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Abstract. This study aimed to provide a comprehensive understanding of the
schizophreniform disorder. This study clarifies the differences and connections
between schizophreniform disorder, schizophrenia disorder, and schizoaffective
disorder. The difference between them may be the difference in the period of
existence, but also maybe the difference in the severity of symptoms. Different
views on schizophreniform have been found in different literature, so this arti-
cle summarizes the concept of schizophreniform, etiology, effects, complications,
treatment, and suggestions for future development. Among the causes, genetics,
social environment, upbringing, and substance and substance abuse may all con-
tribute to schizophreniform. This article also discusses how to effectively treat
schizophreniform and some common treatment methods. Effective drug ther-
apy and psychological counseling can prevent complications. In most studies,
the possibility of different severity or frequency of symptoms between men and
women has not been distinguished, and future studies may make a careful dis-
tinction between male and female symptoms. Schizophreniform disorders can be
treated with antidepressants and antipsychotic medications within six months and
require understanding and psychological counseling from the family to prevent
their progression to schizophrenia.
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1 Introduction

Schizophrenic patients also have different controversies and influences in society,
because some weird behaviors may bring rejection or shame and stigma to patients
at work and family [1]. In terms of family, patients’ families pay special attention to
caring for or avoiding patients who may hallucinate and aggression [2]. Moreover, in
some families, it is only when the patient shows signs of aggression that they consider
the patient to be mentally ill and in need of medical attention [3]. In terms of work and
school, peer isolation or unemployment are likely in most cases [1].

Schizophreniform disorders are like schizophrenia, but they differ in duration [4].
Schizophreniform disorders usually occur for less than six months and are diagnosed as
schizophrenia once more [5]. Although it lasts less than six months, it is still a highly
disabling behavior and suicidal tendency [6]. Schizophrenic disorder is also different
from schizoaffective disorder, in that schizophrenic disorder may show delusions, hallu-
cinations, thinking disorders and confusion of language or lack of motivation, and loss
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of interest in social interaction [4]. Schizoaffective disorder adds mood disorders, such
as depression, to the list of hallucinations that occur in a patient [7].

For adolescents, social environmental factors such as education level, peer relation-
ships, and academic performance also have a certain influence on the disease [8]. Some
of the factors contributing to adult morbidity may be socioeconomic status and work
status [1]. Currently, schizophrenic disorders are associated with a range of comorbidi-
ties, among which depression is relatively common in schizophrenic patients [9]. Panic
disorder and substance use disorder are also included [1]. Among patients, there are still
many behavioral thoughts about suicidal tendencies and mania [7].

Gender and age differences also affect morbidity. Although the impact on males and
females is roughly the same, the prevalence of males is earlier than that of females [10].
The age range with the highest incidence is different for men and women. Men with
schizophrenic and affective psychosis were more likely to have impaired BBB integrity,
which maintains normal nerve cell function, than women with these two conditions [10].

Schizophreniform disorders, schizophrenic disorders, and schizoaffective disorders
have their differences and similarities. There has been no particularly detailed analysis
of schizophreniform disorder and how it differs from the other two disorders in previous
studies. In conclusion, the focus of this article is to provide a comprehensive review of
the etiology, effects, treatment, and recommendations of schizophreniform disorders,
thereby increasing knowledge about psychosis.

2 Literature Review

2.1 Definition and Diagnosis

It is a psychotic disorder that also affects your ability to act, think, interact with others,
express emotions, and perceive reality [4]. The symptoms are almost identical to those of
schizophrenia, except that they don’t last a person’s entire life, only for one to sixmonths.
Schizophreniform is generally divided into two different symptoms, one is positive,
and the other is negative. Positive symptoms include hallucinations, delusions, thought
disorders and speech disorders, behavioral disorders, or catatonia. Negative symptoms
include the inability to feel emotions, emotional flatness, inability to experience pleasure
or anhedonia, loss of interest in social relationships, lack of motivation, and reduced
speech impairment. The prevalence of these symptoms has seriously affected the living
function of individuals and the ability of society to survive alone. There are no episodes
of manic, depressive, or mixed bipolar symptoms during these symptoms, and there
are no mood disorders during these only, so there can be no schizoaffective disorder or
bipolar disorder with psychotic features. Also note that these symptoms are not affected
by a substance, such as drug abuse or medication. Neither are medical and neurological
diseases. If the schizophrenic episode had no favorable prognosis and if the schizophrenic
episode had a favorable prognosis, there were at least two consistent patterns. Symptoms
such as psychosis may occur within 4 weeks of the first significant change in behavior
or functioning, preceded by good social or occupational functioning, and accompanied
by confusion, confusion, and a lack of bland or unresponsive emotion. Otherwise, the
disease “does not have a good prognostic feature.“ Patients may later be diagnosed with
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mood disorders but not on the schizophrenia spectrum, which “has favorable prognostic
features” [11].

2.2 Cause

2.2.1 Individual Factors

For clinicalmedicine,many psychological diseases need to consider genetic factors, even
cannot deny that it is not genetic factors. In daily life, the tendency of mental illness to
develop into schizophreniform disorder may be passed from parents to their offspring,
although the incidence is not particularly high, the risk is higher than in the general
population [12]. It may also be related to lower socioeconomic status factors, such as
nutritional deficiencies during pregnancy if a woman is not in a good economic position
to receive adequate care [13]. It may also lead to an increased risk of schizophreniform.
Another factor is biochemical. When a person has schizophrenic, things that are present
in the brain can become out of balance. These substances are called neurotransmitters,
and their original role is to help nerve cells in the brain transmit and send messages [14].
If a neurotransmitter imbalance at this point leads to miscommunication, symptomsmay
surface.

2.2.2 Families Factors

Environmental factors also play an important role in schizophreniform disorders. There
are many kinds of environmental factors, such as the home environment and work envi-
ronment. First, family factors in addition to genetic inheritance, the possibility of devel-
oping schizophreniform disorders are the interference of upbringing. In the process of
growing up, family economic factors and domestic violence will play a key role [1]. The
impact of domestic violence may put children under long-term psychological stress and
panic [15]. When the psychological situation is in a stressful situation, it is possible to
use alcohol or illegal drugs to escape, such as marijuana [1]. Cannabis is a hallucino-
genic drug, and its use can produce hallucinations of consciousness, cognition, vision,
and perception [16]. This is likely to accelerate the development of schizophreniform
disorders. There is a similar reason between family economic factors and work factors.
Unemployment is related to economic factors, and the economic pressure on the fam-
ily caused by unemployment may also evolve into schizophreniform disorder [1]. Of
these factors, it cannot be said that they directly cause schizophrenia-like disorders, but
there is certainly some correlation. Family growth environment factors come from the
parents themselves, children’s psychology is not mature, relatively speaking is also the
most vulnerable time. Parents with a correct educational concept and a good growing
environment can greatly reduce the probability of mental illness for their children. It
is common to face pressure from all aspects of life and work. Try to face life with an
optimistic attitude.
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2.3 Impacts

2.3.1 Personal Health and Psychological Pressure

Schizophreniform disorders affect both men and women equally, and the onset period is
also quite different for men and women. The most common onset period is between 18
and 24 years in males and between 24 and 35 years in females. For now, the incidence is
generallymuch lower in developed countries. The life pressure and employment pressure
of developed countries are much smaller than that of developing countries, and relatively
speaking, the general pressure will be much smaller. And schizophreniform disorders
are more common in some developing countries [17]. In addition, stress caused by all
kinds of socioeconomic environments is also a risk factor for the schizophreniform
disorder, such as living in an environment with poor socioeconomic status, parents with
low occupational status, or parents with insufficient education levels [13]. If a family
has a low socioeconomic status, over time, some negative emotions may accumulate
and form mental stress. For example, parents of lower socioeconomic status may not
be able to provide their children with better educational resources. Children from lower
socioeconomic status families may have less access to technological products or sports
items and may experience isolation from their peers. Similarly, communities of lower
socioeconomic status are likely to have less social cohesion and fewer social services,
which can lead to higher crime rates and higher levels of stress. Another source of stress
that may contribute to schizophreniform could be events in a person’s life, such as the
death of a loved one, whichmay also be associatedwith schizophreniform risk. If parents
carry a genetic risk gene and pass it on to their children, then it can lead to an increased
risk of disease outbreaks as the children are also in a lower socioeconomic class.

2.3.2 Body Dysfunctions

The cause of schizophrenia spectrum disorder has not been established, but there is
a lot of evidence that it involves dopamine and delusions and hallucinations, that is,
dopamine neurotransmission disorder [18]. Schizophreniform disorders are associated
with the structural and functional functioning of many brain systems. Patients with this
type of disorder may have cerebral cortex dysfunction, which may involve areas of
the prefrontal and medial temporal lobes that include working memory and declara-
tive memory. There is also evidence that story recall deficits are associated with both
schizophrenia and schizophreniform disorders [19]. With the increasing use of second-
generation or atypical antipsychotic drugs, serotonin is inevitably involved [18]. The
use of antipsychotics effectively blocks dopamine overactivity in brain regions. Neuro-
logical findings are not particularly common in schizophreniform disorders, but there is
a general increase in the incidence of neurological signs involving physical coordina-
tion and involuntarymovement in schizophreniform disorders. Neuropsychological tests
have found that the deficits of schizophreniform disorders are very similar to those of
schizophrenia disorders, with the average person with schizophrenia developing prob-
lems with attention, executive function, and movement by age 13. Schizophreniform
and schizophrenia are very similar in every aspect, and the most important difference
is the period of onset. Students with these symptoms or social workers, etc., may affect
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their life and the development of interpersonal relationships, resulting in mental health
effects.

2.3.3 Depression and Suicide

Depression and suicidality are common comorbidities of schizophreniform disorders
[6, 9]. Suicidal thoughts are not uncommon for people with mental illness. Studies have
shown that the higher the degree of mental illness, the higher the likelihood of suicide
and the higher the degree of depression [6]. In the study data, as awareness of the positive
and negative symptoms of schizophreniform disorders increases, anxiety and depression
gradually increase, and suicide rates also increase.Unlike other diseases, suicide attempts
cannot be measured. No matter it is suicide, depression, or schizophreniform disorders,
they all have a heavy impact on society and family. Depression and schizophreniform
disorders can be treatedwith appropriate treatment and drug suppression [20], but suicide
is an irreversible phenomenon. The pain brings to a family member or friend is beyond
words. Although suicide attempts are unpredictable, they can be prevented in the right
way. For family and friends, more close relationships, and family members’ interaction.
Awareness of mental illness, rather than the ability to treat it, leads to a modest reduction
in psychological stress [6].

2.3.4 Disabilities in Work and Schoolwork

Schizophreniform disorders can be very disruptive, affecting daily life and interpersonal
interactions. Its symptoms can disrupt a person’s mood at work, a lack of motivation, and
enthusiasm for work [21]. Mental disorders, catatonia, or speech problems may occur
during speech reporting. There may also be academic problems with interpersonal and
other common symptoms. Whether at work or school, it has the potential to disrupt a
person’s ability to think, act, show emotion to others, perceive, and communicate. These
are all symptoms of employment, school, and daily life.

2.4 Therapies

2.4.1 Medical Treatment

When a person shows significant changes in behavior and dysfunction, it is impor-
tant to determine whether psychotic symptoms occur for most of the following month.
Whether social and work skills are affected when these changes occur. If diagnosed with
a schizophreniform disorder, there are currently several medications that can effectively
treat it, such as antipsychotic drugs, antidepressants, and antibipolar drugs. Risperdal,
Seroquel, Zyprexa, and Geodon, the most used atypical psychotics, may be more effec-
tive and better tolerated at lower doses for the first psychotic symptoms of schizophrenia
[22]. There are several solutions to the symptoms of second-generation psychotropic
drug resistance, including newer antipsychotics or antidepressants, or anticonvulsants
with lithium, SSRI, or SNRI. If a patient has a schizophreniform disorder with depres-
sive symptoms, it is generally recommended to use an SSRI or SNRI antidepressant in
combination with another antipsychotic. Other antipsychotics include Abilify, Invega,
Saphris, Zomaril, and Latuda.
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2.4.2 Psychotherapy

Psychotherapy helps patients understand the illness and the daily symptoms associated
with the illness. It can alleviate and ameliorate the panic and distress caused by the ill-
ness. Psychological therapy can effectively prevent adverse psychological conditions, to
effectively cooperate with drugs for treatment. At the same time through psychological
counseling communicate with the patient’s relatives to understand and help. As symp-
toms improve, the dose should be gradually reduced, and the possibility of recurrence
checked.

3 Limitations and Future Implications

Although a lot of research has been done on the spectrum of schizophrenia disorders,
only a few studies have been done on schizophreniform disorders. Perhaps he has too
much in common with schizophrenia, but for people with schizophreniform disorders, it
also needs to be understood in advance. Long-term research investigation does not apply
to schizophreniform disorder, its onset period only exists in 1–6 months, and after six
months belongs to the category of schizophrenia. In addition, gender differences are not
mentioned inmany studies, because the age and onset period of men andwomen are very
different, so not all-male results apply to women, and not all female results apply to men.
In most studies, the possibility of different severity or frequency of symptoms between
men and women has not been distinguished, and future studies may make a careful dis-
tinction between male and female symptoms. Due to the development of The Times, at
the onset of the interval, a part of the youth belongs to college students. In society, college
students’ study and employment pressure are generallymore serious, so will the pressure
produce schizophreniform disorders and depression? A survey focusing on college stu-
dents is an interesting idea. There are certain limitations in this article. This article only
refers to the current research on schizophreniform disorder without carrying out a popu-
lation psychological survey on the spot. If the survey had been conducted in the form of a
questionnaire, the resultsmight have been different. Schizophreniformdisorders are only
a short cycle in comparison to schizophrenia, after which they become schizophrenia.
Schizophrenia is a permanent condition, and if the patient’s schizophreniform symp-
toms can be prevented before they turn into schizophrenia, effective treatment plans or
programs can be developed. Early intervention is necessary, as the longer symptoms are
delayed, the greater the likelihood of complications and the impact on relationships and
social functioning.

4 Conclusion

Schizophrenia-like disorders can have a significant negative impact on the lives of
patients, and these symptoms can be effectively prevented bymedication and psychother-
apy, while also preventing them from turning into schizophrenia as much as possible. In
summary, genetics, social environment, upbringing, and substance and substance abuse
may all contribute to schizophreniform disorder. For patients, the impact of mental ill-
ness is undoubtedly heavy. Schizophreniform disorders are accompanied by depression
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and suicidal tendencies. To avoid irreversible consequences, patients should get effective
treatment in advance, such as drug treatment, psychological counseling, and so on. In
addition to medication, support and understanding from the family are equally impor-
tant. Schizophrenics exhibit expectations in the face of social change. In the support of
social relations, the care and dependence of family are irreplaceable. There may bemany
people in society who subconsciously reject mentally ill people, but effective support
can reduce the burden of illness on patients.

References

1. L. E. DeLisi, A Commentary Revisiting the Viral Hypothesis of Schizophrenia: Onset of a
Schizophreniform Disorder Subsequent to SARS CoV-2 Infection, Psychiatry research 295
(2021) 113573. https://doi.org/10.1016/j.psychres.2020.113573

2. C. H. S. Ho,M. Adrian, CADASIL Presenting as SchizophreniformOrganic. Psychosis, Gen-
eral hospital psychiatry 37(3) (2015) 11–13. https://doi.org/10.1016/j.genhosppsych.2015.
02.006

3. A. C. Kaminga, W.J. Dai, A.Z. Liu, M. Japhet, B. Richard, W. W. Shi , Effects of Socio-
demographic Characteristics, Premorbid Functioning, and Insight on Duration of Untreated
Psychosis in First-episode Schizophrenia or Schizophreniform Disorder in Northern Malawi,
Early intervention in psychiatry 13(6) (2019) 1455–1464. https://doi.org/10.1111/eip.12794

4. M. Paulzen, F. Schneider, Schizophrenie und and ere psychotische Störungen im DSM-5:
Zusammenfassung der Änderungen gegenüber DSM-IV, Nervenarzt 85(5) (2014) 533–542.
https://doi.org/10.1007/s00115-013-3985-

5. B.J. Harrison, Y. Murat, S. Marnie, J. Warrick, J.N. Pradeep, C.S. Stephen, S.O. James, Dys-
function of Dorsolateral Prefrontal Cortex in Antipsychotic-Naïve Schizophreniform Psy-
chosis, Psychiatry research. Neuroimaging 148(1) (2006) 23–31. https://doi.org/10.1016/j.
pscychresns.2006.02.006

6. N.P. Crumlish, M.K. Whitty, C.S. Clarke, S. Browne, O. McTigue, A. Lane, A. Kinsella,
C. Larkin, E. O. Callaghan, Early Insight Predicts Depression and Attempted Suicide after
4 Years in First-Episode Schizophrenia and Schizophreniform Disorder, Acta psychiatrica
Scandinavica 112(6) (2005) 449–455. https://doi.org/10.1111/j.1600-0447.2005.00620.x

7. M. M. Koola, A. F. Jan, L. K. Deanna, Case Report on the Management of Depression in
Schizoaffective Disorder, Bipolar Type Focusing on Lithium Levels andMeasurement-Based
Care, The journal of nervous and mental disease 199(12) (2011) 989–990. https://doi.org/10.
1097/NMD.0b013e3182392d8f

8. B. Crespo-Facorro, M.P. José, P.I. Rocío, R.B.MariLuz, M.G. Obdulia, P.G. Gema, L.V. José,
Predictors of Acute Treatment Response in Patients with a First Episode of Non-Affective
Psychosis: Sociodemographics, Premorbid and Clinical Variables, Journal of psychiatric
research 4(8) (2006) 659–666. https://doi.org/10.1016/j.jpsychires.2006.05.002

9. M. Jäger, R. Michael, S.H.P. Max, L.D.N. Gerd, G. Wolfgang, Depression During an
Acute Episode of Schizophrenia or Schizophreniform Disorder and Its Impact on Treatment
Response, Psychiatry research 158(3) (2007) 297–305. https://doi.org/10.1016/j.psychres.
2007.01.002

10. K. Runge, D. Katharina, M. Simon, D. Dominik, S.K.B. Derek, P. Harald, Sex Difference in
Cerebrospinal Fluid/blood Albumin Quotients in Patients with Schizophreniform and Affec-
tive psychosis, Fluids and barriers of the CNS 17(1) (2020) 67–67. https://doi.org/10.1186/
s12987-020-00223-2

https://doi.org/10.1016/j.psychres.2020.113573
https://doi.org/10.1016/j.genhosppsych.2015.02.006
https://doi.org/10.1111/eip.12794
https://doi.org/10.1007/s00115-013-3985
https://doi.org/10.1016/j.pscychresns.2006.02.006
https://doi.org/10.1111/j.1600-0447.2005.00620.x
https://doi.org/10.1097/NMD.0b013e3182392d8f
https://doi.org/10.1016/j.jpsychires.2006.05.002
https://doi.org/10.1016/j.psychres.2007.01.002
https://doi.org/10.1186/s12987-020-00223-2


New Perspectives of Schizophreniform Disorder 1971

11. F. Benazzi, M. Mazzoli, E. Rossi, A follow-up. and family study of DSM-III-R schizophreni-
form disorder with good prognostic features, European archives of psychiatry and clinical
neuroscience 242(2–3) (1992) 119–121. https://doi.org/10.1007/BF02191558

12. S.I. Kéri, O. Kelemen, Effects of a Neuregulin 1 Variant on Conversion to Schizophrenia and
Schizophreniform Disorder in People at High Risk for Psychosis, Molecular psychiatry 14(2)
(2009) 118–119. https://doi.org/10.1038/mp.2008.1

13. S. Werner, M. Dolores, R. Jonathan, Socioeconomic Status at Birth Is Associated With Risk
of Schizophrenia: Population-Based Multilevel Stud, Schizophrenia bulletin 33(6) (2007)
1373–1378. https://doi.org/10.1093/schbul/sbm032

14. S. E. Hyman, Neurotransmitters, Current. Biology 15(5) (2005) 154–158. https://doi.org/10.
1016/j.cub.2005.02.037

15. J.D. Simon, B. Devon, Identifying Families with Complex Needs after an Initial Child Abuse
Investigation: A Comparison of Demographics and Needs Related to Domestic Violence,
Mental Health, and Substance Use, Child Abuse and Neglect 67 (2017) 294–304. https://doi.
org/10.1016/j.chiabu.2017.03.001

16. F.S. Barrett, J.S. Nicolas, L. Natalie, W. Muhammad, V. Ryan, Hallucinations’ Following
Acute Cannabis Dosing: A Case Report and Comparison to Other Hallucinogenic Drugs,
Cannabis and cannabinoid research3(1) (2018) 85–93. https://doi.org/10.1089/can.2017.0052

17. F. Sautter, M. Barbara G. David, The Course of DSM-III-R. Schizophreniform Disorder,
Journal of clinical psychology 49(3) (1993) 339–344.

18. N. M. Richtand, A.W. Jeffrey, D.L. Aaron, E. Paul, M. Stephen, K. Robert, Dopamine and
Serotonin Receptor Binding and Antipsychotic Efficacy, Neuropsychopharmacology 32(8)
(2007) 1715–1726. https://doi.org/10.1038/sj.npp.1301305

19. T. Wood, A.U. Proffitt, T.M. Brewer, W.J. Savage, G. R. Anderson, V. McGorry, P.D.
Velakoulis, D. Pantelis, Fractionation of verbal memory impairment in schizophrenia and
schizophreniform psychosis, Australasian Psychiatry : Bulletin of the Royal Australian and
New Zealand College of Psychiatrists 41(9) (2007) 732–73 https://doi.org/10.1080/000486
70701517926

20. K.K. Leucht, C. Rummel-Kluge, C.H. Corves, F. Schmid, L.C. Asenjo, S. Schwarz, J. M.
Davis, AMeta-Analysis ofHead-to-HeadComparisons of Second-GenerationAntipsychotics
in the Treatment of Schizophrenia, The American Journal of Psychiatry 166(2) (2009) 152–
163. https://doi.org/10.1176/appi.ajp.2008.08030368

21. A. Troisi, G. Pasini,M.M.Bersani, N.C.Di, Negative symptoms and visual. behavior inDSM-
III-R prognostic subtypes of schizophreniform disorder, Acta psychiatrica Scandinavica 83(5)
(1991) 391–394. https://doi.org/10.1111/j.1600-0447.1991.tb05562.x

22. T. M. Sanger, J.A. Lieberman, M. Tohen, S. Grundy, C. Beasley, G.D. Tollefson, Olanzapine
versus haloperidol treatment in first-episode psychosis, The American journal of psychiatry
156(1) (1999) 79–87. https://doi.org/10.1176/ajp.156.1.79

https://doi.org/10.1007/BF02191558
https://doi.org/10.1038/mp.2008.1
https://doi.org/10.1093/schbul/sbm032
https://doi.org/10.1016/j.cub.2005.02.037
https://doi.org/10.1016/j.chiabu.2017.03.001
https://doi.org/10.1089/can.2017.0052
https://doi.org/10.1038/sj.npp.1301305
https://doi.org/10.1080/00048670701517926
https://doi.org/10.1176/appi.ajp.2008.08030368
https://doi.org/10.1111/j.1600-0447.1991.tb05562.x
https://doi.org/10.1176/ajp.156.1.79


1972 Y. Liu

Open Access This chapter is licensed under the terms of the Creative Commons Attribution-
NonCommercial 4.0 International License (http://creativecommons.org/licenses/by-nc/4.0/),
which permits any noncommercial use, sharing, adaptation, distribution and reproduction in any
medium or format, as long as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons license and indicate if changes were made.

The images or other third party material in this chapter are included in the chapter’s Creative
Commons license, unless indicated otherwise in a credit line to the material. If material is not
included in the chapter’s Creative Commons license and your intended use is not permitted by
statutory regulation or exceeds the permitted use, you will need to obtain permission directly from
the copyright holder.

http://creativecommons.org/licenses/by-nc/4.0/

	New Perspectives of Schizophreniform Disorder
	1 Introduction
	2 Literature Review
	2.1 Definition and Diagnosis
	2.2 Cause
	2.3 Impacts
	2.4 Therapies

	3 Limitations and Future Implications
	4 Conclusion
	References




