PERSONALITY DISORDERS

Schizotypal Personality Disorder

DSM-5-TR 301.22 | ICD-10-CM F21

Pervasive social deficits with cognitive-perceptual distortions and eccentricity; a schizophrenia-spectrum

personality disorder.

PREVALENCE TYPICAL ONSET
~0.6-3.9% (survey By early adulthood
dependent)

®© CLINICAL PICTURE

SEX RATIO COURSE
Slight male predominance Chronic; some convert to
psychosis

I NEUROBIOLOGY & PHYSIOLOGY

® ldeas of reference are near universal, with unrelated events, headlines or overheard
remarks experienced as carrying personal significance.

« Odd beliefs or magical thinking outside subcultural norms include clairvoyance, telepathy,
superstitions and a special sixth sense about people.

« Unusual perceptual experiences occur, such as bodily illusions or a felt presence, without
the conviction or clarity of frank hallucination.

® Speech is odd without being incoherent: circumstantial, metaphorical, overelaborate or
vague, and listeners work hard to follow the thread.

® Suspiciousness, constricted or inappropriate affect, and peculiar dress or mannerisms
combine into a presentation others describe as eccentric.

= Social anxiety persists and does not decrease with familiarity, because it is driven by
paranoid concern rather than fear of negative judgment.

=, DIAGNOSTIC CRITERIA AT A GLANCE

= Five or more of nine features are required across cognitive-perceptual, interpersonal
and disorganized domains, pervasive by early adulthood.

Distortions are attenuated rather than psychotic: reality testing is
distinguishing ideas of reference from delusions of reference.

retained,

® The diagnosis is excluded if the pattern occurs only during schizophrenia, a psychotic
mood disorder, another psychotic disorder, or autism spectrum disorder.

= The social anxiety criterion specifically requires failure to attenuate with familiarity,
which separates it from social anxiety disorder and avoidant traits.

e DSM-5-TR lists the disorder in both the personality disorders and schizophrenia
spectrum chapters; ICD-10-CM codes it F21 as schizotypal disorder.

}\: DIFFERENTIAL & COMORBIDITY

Heritability estimates range from roughly 30% to 60%, and the disorder aggregates in
families of probands with schizophrenia, sharing risk loci.

« Reduced superior temporal gyrus and other temporal gray matter
schizophrenia, while prefrontal volume is comparatively preserved.

parallels

Preserved frontal capacity is the leading explanation for why attenuated symptoms
rarely progress to full psychosis despite shared temporal pathology.

Striatal dopamine release on challenge studies is elevated relative to controls but lower
than in schizophrenia, matching symptom severity.

® Endophenotypes include impaired smooth pursuit eye movement, deficient P50 sensory
gating, reduced P300 amplitude and backward masking deficits.

= Working memory, verbal learning and executive performance fall between healthy
controls and schizophrenia and limit occupational functioning.

Q PSYCHOLOGICAL MECHANISMS

Aberrant salience assigns personal significance to irrelevant stimuli, generating the
ideas of reference that dominate the clinical picture.

=« Source-monitoring and reality-discrimination deficits blur internally generated material
from external events, supporting magical thinking.

e Social anxiety here is paranoid rather than evaluative, so standard exposure protocols
aimed at fear of judgment produce limited benefit.

Childhood trauma, neglect and urban upbringing selectively elevate positive schizotypy,
linking early adversity to perceptual distortion.

Positive, negative and disorganized schizotypy factors carry different prognoses and
demand different treatment emphases within the same diagnosis.

® Schizophrenia requires frank psychosis and functional deterioration;
distortions preserve insight and reality testing over a lifelong course.

schizotypal

@ Attenuated psychosis syndrome and clinical high-risk states are recent in onset and
progressive, unlike this stable trait pattern.

« Autism spectrum disorder overlaps in social deficits and eccentricity but is distinguished
by developmental history and restricted repetitive behaviors.

Comorbidity is high with major depression, other cluster A disorders, borderline and
avoidant personality disorders, and cannabis use disorder.

Cannabis and stimulants accelerate transition, and roughly a fifth to a quarter of patients
eventually develop a schizophrenia-spectrum psychosis.

Treatment cvioence-BAsED MANAGEMENT

@ PHARMACOLOGIC » PSYCHOTHERAPY

@ ADJUNCT & SUPPORTIVE

CPMHT - CLINICAL ONE-SHEET

e Low-dose second-generation antipsychotics carry the
only randomized support of any personality disorder:
risperidone 0.25-2 mg/day improved symptoms in
small trials.

@ Olanzapine 2.5-10 mg/day and older haloperidol trials
showed benefit with high dropout from side effects; no
agent is approved for this indication.

e Use the lowest effective dose with baseline and
periodic metabolic panels, weight, prolactin and
movement examination, and reassess need at intervals.

s Fluoxetine 20-40 mg/day or another SSRI treats
comorbid depression, anxiety and obsessive features
and may reduce ideas of reference.

Counsel firmly against cannabis and stimulants;
guanfacine has preliminary data for the working
memory and attention deficits seen here.

Y% CLINICAL PEARLS

Supportive, highly structured therapy with concrete
agendas works best, since ambiguity and unstructured
exploration amplify referential thinking.

Social skills training and CBT adapted from psychosis
protocols reduce distress from odd beliefs and improve
day-to-day functioning.

Cognitive remediation targets attention and working
memory deficits that limit employment more than
positive symptoms do.

Do not confront odd beliefs directly; work on the
behavioral consequences and the distress rather than
on conviction itself.

Long-term, low-frequency contact retains these
patients far better than intensive time-limited courses,
which they commonly abandon.

o Attenuated, not psychotic: reality testing survives the odd belief and the ideas of reference.

e The only personality disorder with randomized support for low-dose antipsychotics.

o Social anxiety here is paranoid and does not fade with familiarity.

® Supported employment

® Substance

e Family psychoeducation

and education programs
following the individual placement and support model fit
the functional deficits better than symptom-focused
care.

® Monitor conversion risk at each visit through functional

trajectory, sleep, substance use and any emergence of
frank hallucination or delusion.

counseling emphasizing cannabis
abstinence is a priority given the dose-related effect on
psychosis transition.

that lowers expressed
emotion, as used in early psychosis services, reduces
relapse and household conflict.

Consider the SPQ for screening and structured high-
risk interviews such as the SIPS or CAARMS when
conversion is a live concern.

Aligned to DSM-5-TR (APA, 2022) - Educational reference only — not a substitute for clinical judgment or full diagnostic assessment.
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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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