©© Schizophrenia Spectrum Disorders
DSM-5 Diagnostic Checklist: The Reality
Perception Detector

Your Complete Guide to Psychotic Disorders
Diagnosis Made Simple

©© WELCOME TO THE PSYCHOSIS
DIAGNOSTIC OBSERVATORY!

Welcome to the comprehensive Schizophrenia Spectrum Disorders diagnostic center - your
specialized observatory for detecting when reality perception becomes altered by psychotic
symptoms! Think of this as your reality-testing radar system that identifies when the mind
creates experiences that aren't shared by others - like hearing voices, seeing things, or
holding beliefs that seem impossible. Every symptom is like a signal showing where
perception has shifted from consensus reality, and when you see the right constellation of
signals, you've identified a psychotic disorder!

©© DSM-5 SCHIZOPHRENIA DIAGNOSTIC CRITERIA:
THE OFFICIAL CHECKLIST

©© CRITERION A: CHARACTERISTIC SYMPTOMS

Must have 2+ symptoms for significant portion of time during 1-month period (less if
successfully treated). At least ONE must be #1, #2, or #3
©© POSITIVE SYMPTOMS (ADDITIONS TO NORMAL EXPERIENCE)

o 1. DELUSIONS



©© Fixed false beliefs that are not amenable to change €€ Not consistent with
cultural or religious background €€ Examples: "The FBI is monitoring me," "l have
special powers" Person holds belief despite clear evidence to contrary

o 2. HALLUCINATIONS
©© Perception-like experiences without external stimulus €€ Most
commonly auditory (hearing voices)
Can be visual, tactile, olfactory, or gustatory
Examples: Hearing voices commenting or commanding

0 3. DISORGANIZED THINKING (SPEECH)
Inferred from disorganized speech
©€© Examples: Frequent derailment, incoherence, word salad €€ Loose
associations between thoughts

©€ Communication is severely impaired

NEGATIVE SYMPTOMS (REDUCTIONS IN NORMAL EXPERIENCE)

o0 4. GROSSLY DISORGANIZED OR ABNORMAL MOTOR BEHAVIOR
©© Range from childlike silliness to unpredictable agitation €€y Catatonic
behavior (stupor, rigidity, posturing)
©€© Examples: Inappropriate dress, unpredictable agitation €€ Resistance
to instructions, bizarre postures

o 5. NEGATIVE SYMPTOMS
©€© Diminished emotional expression (flat affect)
Reduced speech (alogia)
©© Lack of motivation (avolition)
©© Social withdrawal (asociality)
©© Loss of interest in activities (anhedonia)

©© CRITERION B: FUNCTIONAL DECLINE

o SIGNIFICANT FUNCTIONAL IMPAIRMENT
©€ Work or occupational functioning markedly below pre-onset level €€ Interpersonal
relations significantly impaired
©© Self-care significantly impaired
©€ Academic functioning impaired (if onset during school) 1\ Must be clear
decline from previous functioning

CRITERION C: DURATION

o CONTINUOUS SIGNS FOR AT LEAST 6 MONTHS
©€ 6-month period must include at least 1 month of Criterion A symptoms @€ May include
periods of prodromal or residual symptoms
©€ Negative symptoms or attenuated positive symptoms during
prodromal/residual periods
I\ If less than 6 months, consider Schizophreniform Disorder

©© CRITERION D: EXCLUSION OF OTHER DISORDERS



o SCHIZOAFFECTIVE AND MOOD DISORDERS RULED OUT
©€ No major depressive or manic episodes during active psychotic symptoms €€ OR mood
episodes brief relative to psychotic symptoms
I\ If mood symptoms prominent, consider Schizoaffective Disorder

©© CRITERION E: SUBSTANCE/MEDICAL EXCLUSION

o NOT DUE TO SUBSTANCES OR MEDICAL CONDITIONS
© @ Not attributable to substance use (drugs, medications)
© € Not attributable to another medical condition
©€ Examples: Not due to brain tumor, autoimmune encephalitis

©© CRITERION F: AUTISM SPECTRUM CONSIDERATION

o IF AUTISM HISTORY, ADDITIONAL REQUIREMENTS
©@ If history of autism or communication disorder
©€© Prominent delusions or hallucinations must be present
& For at least 1 month (less if successfully treated)
©@© In addition to other required symptoms

©© TYPES OF DELUSIONS

©© GRANDIOSE DELUSIONS (28.2% prevalence) (Collin et al., 2023)

©© CONTENT:

"l am a famous celebrity"

* "l have special powers or abilities"
"l am on a special mission from God"
* "l invented something revolutionary"
* "l am extremely wealthy or important”

©© CHARACTERISTICS:
* Inflated sense of worth, power, knowledge
* May involve religious or supernatural themes

« Often elaborate and detailed
* Person acts on beliefs despite consequences

4 PARANOID/PERSECUTORY DELUSIONS 64.5% prevalence most
common type of delusion (Collin et al., 2023)

©© CONTENT:

* "The government is spying on me"

» "My neighbors are plotting against me"
* "Someone is poisoning my food"

* "People are following me"

* "My phone is being tapped"



©© CHARACTERISTICS:

* Most common type of delusion

* Involves belief of being harmed, harassed, or conspired against « May lead to
aggressive or defensive behaviors

« Often involves multiple perceived persecutors

©© DELUSIONS OF REFERENCE

©© CONTENT:
* "The TV is sending me special messages"

* "People on the street are talking about me"
* "Song lyrics are meant specifically for me"
* "License plates contain coded messages"

* "News anchors are speaking directly to me"

©© CHARACTERISTICS:

* Belief that random events have special personal meaning « Common
objects/events seen as personally significant « May involve media, strangers,
or environmental cues * Person feels they are center of attention

©© SOMATIC DELUSIONS

©© CONTENT:

* "My organs are rotting inside"

* "l have parasites under my skin"

* "My body is changing in impossible ways" « "l don't need to
eat because I'm not human" « "Part of my body is missing or
deformed"

©© CHARACTERISTICS:

* False beliefs about body or health

* May involve impossible physical changes ¢ Can lead
to dangerous health behaviors * Often resistant to
medical evidence

©© TYPES OF HALLUCINATIONS

AUDITORY HALLUCINATIONS

©© MOST COMMON TYPE (70-80% of cases):
60-80% of all patients (Lim et al., 2016)

most frequently (29.5%)(Linszen et al., 2022)

Hearing voices when no one is speaking * Voices may
be familiar or unfamiliar
» Can be single voice or multiple voices « May be clear



or mumbled

©© VOICE CHARACTERISTICS:

* COMMANDING: "Jump off the bridge"

* COMMENTING: "He's walking to the store now" ¢
CONVERSING: Two voices talking about the person « CRITICAL:
"You're worthless and stupid" « SUPPORTIVE: "You're doing great,
keep going"

I\ CLINICAL SIGNIFICANCE:
» Command hallucinations may increase risk *« Multiple
voices often more distressing * Running commentary
very disruptive
* Voices that argue can be confusing

VISUAL HALLUCINATIONS

©© LESS COMMON (15-20% of cases): 21.5% (Linszen et al., 2022)
« Seeing people, objects, or lights that aren't there « May be simple (flashes,
shadows) or complex (full scenes) « Can be frightening or benign

» May interact with auditory hallucinations

©© TYPES:

* PEOPLE: Seeing strangers or deceased relatives * ANIMALS: Insects,
pets, or threatening creatures + OBJECTS: Weapons, religious symbols,
abstract shapes « SCENES: Complex visual experiences or
environments

I\ CLINICAL CONSIDERATIONS:
* More common in certain medical conditions
* May indicate substance use or withdrawal
» Can be very frightening and disorienting
» May lead to dangerous behaviors

©© TACTILE HALLUCINATIONS 19.9% prevalence (Linszen et al., 2022)

©© PHYSICAL SENSATIONS:
* Feeling bugs crawling on skin
» Sensation of being touched or grabbed

* Feeling hot or cold when temperature normal
* Pain or pressure without physical cause

©© CLINICAL EXAMPLES:

« "| feel spiders under my skin"

* "Someone is touching me when I'm alone"
* "My skin is burning but there's no fire"

« "| feel electricity running through my body"

©© SCHIZOPHRENIA SPECTRUM DISORDERS

BRIEF PSYCHOTIC DISORDER

© DURATION: At least 1 day but less than 1 month
©© RETURN: Eventual return to normal functioning



©€ SYMPTOMS: Same as schizophrenia (delusions, hallucinations, etc.)

©© SPECIFIERS:

* WITH marked stressor (brief reactive psychosis)
* WITHOUT marked stressor

* WITH postpartum onset (within 4 weeks of delivery)

©© CLINICAL CONSIDERATIONS:
« Often triggered by severe stress
* Good prognosis with treatment

* May be first episode of longer iliness
* Requires careful monitoring

©© SCHIZOPHRENIFORM DISORDER

5 DURATION: At least 1 month but less than 6 months
©€© SYMPTOMS: Same as schizophrenia
©€ FUNCTIONING: May or may not have functional decline

©© SPECIFIERS:
* WITH good prognostic features
* WITHOUT good prognostic features

GOOD PROGNOSTIC FEATURES:
* Onset of psychotic symptoms within 4 weeks

» Confusion or perplexity during psychotic episode
» Good premorbid functioning

» Absence of blunted or flat affect

©© SCHIZOAFFECTIVE DISORDER

© € COMBINATION: Schizophrenia + Major Mood Episode
©€ CRITERIA: Major mood episode concurrent with Criterion A of schizophrenia €€ PSYCHOSIS:

Delusions/hallucinations for 2+ weeks WITHOUT mood symptoms €€ MOOD: Mood symptoms
present for majority of illness

©© TYPES:
* BIPOLAR TYPE: Manic episode included

* DEPRESSIVE TYPE: Only major depressive episodes

©© DIAGNOSTIC CHALLENGE:
» Most difficult psychotic disorder to diagnose
* Requires careful timeline analysis

* Mood vs. psychotic symptoms prominence
» Often misdiagnosed initially

©© DELUSIONAL DISORDER

©€ DELUSIONS: One or more delusions for 1+ months

©© FUNCTIONING: Apart from delusion impact, functioning not markedly impaired €€ BEHAVIOR:
Behavior not obviously bizarre or odd

©© CRITERION A: Never met Criterion A for schizophrenia

©© TYPES:



« EROTOMANIC: Belief that someone is in love with them
* GRANDIOSE: Inflated worth, power, knowledge, identity
+ JEALOUS: Belief that spouse/partner is unfaithful

« PERSECUTORY: Belief of being conspired against

+ SOMATIC: Belief involving bodily functions/sensations

* MIXED: More than one type

* UNSPECIFIED: Doesn't fit other categories

©© CLINICAL FEATURES:

« Often high-functioning outside of delusion

* May have successful careers and relationships

* Delusions are non-bizarre (could theoretically happen)
* Insight is typically poor

©© NEGATIVE SYMPTOMS ASSESSMENT

©© DIMINISHED EMOTIONAL EXPRESSION

©© FLAT AFFECT:

* Reduced facial expression
* Monotone voice

* Limited eye contact

* Reduced gestures

©€© CLINICAL OBSERVATION:

» Face appears mask-like

* Voice lacks emotional inflection
* Minimal spontaneous movement
* Appears emotionally "empty"

I\ ASSESSMENT TIPS:
* Observe throughout entire interview
* Note discrepancy between content and expression
» Ask about internal emotional experience
* Distinguish from depression or medication effects

ALOGIA (POVERTY OF SPEECH)

©© CHARACTERISTICS:

* Brief, concrete replies to questions
* Reduced spontaneous speech

* Long pauses before responding

« Difficulty elaborating on topics

©© CLINICAL EXAMPLES:

* Interviewer: "How was your week?"
« Patient: "Fine." (long pause)

* Interviewer: "What did you do?"

* Patient: "Nothing much."

I\, ASSESSMENT CONSIDERATIONS:
* Distinguish from depression or anxiety
* Note effort required to get information « Assess both



quantity and quality of speech « Consider cultural and
educational factors

©© AVOLITION (LACK OF MOTIVATION)

©© CHARACTERISTICS:

« Difficulty initiating activities

* Poor follow-through on tasks

* Neglect of self-care

* Reduced goal-directed behavior

©© FUNCTIONAL IMPACT:

* Poor hygiene and grooming

« Difficulty maintaining employment

* Neglect of household responsibilities
« Social withdrawal

©© CLINICAL ASSESSMENT:

 Ask about daily routine and activities

» Observe appearance and hygiene

» Assess work/school functioning

* Distinguish from depression or cognitive impairment

©© SPECIAL POPULATIONS

ADOLESCENT-ONSET SCHIZOPHRENIA

UNIQUE CHALLENGES:
* Normal adolescent behavior vs. prodromal symptoms « Academic
decline may be first sign
« Social withdrawal common in teens
» Substance use complicates diagnosis

©© EARLY WARNING SIGNS:

« Significant decline in school performance ¢ Loss of
friends and social isolation

» Unusual beliefs or magical thinking

* Deterioration in personal hygiene
* Sleep disturbances and mood changes

I\, ASSESSMENT CONSIDERATIONS:
* Detailed developmental history
» School performance records
* Peer and family observations
» Substance use screening

« Careful differential diagnosis

©© LATE-ONSET SCHIZOPHRENIA

©© CHARACTERISTICS:
* Onset after age 60



» Often more paranoid delusions
* Less severe negative symptoms

* Better preserved personality

©© DIFFERENTIAL DIAGNOSIS:

* Dementia with psychotic features

* Delirium

* Medical conditions causing psychosis

* Medication-induced psychosis

» Sensory impairments (hearing/vision loss)

©€ ASSESSMENT PRIORITIES:
» Comprehensive medical workup
* Medication review

» Cognitive assessment

» Sensory function evaluation

* Social support assessment

©© POSTPARTUM PSYCHOSIS

©€© EMERGENCY CONDITION:

* Onset within 4 weeks of delivery

* Risk of infanticide and suicide

* Often includes mood symptoms

* Requires immediate hospitalization

©€ SYMPTOMS:

* Delusions about baby (not real, switched, evil)
» Command hallucinations to harm baby

» Severe mood lability

» Confusion and disorientation

* Bizarre behavior

I\ RISK FACTORS:
* History of bipolar disorder
* Previous postpartum psychosis
* Family history of mood disorders
« First pregnancy
« Sleep deprivation

©© DIAGNOSTIC PRO TIPS: THE EXPERT SECRETS

©@ Clinical Pearls for Psychosis Diagnosis

©© PEARL #1: "The Reality Test"
Ask: "Do other people see/hear what you're experiencing?" If only the patient experiences it, it's likely a
hallucination. Delusions are beliefs others don't share.

©© PEARL #2: "The Timeline Detective"
Carefully map when symptoms started, mood episodes occurred, and functioning declined. Timeline is
crucial for distinguishing schizophrenia from schizoaffective disorder.

©© PEARL #3: "The Functioning Focus"



Schizophrenia requires significant functional decline. If someone is working, maintaining relationships,
and caring for themselves, question the diagnosis.

©© PEARL #4: "The Insight Paradox"
People with psychosis often lack insight into their symptoms. If someone readily admits to "crazy"
thoughts, consider other conditions like OCD or anxiety.

©© PEARL #5: "The Substance Rule"
Always rule out substance-induced psychosis. Many drugs can cause hallucinations and
delusions that look exactly like schizophrenia.

©© Red Flags and Green Lights

©© RED FLAGS (QUESTION PSYCHOSIS DIAGNOSIS):
- @@ Clear substance use temporal relationship

* ©@© Medical condition that could cause symptoms

* ©€© Mood symptoms more prominent than psychosis

+ & Symptoms present less than 1 month
» ©© No functional decline or impairment

GREEN LIGHTS (SUPPORT PSYCHOSIS DIAGNOSIS):
» ©@© Clear delusions or hallucinations

» @@ Significant functional decline

+ & Symptoms persistent over time

* ©€© Multiple informants confirm symptoms

» @€ No substance or medical cause identified
» @€ Disorganized thinking or behavior

©© Safety Assessment

©© HIGH-RISK SITUATIONS:

« Command hallucinations to harm self/others
« Paranoid delusions about specific people

* Disorganized behavior with poor judgment

» Substance use with psychosis

« Social isolation with no support

SAFETY INTERVENTIONS:
» ©© Hospitalization if imminent danger
* ©© Family involvement and education
* ©€© Rapid medication intervention
* ©€© Remove access to weapons
» @@ Crisis contact information
* ©© Safety planning with patient

©© CONCLUSION: MASTERING PSYCHOSIS
DIAGNOSIS

Congratulations! You've completed your comprehensive training in Schizophrenia Spectrum
Disorders diagnosis. You now possess the knowledge and tools to accurately identify



psychotic disorders while ensuring patient safety and providing compassionate care.

©© Your New Diagnostic Superpowers:

©© Psychosis Recognition: Identifying delusions, hallucinations, and
disorganized thinking

© Timeline Analysis: Understanding duration criteria and disorder distinctions
©@ Differential Diagnosis: Distinguishing between spectrum disorders and
ruling out medical causes

©© Population-Specific Care: Adapting assessment for different age groups and
situations

©© Safety Assessment: Recognizing and managing high-risk presentations

©€© Remember the Diagnostic Golden Rules:

1. @€ Reality Testing: Symptoms must represent break from consensus reality

2. © Duration Matters: 6 months for schizophrenia, shorter for other spectrum
disorders

3. @€ Functional Decline: Must see significant impairment in major life areas

4. @€ Rule Out: Always exclude substances, medical conditions, and mood
disorders

5. Safety First: Assess risk to self and others in all psychotic presentations

Remember: Psychotic disorders are serious but treatable conditions. Early identification
and intervention can dramatically improve outcomes and help people with these conditions
live fulfilling lives. Approach each assessment with empathy, patience, and hope - your
accurate diagnosis may be the first step toward recovery for someone experiencing their
most vulnerable moments! @€

"The most beautiful people I've known are those who have known trials, have known
struggles, have known loss, and have found their way out of the depths." - Elisabeth
Kubler-Ross. For people with psychotic disorders, proper diagnosis and treatment can be
the way out of the depths.
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