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Abstract 
Introduction: Childhood psychosis is a rare disorder with much controversy between 
studies investigating its clinical features and premorbid function. Data concerning 
early onset non-affective psychosis is still lacking. Aim: The aim of this study was to 
describe socio-demographic data, early development, pre-morbid function and clinical 
characteristics of children presenting with early onset non-affective psychosis. 
Methods: Forty two Saudi patients with child and adolescent onset psychosis 
diagnosed according to DSM-IV criteria were assessed using Schedule for Affective 
Disorders and Schizophrenia for School Aged Children Present and Lifetime Version 
(K-SADS-PL) and positive and negative symptom scale (PANSS). Developmental 
aspects and premorbid function were assessed by General Developmental Scale 
(GDS), Childhood Behavioral Scale (CBS) and Premorbid Adjustment Scale (PAS). 
All data were subjected to statistical analysis. Results: The sample included 27 
patients diagnosed with schizophrenia, 10 with psychotic disorder not otherwise 
specified and 5 with acute psychotic episode. 61.9 % of the sample had gradual onset 
and 38.1% had acute onset. The mean age of onset was 12.3±3.8. Negative symptoms 
were more manifested than positive symptoms among the whole sample. The most 
frequently reported positive symptoms were hallucinations (95.2%). Physiological 
disturbances were relatively common as disturbed sleep (81%), appetite disturbances 
(28.6%) and impaired sphincter control (14.3%). All schizophrenic and non-
schizophrenic children were similar in having impairment in early development and 
premorbid functions that were significantly correlated with more negative symptoms 
and younger age of onset. Conclusions: The developmental and premorbid 
impairments are more emphasized in children with early onset non-affective 
psychosis and significantly influence the clinical presentation.  
 
Introduction  
Psychosis presented in childhood and 
adolescence has been a controversial 
topic throughout the history of the field 
of child psychiatry because of the 
conundrum of diagnostic clarity1. Most  
 

 
 
of knowledge about schizophrenia 
comes   from   studies    conducted   on  
adults. Despite nosological similarities 
between adult and childhood onset 
schizophrenia yet,  the  age  and 
developmental stage of the individuals 
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with the disorder influence the way 
they experience and react to it2. In 
addition, the insidious onset in at least  
75% of children, the high rates of 
premorbid problems and the hesitancy 
of clinicians to make a diagnosis of 
schizophrenia in a child usually delay 
the recognition of the syndrome3. So, 
there is a need for more research 
concerned with phenomenology and 
etiology of early onset psychosis to 
improve understanding and manage-
ment of this syndrome.  
Hypothesis and Aim:  
Impairment of premorbid functioning 
has received much attention in the 
research of schizophrenia and other 
related psychoses and is considered an 
important hypothesis but most of 
studies were western studies in adult 
patients. So the main aims of the 
current study were to test the cred-
ibility of this hypothesis and to 
describe socio-demographic data, early 
developmental and pre-morbid func-
tions and clinical characteristics of 
Arab sample of children presenting 
with early onset non-affective 
psychosis. 
Methods 
This work was a cross-sectional 
descriptive study, done at Al-Amal 
Complex for Mental Health, Dammam, 
Kingdom of Saudi Arabia (KSA) in the 
period between May 2005 and October 
2008. The study was approved by the 
scientific and ethical committee of the 
complex. Patients were recruited from 
the child psychiatry clinic according to 
certain inclusion and exclusion criteria. 

Inclusion criteria included; age of 
onset of psychosis before 18 years, 
with upper age limit for the study 18 
years. In order to make the sample 
homogenous as much as possible 
exclusion criteria included any DSM-
IV axis I diagnosis from the following 
disorders: schizoaffective, bipolar, 
Major depression, substance induced 
psychotic disorder in addition to 
exclusion of cases with known organic 
pathology. However, patients with past 
history of epilepsy or febrile 
convulsions were not excluded. 
Diagnosis of non-affective psychosis 
was based on DSM-IV and confirmed 
by Schedule for Affective Disorders 
and Schizophrenia for School Aged 
Children Present and Lifetime Version 
(K-SADS-PL)4. All patients presented 
to child and adolescence outpatient 
clinic (N=864) were screened for 
psychosis through the general part of 
K-SADS-PL. Seventy three patients 
were positive for psychosis so assessed 
again in a second interview with the 
psychotic supplement of K-SADS-PL. 
Sixty six out of 73 proved to be 
psychotic. Those who met inclusion 
and exclusion criteria and gave 
informed consent by themselves and 
their legal guardians were 47, of which 
42 patients completed the study. 
Assessment was done by three 
psychiatrists with good inter-rater 
reliability.  
A control group consisted of 21 normal 
healthy volunteers, selected from 
general pediatric outpatient clinic for 
the same catchments area of the 
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hospital. The group included 10 males 
and 11 females, with no past history of 
psychiatric disorders and was matched 
for age, sex and other socio-
demographic data. 
Instruments and Procedures 
Patients were assessed through the 
following procedures: 1) history taking 
and mental state examination, 2) K-
SADS-PL for diagnosis and clinical 
assessment of psychotic symptoms4, 3) 
Positive and negative symptoms scale 
(PANSS) for assessment of severity of 
psychosis5, 4) IQ evaluation via 
Stanford Binet Intelligence Test6, 5) 
Lewis Murray Scale for assessment of 
Obstetric complications7, 6) Children's 
Global assessment scale for evaluating 
the level of general functioning8, 7)  
General Developmental scale (GDS)9 
8) Child Behavior Scale (CBS)10 and 
lastly 9) pre Morbid Adjustment Scale 
(PAS)11.  
GDS was used to record early 
childhood developmental delay and 
neurodevelopmental problems and 
covered seven areas: motor milestones, 
language milestones, social develop-
ment, reading problems, neuro-
developmental problems, enuresis and 
encopresis. The Total GDS score range 
from 0 to 12 and higher scores indicate 
more developmental impairments.  
CBS was used for rating of the pre 
morbid period which ends 12 months 
before the onset of the first psychotic 
symptoms. The scale has 10 aspects: 
social isolation, social aloofness, 
separation anxiety; unusual stereotyped 
interest, deviant social communication, 

affect, suspiciousness, thought content, 
deviant speech and antisocial behavior. 
Total CBS Score is 0-20 and higher 
scores indicate more premorbid 
impairments.  
PAS is consisted of 28-items and 
assesses sociability and withdrawal, 
peer relationships, adaptation to school, 
and scholastic performance in four life 
stages (childhood, early adolescence, 

late adolescence; adulthood). Higher 
scores of PAS indicate poorer function. 
PAS also assesses socio sexual aspect 
after age 15 but this item was excluded 
from application because of cultural 
differences. PAS was used for both 
patients and control groups as the test 
has no cutoff score. 
Also it is important to mention that 
inter-rater reliability for tools used 
were good as kappa was ≥ 0.8. 
Statistical analysis 
Analysis of the data was done using 
SPSS, version 10 (statistical program 
for social science), with descriptive 
statistics, Chi square and cross stab for 
analysis and relation of categorical 
variables. Mann Whitney and Kruskal-
Wallis test were used to compare 
quantitative variables in the same group 
instead of independent group t test and 
one way between group (ANOVA) 
because of the non-parametric criteria 
of the data (SD>50% mean). Spear-
man's rank correlation was also used. 
Results 
Socio-demographic and clinical data 
Total number of patients was 42, with 
age range 7 to18 years. They included 
20 males and 22 females with no 



Zienab Bishry et al.. 

111 

 

significant difference as df =1 and P 
value 0.095. The mean age was 
15.05±3. The sample included 27 
schizophrenic, 10 psychotic disorders 
not otherwise specified and 5 cases with  

brief psychotic episode. Within the 
schizophrenic group, 11 were paranoid, 
7 were undifferentiated and 9 were 
disorganized.  

 
Table (1) Demographic and clinical data 
Variable  Whole sample 

(n= 42) 
Schizophrenia 
(n= 27) 

Non Schizophrenia 
(n= 15) 

P value 

Sex 
No. and % 

Male 20 (47.6%) 9(33.3%) 11 (73.3%) .013* 
Female 22(52.4%) 18(66.7%) 4 (26.7%) 

Age of onset 12.3+/-3.8 12.04+/-3.72 12.8+/-4.02 .539 
Mode of onset Acute 16 (38.1%) 7 (25.9%) 9 (60%) 0.029* 

Gradual 26 (61.9%) 20 (74.1%) 6 (40%) 
Family history 
No. and % 

Schiz 19 (45.2%) 13 (48.1%) 6 (40%) .634 
MR 5 (11.9%) 3 (11.1%) 2 (13.3%) 
Anxiety 1 (2.4%) 1 (3.7%) 00 
Epilepsy 1 (2.4%) 00 1 (6.7%) 

Past history 
No. and % 

MR 11 (26.2%) 6 (48.1%) 5 (33.3%) .763 
Autism 6 (14.3%) 3 (11.1%) 3 (20%) 
Conduct 2 (4.8%) 2 (7.4%) 00 
Anxiety 2 (4.8%) 1 (3.7%) 1 (6.7%) 
Epilepsy 12 (28.6%) 8 (29.6%)- 4 (26.7%) .839 

Obstetric  
Complication 
No. and % 

yes 8 (19%) 5 (18.5%) 3 (20%) .780 
No 26 (61.9%) 16 (59.3%) 10 (66.7%) 
Unknown 8 (19%) 6 (22.2%) 2 (13.3%) 

GDS,  mean & SD Total 
score 

2.6 ±3.3 2.3±3 3.1±3.9 .777 
CBS, mean & SD 6.3±4.6 6.8±4.2 5.6±5.2 .405 
PAS, mean & SD 12.2±6.3 12.9±6.1 11±6.6 .399 
PANSS, mean &SD    Positive 27.7±6.4 27.3±5.4 28.3±7.8 .568 

Negative 29.3±11.9 33.4±11.1 22.6±10.3 .003** 
General 56±13.2 58.1±11.4 52.6±15.6 .385 

IQ 
No. and % 

Average 23 (54.8%) 14 (51.9%) 9 (60%) .199 
Borderline 8 (19%) 7 (25.9%) 1 (6.7%) 
MR 11 (26.2%) 6 (22.2%) 5 (33.3%) 

 
* P value is significant; ** P value is highly significant. CBS: Child Behavior Scale. Higher scores 
indicate more impairment. GDS: General Developmental Scale. Higher scores indicate more 
impairment. PAS: Premorbid adjustment scale. Higher scores indicate poorer function. PANSS: 
Positive and Negative symptoms Scale.  
 
Within the schizophrenic group, there 
was significant difference between 
mean age of onset and subtypes of 

schizophrenia as the mean age of 
paranoid patients was 14.1±2.7 years, 
for undifferentiated was 10.9±4.3 years 
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and for disorganized was 10.4±3.5 years and  the  p  value  was  0.03.  
2. Clinical symptoms 
Table (2) Description of psychotic symptoms as assessed by PANSS. : 
Symptoms Frequency  

N &( %) 
Severity by PANSS 
Mean ±SD 

Highest 
Score 

Judgment 37 (88.1%) 5.9±1.8 
Hallucinations 40 (95.2%) 5.5±1.8 
Difficult abstraction 30 (71.4%) 4.8±2.3 
Excitement 30 (71.4%) 4.8±2.2 
Delusion 28 (66.7%) 4.6±2.2 
Blunted affect 27 (64.3%) 4.3±2.2 
Formal thought disorder 18 (42.9%) 3.3±1.8 

Lowest 
 Score 

Somatic 3 (7.1%) 1.6 ±1.6 
Grandiosity 3 (7.1%) 1.5±1.4 
Guilt 1 (2.3%) 1.1±0.6 

NB: Frequency: number of patients having the symptom with score 4 or more  
 
Clinically, the most common symptom 
was hallucination as 24 patients 
(57.1%) had auditory hallucination, 13 
patients (31%) had both auditory and 
visual hallucination. There were 28 
patients (66.7%) patients with 
delusion. The delusion was persecutory 
in 23 patients (54.8%). At the same 
time, 92.9% of the sample reported 
disturbed behaviors in form of 
aggression (n= 23, 54.8%), bizarre 
behavior (n= 8, 19%) or social 
isolation (n= 8, 19%). In addition, 81% 
of the sample reported sleep 
abnormality in the form of insomnia 
(n= 27, 64.3%) or hypersomnia (n= 7, 
16.7%). Whereas 28.6% of the sample 
reported appetite abnormalities as 
diminished appetite (n= 10, 23.8%) or  
hyperphagia (n= 2, 4.8%). Also, 14.3%  
of patients reported incontinence, 
urinary    (  n   =   3   ,   701%  ),   stool  

  
incontinence (n= 1, 2.4%) or double  
incontinence (n= 2, 4.8%). Motor 
symptoms as hyperactivity, retardation, 
catatonia and stereotypes were present 
in 36 (85.7%) of the sample, the most 
frequent was hyperactivity (n= 17, 
40.5%) and the least frequent was 
catatonia (n= 1, 2.4%). Those with 
impaired academic achievement were 
29 patients (69.1%) versus 4 (9.5%) 
without impairment while 9 patients 
(21.4%) didn’t join school yet, as age  
of governmental school entry in Saudi 
Arabia was 7 years, in addition those 
with co morbidity with autism didn’t 
join school .  
3. Premorbid and developmental 
status 
As shown in table (3) and according to 
GDS, 11 (26.2%) patients had 
abnormal motor development , 13 
(31%) patients had abnormal language 
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development, 19 (45.2%) patients had 
impaired social development, 3 ( 7.1%) 
patients had reading difficulties, 6 

(14.2%) patients had autism, 4 (9.5%) 
patients had enuresis and no one had 
encopresis. 

Table (3) the frequency and percentage of sub-items of GDS for all patients 
GDS  N (%) 
Abnormal motor development  11(26.2%) 
Abnormal language development 13(31%) 
Impaired social development 19(45.2%) 
Reading difficulty 3(7.1%) 
Autism 6 (14.2%) 
Enuresis 4 (9.5%) 
Encorpresis  00 
GDS : General Developmental Scale.  

In table (4), according to CBS, 26 
(61.9%) patients had social isolation, 
26 (61.9%) patients had deviant social 
communication, 25 (59.5%) patients 
had social aloofness, 22 (52.4%) had 
abnormal affect, 17 (40.5%) patients  

had stereotyped interest, 14 (33.3%) 
patients had abnormal though content, 
8 ( 19%) patients had separation 
anxiety, 8 (19%) patients had deviant 
speech and 8 (19%) patients had 
antisocial behavior. 

  Table (4) the frequency and percentage of sub-items of CBS for all patients  
CBS N (%) in the whole sample 

Social isolation 26 (61.9%) 
Deviant Social Communication 26 (61.9%) 
Social Aloofness 25 (59.5%) 
Abnormal affect 22 (52.4%) 
Stereotyped interest 17 (40.5%) 
Abnormal thought content  14(33.3%) 
Separation anxiety 8 (19%) 
Deviant speech 8 (19%) 
Antisocial behavior 8 (19%) 

  CBS: Child Behavior Scale 
Table (5) Comparison between patients and control regarding premorbid function.  

PAS Patient 
M±SD 

Control 
M±SD 

P value 

PAS total score 12.2±6.3 2±1.9 .000** 
PAS Childhood stage 11.5±6.5 1.7±1.9 .000** 
PAS early adolescence 10.7±6.6 1.9±1.9 .003** 
PAS late adolescence 6±6.8 1.2±1 .180 

Note:  * p value is significant; ** p value is highly significant  
PAS: Premorbid Adjustment Scale, Higher scores of PAS indicate poorer function 
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 As shown in table 5, there were highly 
significant differences between pat-
ients and control regarding all stages of 
PAS except for late adolescence stage. 
Compared with control children most 

severe impairment in subscales of PAS 
were school performance and peer 
relation in childhood phase as the mean 
were (3.5, SD ±1.8 and 3.3±2.1 ) 
respectively. 

Table (6) Correlation between premorbid state and PANSS, GAS, mode of onset and age 
of onset (r-value) 
Premorbid 
function 

PANSS GAS Mod of 
onset 

Age of 
onset 

Positive Negative GPS 
GDS -0.4** 0.2 -0.2 -0.09 .2 -0.5** 
CBS -0.3* 0.3* -0.2 -0.1 .5** -0.5** 
PAS -0.2 0.6** -0.007 -0.3* .4** -0.5** 
GAS -0.2 -0.4** -0.4** ----- -.1 -0.02 
Age of onset 0.3* -0.05   0.2 -0.02 -.3* ------ 

NB: * indicates significant p < 0.1; ** indicated highly significant p < 0.01 
GDS: General Developmental Scale; CBS: Child Behavior Scale; PAS: Premorbid Adjustment Scale; 
GAS: Global Assessment Scale; GPS: General Psychopathology Scale 
As shown in table 6, the age of onset 
of psychosis and its mode of onset 
were significantly related to early 
development and premorbid functions 
(GDS, CBS and PAS). Moreover early 
development and premorbid functions 
(GDS, CBS, and PAS) were 
significantly related to psychotic 
symptoms (positive and negative) 
while current functioning (GAS) was 
significantly related to negative 
symptoms and GPS. 

As shown in table (7) premorbid 
function was poorer in those with 
gradual onset rather than acute onset 
group as PAS were 12.5±5.9 and 
9.4±5.9 while GDS were 2.9±3.5 and 
2.2±3. Lastly, CBS were 7.9±4.1 and 
3.8±4.3 with marked significant 
difference as p was .004. Furthermore 
there was significant difference in age 
of onset in the different mode of onset 
as it was 14.2±2 in acute onset group 
and 11.2±4.2 in gradual onset group 
with p value .03.  

 
Table (7) correlation between mode of onset and PAS, GDS, CBS and age of onset 
Variable  GRADUAL ONSET ACUTE ONSET P VALUE  
PAS mean & SD 12.5±5.9  9.4±5.9 0.004** 
GDS, mean & SD 2.9±3.5 2.2±3 
CBS, mean & SD 7.9±4.1 3.8±4.3 
AGE Of ONSET, Mean & SD 11.2±4.2 14.2±2 0.03* 
NB: * indicates significant p < 0.1; ** indicated highly significant p < 0.01 
GDS : General Developmental Scale;  CBS   : Child Behavior Scale. ; PAS: Premorbid 
Adjustment Scale. 
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Using Spearman's correlation, there 
was no significant relation between 
family history of schizophrenia and 
symptoms severity; positive 
symptoms, negative symptoms and 
GPS (p-value was 0.869, 0.471 and 
0.482 respectively) or with premorbid 
state (p= .436). 
Discussion: 
Diagnostic dilemma 
     Childhood schizophrenia is a rare 
but serious disorder with complex 
symptoms that affect children and their 
families. The term childhood 
schizophrenia was once applied for all 
childhood psychoses, including autism 
and mood disorders, but more recently, 
researchers have distinguished 
childhood schizophrenia from other 
disorders.  
     Going with the conceptualization of 
clinical entity and in a trial to make the 
sample of patients homogenous as 
much as possible, affective and organic 
psychoses were excluded from this 
study, but only atypical psychosis 
(psychotic disorder not otherwise 
specified) and brief psychotic episode 
were included. Ten cases of the 
patients in the current study were 
diagnosed as psychotic disorder not 
otherwise specified. This diagnosis 
may be given due to the use of same 
adult criteria without considering the 
developmental stage of the children or 
due to hesitancy of the clinician to 
stigmatize the child with diagnosis of 
schizophrenia. The same findings were 
reported by Hollis9 who found that the 
vast majority of adult schizophrenia 

was originally assigned as having 
atypical or other unspecified psychoses 
in childhood or early adolescence.  
In addition, Masi et al3 reported that, 
the developmental immaturity causing  
hesitancy on part of clinicians to make 
a diagnosis of schizophrenia in a child 
and the relative inadequacy of 
fulfilling diagnostic criteria in children 
increases the tendency to diagnose 
more atypical psychosis than child-
hood schizophrenia.  

     In those having diagnosis of 
schizophrenia, the relative predomi-
nance was for paranoid subtype which 
contrasts literatures reporting dis-
organized subtype to be most common 
of childhood schizophrenia12. This may 
be related to higher age group and 
older age of onset in the current sample 
(12.3 ±3.8). Nevertheless, the mean 
age of onset in this study was similar 
to other studies like Remschmidt et al13 
in which the mean age of onset was 
12.7±2.5 and Hollis’s study9 in which 
the mean age of onset was 14.4 years 
±1.5. Moreover, from table 6, the age 
of onset was negatively correlated to 
developmental, behavioral and 
premorbid states and positively 
correlated with positive symptoms. 
This means that the older age of onset, 
the more the positive symptoms and 
less premorbid and developmental 
impairment, which was reported in 
literature to be more characteristic of 
the paranoid type of schizophrenia12. 
2. Clinical symptoms 
     There are differing views on the 
continuity of childhood schizophrenia 
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into adult schizophrenia and on 
similarities and differences between 
childhood-onset and adult-onset forms 
of the disorder. In the current study, 
patients showed more gradual onset 
and higher scores of negative 
symptoms more than positive 
symptoms. These findings were more 
evident in schizophrenic than non-
schizophrenic children (table 1) and 
were similar to other studies 9, 14, 15, 16.  
     A number of symptoms have been 
identified in psychotic children. The 
most frequent symptoms reported in 
this study were hallucinations in 95.2% 
more than delusions in 66.7%. 
Similarly, Russell’s study15 reported 
that 63% of schizophrenic children 
presented with delusions and 80% with 
auditory hallucinations.  
While the most severe symptoms 
among PANSS positive subscale was 
impaired judgment and among 
negative subscale was difficult 
abstraction followed by blunted affect 
and emotional withdrawal, which 
agreed with the reporting of Hollis12.  
Generally, many symptoms may be 
over estimated or under estimated 
according to developmental stage of 
the child especially symptoms like 
judgment and abstraction. So, it is 
especially important for diagnosticians 
to consider child's development when 
assessing the presence or absence of 
the diagnostic criteria for 
schizophrenia. 
Blunted affect was found in 27(64.3%) 
patients and formal thought disorder 
was found in 18(42.9%) patients and 

these findings were similar to what 
was reported in the literatures17. 
Furthermore, sleep and appetite 
disturbances as well as disturbances in 
motor behavior were seen in a high 
proportion  of  patients. These findings  
were similarly reported in other studies 
14, 17, 18. 
     Another important finding is the 
rate of psychotic children having 
below average IQ (26.2% of the 
sample had mild to moderate MR and 
19% had borderline IQ). This down 
shift of IQ has been previously 
reported by other studies 7, 9,19. It is still 
debatable whether it is a premorbid 
trait and expression of impaired early 
brain development as hypothesized by 
Murray and Lewis7 and Weinberger19 , 
or it is a consequence of psychotic 
process with failure to learn rather than 
loss of function as reported by 
Rajkumar and David17. In the current 
study, 26.2% of patients had past 
history of mental retardation so the 
first explanation looks more logic for 
them while the second explanation 
may be more logic for patients who 
had borderline IQ (19%). Intellectual 
delays have long been considered as 
general risk factor for psychopathology 
and psychosis in children20. But, 69.1% 
of the patients in the current study had 
impaired academic achievement 
indicating impairment of function and 
may be part of cognitive impairment as 
well. Similar report by Fuller et al21  
suggested that, deterioration in 
scholastic performance occurs at age 
13-16 years may be a precursor to the 
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cognitive impairment seen during the 
first    episode    of    illness.  
3. Premorbid status and family history 
     The results of the current study as 
well as previous, studies9, 22, 23, 24 
strongly   agreed   that   children  with  
early-onset psychosis show frequent 
developmental abnormalities as 
impairment in social skills, language 
and motor abilities and school 
achievements prior to presenting signs 
of schizophrenia. Moreover, Volkmar25  
suggested a developmental continuity 
from premorbid impairment to 
negative symptoms with difficulty to 
differentiate between premorbid and 
active psychotic states and this was 
applicable in the current study at least 
for patients who had gradual insidious 
onset. 
As shown in table 6, more impairment 
in premorbid function as indicated by 
PAS is associated with more negative 
symptoms, which appear to affect the 
current functioning as shown by GAS. 
At the same time, the developmental 
and behavioral problems predating 
onset of psychosis (GDS, CBS) were 
significantly correlated to severity of 
psychotic symptoms, mode of onset 
and age of onset rather than current 
functioning (GAS).  
Similar to other studies9,15, the current 
study found positive past history for 
other psychiatric disorders as mental 
retardation, autism, conduct and 
anxiety disorders in 50% of cases.  
    One of the vulnerability factors 
frequently reported in schizophrenia is 
the presence of positive family history 

for psychosis in general9,26. In the 
current study, 13 schizophrenic 
patients (48.1%) had history of 
schizophrenia in at least one of their 
first-degree relatives although; there 
were no significant differences  
between patients with positive family 
history of schizophrenia and those 
without, in symptom severity nor in 
premorbid function. The same finding 
was also found by Canon et al27 who 
reported that PAS scores did not differ 

significantly between the subjects with 
positive family history of psychosis 
and those without.  
Limitations  
Although this study presents a general 
cross-sectional design, GDS, CBS and 
PAS are instruments used for the 
evaluation of development or past 
functioning. Since subjects PAS 
ratings are compared with controls' 
ratings, it would be important to take 
into account the fact that retrospective 
data might be memory biased. The 
authors tried to minimize the bias 
through assessment of each patient by 
two examiners and in different 
sessions. 
In this study there was a trial to make 
the sample homogenous as much as 
possible however co-morbidities as 
mental retardation , autism and 
epilepsy were not excluded as they 
were highly prevalent in the sample 
which may indicate impaired 
premorbid status, vulnerability factor 
or shared same etiology as all are 
neurodevelopmental disorders. This 
point may be a source of bias in the 
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study but it is the same like previous 
studies 9,15, 17. Because of rarity of non-
affective psychosis in children, cases 
were recruited over a period of 3.5 
years to include a fairly adequate 
number of cases.  
Conclusion 
The current study on Arab sample of 
patients agreed with other western 
studies that most of patients of non 
affective childhood psychosis had 
gradual onset and more negative 
symptoms especially for schizophrenic 
cases. Paranoid schizophrenia was the 
most prevalent subtype in the study. 
Also, there was marked impairment in 
developmental and premorbid function. 
The developmental stage of the child 

influences the disease process and 
colors the psychotic symptoms with 
more atypical form. The premorbid 
level of functioning appear to influence 
the mode and time of onset of 
psychosis as well as later functioning 
after developing psychosis, and has 
important predictive and prognostic 
value. So, Psychiatrists should 
consider those children with 
developmental, social and behavioral 
impairment as high risk for developing 
psychosis. Also, there is an urgent 
need for new diagnostic assessment 
tools that take into consideration the 
stage of child maturation and 
diagnostic criteria for psychosis in 
children. 
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67+30 ا��را��ت 5� و34 ا"��اض ا'آ���0/. و  �,+�� ا�*ه�ن �� ا'&%�ا��ت ا���درة ��ى ا"�!�ل: ا��%� �
5� ه*ا . و �<:+�� �+%=ر ا�=>�;3 ا�%��,�. :�9 ا��8ض @A�7 �و �� ا����C ���*آ� أن ��د ا��را��ت ا�+

.��D0� 9�0: ا��ول ا ا�8=&=ع �5 .ً4�G أ��اد :0�0. و �ه�J5 ه*I ا��را�. إ�� و34  :ا'ه�اف .�,���.و �0
�Kا�L=ا�5.�<:+�� ���=>�;3 ا�+%=ر�. و ا�6و  أ��ض ا�*ه�ن ��� ا��L=8ا��� M;�N. �%�	98 : ا��� O7

��+�!��ت وزارة ا�AN. ����,=د�. و J08P ا��را�. ��د  �

��. و M�6�7 O7 ا�T�Aت ���ء  42ا��را�. 5� أ
� ا��/���Tا O��U+ا� ���اض ا��!��. و �0V� Wا������Uس ا�!�Nم و  J08P ا�X���U8 ا�+� ��U��%7 O7 آً< 

5� ا��8
0. ا�,��8. ا��8ر��� و ���Uس ا"��اض ا��L=8. و ا�����. و ا���U8س ا�+%=رى  .�Kا�L=ا'&%�ا��ت ا�
�� :�9 ا��8ض .0
�� ������ت و 7%��\ و�,� W8L ا ،ا�,�م و ا���U8س ا��0=آ� ��V!�ل و ���Uس ا�+/�5 3

�;�N
� ا�!�Nم  :ا��*�() .ا'G+��رات J,]G آ9 ا�0,8=��ت إ�� ا�+9�0A ا'&��
��. و ��د  27آ�ن ��د 
 ���N!ا�*ه�ن ��� ا� �&��15  .��K �5 �ً�Cو آ�ن 7%=ر ا��8ض �7ر� .��
�� ا�T�Aت و آ�ن �,�ل % 61.9


�وgً� 3.8± 12.3ا�,�8  �hا"��اض �����. أآ JKإ&%�ا��ت ا��=م  ��. و آ� J0h��� ا"��اض ا��L=8. و 
9 % 28.6�� ا�,��. و إ&%�ا��ت ��P. ا�/9 % 81�: ��5� ا�+%=ر و و>�;3  i&ر وا=N: و آ�ن ه��ك

� ا"��اض ا�����.&�� ��� .4�G ا�+%=ر و  : ا-,*�*�ج. ا��8ض و �k7آ� ه*I ا��را�. وL=د :N=ر 5
0� P/9 ا��Tاض ا�*ه�O����  .�Kو>�;3 �� :�9 ا��8ض ��ى ا"�!�ل و أن ه� �gk� ر=NUا ا�*. 
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