
Y oung adults’ ability to cope with new clini-
cal information about their health relies on 
adequate social functioning for communi-
cating needs and seeking social support. 
However, in the case of psychosis, social 
functioning or how one maintains relation-

ships can be impaired before or during an episode.1 In 
fact, difficulties with social functioning may be both a risk 
factor for and consequence of psychotic development.2

Unfortunately, the evidence for effective promotion 
and recovery of social functioning in people who have 
psychosis is not consistently strong.3 Measurement of 
social functioning may vary depending on whether cli-
nicians or clients are the reporter.4 There also is initial 
evidence that individuals who have had a first episode 
of psychosis (FEP), compared to those at clinical high 
risk (CHR) for an episode, may exhibit more recovery of 
social functioning after treatment.5 Another possibility 
is that perceived support may contribute to improved 
social functioning, as one study found family treatment 
involvement associated with improved social function-
ing.6 Together, inconsistencies of treatment impact 
on social functioning may be attributed to how social 
functioning is measured, stage of psychosis onset, and 
perceived support.

PRESENT STUDY

Delaware Community Outreach, Referral, and Early 
Intervention Program (CORE) is an early intervention 
program for Delawareans ages 12 to 25 with FEP or CHR. 
CORE utilizes a coordinated specialty care model. A mul-
tidisciplinary team (comprised of a prescriber, occupa-
tional therapist, supported education and employment 
specialist, and clinician) works together with the client 
to address symptom management, social functioning, 
and educational and/or occupational functioning. The 
program is modeled after the Portland Identification 
and Early Referral (PIER) program developed by Dr. 
William McFarlane.7 CORE provides education about 
psychosis not only to the client, but also to family mem-
bers. Clients and family members are invited to attend 
multifamily groups where they engage in collaborative 
problem solving and have opportunities to build a sup-
portive social network. These activities are based on 
the theorized importance of social support for reducing 
stress and improving overall outcomes.7 

The present sub-study of Delaware CORE examined 
program impact on social functioning, as reported by 
both clinicians and clients. It was expected that clinician 
and client report would differ, although the direction 
of that difference was unclear based on the literature. 
Researchers also hypothesized that risk status (i.e., 
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enrollment as FEP or CHR) and clients’ perception of 
social connectedness would change the effect of CORE 
on social function. Based on the results of one study, 
we expected that persons with FEP would show greater 
improvement over time. We also expected that par-
ticipants with greater social support would benefit more 
from CORE than those endorsing less social support.

STUDY METHODS AND RESULTS

Participants and their assigned clinicians rated 
participants’ social functioning at enrollment, and at 
6- and 12-months post-enrollment. Participants were 
categorized as either CHR or FEP according to the results 
from the Structured Interview of Prodromal Syndromes 
(SIPS).8 Clinicians rated participants using the MIRECC 
Global Assessment of Functioning (GAF) social subscale, 
which ranges from 0 (no information available) to 70 
(average functioning) to 100 (superior functioning). On 
the National Outcome Measures (NOMs),9 participants 
rated their agreement (from 0 [strongly disagree] to 4 
[strongly agree]) with two statements: “I do well in social 
situations,” and “In a crisis, I would have the support 
I need from family or friends.” The latter item served 
as a proxy for perceived social support, and correlated 
positively with other NOMs items that measure social 
connectedness (e.g., belonging to a community).

At the time of this report, two or more assessments 
were collected on 44 (81%) clients who were enrolled 
for at least 1 year. Average age at enrollment was 
17.7-years-old (range 14- 24-years-old), with a majority 
of the sample describing themselves as male (~64%), and 
non-Latino Caucasian (~55%). About 55% of the sample 
qualified as CHR. Most of the clients with FEP resided 

in New Castle County, the most populated, urban, and 
culturally diverse of the state’s three counties.

At enrollment, participants did not differ by their 
enrollment status of CHR or FEP on clinician or partici-
pant ratings of social functioning. Moreover, there was 
no significant correlation among clinicians’ social rating 
on the MIRECC and clients’ ratings of social well-being 
or support in a crisis.

Analyses revealed that not all CORE participants 
improved their social functioning. Instead, treatment-
related changes in social functioning depended on other 
factors and varied by reporter. 

Per clinician report, FEP social functioning declined 
during treatment, whereas CHR improved after a year of 
treatment; see Figure 1. 

Figure 2 shows that clients endorsing higher levels of 
support in a crisis reported improvements in their social 
functioning; whereas, those endorsing lower levels 
declined.

LESSONS LEARNED

The findings highlight the importance of rater per-
spective. Clients did not report similar social functioning 
to clinicians – rating themselves with lower levels of 
social impairment. Differences between reports may be 
the result of low awareness, lack of comfort in reporting, 
or an artifact of clinicians’ classification of participants 
as CHR or FEP. 

These results emphasize the importance of access-
ing services early, even before youth and young adults 
experience a first episode of psychosis. Those with CHR 
may respond better to treatment of social functioning. 
Other strategies may be needed to support the social 
skills of those with FEP.

FIGURE 1. TREATMENT CHANGES IN SOCIAL 
FUNCTIONING BY ENROLLMENT STATUS
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FIGURE 2. TREATMENT CHANGES IN 
SOCIAL FUNCTIONING BY PERCEIVED 
SUPPORT IN A CRISIS
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Clients’ perceived support in times of crisis affected 
changes in self-reported social functioning over time. 
Those who reported low levels of support reported a 
decline in social functioning; those who reported higher 
levels reported improvements. Social support may be 
an important condition of social recovery. Learning of 
a loved one's mental health condition can be hard on 
family members; however, it is important that they show 
strength and lend support to the affected youth or young 
adult. Family members may even want to seek their own 
support from friends, family, religious organizations, or 
other groups. 

A few considerations about these results are worth 
noting. These results are preliminary, and may change 
as Delaware CORE collects more data. Analyses did not 
include a control group, so it is unclear how participants 
would have done compared to a non-treatment group. 
Additionally, it is unclear how these results may general-
ize to families not enrolled in Delaware CORE. Despite 
these limitations, results provide evidence for the 
importance of capturing and promoting social function-
ing in young people with early psychosis.
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