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Abstract
Help-seeking youth may present with cognitive disorganization, unusual experiences, withdrawal, or
threat-related meanings that cross familiar diagnostic boundaries. This Perspective proposes describing
domain-specific within-person changes in organization separately from developmental baseline, actual or
potential environmental threat, and established psychosis-risk assessment. It introduces “sorting
capacity” only as a deliberately non-technical, descriptive clinical shorthand for a family of related but
separable changes in attention and working-memory deployment, sequencing and task organization,
access to language, discourse organization, and contextualization. The shorthand is not a latent
construct, unitary mechanism, diagnosis, scale, causal pathway, biomarker, or treatment target. Four
complementary formulation questions are proposed as a clinical heuristic: reconstruct developmental
baseline; examine a provisional within-person state hypothesis; assess environmental safety, events, and
meanings; and determine whether established clinical-risk indicators require formal assessment or
referral. These questions can coexist and are neither equivalent nor scoreable. Reports of bullying, abuse,
discrimination, family violence, coercion, online harassment, institutional harm, or other danger require
proportionate safety and safeguarding assessment before interpretive formulations are advanced.
Evidence directly relevant to stress is confined to specified executive-function outcomes under studied
conditions; it does not establish effects on speech disorganization, threat interpretation, or reality testing.
The manuscript’s novelty is therefore limited to a safety-gated organization of established assessment
domains and a documentation shorthand whose proposed clinical value requires prospective testing.

Introduction: start with the sign, not the label
A young person who usually manages schoolwork adequately reports that, under social and academic
load, their thoughts “run apart.” They open a homework document, check messages, lose the task
sequence, and later struggle to explain how the evening became chaotic. Another adolescent becomes
blank and verbally sparse when asked about a conflict at school. A third reports repeated hostile
messages, exclusion, and pressure from peers. Those reports might describe verified harm, an
ambiguous event, a mistaken interpretation, or a mixture of these possibilities; the first clinical obligation
is to assess safety and the events themselves, not to decide prematurely that the account is internally
generated. These are constructed illustrations rather than clinical cases. They show why an observable
sign can be clinically important before its diagnostic meaning is stable.

The same surface presentation may be described as anxiety-related cognitive interference, executive
dysfunction, attention-deficit/hyperactivity disorder-related disorganization, autism-related overload,
“brain fog,” dissociation, developmental language difficulty, formal thought disorder, suspiciousness, or
emerging psychosis risk. Each label refers to a different assessment domain, and several may apply at
once. Developmental and bioecological perspectives direct attention to adaptation across the person,
relationships, institutions, culture, and time rather than locating every change inside the individual [1–2].
This is especially important in youth, when developmental baselines are still changing and accounts from
the young person, caregivers, school, and clinicians may diverge.
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This Perspective proposes describing cognitive disorganization and unusual experiences in help-seeking
youth by separating domain-specific within-person changes in organization from developmental baseline,
actual or potential environmental danger and meaning, and established psychosis-risk assessment
within a nonvalidated, non-scoreable formulation heuristic. The manuscript’s only claimed novelty is the
explicit, safety-gated juxtaposition of established assessment domains within one clinician-facing
heuristic and the proposed non-technical shorthand “sorting capacity” for documenting function-specific
within-person change. It introduces no new latent construct, unitary mechanism, trait, diagnosis, scale,
causal pathway, biomarker, risk algorithm, or evidence-based intervention.

Psychosis-related language without premature labeling
Psychosis-related concepts are relevant but require careful separation. A contemporary child and
adolescent review distinguishes psychotic disorders, psychotic experiences, and psychosis-risk states
and emphasizes their different meanings and developmental contexts [3]. A systematic review and meta-
analysis found that psychotic experiences are common among children and adolescents presenting to
mental health services, although estimates vary with assessment method, setting, and sample [4].
Epidemiological evidence indicates that psychotic experiences can be transient and occur across
diagnostic categories [5], while transdiagnostic accounts place them on an extended phenotype rather
than equating them with an inevitable psychotic disorder [6]. These findings support asking about
unusual experiences; they do not classify an individual or determine prognosis.

Clinical-high-risk for psychosis (CHR-P) assessment has a different status. Established CHR-P
approaches use specified symptom, functional, and risk criteria and require trained assessment rather
than impressionistic substitution [7]. Basic-symptom research likewise concerns defined subjective
cognitive and perceptual experiences and should not be collapsed into a generic observation of
disorganization [8]. Meta-analytic estimates of transition in children and adolescents who meet CHR-P
criteria describe one possible group outcome, not the fate of every young person [9]. Conceptual clarity is
particularly important in child and adolescent applications [10]. A meta-analysis of CHR-P participants
who did not transition, with a mean sample age of 20.4 years and therefore not youth-specific, found
persistent symptoms or functional needs [11]. Transdiagnostic youth mental-health approaches therefore
broaden clinical attention without making formal psychosis-risk classification redundant [12].

In this Perspective, psychotic experiences, formal thought disorder, and CHR-P classification remain
distinct. A transdiagnostic formulation may slow premature closure, but it must not delay validated
assessment, medical review, safeguarding, or specialist referral when indicated.

Scope, evidence status, and novelty
This is a Perspective and conceptual synthesis, not a systematic review, diagnostic study, or validation
study. Four evidence categories govern the argument. Directly supported claims stay within the
population, exposure, comparator, and outcome actually studied. Adjacent-extrapolated claims draw on a
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relevant literature but cross at least one important boundary, such as moving from adult or early-
psychosis findings to adolescents, or from executive-task performance to conversational organization. A
clinical hypothesis is plausible but untested and is stated with a potential falsification condition.
Proposed utility refers to what the shorthand or heuristic might help clinicians document or researchers
test; it is not an established benefit.

Table 1 makes these boundaries explicit. Evidence that anxiety or acute stress can impair specified
executive functions is not direct evidence that stress causes disorganized speech, inaccurate threat
meanings, impaired reality testing, or a psychosis-risk state. Conversely, the absence of such direct
evidence does not show that state effects are clinically irrelevant. It identifies the next measurement
problem.
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Table 1
Claim-evidence status and inferential limits

Central
proposition

Evidence
status

Evidence base
and outcome
actually studied

Permissible inference Not established;
required test or
falsification
condition

Psychotic
experiences are
encountered in
youth mental-
health services
and are not
synonymous
with a
psychotic
disorder.

Directly
supported

Child/adolescent
review, service-
sample meta-
analysis,
epidemiological
meta-analysis,
and
transdiagnostic
review; outcomes
include reported
psychotic
experiences,
prevalence,
persistence, and
diagnostic
distribution [3–6].

Unusual experiences
warrant careful
assessment without
automatic diagnostic
assignment.

No individual
diagnosis,
prognosis, or
causal
explanation
follows from
prevalence. Test
with validated
individual-level
longitudinal
assessment.

CHR-P
transition is
one outcome
among several
and requires
established
assessment.

Directly
supported

CHR-P reviews,
basic-symptom
literature, youth
transition meta-
analysis,
child/adolescent
conceptual
guidance, a non-
transition
outcome meta-
analysis with a
mean sample age
of 20.4 years (not
youth-specific),
and a
transdiagnostic
early-intervention
perspective [7–
12].

Use validated CHR-P
assessment and attend
to symptoms and
functioning whether or
not transition occurs.

The proposed
heuristic does
not classify
CHR-P or predict
transition.
Falsified as an
adequate
substitute if it
misses
established
criteria or delays
referral.

Acute stress
can affect
specified
executive
functions under
studied
conditions.

Directly
supported
for the
measured
executive
outcomes

Acute-stress
meta-analysis
and
neurobiological
review; outcomes
include working
memory,
inhibition,
cognitive
flexibility, and
prefrontal task
performance,
predominantly
outside youth

Stress-related variation
in named executive
functions is plausible
and measurable.

Speech
organization,
threat
interpretation,
reality testing,
and a unitary
“sorting”
mechanism
were not
established.
Test each
outcome
separately with
repeated,
developmentally
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Central
proposition

Evidence
status

Evidence base
and outcome
actually studied

Permissible inference Not established;
required test or
falsification
condition

clinical samples
[13, 14].

appropriate
measures.

Daily stress can
covary with
response-
inhibition
performance in
adolescents.

Directly
supported
for a narrow
adolescent
outcome

A small
adolescent study
related daily
stress to
response
inhibition and
neural activation
[15].

Within-person
adolescent stress-
cognition studies are
feasible.

General
executive
decline,
language or
discourse
change, threat
meaning, and
reality testing
were not
studied.
Replicate across
larger samples,
domains,
contexts, and
repeated
observations.

Affective
activation may
be associated
with formal
thought
disorder in early
psychosis.

Adjacent-
extrapolated

Early-psychosis
systematic
review and
experimental
affect-induction
study; outcomes
concern formal
thought disorder
and its
associations [16,
17].

Affect-linked variation
in formal thought
disorder is a relevant
adjacent finding.

The evidence is
not youth-
specific and
does not
validate pacing
response or the
proposed
shorthand. Test
with blinded,
repeated
discourse
ratings in youth.

Reported threat
may
correspond to
genuine
adversity or
danger.

Directly
supported
that relevant
youth harms
occur;
individual
application
requires
assessment

Child-
maltreatment
guidance and
youth bullying,
discrimination,
and cyberbullying
reviews [18–21].

Bullying, abuse,
discrimination, family
violence, coercion,
online harassment,
institutional harm, and
other danger must
remain live possibilities
and prompt
proportionate safety
assessment.

No citation
determines
whether an
individual report
is accurate.
Evaluate events,
chronology, safe
corroboration,
immediate risk,
and
safeguarding
duties without
treating non-
corroboration as
proof of internal
origin.

Mentalizing is a
distinct domain
that can be
context-
sensitive.

Adjacent-
extrapolated

Clinical review of
mentalizing
across
psychopathology
[22].

Self-other meaning may
be assessed as a
separate formulation
layer.

The source does
not establish a
shared sorting
mechanism or
adjudicate event
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Central
proposition

Evidence
status

Evidence base
and outcome
actually studied

Permissible inference Not established;
required test or
falsification
condition
accuracy. Use
domain-specific
mentalizing
measures and
independent
event/safety
assessment.

“Sorting
capacity” may
help
decompose a
global
description into
named,
observable
domains.

Proposed
utility

Author proposal
informed by the
bounded
literatures above.

The term may serve as
documentation
shorthand when
domain, baseline,
context, and time
course are stated.

Reliability,
validity,
incremental
value, etiology,
prognosis, and
treatment
sensitivity are
unknown.
Abandon or
revise the term if
it adds no
information
beyond domain-
specific
description or
causes
construct
confusion.

Four
complementary
questions may
help prevent
premature
closure.

Proposed
utility

Author-organized
clinical heuristic;
not a validated
model.

The questions may
keep developmental
baseline, provisional
state variation,
environmental
safety/events/meaning,
and established risk
assessment visible at
the same time.

No improvement
in decisions or
outcomes is
established.
Compare with
usual
formulation and
measure missed
danger, missed
referral,
agreement,
burden, and
clinical
outcomes.

Improvement
during pacing
or down-
regulation may
provide
descriptive
within-session
information.

Clinical
hypothesis

No direct
evidence was
identified that
pacing or down-
regulation
specifically
normalizes
organization in
this presentation
or identifies
mechanism,
truth, diagnosis,
or risk.

Record what changed,
in which domain, under
what conditions, and for
how long.

A response is
not a truth test
or diagnostic
proof. The
hypothesis fails
if change is
unreliable,
nonspecific,
unrelated to
load, or
misleading
about safety or
specialist need.
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Figure 1 separates published findings from the inferential stop and the author’s proposal. Its purpose is
epistemic rather than clinical sequencing: it shows where evidence ends, where extrapolation begins, and
why the genuine-danger branch remains separate.

“Sorting capacity”: definition and differential boundaries
In this Perspective, “sorting capacity” is a deliberately non-technical, descriptive clinical shorthand for a
family of related but separable changes in attention and working-memory deployment, sequencing and
task organization, access to language, discourse organization, and contextualization that may vary within
a person across load, setting, and time. It is neither a latent trait nor a unitary mechanism, diagnosis,
scale, causal process, pathway, or biomarker. The term is permissible only when the clinician names the
affected domain or domains, anchors the observation to the young person’s individual developmental
and usual baseline, specifies the context and putative load, and records onset, duration, fluctuation, and
recovery course. Threat accuracy and reality testing are excluded from the definition and require separate
assessment. Its limited incremental inference is only that apparently similar surface disorganization may
be decomposed into observable, domain-specific, within-person patterns that can guide what to assess
next and how to document uncertainty; it does not identify etiology, diagnosis, prognosis, truth, or
treatment response.

This usage imposes a term-governance rule. After the definition, the affected domain should be named
whenever possible: for example, “topic maintenance decreased during a high-demand interview” is
preferable to “sorting capacity was poor.” The shorthand must not become a causal noun, a global
attribute of the young person, or a substitute for validated assessment.

Executive functions include separable processes such as working memory, inhibitory control, cognitive
flexibility, planning, and monitoring [23]. Anxiety-related attentional interference [24], acute-stress effects
on core executive functions [13], and stress-sensitive prefrontal function [14] support a bounded
prediction that some named cognitive operations may vary under load. An adolescent study relating daily
stress to response inhibition and neural activation provides youth-specific but narrow within-person
evidence [15]. None of these sources directly measured the proposed family of changes as a whole, and
none establishes effects on conversational coherence, threat accuracy, or reality testing. A qualitative
analysis of Reddit submissions, not a youth-specific clinical study, illustrates the heterogeneity of the
broad self-description “brain fog”; it should be unpacked rather than used as an explanation [25].

Formal thought disorder (FTD) concerns disturbances in thought form, discourse coherence, and
language organization and requires its own phenomenological and, where appropriate, linguistic
assessment [26]. Associations among FTD, neurocognition, and functioning have been reviewed mainly
in early psychosis [16]. An affect-induction study found state-related changes in FTD in early-stage
psychosis [17], but that finding is not youth-specific and does not show that reduced demand
distinguishes FTD from other sources of disorganization. Word-finding difficulty, reduced speech, fatigue,
dissociative blankness, and topic loss therefore cannot be relabeled as FTD without appropriate
assessment.
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Dissociation may involve discontinuities in consciousness, perception, memory, identity, affect, or bodily
experience. A recent systematic review shows that dissociation instruments vary in scope and evidence
quality [27]. If blankness, derealization, depersonalization, amnesia, or detachment is reported, those
phenomena, their triggers, and their time course should be assessed directly.

“Autism-related overload” is used here only as a contextual description of distress under cumulative
sensory, social, communicative, or cognitive demand in an autistic person. It is not a standardized
diagnosis or generic synonym for stress sensitivity. Authoritative guidance recommends identifying
environmental, communication, physical-health, and co-occurring mental-health factors that may
precipitate or maintain distress or behavior that challenges [28]. Developmental autism history and
demand mapping remain necessary; the shorthand cannot infer autism.

Developmental or acquired language disturbance also requires an independent boundary. The CATALISE
consensus clarifies terminology for persistent developmental language problems and underscores the
need to describe affected language domains and functional impact [29]. A single interview cannot
establish that word access, pragmatic language, or discourse difficulty is state-dependent.
Developmental, multilingual, educational, hearing, neurological, and speech-language history may be
required.

Mentalization refers to understanding behavior in relation to mental states in oneself and others [30].
Contemporary reviews describe mentalizing as context- and arousal-sensitive and as relevant across
forms of psychopathology [22]. This literature may inform a separate formulation layer concerning self-
other meaning, but it does not establish a cognitive mechanism, determine whether a reported threat is
true, or replace psychosis-risk or language assessment. Table 2 summarizes the seven differential
boundaries and the distinct assessment each requires.
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Table 2
Sorting capacity and boundaries with established constructs

Established
construct or
domain

Primary referent Possible surface
overlap

Boundary and
required
assessment

Limited role of
the shorthand

Executive
dysfunction

Working memory,
inhibition, shifting,
planning,
monitoring, and
related executive
processes; these
may be trait-like,
acquired, or state-
sensitive [13–15,
23–24].

Task-sequencing
loss, distractibility,
or difficulty holding
a conversational
goal.

Do not infer
executive
dysfunction from
conversational
“fog” or response
to pacing. Use
developmental
and task history
and, when
indicated,
validated
cognitive
assessment.

Prompts the
clinician to
name the
function that
varied within
the person;
neither
replaces nor
explains
executive
dysfunction.

Cognitive
disorganization

The presenting
sign or symptom
domain; its
operational
meaning must be
specified.

May include task,
attentional,
linguistic, or
discourse-level
disorganization.

Treat it as the
observation to be
described, not as
a mechanism.
Avoid circularly
using the
shorthand as both
definition and
cause.

Offers a
grammar for
decomposing
the
observation,
not a second
construct.

Formal thought
disorder

Disturbance in
thought form,
discourse
coherence, and/or
language
organization
assessed with
appropriate
clinical or
linguistic
methods [16–17,
26].

Reduced topic
maintenance or
coherence may
appear similar.

Do not infer FTD
from word-finding
difficulty, reduced
speech, fatigue,
fog, or
improvement with
pacing. Conduct
an FTD-specific
assessment when
indicated.

Adds no
diagnostic
inference;
prompts
referral to the
appropriate
assessment
domain.

Dissociation Disruption or
discontinuity in
normally
integrated
consciousness,
perception,
memory, identity,
affect, or bodily
experience [27].

Blankness, memory
gaps, derealization,
depersonalization,
or detachment may
coexist with
organizational
difficulty.

Assess
dissociative
phenomenology,
amnesia, triggers,
and time course
separately using
developmentally
appropriate
methods.

Intended to
guard against
collapsing all
blankness into
one
mechanism;
does not
explain
dissociation.
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Established
construct or
domain

Primary referent Possible surface
overlap

Boundary and
required
assessment

Limited role of
the shorthand

Autism-related
overload

A contextual, non-
diagnostic
description of
distress under
cumulative
sensory, social,
communicative,
or cognitive
demand in an
autistic person
[28].

Shutdown,
withdrawal,
reduced speech,
task loss, or
distress may look
disorganized.

Establish
developmental
autism context
and map sensory,
social,
communication,
physical-health,
and environmental
demands.

Prompts
domain and
context
description
only; does not
infer autism or
a mechanism.

Developmental
or acquired
language
disturbance

Persistent
developmental
language
difficulty, with
developmental
terminology
established by
CATALISE [29];
separately, an
acquired
disturbance in
structural,
semantic,
pragmatic, or
discourse
functions.

Word access, topic
maintenance, and
contextual framing
may overlap.

Obtain
developmental,
multilingual,
educational,
hearing,
neurological, and
speech-language
history; do not
infer state
dependence from
one interview.

Encourages
baseline
comparison
but does not
replace
language
assessment.

Reduced
mentalization

Difficulty
representing
behavior in terms
of mental states
in self and others;
may vary with
arousal and
relationship
context [22, 30].

Contextualization
and self-other
meaning may
overlap with the
presentation.

It is neither
executive
dysfunction nor
language disorder
and cannot
determine
whether a
reported threat is
accurate.

At most adds a
separate
formulation
layer; provides
no truth or
psychosis-risk
inference.

Adjacent literatures and candidate processes
Several literatures make the proposed distinctions clinically plausible without establishing a unitary
mechanism. Reviews of childhood trauma and psychosis integrate multiple epidemiological,
psychological, and biological pathways, but they do not show that trauma explains every unusual
experience or that one stress process links executive performance, speech organization, threat meaning,
and reality testing [31]. Research on amygdala circuits describes substrates involved in adaptation to
stress and adversity [32]; translation from this work to a particular young person’s account remains
limited.
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The environment is not merely a trigger for an internal process. It can contain the danger. A systematic
review and meta-analysis documents substantial bullying involvement among children and adolescents
with neurodevelopmental or psychiatric conditions [19]. Meta-analytic work also links racial or ethnic
discrimination during adolescence with poorer well-being [20], and youth cyberbullying research
demonstrates that harm may occur through digital as well as face-to-face contexts [21]. Child-
maltreatment guidance requires a health-sector response that includes identification, immediate support,
safety assessment, documentation, and referral consistent with local safeguarding duties [18]. These
sources establish that relevant harms occur; they cannot adjudicate an individual report. Clinicians
should therefore distinguish the event question (“What happened, is happening, or may happen?”) from
the meaning question (“How is it understood?”), while recognizing that both may have mixed or uncertain
answers.

Network theory offers one way to investigate reciprocal relations among stress, sleep, affect, cognition,
behavior, and unusual experiences without assuming a single hidden cause [33]. Dimensional psychosis-
superspectrum work likewise distinguishes psychoticism, detachment, cognition, and functional
impairment [34], while critiques of narrow categorical accounts emphasize the breadth and heterogeneity
of psychosis-related phenomena [35]. These are adjacent conceptual supports for keeping domains
separate. They do not validate the present shorthand or heuristic.

Four complementary formulation questions: a clinical heuristic
These questions form a clinical heuristic rather than a validated model. They address different objects
and require different evidence: Question 1 reconstructs developmental baseline; Question 2 examines a
provisional within-person state hypothesis; Question 3 assesses environmental safety, events, and
meanings; and Question 4 invokes established clinical-risk classification and referral. Their answers may
coexist. They are not dimensions, stages, pathways, or scoreable components and are neither scored nor
summed. Immediate medical, safeguarding, and acute-risk checks take precedence, and validated
assessment remains necessary when indicated.

Question 1: What is the young person’s developmental and
neurodevelopmental baseline?
Baseline reconstruction asks what is usual for this young person and how that pattern developed.
Relevant sources may include the young person’s own account, caregiver and school observations, prior
records, and language or learning assessments. The history should address onset and course; variation
across settings; attention and executive-function patterns; social communication; sensory demands;
structural and pragmatic language; learning; sleep; medical and neurological factors; medication and
substance exposure; and prior periods of deterioration or recovery.

A longstanding difference does not exclude a new change, and a new change does not erase a
longstanding developmental profile. Informants may observe different contexts and may also be
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participants in conflict or harm. Their accounts should therefore be compared rather than ranked
automatically. Acute danger, medical need, or rapid functional deterioration may require action before a
complete developmental history is available.

Question 2: Which functions vary within the person as load, context,
and time change?
This question examines a provisional state hypothesis rather than diagnosing a “capacity loss.” The
clinician first names the domain: attention to task, working-memory deployment, sequence maintenance,
language access, discourse coherence, contextualization, or another observable function. The record
should specify the young person’s usual level, the context, the putative load, onset, duration, fluctuation,
and recovery. Repeated observation across settings is more informative than one interview.

Lower-demand communication can include shorter questions, additional processing time, concrete
language, reduced sensory load, written or visual support, planned pauses, or restoration of sleep and
basic needs. Any associated change is descriptive information only. Improvement does not establish that
arousal caused the presentation, prove that an account is accurate or inaccurate, exclude dissociation or
formal thought disorder, or rule out CHR-P. Absence of improvement is equally nonspecific. Direct
evidence that pacing or down-regulation has these discriminative properties was not identified.

Question 3: What is happening in the environment, and how
is threat experienced and interpreted?
The event and safety assessment comes before explanatory interpretation when danger is possible.
Clinicians should ask about bullying, abuse, discrimination, family violence, coercion, sexual or financial
exploitation, online harassment, stalking, institutional harm, and other current or anticipated dangers.
Assessment should cover chronology, frequency, access to the young person, power imbalance, available
records or corroboration when it is safe to seek them, immediate protection needs, and applicable
safeguarding procedures. A report should not be downgraded because it seems unusual, is expressed
disjointedly, changes in detail, or lacks immediate corroboration. Absence of corroboration is not
evidence that the report was internally generated.

Meaning can then be explored without using flexibility, conviction, or response to regulation as a truth
test. A young person may accurately identify harm while also generalizing danger, misreading some cues,
or struggling to communicate the event. Conversely, a calm and flexible account may still describe
serious danger. Accurate threat, mistaken interpretation, trauma-linked expectation, psychosis-related
meaning, and mixed explanations remain distinguishable possibilities. Where family violence or coercion
may be present, involving family members or recommending family work must wait until safety,
confidentiality, and the consequences of disclosure have been assessed.
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Question 4: Do established clinical-risk indicators require formal
assessment or referral?
This question uses established clinical-risk pathways rather than the proposed shorthand. Indications
may include persistent or escalating attenuated psychotic symptoms, perceptual abnormalities, unusual
thought content, suspiciousness, disorganized communication, marked functional change, brief
psychotic symptoms, or relevant familial risk accompanied by deterioration. Assessment should also
consider mood elevation, severe depression, catatonia, delirium, neurological or other medical causes,
medication effects, sleep deprivation, intoxication or withdrawal, and acute risk.

Where psychosis-risk or psychotic symptoms are suspected, trained clinicians should use validated,
developmentally appropriate assessment and follow local referral guidance. The heuristic cannot confirm
or exclude CHR-P. A within-session response to pacing, the person’s degree of conviction, or their
willingness to consider alternatives cannot be used as diagnostic proof. Formulation may accompany
specialist assessment, but it must not postpone it.

Figure 2 represents the four questions as parallel spokes rather than a pathway. Only Question 4 refers to
established clinical-risk classification; Questions 1–3 are author-organized formulation prompts. The
environmental-safety branch is activated whenever danger is possible or uncertain. Table 3 translates the
four prompts into distinct evidence requirements, next actions, and safeguards.
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Table 3
Four complementary formulation questions and safeguards

Formulation
question

Epistemic
status

Information
required

Immediate or
next action

Safeguard and
prohibited
inference

1. What is the young
person’s
developmental and
neurodevelopmental
baseline?

Developmental-
baseline
reconstruction

Young person,
caregiver, school,
and record-based
history where
available; onset;
cross-context
pattern; language,
learning, attention,
sensory, sleep,
medical, and
neurodevelopmental
profile.

Describe usual
functioning and
any new
deviation;
obtain domain-
specific
assessment
when indicated.

Baseline
difference
does not prove
absence of
deterioration.
Safety or
medical action
may precede
full historical
reconstruction.

2. Which functions
vary within the
person as load,
context, and time
change?

Provisional
within-person
state
hypothesis

Named functional
domains; individual
baseline; repeated
observations;
putative load; onset,
duration, fluctuation,
and recovery.

Reduce
unnecessary
demand,
support
communication,
and re-observe
while
continuing
indicated
assessment.

Response to
pacing or
down-
regulation is
information
only—not a
mechanism,
diagnosis,
truth test, or
proof against
CHR-P.

3. What is
happening in the
environment, and
how is threat
experienced and
interpreted?

Environmental
safety, event,
and meaning
assessment

Possible bullying,
abuse,
discrimination,
family violence,
coercion, online
harassment,
institutional harm,
or other danger;
chronology; safe
corroboration;
meaning;
uncertainty.

Address
immediate
safety and
safeguarding
first; investigate
events
proportionately;
explore
meaning
without
presuming
internal origin.

Conviction and
flexibility are
not truth tests.
Lack of
corroboration
does not
establish that
the threat is
internally
generated.
Family
involvement is
conditional on
safety.

4. Do established
clinical-risk
indicators require
formal assessment
or referral?

Established
clinical-risk
classification
and referral

Validated CHR-P or
psychosis-risk
assessment when
indicated; symptom
persistence;
functional change;
medical,
neurological, mood,
medication, sleep,
and substance
review.

Arrange
specialist,
emergency,
medical, or
other validated
assessment
and referral as
required.

The heuristic
neither
classifies CHR-
P nor justifies
delaying
specialist,
medical,
safeguarding,
or emergency
care.
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Clinical translation: safety-gated assessment, communication, and
documentation
The clinical sequence begins with needs that cannot wait. Immediate danger, abuse or coercion, acute
self-harm or violence risk, severe intoxication or withdrawal, delirium, catatonia, neurological change, or
another medical emergency requires urgent action. Safety planning and safeguarding may proceed
before or alongside formulation. Once urgent needs are addressed, the four questions may be used to
organize further information without requiring one explanation to win.

Communication should reduce avoidable demand while preserving assessment quality. A clinician might
say: “Several different things can make it hard to keep thoughts, words, and steps organized. I want to
understand exactly what changes for you, what stays the same, what is happening around you, and
whether anything requires extra safety or specialist help.” This wording validates difficulty without
naming a hidden mechanism. Concrete questions, one topic at a time, processing time, written
summaries, and opportunities to correct the clinician may improve access to information. Any
improvement in organization remains descriptive rather than diagnostic.

Environmental action should be proportionate to the account and the applicable legal and service
context. It may include private assessment, documentation of the young person’s words, preservation of
digital evidence with consent and attention to safety, consultation with a safeguarding lead, medical
examination, school or institutional measures, or referral to statutory services. Attempts to obtain
corroboration should not expose the young person to retaliation. If a caregiver or family member may be
involved in violence, coercion, surveillance, or retaliation, clinicians should not disclose the account to
that person or initiate family work until confidentiality, safety, and safeguarding obligations have been
considered.

Support should then be matched to the domain and need. Examples include sleep and medication review,
substance assessment, communication adjustments, educational accommodations, speech-language
evaluation, trauma-focused or dissociation-informed assessment, neurodevelopmental assessment, and
psychosis-risk referral. These options can coexist. The heuristic is not an intervention package, and no
response to one component proves the formulation.

A constructed documentation example illustrates the intended level of precision:

During the assessment, topic maintenance and access to specific words decreased when several school
and peer events were discussed in rapid succession. With one question at a time and a written timeline,
the young person gave a more coherent chronology; this within-session change was recorded as
descriptive information and not as evidence about cause, truth, diagnosis, or psychosis risk. The young
person also reported repeated threatening messages from peers. Because current external danger had
not been excluded, the clinician completed an immediate safety assessment, preserved relevant
information with the young person’s agreement, and sought safeguarding consultation. Developmental
history suggested longstanding language and sensory differences, while the reported recent decline and
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unusual experiences still warranted specialist assessment. Uncertainty, actions taken, and the plan for
longitudinal review were documented separately.

Figure 3 shows the temporal workflow. It keeps urgent environmental, safeguarding, medical, and acute-
risk action upstream of, or concurrent with, the heuristic; it also makes family involvement conditional on
safety and returns all routes to documented uncertainty and longitudinal review.

Research agenda and falsification
Research should evaluate the components separately before evaluating the shorthand. The first task is
measurement: define observable outcomes for attention, working-memory deployment, sequence
maintenance, language access, discourse organization, and contextualization. Candidate designs include
ecological momentary assessment of stress and context, repeated brief cognitive tasks, blinded ratings
of repeated discourse samples, sleep and substance tracking, multi-informant developmental history,
validated dissociation and psychosis-risk measures, and domain-appropriate language or
neurodevelopmental assessment. A systematic review of developmental-trauma assessment illustrates
the heterogeneity and limitations of available child and adolescent approaches; it supports careful
method selection, not the full proposed battery [36].

Executive, linguistic, discourse, dissociative, and metacognitive or mentalizing domains should be
measured separately with established instruments or transparent, reproducible coding schemes.
Investigators should test whether these domains covary before proposing any higher-order construct. A
higher-order account would require preregistered evidence of robust covariance beyond general distress
and shared method variance; consistent non-covariance, unstable factor loadings, or superior domain-
specific models would count against it and should lead to abandoning rather than relabeling the
construct. Any shorthand should demonstrate incremental validity beyond established executive,
language, discourse, dissociation, mentalizing, and CHR-P measures, developmental history, and usual
clinical formulation before clinical adoption is considered.

Prespecified confounders and alternative explanations should include age and developmental stage,
baseline cognition and language, neurodevelopmental status, mood, anxiety and mania, sleep, substance
use or withdrawal, medication, pain, medical or neurological illness, current danger or trauma exposure,
task complexity, language and cultural context, interviewer and rater effects, practice or learning, fatigue,
expectancy, accommodation, regression to the mean, overall symptom severity, and concurrent
treatment changes. Null, opposite-direction, domain-specific, or nonreplicating findings must count
against the relevant hypothesis rather than being treated as evidence of a hidden capacity.

Four testable propositions follow.

1. Reliability and discriminant validity. Clinicians may be able to code the named domains and their
within-person variation reliably. This proposition fails if raters cannot agree, if domains collapse
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empirically into an uninterpretable global judgment, or if ratings merely reproduce existing diagnosis
or clinician expectancy.

2. Within-person state association. Changes in specified loads may covary with changes in specified
functions after controlling for sleep, medication, substance use, mood, medical factors, and
measurement practice effects. This proposition fails when preregistered within-person associations
do not replicate, are fully explained by competing variables, or do not generalize across contexts.
Executive-task findings must not be treated as confirmation of discourse, threat-meaning, or reality-
testing effects.

3. Pacing and down-regulation. Lower-demand communication may alter the quality or quantity of
information obtained from some young people. This proposition fails if effects are unreliable,
nonspecific, attributable only to repetition, or associated with false reassurance. Even a replicated
effect would not establish etiology, truth, diagnosis, or absence of psychosis risk.

4. Incremental clinical utility and safety. The four-question heuristic may improve documentation or
reduce premature closure beyond usual formulation. A prospective comparison should measure
inter-rater agreement, time burden, young-person experience, appropriate safeguarding action, false
reassurance about genuine danger, missed or delayed specialist referral, unnecessary referral, and
functional outcomes. The utility claim fails if the heuristic adds no information, increases burden
without benefit, psychologizes valid reports of harm, or delays established assessment.

Event accuracy should never be operationalized by clinician agreement with the young person’s
interpretation. Research on the environmental-safety question requires independent, ethically obtained
event indicators, explicit handling of uncertainty, and outcomes that detect both missed danger and
unwarranted internal attribution. Likewise, longitudinal coexistence should be expected: a young person
may have a neurodevelopmental difference, experience actual victimization, show state-sensitive
variation, and meet CHR-P criteria. Analyses that force such cases into mutually exclusive groups would
test a different model from the one proposed here.

Limitations and safeguards
The proposal has substantial limitations. “Sorting capacity” is neither validated nor operationalized as a
unitary construct, and its component domains already belong to established literatures. The shorthand
may prove redundant, too broad, or prone to reification. Much of the linking argument relies on adjacent
evidence: adult or mixed-age samples, laboratory executive tasks, early-psychosis studies, theoretical
mentalization work, and guidance documents address different populations and outcomes. Direct
evidence connecting within-person stress to youth discourse organization, threat meanings, or reality
testing is absent or insufficient.

The four questions are heterogeneous. Developmental-history reconstruction, a state hypothesis,
environmental event and safety assessment, and CHR-P classification cannot be scored, summed,
staged, or interpreted as dimensions of one model. Their apparent completeness may create false
confidence unless clinicians continue medical, neurological, medication, sleep, substance, mood,
dissociation, language, neurodevelopmental, safeguarding, and acute-risk assessment.
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Genuine danger can coexist with cognitive or psychiatric difficulty. Disorganized communication, unusual
beliefs, autism, trauma history, or psychosis risk can make valid reports easier to dismiss. The converse
error is also possible: interpreting all reported danger as externally verified may miss serious
psychopathology or expose others to unfounded allegations. The framework therefore requires event-
sensitive, proportionate, and culturally informed assessment that documents uncertainty rather than
using conviction, flexibility, or regulation response as a truth test.

Culture, spirituality, migration, racism, gender and sexual identity, digital practices, developmental
language, and local idioms shape both experiences and their description. Safeguarding law,
confidentiality, family authority, school duties, and referral resources vary by jurisdiction. Family
involvement may be supportive in one context and unsafe in another. These differences limit the
portability of any simple workflow and require local adaptation.

Finally, no evidence currently shows that using this terminology or heuristic improves clinical outcomes.
Its value remains a proposed research and documentation utility. It should be revised or abandoned if it
produces construct confusion, weak reliability, no incremental information, missed danger, delayed
referral, or other harm.

Conclusion
In help-seeking youth, similar surface signs can reflect different or coexisting developmental, cognitive,
linguistic, dissociative, environmental, and psychosis-related processes. This Perspective proposes only
a nonvalidated way to keep those questions separate. “Sorting capacity” is a deliberately non-technical
shorthand for documenting named within-person changes, not a mechanism or diagnosis. The four
questions reconstruct baseline, test a provisional state hypothesis, assess environmental
safety/events/meaning, and invoke established clinical-risk assessment when indicated; they are not
equivalent or scoreable. Genuine danger must be assessed before interpretive formulations or potentially
unsafe family involvement. The framework’s usefulness, reliability, discriminant validity, and safety
remain to be tested prospectively. Until then, its proposed role is modest and requires evaluation: to
structure domain-specific description, make uncertainty explicit, and guard against displacement of
established safeguarding, medical, neurodevelopmental, language, dissociation, and psychosis-risk
pathways.
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Figures

Figure 1

Evidence-to-proposal boundary. Published literatures support specific findings in their studied
populations and outcomes but do not directly establish a composite sorting capacity or changes in
speech organization, threat meanings, or reality testing. The right-hand elements are the author’s
nonvalidated proposal; reports of danger require separate environmental safety and safeguarding
assessment
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Figure 2

Four complementary formulation questions. The author-proposed heuristic holds developmental-
baseline reconstruction, a provisional within-person state hypothesis, environmental
safety/events/meanings, and established clinical-risk classification/referral in parallel. The questions
may coexist and are not scored, summed, staged, or equivalent; possible danger prompts immediate
safety and safeguarding action
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Figure 3

Safety-gated formulation workflow. Immediate environmental, safeguarding, medical, and acute-risk
needs are addressed before or alongside the nonvalidated formulation prompts; validated assessment
and referral remain necessary when indicated. Lower-demand communication provides descriptive
information only, and family involvement is conditional on safety. The workflow is not a diagnostic or
truth-testing algorithm
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