SCHIZOPHRENIA SPECTRUM AND OTHER PSYCHOTIC DISORDERS

Brief Psychotic Disorder

DSM-5-TR 298.8 | ICD-10-CM F23

Abrupt psychosis lasting at least one day but under one month, followed by full return to the premorbid level of

functioning.

FIRST-EPISODE PSYCHOSIS TYPICAL ONSET
~9% of US first-onset cases Average mid-30s; any age

© CLINICAL PICTURE
@ Onset is abrupt, frequently within hours to two weeks of a marked stressor, in a person
with no prodrome and no prior psychiatric history.

@ Delusions, hallucinations, disorganized speech, or grossly disorganized or catatonic
behavior appear in rapidly shifting, kaleidoscopic combinations.

@ Affect is intense and labile, and confusion, perplexity, and transient disorientation are far
more prominent than in schizophrenia.

» Content commonly mirrors the precipitant, such as bereavement, migration, assault, or
childbirth, and may be shaped by cultural idioms of distress.

® Risk of impulsive self-harm or dangerously misjudged action is high during the acute
phase despite the short duration and good overall prognosis.

@ Functioning returns fully to the premorbid level by definition, though the episode itself
often requires hospitalization to keep the patient safe.
=, DIAGNOSTIC CRITERIA AT A GLANCE

® One or more of delusions, hallucinations, disorganized speech, or grossly
disorganized or catatonic behavior, with at least one of the first three present.

The episode lasts at least one day but less than one month, with eventual full return
to the previous level of functioning.

Not better explained by major depressive or bipolar disorder with psychotic features,
schizoaffective disorder, or schizophrenia.

Not attributable to a substance, medication, or another medical condition, so
toxicology and a medical workup are mandatory given the abrupt onset.

Specify with or without marked stressors, with peripartum onset if within 4 weeks of
delivery, and whether catatonia accompanies the episode.

)\ DIFFERENTIAL & COMORBIDITY

= Duration is the pivot: under one month is brief psychotic disorder, one to six months is
schizophreniform, and beyond six months is schizophrenia.

® Substance-induced psychosis from stimulants, cannabis, hallucinogens, or
corticosteroids is the leading mimic, so obtain urine toxicology in every case.

@ Exclude delirium, autoimmune encephalitis, thyroid disease, HIV, neurosyphilis, seizure,
and eclampsia, particularly with peripartum onset.

SEX RATIO COURSE
~2:1female:male Full remission within 1 month

I NEUROBIOLOGY & PHYSIOLOGY
® An acute surge of mesolimbic dopamine transmission is the presumed mechanism,
consistent with rapid response to comparatively modest antipsychotic doses.

® Severe stress activates the HPA axis and sensitizes dopamine release, providing a
plausible bridge between an acute precipitant and transient psychosis.

Peripartum onset follows abrupt estrogen and progesterone withdrawal with dopamine
receptor supersensitivity, and carries high bipolar conversion risk.

Neuroimaging shows no consistent structural abnormality, in contrast to the
ventricular enlargement and gray matter loss documented in schizophrenia.

Family history of psychotic and mood disorders is enriched, and a subset of cases is
the opening episode of an emerging bipolar or schizophrenia spectrum illness.

@ Sleep deprivation, febrile illness, surgery, and acute medical stress lower the
psychosis threshold and are frequent proximal contributors.

Q PSYCHOLOGICAL MECHANISMS

Overwhelming stress can breach reality testing in people with limited coping
repertoires, borderline or schizotypal traits, or heavy prior trauma exposure.

Aberrant salience escalates quickly under extreme arousal, so ambiguous events
acquire urgent personal meaning and crystallize into delusional explanation.

Cultural context shapes both content and interpretation, and some culturally
sanctioned responses to loss are not disorders at all.

e Sleep loss impairs prefrontal reality monitoring, a common final pathway in
peripartum, bereavement, and disaster-related presentations.

= Shame after the episode, fear of recurrence, and diagnostic uncertainty predict
disengagement from follow-up at exactly the point follow-up matters most.

Postpartum psychosis is a psychiatric emergency with elevated infanticide and suicide
risk, and it commonly declares itself as bipolar disorder over time.

Borderline and schizotypal personality disorders predispose to brief stress-related
psychotic episodes and should shape the aftercare plan.

Treatment cvioence-BASED MANAGEMENT

@ PHARMACOLOGIC > PSYCHOTHERAPY @ ADJUNCT & SUPPORTIVE

@ Short courses of second-generation antipsychotics at e Supportive therapy during and after the episode @ Brief inpatient care is often required for safety,
modest doses work quickly: risperidone 1-4 mg/day addresses the terror of psychosis and the observation, and completion of the medical workup,
or olanzapine 5-15 mg/day for the acute episode. disorientation of having lost contact with reality. especially with catatonia or peripartum onset.

s Lorazepam 1-2 mg as needed controls agitation and s CBT techniques applied to residual suspiciousness s Complete a full workup: urine toxicology, CBC,
insomnia and treats catatonic features, often lowering and to appraisal of the experience reduce lingering metabolic panel, TSH, HIV, RPR, and neuroimaging or
the antipsychotic dose required. distress and secondary anxiety. EEG whenever the presentation is atypical.

e Continue the antipsychotic for 1to 6 months after full s Family psychoeducation conveys the favorable ® Mother-baby units or intensive home support protect
remission, then taper slowly with monitoring rather prognosis, teaches early warning signs, and organizes the infant while preserving bonding when psychosis
than stopping at the moment symptoms clear. support during and after hospitalization. begins in the postpartum period.

s Restore sleep aggressively, since correcting severe s Stress management and problem-solving therapy ® Track symptoms with the BPRS and screen for
sleep deprivation alone can shorten the episode and address the precipitant directly, whether bereavement, abnormal movements with the AIMS even during short
prevent further escalation. migration, assault, or occupational crisis. antipsychotic courses.

e With peripartum onset consider lithium given the high e Maintain follow-up for at least 12 months, since a o Write an explicit relapse plan naming early warning
rate of underlying bipolar illness, and coordinate substantial minority go on to a schizophrenia spectrum signs, supports to contact, and a rapid route back into
lactation and infant safety decisions. or bipolar diagnosis. care before discharge.

Y% CLINICAL PEARLS ¢ Under one month with full recovery; past that point the diagnosis itself changes.

« Every abrupt first psychosis needs toxicology and a medical workup before this label.
o Postpartum psychosis is an emergency and is usually bipolar disorder in disguise.

CPMHT - CLINICAL ONE-SHEET Aligned to DSM-5-TR (APA, 2022) - Educational reference only — not a substitute for clinical judgment or full diagnostic assessment. 1/2



BRIEF PSYCHOTIC DISORDER

References

American Psychiatric Association. (2020). The American Psychiatric Association practice guideline for the treatment of patients with
schizophrenia (3rd ed.). American Psychiatric Association Publishing. https://doi.org/10.1176/appi.books.9780890424841

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental disorders (5th ed., text rev.).
https://doi.org/10.1176/appi.books.9780890425787

Boland, R., Verduin, M. L., & Ruiz, P. (2021). Kaplan & Sadock's synopsis of psychiatry (12th ed.). Wolters Kluwer.

National Institute for Health and Care Excellence. (2014). Psychosis and schizophrenia in adults: Prevention and management (NICE Guideline No.
CG178). https://www.nice.org.uk/guidance/cg178

National Institute of Mental Health. (n.d.). Schizophrenia. U.S. Department of Health and Human Services.
https://www.nimh.nih.gov/health/topics/schizophrenia

Stahl, S. M. (2021). Stahl's essential psychopharmacology: Neuroscientific basis and practical applications (5th ed.). Cambridge University Press.

World Health Organization. (2019). International classification of diseases for mortality and morbidity statistics (11th rev.).

https://icd.who.int/browsell

NOTE

References are formatted in APA 7th edition style with hanging indents. Diagnostic terminology, criteria structure, and coding follow the Diagnostic and Statistical Manual of
Mental Disorders (5th ed., text rev.; APA, 2022); criteria are paraphrased for instructional use and are not reproduced verbatim. Verify all citations against the original sources
before use in academic work, and confirm medication dosing against current prescribing information.
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