


Diagnostic and Differential Challenges of Psychoses in Adolescence: A Cognitive Perspective

ABSTRACT
Introduction: Adolescence is a period of high neuropsychological plasticity and vulnerability for the onset of psychotic symptoms. Diagnostic criteria validated in adults do not always capture the complex developmental dynamic and the overlap with anxiety, mood, and trauma, which can lead to diagnostic errors and inadequate interventions. AIM: The study aims to investigate how to diagnose and differentiate the challenges of psychoses in adolescence. Methodology: An integrative narrative review on PubMed/MEDLINE and SciELO of studies published between 2020 and 2025, focusing on childhood/adolescent psychosis, clinical high risk (CHR), phenomenological semiology, and differential diagnoses (substances, autoimmune/neurological conditions, dissociative states). Systematic reviews, meta-analyses, cohort studies, and clinical guidelines were included, prioritising Brazilian evidence when available. Results: Recent evidence points to heterogeneity and dimensional continuity of psychotic experiences, CHR conversion rates of 20–30% in 2–3 years, a high prevalence of negative symptoms and cognitive deficits with functional impact, a marked influence of sociocultural determinants and traumas, and the relevance of screening for mimics such as high-potency cannabis use and anti-NMDAR encephalitis. Useful clinical subtypes for adolescence are described: anxiolytic-apoplectic, subacute, dysmorphophobic, and functional/bipolar psychoses. The evaluation must be multidimensional, including neurocognitive examinations, substance use screening, investigation of medical comorbidities, and the use of specific scales, such as the Scale of Prodromal Symptoms (SOPS) and the Comprehensive Assessment of At-Risk Mental States (CAARMS), which are widely used in early intervention centres. Discussion: Diagnostic approaches centred on development and the self, with a phenomenological listening and longitudinal follow-up, can increase diagnostic accuracy and avoid early stigmatisation. Implications for public policies, multi-professional management, and future research are discussed. Conclusion: The integration of detailed phenomenological assessment, longitudinal monitoring, and targeted screening for mimicking and risk factors allows for increased diagnostic precision in adolescents, the anticipation of therapeutic interventions, and the reduction of functional damage. This approach contributes to more individualised clinical decisions, a decrease in early stigmatisation, and the optimisation of public policies and early intervention programs, promoting more effective, humanised, and culturally sensitive mental healthcare for adolescents.
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1. INTRODUCTION
Adolescence is a phase of great physical, emotional and social transformations that human beings go through in the transition from childhood to adulthood. During this period, bodily changes and the maturation of emotions occur, which can cause difficulties in understanding on the part of adolescents. Body image, which is constructed at this stage of life, is one of the most worrying elements among adolescents, who try to follow the standards set by their peers (Del Ciampo & Del Ciampo, 2024; Das et al., 2021). Adolescence represents a particularly vulnerable phase for the emergence of psychotic symptoms, given the intense cerebral, psychological, and social dynamism that characterises this period of human development. The interaction among genetic factors, neurobiological maturation, and life experiences creates fertile ground for the manifestation of complex psychopathologies. Epidemiological data indicate that approximately 12% of psychotic disorders and 8% of schizophrenia diagnoses begin before the age of 18, which reinforces the need for early clinical attention. Adolescents are a crucial generation, with the potential to bring future social and economic success for themselves and their countries (Cluver et al., 2022). According to the World Health Organisation, one in seven adolescents has a mental disorder, and the presence of psychotic experiences substantially increases the risk of self-destructive behaviours, including suicide attempts and deaths by suicide.

In Brazil, the scenario is aggravated by structural deficits in specialised services, such as the Centres for Psychosocial Care for Children and Adolescents (CAPSi), whose coverage is estimated to be only a fraction of what is needed, limiting access to early assessment and specialised treatment. This gap highlights not only a public health problem but also an opportunity for the development of policies aimed at early detection and targeted intervention for adolescents at risk.

From a historical and conceptual point of view, adolescent psychosis has been perceived sometimes as an anticipation of adult psychosis, and other times as an independent clinical entity, with its own phenotypic, cognitive, and prognostic characteristics. Neurodevelopmental studies demonstrate that processes such as synaptic pruning, myelination, and the reorganisation of neural networks occur intensely during adolescence, creating critical periods in which internal and external factors can precipitate psychotic symptoms. Adverse experiences, such as bullying, violence, discrimination, and poverty, as well as the use of psychoactive substances, play a modulating role in the clinical expression and evolutionary course of the illness.

The diagnostic approach faces significant challenges. Clinical manuals like the e Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR) and the 11th edition of the International Classification of Diseases (ICD-11) offer categorical criteria that may not capture essential nuances of adolescence, such as affective instability, cognitive fluctuations, and transient psychotic manifestations. Cognitive and phenomenological perspectives suggest that evaluation should include an analysis of the adolescent's subjective perception, functional impact, and the integration of multiple levels of information—biological, psychological, and social. This implies recognising atypical symptoms, subclinical signs, and transient psychotic experiences as potential predictors of more severe outcomes, allowing for more personalised interventions.

Furthermore, understanding adolescent psychosis requires looking at the individual's social and cultural context. Family, school, and community aspects influence the presentation and prognosis of symptoms. Therefore, early detection depends on strategies that involve health professionals, schools, and families, reinforcing the need for integrated psychosocial care systems. Recent studies on clinical high risk (CHR) indicate that conversion rates to psychotic disorders can range from 20% to 30% over two to three years, but a significant portion of individuals remain at risk without immediate conversion, highlighting the importance of longitudinal follow-up.

In essence, adolescence is a period of multifactorial vulnerability to psychosis, where neurobiological, genetic, environmental, and cognitive factors interact in a complex manner. The Brazilian reality adds extra challenges related to the scarcity of specialised services and the need for effective public policies. An integrative approach, which combines meticulous clinical evaluation, early detection strategies, and interventions adapted to the sociocultural context, represents the most promising path to reduce adverse outcomes and promote the healthy development of adolescents at risk of psychosis.

2. METHODOLOGY
An integrative narrative review was chosen, as it is suitable for synthesising results from different study designs and for including both quantitative and qualitative data. Searches were conducted in the PubMed/MEDLINE and SciELO databases, covering the period from January 2020 to August 2025. Descriptors and keywords in English and Portuguese were used, related to adolescence, psychosis, clinical high risk, early onset, negative symptoms, body dysmorphic disorder, anti-NMDAR encephalitis, and cannabis. Inclusion criteria were original articles, narrative and systematic reviews, meta-analyses, cohort studies, and clinical guidelines. Isolated case reports without a literature review and studies with an exclusive adult sample were excluded.

The selection process initially identified 487 records, of which 74 were fully analysed. Extracted data included sample characteristics, mean age, follow-up time, main clinical findings, diagnostic implications, and geographical context. The analysis prioritised studies with a focus on semiology, clinical trajectory, and differential diagnoses pertinent to adolescence.

3. Findings AND DISCUSSION
3.1. Diagnostic Criteria and Phenomenological Evaluation
Recent literature confirms that psychosis in adolescence should be understood as a heterogeneous clinical spectrum, encompassing presentations that range from transient psychotic experiences—often associated with situational stressors, sleep deprivation, grief, school bullying, or the use of psychoactive substances like cannabis and hallucinogens—to persistent conditions with a chronic course and severe functional impact, compromising academic performance, social life, autonomy, and in some cases, leading to early social exclusion (Schimmelmann et al., 2012). This clinical heterogeneity is reinforced by longitudinal studies on Clinical High Risk (CHR), which indicate average conversion rates to full psychotic disorders of between 20% and 30% over a 24- to 36-month period, with about 50% of young people remaining at risk without immediate conversion. This intermediate group requires prolonged follow-up, periodic reassessments, and multimodal preventive interventions to mitigate risks and improve prognosis (Caballero et al., 2023; Kelleher, 2025).

The diagnostic evaluation of adolescents with psychotic symptoms demands a comprehensive approach that considers the diagnostic criteria of the DSM-5-TR and ICD-11, but also integrates the specificities of neurodevelopment, recognising that symptom expression in this age group can differ significantly from that observed in adults (American Psychiatric Association, 2022; WHO, 2023). Standardised instruments, such as the Kiddie Schedule for Affective Disorders and Schizophrenia (K-SADS) and the Interview for Childhood Psychotic Disorders (KID-P), have demonstrated efficacy in early identification, especially when applied by trained professionals in clinical or school settings (Renou et al., 2004).

A detailed phenomenological evaluation is a key component for differentiating brief and reactive psychotic phenomena from established psychotic disorders. This distinction requires a meticulous analysis of elements such as the content and form of delusions, the structure of hallucinations (auditory, visual, kinesthetic), and the presence of formal thought disorganisation, in addition to the identification of signs of impaired self-perception and intersubjectivity. In adolescents, symptomatic overlap with mood disorders (psychotic depression, bipolar disorder), developing personality disorders (particularly the borderline type), and dissociative disorders constitutes a frequent diagnostic challenge, demanding prolonged clinical observation and the collection of information from multiple sources (family, teachers, peers).

The early presence of negative symptoms—such as anhedonia, apathy, social withdrawal, and cognitive deficits in attention and working memory—is strongly correlated with an increased risk of conversion and a poorer functional outcome, especially when combined with a family history of psychosis and an insidious symptom onset (Renou et al., 2004). Therefore, the evaluation must be multidimensional, including neurocognitive examinations, substance use screening, investigation of medical comorbidities, and the use of specific scales, such as the Scale of Prodromal Symptoms (SOPS) and the Comprehensive Assessment of At-Risk Mental States (CAARMS), which are widely used in early intervention centres.

3.2. Neurobiological and Psychosocial Risk Factors
The development of psychoses in adolescence results from a complex interaction between neurobiological vulnerabilities and adverse psychosocial experiences, within a model of cumulative and multifactorial risk. In the neurobiological domain, structural and functional brain changes are frequently identified in individuals with clinical high risk (CHR) for psychotic disorders. High-resolution neuroimaging studies demonstrate a reduction in hippocampal volume, especially in the CA1 region, and changes in the functional connectivity of the dorsolateral prefrontal cortex—areas critical for memory processing, emotional regulation, and executive functions (Renou et al., 2004; Hager & Keshavan, 2015). These changes are interpreted as potential markers of vulnerability, reflecting both genetic predisposition and the cumulative effects of early environmental stress.

In addition to structural changes, abnormalities in myelination and white matter integrity, particularly in frontotemporal fascicles (such as the uncinate fasciculus and the corpus callosum), have been described as early risk indicators (Hager & Keshavan, 2015). From a neurochemical perspective, there is evidence of striatal dopaminergic hyperactivity associated with the transition to psychosis, in some cases coexisting with glutamatergic hypofrontality—a pattern that may explain both positive symptoms (delusions, hallucinations) and negative symptoms and cognitive deficits.

In the neurocognitive domain, persistent difficulties with sustained attention, working memory, and cognitive flexibility have proven to be relevant predictors for the development of psychoses, regardless of the presence of florid positive symptoms (Varese et al., 2012). These changes can precede the full clinical picture by years, functioning as a "warning sign" for mental health teams working with at-risk populations.

In the psychosocial domain, the impact of adverse environmental factors is equally robust. Exposure to early trauma—including physical, sexual, or emotional abuse—is strongly correlated with an elevated risk of psychosis, possibly mediated by dysfunctions in the hypothalamic-pituitary-adrenal axis and epigenetic changes in genes related to the stress response (Morgan & Gayer‐Anderson, 2016). Chronic bullying and peer victimisation during childhood and adolescence have also been implicated as significant triggers, especially when associated with feelings of humiliation and social exclusion.

Furthermore, racial, ethnic, or gender discrimination, housing insecurity, extreme poverty, and forced migration constitute a set of social stressors that increase vulnerability, often through a chronic overload of stress and social isolation (Varese et al., 2012). These factors not only elevate the risk of psychotic symptom onset but can also negatively influence the course and response to treatment.

Conversely, protective factors play an important modulating role. Recent evidence indicates that solid social support networks, secure family bonds, and access to quality community and educational resources can significantly attenuate the impact of environmental stressors, promoting psychological resilience and decreasing the likelihood of conversion to psychosis (Varese et al., 2012). Interventions that strengthen social skills, self-esteem, and adaptive stress strategies have been shown to be particularly effective in at-risk youth populations.

3.3. Differential Diagnoses
Differentiating between psychoses in adolescence and other psychiatric disorders represents one of the greatest clinical challenges, given the broad symptomatic overlap and the variation in the expression of conditions as a function of the developmental stage. Symptoms such as transient delusions, auditory or visual hallucinations, disorganised thinking, and social withdrawal can appear in multiple psychiatric and neurological conditions, increasing the risk of misdiagnosis and, consequently, inappropriate treatments (Renou et al., 2004).

The careful use of definitions present in the DSM-5-TR and ICD-11 is essential, although it is recognized that while these manuals provide operational criteria, they do not eliminate the need for refined clinical judgment, especially in young patients whose symptomatology can fluctuate rapidly (American Psychiatric Association, 2022; WHO, 2023).

Among the most relevant differential diagnoses are:

3.3.1 Mood disorders with psychotic symptoms — Severe depressive episodes or manic episodes may present with mood-congruent delusions (e.g., excessive guilt, grandiosity) or hallucinations with affective content. It is crucial to observe whether the psychotic symptoms occur exclusively during significant mood changes.

3.3.2 Emerging personality disorders, particularly borderline personality disorder, where brief and reactive micropsychoses in response to intense interpersonal stress can mimic initial psychotic episodes.

3.3.3 Dissociative disorders, often associated with a history of early trauma, which can produce anomalous perceptual experiences and a sense of unreality that are confused with hallucinations or delusions. Differentiation requires a detailed investigation of the phenomenology and the context of their occurrence.

3.3.4 Neurological and medical mimics, such as temporal lobe epilepsy—which can generate episodic visual or auditory illusions and hallucinations—anti-N-methyl-D-aspartate receptor (anti-NMDAR) encephalitis, and other autoimmune encephalitides. The latter often present with abrupt behavioural changes, catatonia, seizures, and dyskinesias, and should be promptly investigated using laboratory and neuroimaging tests (Pohlmann-Eden et al., 2024).
3.3.5 Substance intoxication and withdrawal, with a focus on the use of high-potency cannabis, whose frequent consumption increases the risk of psychosis in a dose-dependent manner and can precipitate acute episodes even in adolescents with no prior psychiatric history (Robinson et al., 2023). Other substances, such as LSD, psilocybin, amphetamines, and cocaine, can also induce transient or persistent psychotic symptoms.
Differential diagnosis requires a multidimensional approach, incorporating:
· Longitudinal clinical history to evaluate temporal patterns and symptom fluctuations;
· Interviews with family and caregivers to obtain complementary information;
· Complementary examinations (neuroimaging, laboratory tests, toxicological screening) to rule out organic or substance-induced causes;
· Neuropsychological evaluation to characterise the cognitive profile and identify deficits suggestive of evolving psychosis.
The early and persistent presence of negative symptoms—such as anhedonia, apathy, poverty of speech, and cognitive deficits—tends to indicate a higher risk of an established psychotic disorder, in contrast to acute and reactive presentations that have a greater likelihood of remission. Differentiating transient psychotic symptoms (which are often stress-reactive) from primary psychotic disorders is crucial to avoid both the over-medicalisation of benign conditions and the undertreatment of evolving cases.

3.4. Therapeutic Interventions
The management of psychoses in adolescence should be conceived as multimodal and individualised, combining pharmacological, psychosocial, and, in selected cases, complementary neurobiological strategies. This integrated approach is fundamental not only for reducing acute symptoms but also for preventing relapses, minimising adverse effects, and optimising the patient's psychosocial development (Renou et al., 2004; Correll, 2008).

From a pharmacological perspective, second-generation antipsychotics (SGAs)—such as risperidone, olanzapine, quetiapine, aripiprazole, and lurasidone—remain the first-line treatment for adolescents with persistent psychotic symptoms. Studies suggest that these agents have a superior tolerability profile to first-generation antipsychotics, with a lower risk of extrapyramidal side effects, although rigorous monitoring for weight gain, metabolic changes, and hormonal dysfunction (like hyperprolactinemia) is mandatory (Renou et al., 2004; Correll, 2008). The choice of medication should consider family history of response, psychiatric and medical comorbidities, and patient and family preference.

The minimum recommended duration of pharmacological treatment for first-episode psychosis is 1 to 2 years after symptomatic remission, but this decision must be personalised, with gradual and monitored tapering in cases of sustained stability. In adolescents in a clinical high-risk (CHR) state, the use of antipsychotics is still controversial; international guidelines suggest prioritising psychosocial interventions before the introduction of medication, reserving pharmacotherapy for cases refractory to non-pharmacological approaches.

In the psychosocial domain, cognitive-behavioural therapy adapted for psychosis (CBTp) has proven effective in reducing residual positive symptoms, managing delusional beliefs, and decreasing subjective distress associated with psychotic experiences. Social skills training promotes school and community reintegration, while psychosocial rehabilitation programs—often structured in workshops, support groups, and vocational training—contribute to restoring autonomy and self-esteem (Varese et al., 2012).

Family interventions, based on a psychoeducational model, are crucial. The active participation of the family reduces relapse rates and improves treatment adherence, especially in adolescents whose support network is still highly dependent on the family unit (Tessier et al., 2023).

Early intervention is a central pillar. Programs such as Early Intervention in Psychosis (EIP) in the United Kingdom and the Personal Assessment and Crisis Evaluation (PACE) in Australia have demonstrated that intensive treatment in the first two years—a critical period known as the “window of opportunity”—reduces progression to full psychotic disorders, improves functionality, and increases the rate of sustained clinical recovery (Stafford et al., 2013; McGorry, 2015).

In specific and carefully selected cases, complementary strategies such as repetitive transcranial magnetic stimulation (rTMS) for refractory negative symptoms or computer-assisted cognitive training for neurocognitive deficits can be incorporated into the therapeutic plan (Hu et al., 2024).

Therapeutic success, therefore, depends on a collaborative model involving the patient, family, school, and a multi-professional team (psychiatrist, psychologist, occupational therapist, social worker, educator), ensuring continuity of care and a structured transition to adult mental health services when necessary.

3.5. Mental Health Public Policies
In the Brazilian context, the creation and implementation of public policies directed at adolescent mental health is a central element for health promotion and the prevention of psychoses. Actions like the Family Health Strategy (Estratégia Saúde da Família – ESF) and the School Health Program (Programa Saúde na Escola – PSE) have shown potential for the early identification of psychotic symptoms, especially through systematic screening, guidance for teachers, and the initial reception of suspected cases (Varese et al., 2012). Strengthening these programs requires qualified human resources, intersectoral integration, and mechanisms for rapid referral to specialised services.

In addition to screening, the continuous training and capacity-building of mental health professionals—including general practitioners, nurses, psychologists, and social workers—are indispensable for increasing the capacity for early detection and effective intervention. The expansion of access to Centres for Psychosocial Care for Children and Adolescents (Centros de Atenção Psicossocial Infantojuvenil – CAPSi), with trained multi-professional teams, is fundamental for reducing the Duration of Untreated Psychosis (DUP), a factor intimately linked to functional and clinical prognosis (Bongiovanni et al., 2024).

From a semiological perspective, recent studies in phenomenological psychiatry highlight that anomalous self-experiences—such as depersonalization, diffusion of the boundaries between the self and the other, a sense of personal narrative fragmentation, and alterations in the perception of time and space—have significant predictive value for the evolution into persistent psychotic disorders (Parnas et al., 2016). The identification of these signs, even when subtle, should be incorporated into clinical and educational mental health surveillance protocols. “Minor” markers, such as abrupt changes in interests, progressive social withdrawal, sensory hypersensitivity, and sleep-wake cycle disturbances, when persistent and combined, constitute an early clinical warning.

Social and cultural determinants modulate not only clinical expression but also the therapeutic trajectory. National research indicates that adolescents in contexts of high socioeconomic vulnerability are more frequently referred for disruptive behaviours than for initial psychotic symptoms, which contributes to diagnostic delays and prolongs the DUP. In contrast, countries that implement structured screening in schools—with validated protocols—report higher detection of prodromal signs before the appearance of acute crises (Poletti et al., 2023).

Within the clinical spectrum, we can distinguish subtypes observed in practice:

· Anxious-apoplectic psychosis — Abrupt onset following intense stressors (e.g., grief, severe bullying, affective breakup), with catastrophic verbalisations ("I'm going to die," "the world is ending"), intense anxiety, disorganised thinking, and psychomotor agitation. Brazilian studies indicate that approximately 18% of acute psychotic episodes in adolescents have a reactive aetiology, with rapid remission after structured psychosocial support.
· Subacute psychosis — Insidious evolution, generally associated with the schizophrenic spectrum, with a predominance of negative symptoms (withdrawal, apathy, hypobulia). Meta-analyses show that such symptoms predict worse functional outcomes and a higher risk of progression to chronic psychosis (Poletti et al., 2023).
· Dysmorphophobic psychosis — Delusions centred on the body ("my face is deformed," "my skin is rotting"), often accompanied by severe depression and intense anxiety. The differentiation between body dysmorphic disorder with poor insight and a psychotic condition is essential, as the former responds better to cognitive therapies and antidepressant pharmacotherapy, while the latter requires antipsychotics and an integrated approach (Toh et al., 2017).
· Functional and bipolar psychoses — Florid manifestations with delusions, hallucinations, euphoria, and psychomotor agitation, with clinical overlap between early-onset schizophrenia, schizoaffective disorder, and Bipolar I disorder. The longitudinal course, mood pattern, and family history are fundamental diagnostic determinants, with early interventions significantly reducing DUP and improving the prognosis (Bongiovanni et al., 2024).

The practical implications of these observations include:

· Adoption of multi-professional approaches as the standard of care;
· Effective integration between school, family, and health services;
· Specific public policies to reduce the DUP;
· Continuous training of teams to recognise atypical presentations and early signs.

Future perspectives involve the use of artificial intelligence for screening and risk prediction, the development of biological markers for early identification, and the expansion of personalised digital interventions for adolescents. These include telepsychiatry, symptom monitoring apps, and hybrid in-person/virtual follow-up programs, which can significantly increase coverage and therapeutic adherence.

4. CONCLUSION
Adolescent psychosis represents a clinical, scientific, and social challenge of great magnitude, whose understanding requires an integrative approach capable of articulating neurobiological evidence, psychosocial factors, and cultural determinants. Far from being a homogeneous phenomenon, it is a heterogeneous spectrum ranging from transient psychotic experiences, often reactive to stressors, to persistent and disabling conditions associated with structural brain changes, neurocognitive deficits, and significant functional disorganisation.

Recent literature reinforces that early recognition and timely intervention are crucial determinants for prognosis, especially in clinical high-risk (CHR) contexts. Diagnostic strategies that combine the operational criteria of classification manuals (DSM-5-TR, ICD-11) with in-depth phenomenological evaluation offer greater precision in differentiating between transient psychotic symptoms, established psychotic disorders, and clinical conditions that mimic psychosis, such as intoxications, epilepsies, and autoimmune encephalitides.

From a therapeutic perspective, it is clear that multimodal models—which integrate second-generation pharmacotherapy, structured psychosocial interventions, family psychoeducation, and psychosocial rehabilitation—constitute the most effective standard of care. The strengthening of early intervention programs, extensively tested in countries like the United Kingdom and Australia, should be a priority in Brazilian policies, adapted to the reality of the Unified Health System (Sistema Único de Saúde – SUS) and the country’s sociocultural diversity.

From a public policy perspective, the consolidation of a care network that links primary care, specialised services (CAPSi), schools, and families is an indispensable condition for reducing the Duration of Untreated Psychosis (DUP) and expanding access to comprehensive care. Investment in continuous team training, structured screening in schools, and active monitoring of at-risk adolescents must go hand-in-hand with addressing the social determinants of health, such as poverty, discrimination, and housing insecurity, which modulate not only the risk of psychosis but also the therapeutic trajectory.

From a semiological and phenomenological standpoint, attention to subtle signs—alterations in self-experience, distortions in temporal perception, progressive social withdrawal, and sleep disturbances—can enable interventions before a full psychotic collapse, constituting a true secondary prevention.

However, significant gaps in knowledge and practice persist: the scarcity of validated biological markers, the limited applicability of predictive models in low-income contexts, and the need for controlled clinical trials specifically targeting adolescent populations. Furthermore, the incorporation of digital technologies, such as telepsychiatry and real-time symptom monitoring apps, although promising, still requires validation concerning efficacy, safety, and adherence among young people.

Therefore, confronting adolescent psychoses requires an interdisciplinary and intersectoral commitment. Progress will depend not only on diagnostic and therapeutic innovations but also on a structural change in how society perceives, prevents, and cares for the mental health of young people. Investing in early detection, integrated treatment, and translational research is, simultaneously, a clinical imperative and an ethical commitment.

Only through this convergence—between science, clinical practice, and public policies—will it be possible to reduce the devastating impact of psychoses at the beginning of life, promoting healthier developmental trajectories and ensuring that adolescents have not only survival but the full possibility of life.
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