episode psychosis services, which were originally 
criticised for siphoning energetic clinicians, momentum, 
and resources from a continually under funded system,89 
thereby pitting generalist and specialist services against 
each other, the new enthusiasm for pluripotential early-
stage syndromes should be accom panied by examinations 
of the relative strengths and weaknesses of various 
service configuration models, as well as dedicated 
resources for early-stage and late-stage needs. This 
approach might result in increased net costs for the 
system as a whole, with greater funding for more 
intensive interventions at advanced stages; adequate 
resourcing will be crucial to ensuring that any 
reconfiguration of services fosters connections across the 
entire system, rather than strengthening some areas at 
the expense of others. Here, there is much to learn from 
other non-communicable diseases, such as cancer and 
cardio vascular disease, in which false dichotomies (such 
as early diagnosis vs palliative care) do not compete 
against each other. If enacted thoughtfully, a continuum 
of YMH treatment offerings might encourage and permit 
opportunities for individuals to seek and present for care 
early on—including those who have until now rejected, 
mistrusted, or disengaged with services—while also 
reducing transitions to later stages.

Models are unlikely to thrive or be sustainable over the 
long term if they take a one-size-fits-all approach.63 For 
example, it might be achievable to have a range of 
generalist and specialist clinicians (each with varying 
skill sets) in urban centres, but the same mixture might 
be more challenging in sparsely populated rural areas 
given the availability of professionals and the volume of 
service users. The use of technology could offer solutions, 
whereby a pool of clinicians can be made available to all 
sites using videoconferencing and telepsychiatry; any 
adaptations would need to attend to concerns regarding 
equity and access within a system of care.

Finally, any reconfiguration of services towards greater 
sensitivity for early-stage presentations needs to take into 
account that the high prevalence of diagnosable mental 
disorder (at an estimated 20% annually, which is higher if 
subthreshold states are included90) might present 
challenges to the capacity of traditional service models 
unless the enhanced primary care models we have 
described are constructed at the interface with the 
community. Given the increasing inclusion of early stages 
in such models, large proportions of the population will 
require support and services at one time or another. If the 
majority of presentations are at earlier stages and require 
less resource-intensive interventions (including those 
that can be delivered online to large numbers of 
individuals in parallel), this circumstance might over 
time substantially delay or reduce the need for progression 
to later stages. However, the more intensive interventions 
of such models at stage 2 or later are still likely to rely on 
one-to-one clinician-to-client frameworks, and the formal 
funding and organisational structures that enable them.91 

These traditional approaches should be joined by 
novel and newly configured modalities, 
including technology and e-community 
solutions, user-rated self-management tools, and 
peer and citizen support.

Conclusion
Given its scope and potential for scale, integrating the 
promise of stage-based frameworks into YMH service 
planning has great potential and utility. A YMH-specific 
reconfiguration of mental health services—one that 
moves beyond diagnoses and recognises syndromes 
along with other features—will require considerable 
restructuring and a substantial commitment from 
funders that addresses the needs of individuals at all 
levels of care. Although achieving this reconfiguration 
will require sustained commitment and advocacy, it is not 
too early to consider implications for service design and 
implementation, impact on equity-seeking groups, and 
the potential and challenges for services and broader 
mental health systems.
Contributors
JLS and SG conceptualised the manuscript. JLS wrote the original draft 
with input from SG. NJ, JvO, and PDM made suggestions regarding 
later versions of the manuscript. All authors have read and agreed to the 
final version.

Declaration of interests
PDM has been granted patents for the prevention and treatment of 
psychotic disorders using omega-3 polyunsaturated fatty acids in 
Australia, the USA, and Canada (AU 2015203289, 2017; US 9884034, 
2018; US 10314805, 2019; and CA 2773031, 2021), and a further pending 
application (US 20190321320). PDM is Director of the Board of 
Australia’s Youth Mental Health Foundation (headspace) and Executive 
Director of Orygen, Australia’s National Centre of Excellence in Youth 
Mental Health. JvO is involved in a Dutch national mental health 
reform programme. All other authors declare no competing interests.

Acknowledgments
JLS is supported by a clinician-scientist salary award from the Fonds de 
Recherche du Québec–Santé. PDM is supported by a National Health 
and Medical Research Council Senior Principal Research Fellowship, 
Australia.

References
1 Birchwood M, Todd P, Jackson C. Early intervention in psychosis. 

The critical period hypothesis. Br J Psychiatry Suppl 1998; 
172: 53–59.

2 Srihari VH, Shah J, Keshavan MS. Is early intervention for psychosis 
feasible and effective? Psychiatr Clin North Am 2012; 35: 613–31.

3 Correll CU, Galling B, Pawar A, et al. Comparison of early 
intervention services vs treatment as usual for early-phase 
psychosis: a systematic review, meta-analysis, and meta-regression. 
JAMA Psychiatry 2018; 75: 555–65.

4 MIT Press. Youth mental health: a paradigm for prevention and 
early intervention. Cambridge, MA: MIT Press, 2020.

5 Fusar-Poli P, McGorry PD, Kane JM. Improving outcomes of first-
episode psychosis: an overview. World Psychiatry 2017; 16: 251–65.

6 McGorry PD, Yung AR, Phillips LJ. The “close-in” or ultra high-risk 
model: a safe and effective strategy for research and clinical 
intervention in prepsychotic mental disorder. Schizophr Bull 2003; 
29: 771–90.

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

8 Yung AR, McGorry PD. The prodromal phase of first-episode 
psychosis: past and current conceptualizations. Schizophr Bull 1996; 
22: 353–70.

21TLP0623



1

5

10

15

20

25

30

35

40

45

50

55

Personal View

www.thelancet.com/psychiatry   Published online XXXX, 2022   https://doi.org/10.1016/S2215-0366(21)00467-3 9

9 McGorry PD, Singh BS. Schizophrenia: risk and possibility. 
In: Burrows GDRB, ed. Handbook of studies on preventive 
psychiatry. New York, NY: Elsevier, 1995: 491–514.

10 van Os J, Murray RM. Can we identify and treat “schizophrenia 
light” to prevent true psychotic illness? BMJ 2013; 346: f304.

11 McGorry P. Early clinical phenotypes and risk for serious mental 
disorders in young people: need for care precedes traditional 
diagnoses in mood and psychotic disorders. Can J Psychiatry 2013; 
58: 19–21.

12 Daneault J-G, Shah JL. Unpacking the phenomenon of declining 
transition rates to first episode psychosis: the dyad of science and 
service reform in action. Schizophr Res 2020; published online 
Sept 15. https://doi.org/10.1016/j.schres.2020.07.002.

13 Yung AR, McGorry PD, McFarlane CA, Jackson HJ, Patton GC, 
Rakkar A. Monitoring and care of young people at incipient risk of 
psychosis. Schizophr Bull 1996; 22: 283–303.

14 Yung AR, Wood SJ, Malla A, Nelson B, McGorry P, Shah J. 
The reality of at risk mental state services: a response to recent 
criticisms. Psychol Med 2021; 51: 212–18.

15 McGorry PD, Nelson B, Wood SJ, Shah JL, Malla A, Yung A. 
Transcending false dichotomies and diagnostic silos to reduce 
disease burden in mental disorders. 
Soc Psychiatry Psychiatr Epidemiol 2020; 55: 1095–103.

16 Yung AR, Yuen HP, McGorry PD, et al. Mapping the onset of 
psychosis: the comprehensive assessment of at-risk mental states. 
Aust N Z J Psychiatry 2005; 39: 964–71.

17 Miller TJ, McGlashan TH, Rosen JL, et al. Prodromal assessment 
with the structured interview for prodromal syndromes and the 
scale of prodromal symptoms: predictive validity, interrater 
reliability, and training to reliability. Schizophr Bull 2003; 
29: 703–15.

18 Nelson B, Amminger GP, Bechdolf A, et al. Evidence for preventive 
treatments in young patients at clinical high risk of psychosis: 
the need for context. Lancet Psychiatry 2020; 7: 378–80.

19 Ajnakina O, David AS, Murray RM. “At risk mental state” clinics for 
psychosis—an idea whose time has come—and gone! Psychol Med 
2019; 49: 529–34.

20 Moritz S, Gawęda Ł, Heinz A, Gallinat J. Four reasons why early 
detection centers for psychosis should be renamed and their 
treatment targets reconsidered: we should not catastrophize a 
future we can neither reliably predict nor change. Psychol Med 2019; 
49: 2134–40.

21 van der Gaag M, Smit F, Bechdolf A, et al. Preventing a first episode 
of psychosis: meta-analysis of randomized controlled prevention 
trials of 12 month and longer-term follow-ups. Schizophr Res 2013; 
149: 56–62.

22 McGorry PD, Mei C, Hartmann J, Yung AR, Nelson B. Intervention 
strategies for ultra-high risk for psychosis: progress in delaying the 
onset and reducing the impact of first-episode psychosis. 
Schizophr Res 2021; 228: 344–56.

23 Kotlicka-Antczak M, Podgórski M, Oliver D, Maric NP, Valmaggia L, 
Fusar-Poli P. Worldwide implementation of clinical services for the 
prevention of psychosis: the IEPA early intervention in mental 
health survey. Early Interv Psychiatry 2020; 14: 741–50.

24 van Os J, Guloksuz S. A critique of the “ultra-high risk” and 
“transition” paradigm. World Psychiatry 2017; 16: 200–06.

25 Institute of Medicine (US) Committee on Prevention of Mental 
Disorders. Reducing risks for mental disorders: frontiers for 
preventive intervention research. Mrazek PJ, Haggerty RJ, eds. 
Washington, DC: National Academies Press (US), 2014.

26 Salazar de Pablo G, Estradé A, Cutroni M, Andlauer O, 
Fusar-Poli P. Establishing a clinical service to prevent psychosis: 
what, how and when? Systematic review. Transl Psychiatry 2021; 
11: 43.

27 Addington J, Piskulic D, Liu L, et al. Comorbid diagnoses for 
youth at clinical high risk of psychosis. Schizophr Res 2017; 
190: 90–95.

28 Simon AE, Borgwardt S, Riecher-Rössler A, Velthorst E, de Haan L, 
Fusar-Poli P. Moving beyond transition outcomes: meta-analysis of 
remission rates in individuals at high clinical risk for psychosis. 
Psychiatry Res 2013; 209: 266–72.

29 Addington J, Cornblatt BA, Cadenhead KS, et al. At clinical high 
risk for psychosis: outcome for nonconverters. Am J Psychiatry 2011; 
168: 800–05.

30 Michel C, Ruhrmann S, Schimmelmann BG, Klosterkötter J, 
Schultze-Lutter F. Course of clinical high-risk states for psychosis 
beyond conversion. Eur Arch Psychiatry Clin Neurosci 2018; 
268: 39–48.

31 Simon AE, Umbricht D, Lang UE, Borgwardt S. Declining 
transition rates to psychosis: the role of diagnostic spectra and 
symptom overlaps in individuals with attenuated psychosis 
syndrome. Schizophr Res 2014; 159: 292–98.

32 Yung AR, Yuen HP, Berger G, et al. Declining transition rate in 
ultra high risk (prodromal) services: dilution or reduction of risk? 
Schizophr Bull 2007; 33: 673–81.

33 Fusar-Poli P, Yung AR, McGorry P, van Os J. Lessons learned from 
the psychosis high-risk state: towards a general staging model of 
prodromal intervention. Psychol Med 2014; 44: 17–24.

34 McGorry PD, Hartmann JA, Spooner R, Nelson B. Beyond the 
“at risk mental state” concept: transitioning to transdiagnostic 
psychiatry. World Psychiatry 2018; 17: 133–42.

35 Davies C, Radua J, Cipriani A, et al. Efficacy and acceptability of 
interventions for attenuated positive psychotic symptoms in 
individuals at clinical high risk of psychosis: a network 
meta-analysis. Front Psychiatry 2018; 9: 187.

36 Bosnjak Kuharic D, Kekin I, Hew J, Rojnic Kuzman M, Puljak L. 
Interventions for prodromal stage of psychosis. 
Cochrane Database Syst Rev 2019; 2019: CD012236.

37 Mei C, van der Gaag M, Nelson B, et al. Preventive interventions 
for individuals at ultra high risk for psychosis: an updated and 
extended meta-analysis. Clin Psychol Rev 2021; 86: 102005.

38 Addington J, Addington D, Abidi S, Raedler T, Remington G. 
Canadian treatment guidelines for individuals at clinical high risk 
of psychosis. Can J Psychiatry 2017; 62: 656–61.

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

40 Michels R, Frances A. Should psychiatry be expanding its 
boundaries? Can J Psychiatry 2013; 58: 566–69, discussion 569.

41 Wykes T, Callard F. Diagnosis, diagnosis, diagnosis: towards 
DSM-5. J Ment Health 2010; 19: 301–04.

42 Byrne M, Codjoe L, Morgan C, et al. The relationship between 
ethnicity and service access, treatment uptake and the incidence of 
psychosis among people at ultra high risk for psychosis. 
Psychiatry Res 2019; 272: 618–27.

43 Shah JL, Crawford A, Mustafa SS, Iyer SN, Joober R, Malla AK. 
Is the clinical high-risk state a valid concept? Retrospective 
examination in a first-episode psychosis sample. Psychiatr Serv 
2017; 68: 1046–52.

44 Schultze-Lutter F, Rahman J, Ruhrmann S, et al. Duration of 
unspecific prodromal and clinical high risk states, and early help-
seeking in first-admission psychosis patients. 
Soc Psychiatry Psychiatr Epidemiol 2015; 50: 1831–41.

45 Cupo L, McIlwaine SV, Daneault J-G, et al. Timing, distribution, 
and relationship between nonpsychotic and subthreshold psychotic 
symptoms prior to emergence of a first episode of psychosis. 
Schizophr Bull 2021; 47: 604–14.

46 Guloksuz S, Pries L-K, Ten Have M, et al. Association of preceding 
psychosis risk states and non-psychotic mental disorders with 
incidence of clinical psychosis in the general population: a prospective 
study in the NEMESIS-2 cohort. World Psychiatry 2020; 19: 199–205.

47 Rose G. Sick individuals and sick populations. Int J Epidemiol 1985; 
14: 32–38.

48 van Nierop M, van Os J, Gunther N, et al. Phenotypically 
continuous with clinical psychosis, discontinuous in need for care: 
evidence for an extended psychosis phenotype. Schizophr Bull 2012; 
38: 231–38.

49 Chan SKW, Lee KKW, Chan VHY, et al. The 12-month prevalence of 
psychotic experiences and their association with clinical outcomes 
in Hong Kong: an epidemiological and a 2-year follow up studies. 
Psychol Med 2021; 51: 2501–08.

50 Stochl J, Khandaker GM, Lewis G, et al. Mood, anxiety and 
psychotic phenomena measure a common psychopathological 
factor. Psychol Med 2015; 45: 1483–93.

51 Kelleher I, Keeley H, Corcoran P, et al. Clinicopathological 
significance of psychotic experiences in non-psychotic young 
people: evidence from four population-based studies. Br J Psychiatry 
2012; 201: 26–32.

21TLP0623



1

5

10

15

20

25

30

35

40

45

50

55

Personal View

10 www.thelancet.com/psychiatry   Published online XXXX, 2022   https://doi.org/10.1016/S2215-0366(21)00467-3

52 Carrión RE, McLaughlin D, Goldberg TE, et al. Prediction of 
functional outcome in individuals at clinical high risk for psychosis. 
JAMA Psychiatry 2013; 70: 1133–42.

53 Beck K, Studerus E, Andreou C, et al. Clinical and functional ultra-
long-term outcome of patients with a clinical high risk (CHR) for 
psychosis. Eur Psychiatry 2019; 62: 30–37.

54 Rosengard RJ, Malla A, Mustafa S, et al. Association of pre-onset 
subthreshold psychotic symptoms with longitudinal outcomes 
during treatment of a first episode of psychosis. JAMA Psychiatry 
2019; 76: 61–70.

55 Kaymaz N, Drukker M, Lieb R, et al. Do subthreshold psychotic 
experiences predict clinical outcomes in unselected non-help-
seeking population-based samples? A systematic review and 
meta-analysis, enriched with new results. Psychol Med 2012; 
42: 2239–53.

56 Fusar-Poli P, Schultze-Lutter F, Cappucciati M, et al. The dark side 
of the moon: meta-analytical impact of recruitment strategies on 
risk enrichment in the clinical high risk state for psychosis. 
Schizophr Bull 2016; 42: 732–43.

57 Guloksuz S, van Os J. Need for evidence-based early intervention 
programmes: a public health perspective. Evid Based Ment Health 
2018; 21: 128–30.

58 Shah JL, Scott J, McGorry PD, et al. Transdiagnostic clinical staging 
in youth mental health: a first international consensus statement. 
World Psychiatry 2020; 19: 233–42.

59 Rickwood D, Paraskakis M, Quin D, et al. Australia’s innovation in 
youth mental health care: The headspace centre model. 
Early Interv Psychiatry 2019; 13: 159–66.

60 O’Keeffe L, O’Reilly A, O’Brien G, Buckley R, Illback R. Description 
and outcome evaluation of Jigsaw: an emergent Irish mental health 
early intervention programme for young people. Ir J Psychol Med 
2015; 32: 71–77.

61 Leijdesdorff SMJ, Huijs CEM, Klaassen RMC, Popma A, 
van Amelsvoort TAMJ, Evers SMAA. Burden of mental health 
problems: quality of life and cost-of-illness in youth consulting 
Dutch walk-in youth health centres. J Ment Health 2020; 
published online Oct 20. https://doi.org/10.1080/09638237.2020.18
36555.

62 Benoit L, Cottin P, Moro MR. What is a “Maison des Adolescents”? 
A history of integrated youth health care services in France. 
Early Interv Psychiatry 2018; 12: 1000–05.

63 Malla A, Iyer S, Shah J, et al. Canadian response to need for 
transformation of youth mental health services: ACCESS Open 
Minds (Esprits ouverts). Early Interv Psychiatry 2019; 13: 697–706.

64 RAND Corporation. Evaluation of the California mental health 
services authority’s prevention and early intervention initiatives: 
executive summary and commentary Santa Monica, CA: RAND 
Corporation, 2014.

65 McGorry P, Bates T, Birchwood M. Designing youth mental health 
services for the 21st century: examples from Australia, Ireland and 
the UK. Br J Psychiatry Suppl 2013; 54: s30–35.

66 Malla A, Shah J, Iyer S, et al. Youth mental health should be a top 
priority for health care in Canada. Can J Psychiatry 2018; 63: 216–22.

67 McGorry PD, Hickie IB. Clinical Staging in Psychiatry. Cambridge, 
UK: Cambridge University Press, 2019.

68 Iorfino F, Scott EM, Carpenter JS, et al. Clinical stage transitions in 
persons aged 12 to 25 years presenting to early intervention mental 
health services with anxiety, mood, and psychotic disorders. 
JAMA Psychiatry 2019; 76: 1167–75.

69 Hartmann JA, Nelson B, Spooner R, et al. Broad clinical high-risk 
mental state (CHARMS): methodology of a cohort study 
validating criteria for pluripotent risk. Early Interv Psychiatry 2019; 
13: 379–86.

70 Scott J, Leboyer M, Hickie I, et al. Clinical staging in psychiatry: 
a cross-cutting model of diagnosis with heuristic and practical 
value. Br J Psychiatry 2013; 202: 243–45.

71 McGorry PD, Hickie IB, Yung AR, Pantelis C, Jackson HJ. Clinical 
staging of psychiatric disorders: a heuristic framework for choosing 
earlier, safer and more effective interventions. Aust N Z J Psychiatry 
2006; 40: 616–22.

72 Caspi A, Houts RM, Ambler A, et al. Longitudinal assessment of 
mental health disorders and comorbidities across 4 decades among 
participants in the Dunedin birth cohort study. JAMA Netw Open 
2020; 3: e203221.

73 Dalsgaard S, Thorsteinsson E, Trabjerg BB, et al. Incidence rates 
and cumulative incidences of the full spectrum of diagnosed mental 
disorders in childhood and adolescence. JAMA Psychiatry 2020; 
77: 155–64.

74 McGorry PD, Goldstone SD, Parker AG, Rickwood DJ, Hickie IB. 
Cultures for mental health care of young people: an Australian 
blueprint for reform. Lancet Psychiatry 2014; 1: 559–68.

75 Killackey E, Hodges C, Browne V, et al. A global framework for 
youth mental health: investing in future mental capital for 
individuals, communities and economies. Geneva: World Economic 
Forum, 2020.

76 Hetrick SE, Bailey AP, Smith KE, et al. Integrated (one-stop shop) 
youth health care: best available evidence and future directions. 
Med J Aust 2017; 207: S5–18.

77 Scott J, Henry C. Clinical staging models: from general medicine to 
mental disorders. BJPsych Adv 2017; 23: 292–99.

78 Williams G, Farrelly S, Thompson A, et al. The utility of a fidelity 
measure to monitor implementation of new early psychosis services 
across Australia. Early Interv Psychiatry 2021; 15: 1382–88.

79 Maj M, van Os J, De Hert M, et al. The clinical characterization of 
the patient with primary psychosis aimed at personalization of 
management. World Psychiatry 2021; 20: 4–33.

80 Shah JL, Allen NB, Avenevoli S, et al. Youth mental health: a 
paradigm for prevention and early intervention In: Uhlhaas PJ, 
Stephen J. Wood SJ, eds. A developmentally informed approach to 
characterizing, staging, and intervening in youth mental health 
problems: from the population to the clinic. Cambridge, MA: MIT 
Press, 2020.

81 McKay VR, Morshed AB, Brownson RC, Proctor EK, Prusaczyk B. 
Letting go: conceptualizing intervention de-implementation in 
public health and social service settings. Am J Community Psychol 
2018; 62: 189–202.

82 Norton WE, Chambers DA. Unpacking the complexities of 
de-implementing inappropriate health interventions. Implement Sci 
2020; 15: 2.

83 Cross SP, Hickie I. Transdiagnostic stepped care in mental health. 
Public Health Res Pract 2017; 27: 2721712.

84 Birchwood M, Connor C, Lester H, et al. Reducing duration of 
untreated psychosis: care pathways to early intervention in 
psychosis services. Br J Psychiatry 2013; 203: 58–64.

85 McIlwaine SV, Shah J. Mental health services research targeting the 
clinical high-risk state for psychosis: lessons, future directions and 
integration with patient perspectives. Curr Psychiatry Rep 2021; 
23: 11.

86 Hardin HK, Bender AE, Hermann CP, Speck BJ. An integrative 
review of adolescent trust in the healthcare provider relationship. 
J Adv Nurs 2021; 77: 1645–55.

87 Scott LD Jr, McCoy H, Munson MR, Snowden LR, McMillen JC. 
Cultural mistrust of mental health professionals among black 
males transitioning from foster care. J Child Fam Stud 2011; 
20: 605–13.

88 van Os J, Guloksuz S, Vijn TW, Hafkenscheid A, Delespaul P. 
The evidence-based group-level symptom-reduction model as the 
organizing principle for mental health care: time for change? 
World Psychiatry 2019; 18: 88–96.

89 Malla A, Pelosi AJ. Is treating patients with first-episode psychosis 
cost-effective? Can J Psychiatry 2010; 55: 3–7, discussion 7–8.

90 Wittchen HU, Jacobi F, Rehm J, et al. The size and burden of 
mental disorders and other disorders of the brain in Europe 2010. 
Eur Neuropsychopharmacol 2011; 21: 655–79.

91 Wahlbeck K. Public mental health: the time is ripe for translation of 
evidence into practice. World Psychiatry 2015; 14: 36–42.

Copyright © 2022 Elsevier Ltd. All rights reserved.

21TLP0623




