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Objective: Self-report screening instruments for emerging
psychosis have the potential to improve early detection ef-
forts by increasing the number of true positives among
persons deemed to be at “clinical high risk” of the disorder,
but their practical utility depends on their validity across race.
This study sought to examine whether a commonly used
self-report screening tool for psychosis risk performed
equally among black and white youths in its ability to predict
clinical high-risk status.

Methods: Black (N=58) and white (N=50) help-seeking in-
dividuals ages 12–25 (61% female) were assessed with the
Prime Screen and the Structured Interview for Psychosis-
Risk Syndromes (SIPS). A logistic regressionmodel estimated
race differences in the strength of the relation between
Prime Screen scores and SIPS-defined risk status.

Results: Higher Prime Screen scores significantly predicted
clinical high-risk status among white (p,.01) but not black
participants. Among black youths without clinical high risk,
self-reported Prime Screen scores more closely resembled
scores for youths (black or white) with clinical high risk than
scores of white peers who were also without clinical high
risk.

Conclusions: Results suggest that consideration of race or
ethnicity and associated cultural factors is important when
screening for clinical high-risk status. Findings support the
need to develop culturally valid early psychosis screening
tools to promote appropriately tailored early intervention
efforts.
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Individuals at “clinical high risk” for psychosis are those
experiencing recent attenuated psychotic syndromes or
other indicators of susceptibility during adolescence or
young adulthood, a key period of risk for first-episode psy-
chosis (1). As only 25% of these individuals develop a formal
psychotic illness in the years after identification (2), false-
positive identification of psychosis risk syndromes limits the
capacity of psychosis prevention efforts (3). Evidence sug-
gests that recent trends toward drawing putatively high-risk
research participants from the general, non–help-seeking
population contributes to the high rates of false positives (4).
In conjunction with the developing consensus that high-risk
syndromes warrant clinical attention regardless of eventual
psychosis (due to frequently high levels of distress and im-
pairment; 5), these findings raise questions about the most
appropriate ways to identify individuals on a path toward
worsening prognosis. The use of brief, self-report screen-
ing instruments prior to clinical assessment referral may
contribute to an efficient and cost-effective solution to
this problem (6). Self-report screens can indicate one’s

probability of meeting high-risk criteria once fully assessed
(7) and have strong validity in the prediction of subsequent
psychosis (8).

HIGHLIGHTS

• The Prime Screen self-report measure of psychosis-risk
syndromes significantly predicted clinician-established
risk status for white participants.

• The Prime Screen did not significantly predict clinician-
established psychosis risk status for black participants.

• Consideration of individual participant characteristics is
important when considering results from screening tools
designed to detect psychosis risk.

• Intervention efforts for early psychosis will be augmented
by the development of culturally valid psychosis-risk
screening tools.
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Given that normative experiences and item interpretation
can vary as a function of factors related to race, ethnicity, and
culture, validation of instruments designed to capture psy-
chological and behavioral abnormalities requires close ex-
amination of an instrument’s performance across different
racial and cultural backgrounds (9). Historically, many psy-
chometric instruments lack sensitivity to important cultural
factors (9–14), suggesting that the validity of psychosis risk
instruments may differ between members of racial-ethnic
majority andminority populations (10, 15). This problem can
contribute to sociodemographic health disparities by limit-
ing the benefits of screening, including early intervention,
for members of racial-ethnic minority groups (16, 17).

Decades of research demonstrate that black individuals
are more likely than white individuals to be misdiagnosed as
having schizophrenia (18–20), further compounding what
may be an actual underlying disparity in prevalence rates (21,
22) and quality of treatment (23). Given the importance of
early detection and intervention in curbing the burden of
serious psychopathology (24, 25), these findings highlight
the need to develop screening tools that can signal emerging
psychosis among black, help-seeking youths, who may be at
risk of both an eventual misdiagnosis of schizophrenia and—
paradoxically—the onset of an actual (not misdiagnosed)
psychotic disorder.

This study aimed to determinewhether the Prime Screen,
a commonly used self-report prescreen for clinical high-risk
criteria, performs equivalently across black and white help-
seeking youths. Building from literature demonstrating
limited cultural sensitivity of many psychometric instru-
ments (9, 10, 14) and extending previous work suggesting a
strong predictive relation between Prime Screen scores and
clinical high-risk status, we examined whether the relation
between the Prime Screen and clinical high-risk status was
weaker among black participants relative to white partici-
pants. To address the possibility that differences in self-
rated symptoms could be explained by group differences in
levels of clinician-rated psychopathology, clinician bias, or
disparities in socioeconomic status (26), we examined rates
of high-risk diagnoses across racial groups, the magnitude of
relations between Prime Screen scores and clinician-rated
positive symptom severity, and whether family income
accounted for any differential relation between Prime
Screen scores and risk status. In exploratory analyses, we
examined the specific Prime Screen items that may con-
tribute to any observed racial differences.

METHODS

Procedures
The study took place within the context of an ongoing lon-
gitudinal study of psychosis risk that began in 2010. Partic-
ipants or their parents (if the child was younger than 18)
spoke by phone with a trained researcher, who described
study procedures and determined eligibility. Visits took
place in a private room within university clinics. After

providing informed consent, youths completed self-report
measures alone while their parents (when present) were
interviewed regarding the youths’ psychiatric history. Sub-
sequently, participants completed psychiatric interviews
with the researcher. The study was approved by the uni-
versities’ institutional review boards.

Participants
Individuals ages 12 to 25 were recruited from community
clinics, hospitals, schools, and private practitioners in Bal-
timore. Additional inclusion criteria required only that par-
ticipants were receiving mental health services at the time of
enrollment. Participants were typically referred for mental
health assessment and diagnosis because of suspected
emerging psychosis or other psychiatric concerns (e.g., af-
fective disorders). The participants could be divided into
three categories: individuals at clinical high risk, a help-
seeking control group made up of individuals with active
mental health concerns but without clinical high risk or a
diagnosable psychotic disorder (such as schizophrenia), and
individuals with a diagnosable psychotic disorder. Given
interest in the performance of the Prime Screen in predict-
ing psychosis risk among black relative to white youths,
participants with psychosis (N=26) and participants who
were neither black nor white (N=27) were excluded from
analyses.

Measures
Race. Race was reported by participants or their parents by
using a questionnaire concerning demographic characteris-
tics derived from the National Institutes of Health’s defini-
tions for racial and ethnic categories. The response item
corresponding to black race was “Black or African American.
A person having origins in any of the black racial groups of
Africa. Terms such as ‘Haitian’ or ‘Negro’ can be used in
addition to ‘black or African American.’” The item corre-
sponding to white race was “White. A person having origins
in any of the original peoples of Europe, the Middle East, or
North Africa.” Racial subgroups (e.g., groups corresponding
to specific African or European descent) were not identified.

Structured Interview for Psychosis-Risk Syndromes (SIPS).
The SIPS is a semistructured, gold-standard interview for
identifying and rating the severity of clinical high-risk syn-
dromes (27). Although no study to our knowledge has di-
rectly evaluated the cross-cultural performance of the SIPS,
a recent comprehensive review of its reliability and validity
across the 31 countries in which it has been used found no
evidence of differential performance by culture (28). To
meet criteria for a psychosis risk syndrome, participants
must have experienced one or more attenuated positive
psychotic symptoms at least weekly, an illness episode of
psychotic-level intensity that was too brief to meet criteria
for formal psychosis, or a recent functional decline of 30%
or more in the context of schizotypal personality disorder
(SPD) or a family history of psychosis. Given evidence that
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the degree of risk for transition to psychosis is comparable
among adolescents with SPD and those meeting other SIPS
criteria (e.g., 21% [29]), we included individuals with SPD
but no family history or significant functional decline in the
high-risk group. The SIPS items for unusual thought con-
tent, suspiciousness, grandiosity, perceptual abnormalities,
and disorganized communication are rated on a 7-point
scale, from 0 (absent) to 6 (severe), and ratings are summed
to create a measure of positive symptom severity. All SIPS
raters (nine white, one Asian) were certified following an
official 2-day workshop and achieved excellent interrater
agreement (intraclass correlation coefficient=.82 for positive
symptoms; k=1 for diagnosis). Raters were blind to partici-
pants’ Prime Screen scores.

Kiddie Schedule for Affective Disorders and Schizophrenia
(K-SADS). We used the K-SADS to characterize the sample
clinically. The K-SADS is a well-validated, semistructured
diagnostic interview used to identify DSM diagnoses among
youths (30). K-SADS diagnoses are made on the basis of
separate interviews with children and parents. Training in-
cluded expert instruction, rating of audio-recordings, in
vivo interview observation and co-rating, and supervised
administration until diagnostic agreement with experienced

raters was achieved for at least three participants and ap-
proval was given by the principal investigators.

The Prime Screen, revised. The Prime Screen is a 12-item,
self-report questionnaire developed by the SIPS authors as a
brief way to estimate the probability ofmeeting clinical high-
risk criteria (31). Items are rated on a 7-point scale, with
0 indicating definitely disagree; 1, somewhat disagree; 2,
slightly disagree; 3, not sure; 4, slightly agree; 5, somewhat
agree; and 6, definitely agree. Participants who endorse two
or more items at the level of a 5 or 6 are considered to screen
positive. The sum of positive symptoms is strongly corre-
lated with the sum of SIPS-rated positive symptoms (7) and
has been shown to predict subsequent transition to psy-
chosis among those at clinical high risk (8). The average
administration time of the instrument is 1 minute, 40 sec-
onds, and the Flesch-Kincaid reading-level estimate is 6:8.
Cronbach’s alpha for the present sample was .89.

Statistical Analyses
Preliminary analyses. Prime Screen scores were computed
by totaling the number of items endorsed at the level of 5 or
6 (hereafter referred to as Prime Screen “cutoff” scores),
consistent with author recommendations and with previous

TABLE 1. Demographic and clinical characteristics of youths at clinical high risk of psychosis and help-seeking control participants,
by race

Black (N=58) White (N=50)

Clinical high risk Help-seeking control Clinical high risk Help-seeking control

Characteristic N % N % N % N %

N of participants 24 41 34 59 19 38 31 62
Female 16 28 19 33 14 28 17 34
Annual family incomea ($)
,20,000 8 14 14 24 2 4 3 6
20,000–39,999 7 12 9 16 3 6 2 4
40,000–79,999 3 5 5 9 4 8 10 20
$80,000 4 7 2 3 8 16 13 26

DSM diagnosisb

Mood disorder 15 26 12 21 15 30 19 38
Anxiety disorder 12 21 11 19 16 32 19 38
PTSD 6 10 7 12 6 12 6 12
ADHD 10 17 17 29 10 20 15 30
Substance use disorder 1 2 0 — 2 4 5 10
None 0 — 5 9 0 — 1 2

M SD M SD M SD M SD

Age 14.88 2.01 15.75 3.14 16.70 2.87 16.97 3.12
SIPS positive scorec 12.46 4.74 4.87 3.42 12.16 3.22 5.13 2.85
Prime Screen scored

Cutoff score 2.95 2.77 2.09 2.39 3.50 2.81 .79 1.59
Raw score 29.00 17.42 25.23 14.72 33.56 17.26 12.52 14.70

a Because of small cell sizes, annual family income is presented in 4 categories. For primary analyses involving family income, however, this variable was coded
in 6 levels (,$20,000; $20,000–$39,999; $40,000–$59,999; $60,000–$79,999; $80,000–$99,000; and $$100,000). Annual family income data were
available for 97 participants.

b More than one diagnosis was common; percentages, therefore, exceed 100%.
c SIPS, Structured Interview for Psychosis-Risk Syndromes (positive symptom domain). This interview is the gold standard assessment for clinical high-risk
criteria. Possible scores range from 0 to 30, with higher scores indicating more severe positive symptoms. SIPS scores were available for 106 participants.

d The Prime Screen is a 12-item self-report screen for clinical high-risk criteria. Each item ranges from 0 to 6 and assesses the severity of a different attenuated
positive symptom. Cutoff scores represent the number of items in which the symptom was rated at the level of a 5 or 6. Raw scores range from 0 to 72, with
higher scores indicating more severe positive symptoms. Prime Screen data were available for 100 participants.
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validity studies (7). Primary analyses were also conducted by
using the sum of raw Prime Screen scores; because the re-
sults were the same regardless of the scoring method, for
simplicity the results obtained using raw scores are not re-
ported here but are available upon request. Black and white
participants were compared on demographic variables by
using chi-square or t tests.

Primary analyses. To examine whether the relation between
Prime Screen scores and clinical high-risk status was weaker
among black relative to white participants, a moderated lo-
gistic regression was performed in which dichotomous risk
status was regressed on race, Prime Screen cutoff scores, and
their cross product (race 3 Prime Screen cutoff score). In a
second linear regression, the sum of SIPS positive symptoms
was regressed on these same predictors. In the case of
moderation, simple effects were computed to examine the
effect of Prime Screen cutoff scores on the outcome variable
(i.e., probability of meeting high-risk criteria, SIPS positive
symptoms) separately among black and white participants
(32). Regression analyses were then repeated controlling for
family income and the demographic and clinical variables
that differed significantly by race.

Exploratory analyses. To explore whether specific Prime
Screen items were differentially related to clinical high-risk
status among black versus white participants, a 232 (race3
risk status) analysis of covariance (ANCOVA)was conducted
for each of the 12 raw Prime Screen item scores. ANCOVAs
examined mean differences in scores for each item across
risk groups within each race. Because of the exploratory
nature of these analyses, no correction for multiple com-
parisons was applied. Finally, we computed sensitivity and
specificity values for the entire sample and for the black and
white groups separately.

RESULTS

A total of 108 participants (clinical high-risk group, N=43;
help-seeking control group, N=65) were included in the
analyses, similar in size to several other psychosis-risk
screening studies (6). Of the participants, 58 were black and
50 were white (Table 1). Because of incomplete research
procedures, Prime Screen scores were missing for eight
participants, the sum of SIPS positive symptoms scores was
missing for 2, and family income data were missing for 11.
Data were excluded pairwise per analysis. The continuous
variables of interest displayed acceptable skew and kurtosis
(i.e., ,2 [33]) (Table 2). Black participants were on average
younger than white participants (t=2.68, df=106, p=.009) and
were less likely to have a mood disorder (N=41, 47%, versus
N=34, 68%; x2=5.03, df=1, p=.025). Age (r=–.26, p=.008) and
mood disorder (t=22.18, df=105, p=.032) were related to
Prime Screen cutoff scores and were considered covariates.
The race groups did not differ on any of the other de-
mographic or clinical variables.

As demonstrated in Table 1, the race groups did not sig-
nificantly differ on rates of high-risk diagnoses or on the
severity of Prime Screen cutoff scores or attenuated posi-
tive symptoms. Results from a moderated logistic re-
gression, however, revealed a significant interaction
between race and Prime Screen cutoff scores in the pre-
dicted probability of meeting high-risk criteria (Table 3).
Simple effects analyses suggested that higher Prime Screen
cutoff scores significantly increased the probability of
meeting these criteria for white but not black participants.
The effect remained significant when the analyses con-
trolled for household income, age, and mood disorder
(b=–.51, Wald x2=4.66, df=1, p=.031, Exp[B]=.60, 95% con-
fidence interval=.38–.96; see Table S1 in the online sup-
plement). When participants who met criteria for a formal
psychotic disorder were included in the high-risk group,
the pattern of findings remained the same (see Table S2 in
the online supplement).

Table 4 shows means and standard errors of individual
Prime Screen item scores, plus results of 232 (race 3 risk
status) and within-race ANCOVAs comparing scores on
each item across groups (controlling for family income, age,
and mood disorder). These analyses sought to determine
which Prime Screen items accounted for the differential
response pattern among black and white participants, de-
scribed above. Statistically significant race 3 risk status in-
teractions were observed for six items (items 1, 2, 5, 6, 8, and
9). For black youths, mean differences between high-risk
and help-seeking control groups were substantially smaller
(items 1 and 5) or in the opposite direction (items 2, 6, 9, and
12) than was seen among white participants. For these latter
items, black participants in the help-seeking control group
scored numerically higher than black youths at risk.

Within-race contrasts explored risk group differences on
Prime Screen items separately among black and white par-
ticipants (Table 4). White participants in the control group
consistently scored lower than white youths at high risk,
whereas a mixed pattern of results was observed among
black youths, with black participants in the control group
frequently endorsing items at a level comparable to or even

TABLE 2. Correlation coefficients and normality estimates for
primary study variables in a combined sample of youths at
clinical high risk and help-seeking control participants

Variable 1 2 3 4 M SD Skew Kurtosis

1. Risk status —
2. Race .03 —
3. SIPS positive

scorea
.72* .03 — 7.97 5.10 .51 –.32

4. Prime Screen
cutoff scoreb

.34* .12 .53** — 2.16 2.54 1.20 –.62

a SIPS, Structured Interview for Psychosis-Risk Syndromes (positive symptom
domain). Scores range from 0 to 30, with higher scores indicating more
severe symptoms.

b Scores range from 0 to 12, equal to the number of items in which the
symptom was endorsed at the level of a 5 or 6 on a scale from 0 to 6.

*p,.01, **p,.001.
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numerically greater than those at risk. In the combined
sample, sensitivity and specificity of the Prime Screen were
.43 and .90, respectively. Splitting by race, these values were
.27 and .90, respectively, for the black group and .61 and .90,
respectively, for the white group.

A linear regression predicting the sum of positive symp-
toms from race, Prime Screen cutoff scores, and their cross
product revealed no significant interaction, suggesting that
the relation between participant-rated Prime Screen scores
and clinician-rated positive symptom severity (irrespective
of one’s clinical high-risk status; Table 2) was roughly equal
across black and white participants.

DISCUSSION

We found that the Prime Screen, a frequently used self-
report assessment of clinical high-risk criteria, did not re-
liably distinguish between black help-seeking youths who
were at risk of psychosis and those who were not, even
though it did distinguish these groups among white partic-
ipants. The findings were not explained by differences in
income, age, mood disorder, rates of clinical high-risk di-
agnosis, or clinician-rated symptom severity. Item-level
analyses suggested a differential performance across race
for most items, suggesting a relatively widespread versus
item-specific effect.

A long history suggests that many psychometric instru-
ments do not perform equivalently across cultures (9–14).
Instruments may not measure the same constructs across
racial-ethnic groups, may use language that conveys differ-
ent meaning across these groups, or may concern constructs
that are more familiar to some groups than others (34).
Questionnaires may be inherently subject to certain of these
limitations. The Prime Screen, for example, was designed to
convey risk level mental experiences by adding contingency
words (e.g., “I think that I have felt…” [italics added]), a
convention that may have differentially influenced responses
across race. Questionnaires also may restrict the opportunity
to provide important contextual information associated with
endorsements, such as the degree of associated distress or
impairment. By contrast, diagnostic interviews allow clini-
cians to use age- and culturally appropriate language and to

clarify the circumstances surrounding en-
dorsements. The addition of a distress scale to
the Prime Screen, as included in a similar
measure (the Prodromal Questionnaire–Brief;
PQ-B), may partly address this issue.

We found that Prime Screen scores among
black participants in the help-seeking control
group more closely resembled those of par-
ticipants at clinical high risk (black or white)
than those of white participants in the help-
seeking control group. Notably, the frequency
of high-risk diagnoses and the severity of
clinician-rated positive symptoms did not
differ between racial groups. These findings

are important because they suggest that the black youths in
our sample appear highly symptomatic when only their self-
reported Prime Screen scores are considered. Following a
structured interview administered by a trained diagnostician,
however, it appears that black and white participants in this
sample do not differ significantly in their clinical level of
psychosis risk. Given the history of misdiagnosis of schizo-
phrenia among black individuals, reduced access to health
screening and high-quality treatment (16–19), and generally
high levels of discrimination and risk factors for psychosis to
which people of color are often exposed (22, 35, 36), these
findings highlight the need to carefully consider the most
appropriate referral and treatment options for black youths
who, based on these and other findings, are at increased risk
of inappropriate referral, diagnosis, and intervention.

An alternative explanation for our results is that Prime
Screen ratings were a more accurate measure of psychosis
risk than the SIPS among black participants in the help-
seeking control group, but the SIPS clinicians did not ac-
curately rate psychosis-risk symptoms, potentially because
of limitations of the instrument or cultural differences be-
tween participants and the majority white clinicians. This
possibility is unlikely, however, given that all clinician-
measured indices of psychopathology among black partici-
pants were either equal to or lower than those of white
participants, including SIPS-rated positive symptoms, rates
of high-risk diagnosis, and DSM diagnoses; formal psychotic
disorders are frequently overdiagnosed among black indi-
viduals, in contrast with the roughly equal rates of high-risk
diagnoses we observed; and clinicians were blind to partic-
ipants’ Prime Screen scores during assessment. Therefore,
our results point to the screen as the primary source of
inaccuracy in assessment.

Two general population studies recently found evidence
of measurement invariance across multiple racial-ethnic
groups for the PQ-B, another tool designed for psychosis-
risk screening (37, 38). Although these results may appear to
contrast with ours, a critical distinction between these
studies and ours is that only our study assessed participants
with both a screening instrument and the gold-standard
SIPS. Notably, black and white participants in our pooled
sample did not differ on their Prime Screen cutoff scores;

TABLE 3. Logistic regression model predicting clinical high-risk status from race,
Prime Screen cutoff scores, and their interaction among help-seeking youthsa

Analysis and variable b Sb Wald x2b p Exp(B) 95% CI

Logistic regression model
Race –.10 .47 .05 .82 .90 .36, 2.25
Prime Screen cutoff score .34 .11 10.14 .00 1.41 1.14, 1.74
Race 3 Prime Screen cutoff

score
–.44 .22 4.03 .05 .62 .42, .99

Simple effects
Black .13 .11 1.43 .23 1.14 .92, 1.42
White .58 .19 9.16 .00 1.78 1.23, 2.59

a Model terms are centered at zero.
b df=1.
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only when the clinician-rated risk status was considered did
a differential response pattern emerge between racial
groups. Given that we observed such a pattern for nearly all
Prime Screen items, our results suggest that this instrument
may not capture the same constructs across racial or cultural
populations. The field would benefit from studies in-
corporating measurement invariance analysis of multiple
psychosis-risk screening instruments with direct compari-
sons against gold-standard assessments.

A strength of our study was its use of a clinical control
group to assess the performance of the Prime Screen, a
screening tool used in real-world clinical settings. Relative to
“healthy controls,” control groups made up of help-seeking

individuals are optimal comparators in studies like ours
because they are more clinically representative of the pop-
ulation for which the instrument was designed (39, 40).
Nonetheless, the participants in our sample at clinical high
risk tended to have more DSM diagnoses than the help-
seeking control participants, suggesting greater overall ill-
ness severity. Although specificity estimates of the Prime
Screen were excellent and our main findings held after ad-
justment for racial differences in mood disorder, because
black participants on average presented with fewer DSM
diagnoses than white participants, it remains possible that
general illness severity contributed to the differential per-
formance of the Prime Screen.

TABLE 4. Differences in Prime Screen item scores between participants at clinical high risk and help-seeking control participants
within and between racial groupsa

Black White

Clinical
high risk

Help-
seeking
control

Clinical
high risk

Help-
seeking
control

Race 3 risk
statusb

Prime Screen item M SE M SE F h2 M SE M SE F h2 F h2

1. I think that I have felt that there are
odd or unusual things going on that
I can’t explain.

3.03 .49 2.79 .42 .13 .00 3.55 .51 1.55 .39 9.22** .20 4.74* .06

2. I think that I might be able to predict
the future.

1.05 .53 2.26 .45 2.98 .07 1.67 .47 .70 .36 2.52 .06 4.93* .06

3. I may have felt that there could possibly
be something interrupting or
controlling my thoughts, feelings,
or actions.

2.13 .50 2.20 .42 .01 .00 2.27 .49 1.14 .38 3.16 .08 1.96 .02

4. I have had the experience of doing
something differently because of
my superstitions.

2.06 .49 2.29 .42 .13 .00 2.81 .52 1.31 .40 4.96* .12 3.01 .04

5. I think that I may get confused at times
whether something I experience or
perceive may be real or may just be
part of my imagination or dreams.

3.77 .48 3.36 .41 .42 .01 4.12 .53 1.54 .41 14.25** .28 5.83* .07

6. I have thought that it might be possible
that other people can read my mind,
or that I can read others’ minds.

.79 .43 1.53 .37 1.64 .04 1.50 .47 .69 .36 1.79 .05 4.57* .05

7. I wonder if people may be planning to
hurt me or even may be about to hurt
me.

3.23 .51 1.82 .44 4.51* .10 2.63 .46 1.54 .36 3.33 .08 .03 .00

8. I believe that I have special natural
or supernatural gifts beyond my
talents and natural strengths.

1.17 .53 2.43 .45 3.10 .07 1.31 .40 .62 .31 1.77 .05 3.59 .04

9. I think I might feel like my mind is
“playing tricks” on me.

2.19 .50 2.75 .43 .70 .02 3.61 .49 1.36 .38 12.32** .25 8.64** .10

10. I have had the experience of hearing
faint or clear sounds of people
or a person mumbling or talking
when there is no one near me.

2.83 .50 2.20 .43 .87 .02 4.18 .56 1.46 .43 14.28** .28 3.47 .04

11. I think that I may hear my own
thoughts being said out loud.

2.01 .50 2.31 .43 .12 .00 2.52 .48 .91 .37 6.75* .15 3.56 .04

12. I have been concerned that I might
be “going crazy.”

2.01 .53 2.03 .46 .00 .00 3.27 .46 1.22 .36 11.54** .24 4.32* .05

a Item responses range from 0 (definitely disagree) to 6 (definitely agree). Within-race contrasts in Prime Screen item scores were performed by using analyses
of covariance (ANCOVAs; black, df=1, 47; white, df=1, 42). Levene’s test estimated unequal variances in Prime Screen scores at the population level for items
4 and 10 for the black group and items 2, 6, and 11 for the white group. Analyses controlled for family income, age, and mood disorder.

b Race (black versus white) 3 risk status (clinical high risk versus help-seeking control) interactions were examined by using 232 ANCOVAs (df=1, 89). The F
statistic and h2 represent the interaction of these two variables.

*p,.05, **p,.01.
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With federal funding for clinical high-risk intervention
programs, large-scale dissemination of screening tools is
underway. Findings from this study may inform these ef-
forts, but our relatively small sample may not generalize to
larger programs with more inclusive recruitment strategies
or a broader range of sociodemographic characteristics. Our
requirement that participants had already contacted a men-
tal health care provider, for example, likely distinguishes our
sample from individuals whose initial psychosis-risk assess-
mentmay be their first lifetime contact with services; it is also
possible that referral patterns were differentially distributed
across clinical or racial groups in our study. Given that
screening thresholds may vary by help-seeking status (41) and
referral source (42), identifying interactions between idio-
graphic factors such as these may advance early identification
efforts.

It is important to consider that self-reported race is only a
crude proxy for numerous cultural, historical, geographic,
and socioeconomic factors (among many others [43]) that
may influence a person’s mental health status or response to
questionnaires. Community studies designed to carefully
measure these factors would allow researchers to tease apart
their relative influences on psychosis-risk screening in ways
that our study could not; theymay also have enhanced ability
to detect influences on racial-ethnic cultural subgroups (e.g.,
specific Caribbean, African, or European descent). A valu-
able approach may be to develop a maximally and cross-
culturally effective screening tool based on combinations of
items from previously validated psychosis-risk question-
naires. Qualitative interviews with respondents of varying
backgrounds may help to promote development of novel
screening items.

CONCLUSIONS

Mental health screening is a critical juncture in pathways to
care. The potentially inadequate performance of psychosis-
risk screens among black youths may represent a rupture at
this junction, further compounding racial disparities in ac-
cess to accurate diagnosis and treatment. Greater attention
to cultural and contextual influences on clinical assessment
may foster more accurate diagnosis and early, targeted
intervention.
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