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We will touch upon

Presentation of psychosis in children and adolescents

Differential diagnosis

Psychosis in children 

Psychosis in adolescents

Cochrane review: Childhood onset schizophrenia

Cochrane review: Atypical antipsychotics in adolescents with psychosis

Cochrane review: Psychological interventions for adolescents with psychosis

Tying it all together



Presentation of psychosis in youth

• Diagnostic criteria (Positive symp, negative symptoms, disorganized 
behaviour)

• Misdiagnosis is common (Normal child, OCD, Mania)

• Distinguish formal thought disorder with language disorders

• Children who develop schizophrenia may have premorbid problems with 
verbal reasoning, memory, attention.

• Cognitive decline typically occurs at the onset and stabilize over time



•Overactive imagination

•Vivid fantasiesNeurotypical child

•Family history, recent deterioration in functioning

•Paranoid thought, social impairment, Substance misuseHigh risk state

•Obsessional thinking e.g. symmetry 

•“Something bad will happen”OCD

•Lack of social reciprocity

• Idiosyncratic beliefs; No acute onset = long standing patternASD spectrum

• Florid delusions and elaborate thoughts

• Rapid speech as opposed to withdrawalMania

• Onset (acute or slowly developing)

• Change in functioningSchizophrenia



Conclusion: At 5-year follow-up, 1 in 6 youths diagnosed with an ARMS had transitioned to psychosis, but we 
did not find evidence that this risk was related to ARMS diagnosis as opposed to sampling/recruitment 
strategies. 

Our findings indicate a need for caution in applying ARMS methodology to children and adolescents and 
highlight the need for developmentally sensitive approaches when considering psychosis risk. 



Psychosis in children and 
adolescents
• Normal hallucinations that are not part of a psychiatric 

disorder

• Acute and transient psychosis

• Prodromal symtoms

• Childhood onset schizophrenia (COS)

• Adolescent onset psychosis 

• First episode psychotic bipolar

• Schizophrenia (1/5th of all patients with schizophrenia)

• Misdiagnosed psychosis (in OCD, bipolar, 
developmental disorders etc.)



Childhood onset Schizophrenia
• Less than 13 years of age

• Not adequately studied as its rare (1 in 10,000)

• Diagnostic validity of Schizophrenia below 6 years of age has 
not been established

• Symptomatology – Positive, Negative symptoms and 
Cognitive decline

• Course: Prodrome, acute phase, recovery phase and 
residual phase

• Outcome: Moderate to severe impairment



• All children with suspected schizophrenia should be 
evaluated for pertinent clinical conditions that may be 
associated with the presentation 

developmental disorders

substance misuse

childhood abuse/psychosocial stressors/ PTSD

medical conditions



PHYSICAL EXAMINATION OF ALL CHILDREN WITH SUSPECTED SCHIZOPHRENIA



When to be more cautious about medical 
problems giving rise to psychotic symptoms?

Organic signs e.g. focal neurological 
deficits, seizures etc.

Past history of a medical illness that can 
present with psychiatric symptoms

Family history of a medical illness that can 
present with psychiatric illness (e.g. 
Wilson’s disease, porphyria etc)





AACAP

Mainstay of treatment of childhood onset schizophrenia is 
medications

Psychological and social treatments are complementary and is 
essential to support a young person and a family





Evidence for 
antipsychotic 

medications in 
childhood onset 

schizophrenia





Efficacy data – Limited information on 
superiority of one medication over 
another



Evidence for antipsychotic medications 
in adolescents with psychosis







Treatment of Early-Onset 
Schizophrenia Spectrum (TEOSS) study
• No significant differences were found among 

treatment groups in response rates (molindone: 
50%; olanzapine: 34%; risperidone: 46%) or 
magnitude of symptom reduction. Olanzapine and 
risperidone were associated with significantly 
greater weight gain. (Sikich 2008)

• Follow up: Only 12 % adolescents continued in the 
study

• No significant differences were found among 
treatment groups in response rates. All medicines 
associated with side effects. (Sikich 2010)





If evidence is so limited, it’s a 
good idea to see what child 
psychiatrists actually do?





What to do 
for EOS and 
Adolescents 
with 
psychosis ?

• Make sure you have made the correct 
diagnosis 

• There are no tests that can confirm the 
diagnosis other than a good history and 
MSE

• Start the young person on atypical anti-
psychotic medication (start low – go slow)

• Risperidone, Olanzapine, Quitiapine, 
Aripiprazole can be used

• Clozapine should be offered for treatment 
resistant patients 

• Depot anti-psychotic medications (no 
evidence) but can be used in adolescents 
when indicated

• ECT may be used in severely impaired 
patients (AACAP).



Lived experience of adolescents on APD is complex – “If I have a problem, I’d rather beat it 

myself than breaking down and letting something else take care of it.”

Pressure to conform to youth culture – “and I went off my pills …By choice…Because I had 

an issue with taking them. I don’t mind taking them now.” 

Functioning – “I battled with drug usage…when you’re 

on antipsychotics...they don’t make you feel like

yourself.”

Relationships - “I have different types of friends now…….”







Follow up

Maintenance dose of APD can be lower that the 
dose required during the acute episode

One should be careful about side effects – as 
this is the key to having good medication 
adherence (sexual dysfunction in adolescent 
boys, weight gain  in adolescent girls)





Psychological interventions: 
Adolescents with psychosis



Datta et al 2020



Schizophrenia Bulletin May 2021



Types of psychological therapies tested for 
adolescents with psychosis

Psycho-education 

Cognitive Remediation therapy

Computer assisted cognitive remediation therapy

Non structured group therapy

Family therapy

All patients were also on medications, but details were mostly not 
reported by the authors



Cognitive 
remediation 
therapy vs 
TAU

• 2 STUDIES 

• No difference in Global State

• PANNS (TAU was better as reported by one 
study)

• Short term memory improved in CRT 
group ((1 study, n = 31, RR 0.58, 95% CI 
0.37 to 0.89; very low certainty evidence)



Group 
therapy vs 
TAU

• Global state improved slightly (1 study, n = 
31, RR 0.58, 95% CI 0.37 to 0.89; very low 
certainty evidence)

• Mental State (No difference)



Cognitive 
Remediation 
Programme (CRP) + 
Psychoeducational 
Treatment 
Programme (PE) vs 
PE 

• No difference in

• Global state

• Mental State

• Cognitive functioning

• Global functioning



Psychoeducatio
nal (PE) + 
Multifamily 
Treatment 
(MFT) Versus 
Nonstructured 
Group Therapy 
(NSGT, all long-
term)

• No difference in

• Global state

• Mental State

• Global functioning

• Hospital admissions



Some evidence for group therapy (POOR QUALITY)
Some evidence for CRT (POOR QUALITY)



Impact of a review: Lay literature



Conclusions
Medications remain important in 
treatment of children and adolescents 
with psychosis.

There is almost no evidence in showing 
one medicine superior to other. Practice 
follows starting atypical APD and titrate 
slowly.

Psychological care includes educational, 
supportive and psychotherapeutic 
interventions. 
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