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Reason for Referral 



Clinical Vignette 

 Charity is a 20 year-old Caucasian who attends art school. While visiting family 

over summer break, her aunt, a therapist, noticed significant changes in Charity 

compared to previous summers. Charity seemed confused, disorganized, and 

afraid. She had trouble answering questions about basic topics. She gave vague 

answers and her thoughts tended to trail off. She became quickly agitated when 

asked a question, asking her aunt to “slow down” and “speak one at a time.”  

 

 Charity’s hygiene was poor and she dressed inappropriately for the weather, 

often wearing 4 or 5 layers. She carried several plastic bags with her at all times 

full of odd objects, like a jigsaw puzzle and a flashlight. She often paused in the 
middle of a conversation to write notes on scraps of paper. Sometimes she asked 

if she could show her writing to her aunt.  

Note: In the original talk, I discussed my personal connection with schizophrenia in a relative. For privacy reasons, those slides have been 

replaced with a de-identified clinical vignette for online distribution.   



Clinical Vignette 

 On the pieces of paper, Charity wrote that others were always laughing at her, 

and could read her thoughts. On one note, she wondered if when she looked at 
someone’s legs, they thought she was a “racist” or a “pedophile” because of the 

way she looked at them. In another, she wrote that dead people might be 

listening to her. She wrote she felt like she was receiving messages in the songs 

she listened to and the videos she watched.  

 

 Her aunt contacted her parents, who confided that Charity was failing school 

and spending most of her time alone in her apartment smoking marijuana. They 
told her Charity complained of anxiety, difficulty concentrating, and “weird 

visions.” They had suggested she go see a psychiatrist, who had put her on a low 

dose of antidepressant medication (citalopram). However, they didn’t think it 

was working. Her aunt suggested an evaluation to help with differential diagnosis. 



Clinical Vignette  

Samples of Charity’s notes:  

 

 "When are you gonna take control. Feed your soul. Feel like the he’s nowhere. I can’t go 
unless I go home Austin Austin coworking break down the door. I am staying up late 
getting up late. Worrying worrying worrying I’m stress. 3-9-6 hours whatever and expect 
it’s too long for me. I’m just not. You have to set yourself free go outside lucky it’s only 2 
doughnuts.“ 

 

 "I can’t bear it all anymore. Maybe I am exhausted. Who can make me listen in to god, 
a church or a kick in the face. Something like that. I am disappearing, only 2 live bullshit 
audience TV is a bunch of helpful chat shows. Answer it shows. I can’t express what I 
want in case they are gonna be surprised how am I to like I am damn meant to insult 
emotions. I was saying jokes - sorry I don’t want to offend you. Impractical jokers.“ 

 

 "I struggle to join group                                                                                                                            

s. Unrest in gro                                                                                                                                    

ups." 



Why You Should Be Interested 

Approximately 100,000 
adolescents & young 

adults in the US 
experience First Episode 

Psychosis each year 
(McGrath, Saha, Chant, et 

al., 2008) 

Washington State had 
18,695 individuals 

diagnosed with psychosis 
disorders during the fiscal 

year of 2013 

Lifetime Prevalence of 
Disorders with Psychotic 

Symptoms is 3% - 
approaches adult 

prevalence in adolescent 



J Clin Psychiatry. 2016 Jun;77(6):764-71. doi: 10.4088/JCP.15m10278. 
The Economic Burden of Schizophrenia in the United States in 2013. 
Cloutier M1, Aigbogun MS2,3, Guerin A1, Nitulescu R1, Ramanakumar AV1, Kamat 
SA3, DeLucia M3, Duffy R3, Legacy SN3, Henderson C3, Francois C4, Wu E5. 
 

Schizphrenia carries a standard mortality ratio of 

2.6, usually from suicide or cardiovascular risk 

https://www.ncbi.nlm.nih.gov/pubmed/27135986
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cloutier M[Author]&cauthor=true&cauthor_uid=27135986
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Abimbola Farinde, PhD, PharmD, March 03, 2017, CLINICAL FEATURE: 

Schizophrenia: a clinical overview 

Overview of 

Symptoms of 

Schizophrenia 
 

DSM 5 criteria: 

Two or more of the following 

for at least a one-month (or 

longer) period of time, and 

at least one of them must be 

1, 2, or 3: 

 

• Delusions 

• Hallucinations 

• Disorganized speech 

• Grossly disorganized or 

catatonic behavior 

• Negative symptoms 

https://www.clinicaladvisor.com/abimbola-farinde-phd-pharmd/author/3957/
https://www.clinicaladvisor.com/abimbola-farinde-phd-pharmd/author/3957/
https://www.clinicaladvisor.com/abimbola-farinde-phd-pharmd/author/3957/
https://www.clinicaladvisor.com/clinical-feature/printsection/236/0


Course of Psychotic Disorders 

Definitions 

 Early-Onset Schizophrenia: Occurring before age 18 

 Mean age of onset: 14.5 years 

 Mean age of diagnosis: 15.6 years 

 Similar severity adult onset 

 Typically a longer Duration of Untreated Psychosis 
(average of 17 months, up to 5 years not uncommon) 

 

 Childhood Onset Schizophrenia: Occurring before 
age 13 

 Rare: Less than 1: 10,000 

 Associated with worse outcomes 

 Highly comorbid with ASD (up to 50%) 

 

 

 

 

Bimodal peak of onset 

• Ages 15 – 24  

• Women high incidence 

between ages 55 and 64 



Prodrome: Typical Course 

 Prodrome defined differently in 

different studies 

 Period of non-psychotic symptoms, 

or mild/subthreshold positive 
symptoms, and/or primarily negative 

symptoms, that includes emotional 

disturbance and decrease in 

functioning 

 Typically recognized retrospectively 



Summary and Impressions 



Suggestions 

for Providing 

Feedback 

 
Reference:  

Adapted from the Center for 

Early Detection, Assessment, and 

Response to Risk (CEDAR) Clinic, 

Boston, MA. 

http://www.cedarclinic.org/ 

Repeat Go slowly and repeat as needed 

Listen 
What emotional reaction is the family having? Make space 
for these reactions.  

Check 
Check for what the family is understanding. Ask for their 
questions. 

Uncertainty 
Explain that part of the team’s job is to embrace 
uncertainty while still moving forward 

Be Frank Be straightforward. Use clear terms. Avoid euphemisms.  

Be Specific Tell them exactly what you observed  

Acknowledge Talk about the limitations of the mental health care system 

Prime Emphasize the individual’s and family’s strengths 



Specific Topics 

to Cover in 

Feedback 

 

 
Reference:  

Adapted from Jon Stone’s ideas on 

providing Feedback to patients with 

functional neurological disorders,  

e.g. Functional Neurological 

Disorders: The Neurological 

Assessment as Treatment (2015) 

Explain what they do have Explain 

Explain what they do not have Educate 

Listen for and address fears Fears 

Emphasize psychotic symptoms are common and treatable Normalize 

Emphasize potential for recovery Hope 

Direct to resources and educational materials. Emphasize that 
there are specific things the individual and family can to help. 
  

Plan 



Sample Feedback 

Summary: Charity 



 Explain 

 Educate 

 Fears 

 Normalize 

 Hope  

 Plan 

 



Recommendations 



Benefits of Early Intervention 

 Reduced Disruptions in School 

 Retention of Social Skills 

 Better Social Support 

 Reduced Need for Hospitalization 

 More Rapid Recovery 

 Better Long-term Outcomes 

 Reduced Family Distress 

 Better Engagement in Treatment 

 Lower Risk of Relapse 



Medication Options 
• Antipsychotic medications are not 

recommended in the prodromal phase 

 

• Antipsychotic medications recommended 

at the first sign of clear psychosis 

 

• Should be started at a low dose and 

titrated accordingly 

• Side effects include metabolic changes, 

sedation, extrapyramidal symptoms, and 

dyskinesias 

 

• Children may gain weight even on meds 

that are considered “weight neutral 

 

• Medication noncompliance is very high  

• Up to 50% during first year 

• Up to 75% during second year 

 

Chan, V (2017). Schizophrenia and Psychosis. Child and 

Adolescent Psychiatric Clinics , Volume 26 (2), 341 – 366. 



Practice Parameters for Treatment 



Non-Medication Treatment Options 

 Individuals with psychotic disorders typically have high 
levels of sedentary behavior 

 90 minutes of moderate-to-vigorous weekly physical 
activity can reduce risk of cardiovascular disease, 
premature death, psychiatric symptoms, 
neurocognition, and comorbidities.  

 Those with higher levels of physical activity had faster 
motor reaction times and processing speed and better 
attention than patients with more sedentary behavior. 


Supplementation with Omega 3 fatty acids  


Relationship with cannabis is complicated  


Pooled analysis showed greatest risk of psychosis in people who used cannabis 
most frequently 


Individuals with psychotic disorders who use cannabis show greater brain 
volume reduction at 5 years 

 

Firth, J., Cotter, J., Elliott, R., French, P., & Yung, A. (2015). A systematic review and meta-analysis of exercise interventions in 
schizophrenia patients. Psychological Medicine, 45(7), 1343-1361. doi:10.1017/S0033291714003110 



Non-Medication Treatment Options 

• Supplementation with Omega 3 fatty acids  
 

• Relationship with cannabis is complicated 

• Pooled analysis showed greatest risk of 
psychosis in people who used cannabis 
most frequently 

• Individuals with psychotic disorders who 
use cannabis show greater brain volume 
reduction at 5 years 

• Nicotine and caffeine can interact with 

medication 
• CBT 

 

• Family Interventions 

• Reviews suggest 6 to 9 months needed 

to sustain significant improvements 



Treatment: Based on Stage  

White Paper on Integration of Early 
Psychosis services into systems of 
care framework 
 
Written by partners from Oregon 
Health Sciences University, 
Northeast Ohio Medical University, 
Columbia University and Stanford 
Psychiatry 



Treatment:  

 

NAVIGATE Model 

 
https://navigateconsultants.org/

how-it-works/ 



Follow Up 



Course of Schizophrenia: Critical Period and 
Following Decade 

 5 year period following illness 

 75% have 8 or more weeks of remission 
or recovery 

 About 30% only have one episode of 
psychosis 

 About 60-70% experience relapse 

 

 Next 10 years after critical period:  

 Symptoms tend to plateau 

 Does not usually become progressively 
deteriorating 

Schizophrenia and Psychosis (2017). Chan, V.Child and 

Adolescent Psychiatric Clinics , Volume 26 (2), 341 – 366. 



Poor 

Prognostic 

Factors 

Poor premorbid history 

Insidious onset 

No precipitating stress 

Psychosis as most prominent symptom 

Negative symptoms 

Early Onset 

Unremitting Course 

Family Member with Schizophrenia 



Risk Factors 



Behavior Observations 



Attenuated Psychosis Symptoms 
Algon, Yi, Calkins, Kohler & Borgmann-Winter (2012 

Positive Symptoms: 

Unusual thought content 

Suspicious or persecutory ideas 

Grandiose ideas 

Perceptual abnormalities 

Disorganized communication 

Negative Symptoms:  

Social anhedonia 

Avolition 

Reduced expression of emotions 

Reduced experience of emotions 

Lack of ideational richness 

Disorganization Symptoms:  

Odd behavior or appearance 

Bizarre thinking 

Trouble with focus and attention 

Poor personal hygiene 

General symptoms:  

Poor occupational functioning 

Impaired tolerance to stress 



Negative Symptoms: CAMPS Model 

Communication  

 May be limited in quantity 

and/or quality of information 

provided 

 Alogia can include:  

 Poverty of speech  

 Few words or limited 

elaboration; long latency 

before replying; thought 

blocking 

 Poverty of content of speech  

 Vague, overly generalized, 

and disconnected 

 

Affect/Emotional Expressiveness  

 Anhedonia 

 Apathy 

 Blunted affect, monotone, blunted 

levels of nonverbal communication 

 Blunted levels of spontaneous 

movement during social interactions 

 Poor rapport 

 May not be able to describe emotions 

 May have trouble demonstrating 

   common emotions if requested 

 

 



Negative Symptoms: CAMPS Model 

Motivation/Drive 

• Avolition - lack of 
drive or goal-directed 
behavior 

• Amotivation 

• Reduced initiation 

• Limited interest  in 
participating in self-
care or activities 
(may do only 
grudgingly) 

• Reduced sexual 
interest 

Psychomotor 

• Psychomotor 

slowing, limited 

movement overall 

or movements that 

seem to require 

more effort than 

normal  

• Gazing blankly in no 

particular direction.  

• Mumbling 

• Markedly reduced 

stamina/energy. 

 

Social 

• Reduced interest in social 

activities and relationships 

• Limited attention to social 

input, possibly to the extent 

of nonresponsiveness 

• Limited response to 

environmental stimuli. 

• Socially "disconnected" or 

odd  

 

 



Negative Symptoms 

 Represent losses of previous levels of functioning  

 Often precede positive symptoms in emerging thought disorders by an 

average of 5 years  

 Often more debilitating overall  

 Correlate more strongly with almost all negative outcomes except hospital re-

admissions, which are more associated with positive symptoms 

 Are more deteriorative  

 Are more treatment refractory 

 Improvement in negative symptoms often result in major 

contributions to overall functioning and quality of life 

of individuals with active or emerging thought disorders 



Interview 



Assessing Attenuated Symptoms: 

YALE Prime Screening Test 
• Positive result on the 

PRIME Screen is 

defined as one or 

more scores of “6” 

(definitely agree) or 

three or more scores 

of “5” (somewhat 

agree).   

 

• People who have a 

positive screen 

should consider 

going for a 

diagnostic 

evaluation if they 

are concerned or 

distressed.   



Prodromal 

Questionnaire 

Ising, H. K., Veling, W., Loewy, R. L., Rietveld, M. W., Rietdijk, J., Dragt, S., … van 
der Gaag, M. (2012). The Validity of the 16-Item Version of the Prodromal 
Questionnaire (PQ-16) to Screen for Ultra High Risk of Developing Psychosis in the 

General Help-Seeking Population. Schizophrenia Bulletin, 38(6), 1288–1296.  



Prodromal 

Questionnaire 

 

 6 or more positively answered items 

produced correct classification of 

psychosis risk/clinical psychosis in 44% 

of cases, distinguishing at-risk/positive 

diagnosis from no diagnosis with high 

sensitivity (87%) and specificity (87%) 



How Common Are Psychotic-Like Experiences 

(PLEs) in the General Population?  

• Depends on how you ask. Prevalence 

rates vary from 0.6% to 84% 

 

• Most studies:  

• 6-8% in children 

• Only 15% bothered by them 

• Up to 28% in adults 

• Only 2% have psychosis 

diagnosis 

 

• Four primary categories:  

• Bizarre experiences, perceptual 

abnormalities, persecutory ideas, 

magical thinking 



When to Be Concerned About Auditory 
Hallucinations 

 Complex  

 Multiple voices   

 Specific, commanding content  

 Frequent  

 Distressing content  

 Cause impairment in functioning  

 Lack of control over the voices 

 Clear external attribution 

 



Test Results: Neurocognitive 



Neuropsychological Assessment 

Fusar-Poli, P., Borgwardt, S., Bechdolf, A., Addington, J., Riecher-Rössler, A., Schultze-Lutter, F., … Yung, A. (2013). The Psychosis 
High-Risk State: A Comprehensive State-of-the-Art Review. JAMA Psychiatry, 70(1), 107–120.  

• Specific deficits in executive functions:  

• Cognitive flexibility/set shifting 

• Working memory 

• Planning 

• Processing speed, 

• Cognitive impulsivity (e.g., intrusions on 

memory tests; inhibitory error) 

 

• Impairments in language, memory, and 

sensorimotor functioning 

 

• Generally depressed cognitive functioning 

 

• May do better on tests with immediate 

feedback ( 

 

 



Neuropsychological 
Assessment: 
 
Measurement and 
Treatment Research 
to Improve Cognition 
in Schizophrenia 
Consensus Battery 



Test Results: Psychological 



Positive & Negative 

Syndrome Scale 

 Clinician-rated positive, 

negative, and general 

symptoms of thought disorders 

 

 Reference:  
  

The positive and negative 

syndrome scale (PANSS) for 

schizophrenia (1987). Kay SR, 

Fiszbein A & Opler LA.  
Schizophr Bull. 1987;13(2):261-76. 

 



 

 

Sample 

PANNS  

Items 



Differential Diagnosis 



Audience Question:  

 

What Disorders Should Be 

Considered for Differential 

Diagnosis?  



Ultra High Risk Patients Who Do Not 

Develop Psychosis 

• About 30% of ultra-high risk patients 

convert to psychosis within 2 years 

 

• The 70% of ultra-high risk patients who 

do not convert are functionally 

impaired compared to controls 

 

• More than 70% of the nonconverters 

had at least 1 DSM diagnosis 

 



Differential Diagnosis 
 OCD 

 Approximately 1/3 (10-60%) of individuals with psychosis experienced obsessions and 
compulsions during prodrome 

 In psychosis, content of obsessions and compulsions tends to be atypical 

 

 PTSD 

 A dose of 3 childhood traumas can predict hallucinations 

 More likely to experience transient symptoms with traumatic content 

 

 ASD 

 Shared: Individuals with either condition may show odd thinking, rigid behaviors, impaired social 
skills, poor theory of mind, difficulty reporting on own experiences, difficulty understanding 
others’ intentions 

 Individuals with psychotic disorders tend to experience more paranoia, more inappropriate 
affect, more delusions, and tell odder stories than individuals with ASD 

 Individuals with psychosis often have neurological “soft signs”  

 Developmental history essential 

 

 



Differential Diagnosis 
 ADHD 

 Impairments in concentration are extremely common in schizophrenia 

 Individuals with psychosis more likely to be distracted by internal symptoms 

 Treatment with stimulants may be helpful for negative features, but effects wane over time 

 Treatment with modafinil may be useful for negative symptoms according to preliminary 
research 

 

 Affect Disorders with Psychotic Features 

 Shared genetic risk between bipolar disorder and schizophrenia 

 Depression and anxiety extremely common (up to 60%) in individuals with schizophrenia 

 Schizoaffective disorder has limited stability or predictive validity as a diagnosis 

 Individuals with mania more likely to present with more grandiose delusions and fewer paranoid 
delusions 

 

 Distinguishing between primary and secondary features of affective disorders is 
recommended if possible 

 



Medical Causes 

About 3% of episodes of psychosis have a medical cause 

 Organic causes in more likely with visual, olfactory, or gustatory hallucinations 

 

 Most likely medical causes for an acute psychotic state:  

 Febrile, drug/toxicity-induced, neoplastic, or encephalitic 

 Most likely causes for episodic or fluctuating PLEs:  

 Epilepsy, migraine, or sleep disorders 

 

 Routine, but not indiscriminate, medical work recommended for all FEP 

 Half of all patients with new-onset psychosis have EEG abnormalities of unclear 
significance 

 Incidental and non-clinically meaningful MRI findings in about 20% of population 

 

 More extensive medical work up suggested in cases of atypical presentation or 
when refractory to standard treatment 

 

 



Algon, S., Yi, J., Calkins, M. E., Kohler, C., & Borgmann-Winter, K. E. (2012). Evaluation and Treatment of 
Children and Adolescents with Psychotic Symptoms. Current Psychiatry Reports, 14(2), 101–110. 
http://doi.org/10.1007/s11920-012-0258-y 

Potential Medical Causes 



Neuroimaging 



Brief Overview of Neuroimaging 

Structional studies point to:  

• Cortical thinning 

• Prefrontal gray matter loss 

• Increased lateral ventricles 
• Smaller amygdala 

• Smaller hippocampus 

 

Functional studies point to:  
• Decreased fractional anisotropy 

within prefrontal and temporal 

lobes 

• Abnormalities within the fiber 
bundles connecting these regions, 

particularly the uncinate fasciculus, 

cingulum bundle, corpus callosum, 

internal capsule 

Wheeler, A. L., & Voineskos, A. N. (2014). A review of structural 
neuroimaging in schizophrenia: from connectivity to 
connectomics. Frontiers in Human Neuroscience, 8, 653. 
http://doi.org/10.3389/fnhum.2014.00653 



Brief Overview of Neurotransmitter Studies 

• Disrupted neurotransmission and cognitive 

functions are key components in the 

pathophysiology of schizophrenia 

 

• However, no single neurotransmitter is 

clearly responsible for the onset or 

progression of schizophrenia 

 

• Individuals with schizophrenia have fewer 

D1 receptors in the prefrontal cortex 

 

• Disturbances in glutamate, serotonin, and 

GABA have also been implicated 



Resources 



 

BC Early Psychosis Intervention Program 
 

https://www.earlypsychosis.ca/pages/resources/downloads 



Washington State Department of 

Social and Health Services 

 https://www.dshs.w

a.gov/bha/division-

behavioral-health-
and-recovery/first-

episode-psychosis-

project 



Washington State Early Psychosis 

Initiative 

https://www.fpaws.org/content/get-help-early-washington-states-early-psychosis-initiative 



Resources: New Journeys  

Additional link: https://www.valleycities.org/new-journeys/ 

Results of Pilot Program: 

 

Leickly, E., McDonell, M., 

Monroe-DeVita, M., 

Peterson, R., Oluwoye, O., 

Hughes, M., … Blair, T. (2017). 

M131. Washington State 

New Journeys Program for 

Young Adults Experiencing 

First Episode Psychosis: Pilot 

Results. Schizophrenia 

Bulletin, 43(Suppl 1), S258.  


