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REZUMAT

Obiectiv

In practicd, psihoterapia este un adjuvant pretios in tratamentul psihozelor. Interventiile de tip psihoterapic trebuie etapizate in raport cu stadiul evolutiv
al psihozei: acut, remisie si stadiul de recuperare. In stadiul acut al psihozei existi un grad de tensiune psihotici si alte manifestiri psihopatologice ame-
nintitoare, resimtite anxios de acea parte a Eu-lui adolescentului rimasi integri. Pacientul triieste confuz si realitatea inconjuratoare, mai accentuat daci
este reprezentatd de mediul nou, restrictiv de spital. Conduita psihoterapicd va fi protectivd, cu incurajiri ale subiectului inspdimantat sau depresiv, cu
fraze scurte, zambete, fird contraziceri, restrictii de deplasare discrete. La ea participi intregul personal, daci este posibil prin persoane stabile de ingrijire,
pentru a permite stabilirea de legdturi afective. Abia in perioada de inceput a remisiei, cind se poate infiripa o discutie, se poate trece la o fazi de explicatii
din partea medicului asupra bolii, fird aminunte care si traumatizeze, cu sublinierea caracterului trecitor si a remisiei cu conditia acceptirii medicatiei. In
stadiul de recuperare se va formula un program proportional cu resursele actuale, evident reduse, care va fi urmdrit periodic odati cu ajustarea medicatiei si
revenirea in familie. Este important ca adolescentul psihotic in faza de revenire acasi si fie angajat in activititi de tot felul in raport cu capabilititile actuale.
In paralel, se va lucra cu apartinitorii, pentru a reduce rezonanta tréirilor lor anxioase cu cele ale adolescentului. Se insista asupra oferirii de responsabilititi
in raport cu starea psihicd, in ingrijirea personald, in luarea medicamentelor. Tratamentele medicamentoase neinvazive actuale contribuie in mod substan-
tial la crearea unei atmosfere acceptabile in jurul adolescentului psihotic.

Cuvinte cheie: tensiune psihoticd, sustinere psihoterapic, participarea familiei

ABSTRACT

Objective

In practice, psychotherapy is a valuable help in the treatment of psychoses. The psychotherapeutic types of interventions should be phased in relation to
the evolutionary stage of psychosis: acute, remission and recovery stage. In the acute stage of psychosis, there is a degree of psychotic tension and other
threatening manifestations of psychopathology, felt anxiously by that part of the adolescent’s ego that remained integer (i.e. a complete entity). The patient
lives confusedly the surrounding reality, too, more pronounced so, if the new, restrictive hospital environment represents this reality.

The psychotherapy conduct will be protective, providing encouragement to the frightened or depressed subject, with short sentences, smiles, without
contradictions and with discreet travel restrictions. The entire staff participates in this conduct, if possible care should be given by stable nursing personnel,
allowing for the establishment of affective ties. Only in the early period of remission, when a conversation can be instituted, the therapy may proceed to
a phase of explanations on the part of the doctor on the disease, without details to traumatize, underlining the transient nature of the remission, too, on
condition that the patient accepts the medication.

In the recovery stage, a program will be formulated matching the current, clearly reduced, resources, which will be checked periodically, with medication
adjustment and return to the family. It is important that, in the phase of returning home, the psychotic adolescent should be engaged in activities of all
kinds in relation to his/her current capabilities. In parallel, the therapists will work with tutors to reduce the resonance of their anxiety with that of the
adolescent’s. We insist on assigning responsibilities in relation to the patient’s mood, in personal care, in taking medicines. Current non-invasive medical
treatments contribute substantially to creating an acceptable atmosphere around the psychotic adolescent.

Key words: psychotic tension, supportive psychotherapy, family participation.

Introducere:

Psihozele sunt tulburiri de neurodezvoltare ca-
racterizate prin: dezorganizarea personalititii, alte-
rarea importantd a capacititii de testare a realitatii,
tulburiri formale de gandire, tulburiri de perceptie,
aplatizare afectiv, apatoabulie. Prevalenta lor la copii

si adolescenti este estimatd la 2 la 100000 de locu-
itori (Boeing, Cohen) [1,2]. Reprezinti o problemi
importantd de sindtate, atat prin tabloul clinic, cat si
prin prognostic.

La prima vedere psihoterapia pare rezervati tul-
buririlor nevrotice insi in practici ea este un adjuvant
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pretios in tratamentul psihozelor. Interventia psihote-
rapeutici se face etapizat in raport cu stadiul evolutiv
al psihozei, fiind diferentiat stadiul acut, cel de remi-
siune si perioada dintre episoade. De principiu este
utilizatd psihoterapia de sustinere cu diferite variante.

Stilul de comunicare este blind, incurajator, este
utild ascultarea empaticd a adolescentului, fird contra-
ziceri inutile, restrictiile de deplasare si fie realizate de
persoane calme, cu zambetul pe buze. Psihoterapia de
sustinere realizeazi intdrirea si sprijinirea fortelor de
apirare, de defensi in economia psihicului uman, aju-
td la restaurarea echilibrului psihic prin intirirea Eu-
lui si la dezvoltarea unor alternative comportamentale
in vederea asigurdrii controlului de sine si a adaptarii
satisficitoare la conditiile de viata.

Principiile psihoterapiei suportive (Oancea, Peter
Buckley) [3,4] presupun: acceptarea neconditionatd,
tird rezerve a pacientului ca o fiintd umana, distincta si
egald in drepturi; elucidarea viziunii pacientului asupra
lumii si asupra experientelor sale din perspectiva diza-
bilitatilor sale; utilizarea acestei punti pentru a permite
pacientului si facd schimbri posibile in personalitatea
sa si sd accepte in mod intelept cele petrecute in lumea
din jurul siu; asigurarea controlului de sine si a adap-
tdrii satisfacatoare la conditiile de viata.

Psihoterapia de sustinere reduce anxietatea si
simptomele. In acest context Gill (1951) [5] a dez-
voltat psihoterapii scurte, care si nu modifice apariri-
le pacientilor cu Eul slab. El a sustinut ¢ niciodati nu
se atacd apdrdrile necesare pentru continuitatea func-
tiondrii persoanei pentru ca terapia inabild ar putea
face mai mult riu accentuind anxietatea si dezorga-
nizarea psihici.

Trebuie pistrate apdririle psihologice chiar daci
ele au devenit patologice (de ex. ideile paranoide)
[3],nu este cazul ca bolnavul si fie contrazis in mod
brutal in timpul episodului psihotic florid, el trebuie
incurajat si se exprime grafic si s isi utilizeze ima-
ginatia (Nussbaum si Nussbaum, 2012) [6] fapt care
contribuie la clarificarea sa.

In abordarea pacientului pe primul plan sti spri-
jinul neconditionat, subiectul va fi protejat cu calm si
simpatie, va fi incurajat si ajutat si parcurgi aceastd
perioadi dificild de viatd, in etapa initiald nu va lua
cunostintd de problemele si deficitele sale.

In stadiul acut al psihozelor
In stadiul acut al psihozelor existd un grad de ten-
siune psihoticd resimtitd amenintitor, dureros de acea

parte a Eului adolescentului rimasi integrd, pacientul
triieste confuz realitatea inconjurdtoare, apare o instra-
inare in raporturile dintre pacientul psihotic si restul
lumii, de unde primeste mesaje amenintitoare (Mar-
celli si Braconier) [7]. Confuzia poate fi accentuati de
mediul strdin, restrictiv al spitalului (Eggers) [8].

In etapa initiald trebuie acceptate ca atare suferin-
ta, slibiciunea, delirul, depresia, regresiunea, infanti-
lizarea, fobiile. Desi suferinta este vizibild ea nu va fi
comunicatd bolnavului deoarece asemenea remarci ar
putea fi tratate drept critici, accentuind slibiciunile si
descurajarea.

Masuri organizatorice cu componenti

psihoterapica

Ca masuri organizatorice trebuie oferite informa-
tii minime asupra stirii actuale, cu sublinierea faptu-
lui ci este o stare trecitoare, care necesitd tratament
ca orice altd boald, se subliniazd sprijinul pe care il
va primi din partea personalului. O discutie limuri-
toare asupra ceea ce i s-a intimplat, despre boald si
semnificatia ei, simptome si efecte, se va efectua in
remisiune ca un punct obligatoriu (Remschimdt) [9].
In raport cu starea psihic, se insistd asupra oferirii de
responsabilititi in ingrijire, luarea medicamentelor si
in comunicarea cu cei din afari. Tratamentele medi-
camentoase neinvazive contribuie in mod substantial
la acceptarea lor de citre adolescent si la crearea unei
atmosfere acceptabile in jurul adolecentului psihotic.

In etapa de remisie

In etapa de remisie va fi testati tiria Eului si
capacitatea sa de evaluare a realititii si dacd vor fi
gisite satisficitoare se va stabilii momentul trecerii
in a doua etapi, adolescentul va fi valorificat nu ca
pacient, ci ca persoand care poate si se angajeze in
rezolvarea problemelor sale. Se va pretinde ca el si isi
asume raspunderea si va fi stimulat sd parcurgd lungul
drum al readaptirii, avind in spate suportul terapeutic
in rezolvarea problemelor sale. Se tine cont de forma
de defectualitate existentd, de deficitul cognitiv, de
dificultitile in relatiile sociale. La adolescent se va
acorda un rol important in medierea relatiilor cu
familia, prin prisma rezolvirii conflictelor specifice
varstel. Tandrul trebuie reinvitat si isi reia abilititile
vietii obisnuite si rutinele zilnice.

Utilizarea confruntirii este aplicatd la pacientul in
fazi de remisie [3], are rolul de a creea motivatia de a
lucra cu pasivitatea pacientului pentru a o depisi, este
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o aparentd schimbare terapeuticd care se incadreazd
in limitele conceptului de sustinere-suport (eng. to
support = a ajuta, a stimula, solicita).

Sedintele de psihoterapie dupa externare

In legituri cu sedintele de consiliere psihologici
W. Brautigam [10] sustine nevoia unor intalniri dupd
externare care au drept continut: sprijin, incuraja-
re, linistire, cu definirea problemelor legate de boala
cronicid. Este nevoie de o frecventd initiald de la una
pe saptimind, cu spatierea treptatd, ajungindu-se la
o sedintd la 4-6 siptimani. Arta unui asemenea tip
de terapie este mentinerea echilibrului intre nevoile
subiectului de dependenti infantild, de contact afectiv
si de mentinerea unei distante fati de terapeut. As-
teptirile nu trebuie si fie prea mari, pacientul care nu
inainteazd spre vindecare se va simti frustrat daci este
presat din afard, resimtind totul ca pe o agresiune. Te-
rapeutul trebuie s acorde sprijin in intelegerea si re-
zolvarea unor situatii curente, inclusiv prin utilizarea
medicatiei. Prin aceste masuri pacientul poate riméne
in viata obisnuitd cu evitarea spitalizirii.

In sprijinul de durati, care poate fi mentinut ani
de zile, se creeazd o relatie conducitoare (directivi). In
primul plan trec nevoile clientului, iar situatia actuald
este analizatd, clarificatd prin prisma bolii, a conse-
cintelor sale si a unor viitoare interventii terapeutice.
Relatia cu terapeutul este un ax de sprijin in labirintul
unei existente intortochiate, nesatisficitoare, adesea
conflictuale [3].

Subiectul se reintireste periodic prin contactul cu
persoana de referintd (medic, psiholog, asistentd de
psihiatrie), care este capabild si integreze informatii-
le complexe furnizate de client pentru a oferi solutii.
Terapeutul va invita si asculte, si inteleagi ce se in-
tdmpli in afara simptomelor. Atitudinea trebuie s fie
mai directivd, persuasivd, incurajatoare.

Relatia cu familia pacientului

In paralel se va lucra cu apartinitorii, pentru
a reduce rezonanta trdirilor lor anxioase cu cele ale
adolescentului. Prin informare si sprijin emotional ei
devin instrumente adjuvante in sprijinirea psihotera-
peutici a pacientului. Informarea rudelor este preten-
tioasd, fiind rezervatd persoanei cea mai mare in grad,
folosind cuvinte putine la inceput, fird termeni stiin-
tifici inutili, fird prognostic si afirmatii ingrijoritoare.

Psihoeducatia familiei este foarte importantd, fa-
milia devenind astfel mai complianti si mai implicatd

in procesul terapeutic [3]. Contactul cu familia se va
mentine cel putin la adolescent concomitent cu aces-
ta, dar pot avea loc sedinte de sprijin si in absenta sa,
in cazul unor dificultiti in relatiile cu familia. Dupa
Remschmidt terapia poate si imbrace forma indru-
mirii sau este necesard terapia familiald [9].

Studiu de follow-up care s-a intins pe 5 ani (Ro-
senbaum si col.) [11] aratd o evolutie mai buni a paci-
entilor care au beneficiat, in plus fatd de tratament, de
psihoterapie suportivi. Programma 2000 (Italia) [12]
- protocol multimodal de interventie precoce in psiho-
ze — cuprinde, pe langa tratament si psihoterapie su-
portivd, psihoeducatie si interventii psihosociale. S-au
obtinut rezultate mai bune la nivelul abilititilor sociale,
controlului emotiilor si al simptomatologiei negative.

Prezentari de caz

In cele ce urmeazi vom prezenta doui cazuri clini-
ce care si sustind importanta abordului psihoterapeu-
tic in tulburarea psihotici.

Cazul 1

Pacient in varstd de 13 ani, vine la internare pen-
tru: refuz alimentar si lichidian, halucinatii auditive,
negativism, refuzul comunicirii, stiri de agitatie, ti-
pete nemotivate (are impresia ci intrd cineva in corp)
cu debut de aproximativ 2 siptimani.

Din anamnezi retinem personalitatea premorbi-
di: fire timidd, tendintd la izolare, abilititi sociale de-
ficitare si imaturitatea emotionald.

La internare pacientul era palid, incercinat, con-
tact psihic dificil de realizat, evitd privirea, opozitio-
nist, rispunsuri monosilabice, mama este foarte anxi-
oasd, avind in vedere starea generala a copilului.

A fost internat intr-o rezervi, s-a discutat mai
mult cu mama pentru sciderea anxietitii acesteia si
pentru implicarea ei in procesul terapeutic.

Mama a fost sfituitd si evite atitudinea anxioasi,
sd nu-1 mai forteze si comunice, si incerce si ii res-
pecte nevoia de intimitate, s-a explicat ci este o stare
trecitoare si cd se va ameliora treptat. Sub tratament
cu Olanzapini 7,5 mg, Depakine 300 mg, Zoloft 50
mg, evolutia pacientului a fost favorabild cu reluarea
treptatd a aportului alimentar si lichidian, cu dispari-
tia halucinatiilor si a stirilor de neliniste.

Fatd de pacient atitudinea a fost deschisd, calma,
pozitivi, s-au acceptat, pe masura posibilului, toate
cererile acestuia (dupd 7 zile a fost invoit acasi), s-au
evitat situatiile potential stresante sau o solicitare ex-
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cesiva, singurul lucru care i s-a cerut, a fost si-si ia
tratamentul si sd accepte aportul lichidian (pentru a
evita tratamentele invazive).

Avind in vedere personalitatea premorbidd, abili-
titile sociale deficitare si dificultitile de adaptare pe
plan scolar s-a recomandat inceperea unei psihotera-
pii. A fost revizut lunar. In prezent evolutia este fa-
vorabild si pacientul s-a reintegrat in colectivul clasei.

Cazul 2

Pacient in varstd de 15 ani, vine la internare pen-
tru: ideii de urmdrire, suspiciozitate, stiri de agitatie
psihomotorie marcati potential periculoase pentru
cei din jur, reactii agresive nemotivate, anxietate, in-
somnie, inversiune afectivd fatd de pdrinti, tulburdri
de perceptie (rare halucinatii auditive si vizuale).

Trisiturile de personalitate premorbidi: fire intro-
vertitd, timidd, perfectionistd, abilititi sociale defici-
tare, dorinta de a se afirma in fata celor din jur.

La internare pirintii erau foarte anxiosi afirmind
cd viata lor a fost pusi in pericol. Pe parcursul evalui-
rilor pacientul cere de nenumarate ori reasigurarea ca
nu este urmdirit sau ascultat, discursul lui fiind extrem
de critic la adresa parintilor (coprolalie).

S-a instituit tratament cu Rispolept 3 mg, Clopi-
xol 15 pic, Romaprkin 3 ¢p, Depakine Chrono 1000
mg, Levomepromazin 3 cp, ulterior peste cateva luni
s-a introdus Serlift.

In prima fazi s-a discutat mai mult cu adolescen-
tul care era agitat, anxios, confuz. In primele zile s-a
respectat presiunea pacientului de a se descirca si de
a-si exprima nemultumirile, nu s-a emis nici o criticd
legati de discursul acestuia.

A rimas pe sectie aproximativ 5 zile, ulterior la
cererea lui si a pirintilor a fost evaluat zilnic in am-
bulator. Cand a solicitat si fie evaluat in ambulator
s-au trasat anumite limite (trebuie si ia tratamentul,
violenta fizici este interzisd, dacd nu se simte bine re-
vine pe sectie) .

Evolutia este favorabild, cu reducerea treptatd a
vehementei, anxietitii, relatiile cu parintii se amelio-

reazi, treptat pacientul incepe si accepte si alte puncte
de vedere. Se externeazi cu remisia aproape completd
a simptomatologiei, urménd s revini la fiecare 2 luni
sau ori de cite ori simte nevoia unui sprijin.

Ulterior a fost reviizut la intervale variabile (intre 1
si 3 luni) in functie de evolutia acestuia, uneori a mai
prezentat stiri care au necesitat cresterea temporard a
dozelor, discursul terapeutului a fost intotdeauna po-
zitiv, incurajator. De 2 ani este echilibrat din punct
de vedere psihiatric. De 1 an a fost intrerupta treptat
medicatia de comun acord cu medicul curant.

Concluzii

Existd dovezi consistente care arati eficacitatea
psihoterapiei, a consilierii familiei si a unei interventii
multidimensionale. O atitudine suportivi atit a paci-
entului cit si a familiei este foarte importantd. Abor-
darea terapeutului trebuie si fie pozitiva, blanda, pli-
ni de tact si de intelegere fati de nevoile pacientului.
Se vor oferi informatii clare, cit mai sintetice, se vor
evita abordirile excesiv de pesimiste, se va sublinia,
in prima fazd, ci este vorba de o situatie trecitoare.
Ulterior, in faza de remisiune, vor fi oferite mai multe
informatii intr-un limbaj cit mai accesibil. Dupi faza
acutd poate fi utilizata si confruntarea pentru dinami-
zarea pacientului si pentru a evita refugiul in boald si o
atitudine infantili. Confruntarea va fi folositi numai
dupi obtinerea unei aliante terapeutice si in functie
de capacititile restante ale adolescentului. Dupa obti-
nerea remisiunii se va initia o relatie psihoterapeuticd
de lungi durati in care pozitia medicului trebuie sd
fie, de cele mai multe ori, una directivi. Pacientul si
familia trebuie sa fie informati de posibilitatea unor
recidive, dar intotdeauna se va sublinia ci acestea sunt
trecitoare. In concluzie psihoterapia este un adjuvant
si un instrument pretios in tratamentul psihozelor si
abordarea terapeutului trebuie s fie optimistd si sd
respecte demnitatea umani.
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Introduction:

Psychoses are neurodevelopmental —disorders
characterized by: personality disruption, important
alteration of the capacity to test the reality, formal
thought disorders, impaired perception, affective
flattening, apathy and aboulia. Their prevalence
in children and adolescents is estimated at 2 per
100,000 inhabitants (Boeing, Cohen) [1,2]. They are
an important health issue, both as clinical picture and
prognosis.

At first glance, psychotherapy seems to be reserved
for neurosis but, in practice, it is a valuable adjunct
in the treatment of psychoses. Psychotherapeutic
intervention is done in stages, in relation to the
evolutionary stage of psychosis, distinguishing
the acute stage from the remission stage and the
period between episodes. Theoretically, supportive
psychotherapy is used with different variants.

The communication style is gentle, encouraging,
empathic listening to the adolescent is useful, without
unnecessary disagreements, travel restrictions should
be communicated by calm people, in a smiling manner.
Supportive psychotherapy aims to strengthen and
support the defence forces, the protective mechanisms
in the economy of the human psyche, to help restore
psychic balance by strengthening the Ego and to
develop behavioural alternatives in order to ensure
self-control and satisfactory adaptation to the living
conditions.

Principles of supportive psychotherapy (Oancea,
Peter Buckley) [3,4] include the following:
unconditional and without reserve acceptance of the
patient as a human being, distinct and equal in rights;
elucidating the patient’s vision of the world and on
his/her experiences from the perspective of his/her
disabilities; the use this bridge to enable the patient
to make possible changes in personality and accept
wisely what has happened in the world around him/
her; ensure self-control and satisfactory adaptation to
current conditions.

Supportive psychotherapy reduces anxiety and
symptoms. In this context, Gill (1951) [5] developed
short psychotherapies, that do not alter the patients’
defences with weak Ego. He claimed that one should

never attack the defences that are necessary for the
patient to continue to operate because unskilful
therapy could do more harm emphasizing mental
anxiety and disorganization.

Psychological defences must be preserved, even
though they have become pathological (e.g. paranoid
ideas) [3], it is not for the patients to be contradicted
brutally during the florid psychotic episode, they
must be encouraged to express themselves graphically
and use their imagination (Nussbaum and Nussbaum,
2012) [6] which contributes to their clarification.

In dealing with the patients, unconditional support
comes first, the subjects will be protected with calm
and sympathy, will be encouraged and helped to
go through this difficult period of their life, in the
initial stage they will not learn about their problems
and deficits.

The acute stage of psychoses

In the acute stage of psychoses, there is a degree
of psychotic tension which is felt as threatening and
painful by that part of the adolescent’s ego remained
integer. The patient lives the surrounding reality
in a confusing mood, there is an estrangement in
the relationship between the psychotic patient and
the rest of the world, from where he/she receives
threatening messages (Marcelli and Braconier) [7].
The unfamiliar, restrictive environment of the hospital
may exacerbate the confusion (Eggers) [8].

In the initial stage, pain, weakness, delirium,
depression, regression, infantilisation, phobias should
be accepted as such. Although suffering is visible, it
will not be communicated to the patient because such
remarks could be treated as criticism, emphasizing
weaknesses and discouragement.

Organisational measures with

psychotherapeutic component

As organizational measures, minimal information
ought to be provided on the current state, stressing
that it is a transient condition that requires treatment
like any other disease, the support that the patient
will receive from staff is highlighted. In remission
stage, it is mandatory to have a clarifying discussion
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with the patient on what has happened to him/her,
about the disease and its significance, symptoms and
effects (Remschimdt) [9]. In relation to the mood, it
should be insisted on volunteering for responsibilities
in attendance, taking medicines and communication
with outsiders. Non-invasive medical treatments
contribute substantially to their acceptance by the
adolescent and to creating an acceptable atmosphere
around the psychotic adolescent.

The remission stage

In the remission stage, the ego’s strength and its
capacity of assessing the reality will be tested and, in
case they are found satisfactory, the moment of passing
to the second stage will be established, the teenager
will be considered not as a patient but as a person who
can engage in solving his/her own problems. It will
be claimed that he/she should assume responsibility
and he/she will be stimulated to travel the long road
of rehabilitation, with therapeutic support in solving
his/her problems. It takes into account The current
form of defect will be taken into account, as well as
the cognitive deficit, and the difficulties with social
relationships. In the teenager, an important role will
be given to mediating the relationships with family,
through the age specific conflict resolution. The youth
has to be taught again to resume regular life skills and
daily routines.

When confrontation is used with the patient
in remission stage [3], it has the role of developing
motivation to work with the passivity of the patient,
in order to overcome it. It is an apparent therapeutic
change, that lies within the concept of sustaining-
supporting (eng. To support = to help, to stimulate, to
keep something going).

Psychotherapy sessions after discharge

In conjunction with counselling sessions, W.
Brautigam [10] supports the need for meetings
after discharge with the aim of giving support,
encouragement, reassurance, defining issues in
connection to the chronic disease. An initial frequency
from once a week, with gradual spacing leading to one
session every 4-6 weeks is required. The art of that
kind of therapy is maintaining the balance between
the subject’s needs for infantile dependence, emotional
contact and the preservation of a distance from the
therapist. Expectations should not be too high; the
patient who does not advance towards recovery will

feel frustrated if pressed from the outside, feeling
everything like an aggression. The therapist should
assist in understanding and solving current situations,
inclusively by the use of medication. Through these
measures, the patient may remain in the normal life,
avoiding hospitalization.

During long-term support,which can be maintained
for years, a leading relationship (directive) is created.
The customer needs transcend to the foreground and
the current situation is analysed, clarified from the
perspective of the disease, of its consequences and of
certain future therapeutic interventions. Relationship
with the therapist is a support pivot in the labyrinth of
a twisted, unsatisfactory, often conflicting existence [3].

The subject is regularly reinforced through contact
with the reference person (doctor, psychologist,
psychiatric nurse) who is able to integrate complex
information provided by the customer to provide
solutions. The therapist will learn to listen, to
understand what is happening outside of symptoms.
The attitude should be more directive, persuasive, and
encouraging.

The relationship with the patient's family

In parallel, we will work with tutors to reduce
the resonance of their anxiety feelings with those of
the adolescent. Through information and emotional
support, they become adjunctive instruments in the
psychotherapeutic assistance of the patient. Informing
relatives requires meticulosity, being reserved for
person who has the higher grade, using few words at
first, without unnecessary scientific terms, without
worrying prognosis and statements.

Family psycho-education is very important, family
thus becoming more compliant and more involved
in the therapeutic process [3]. The contact with the
family will be maintained, at least in the adolescent,
concomitantly with the latter, but support sessions
can take place in his absence, too, in case of difficulties
in relationships with the family. After Remschmidt,
therapy could take the form of guidance or family
therapy is required [9].

The follow-up study, which was spread over
five years (Rosenbaum et al.) [11], showed a better
evolution of patients who , in addition to therapy,
benefited from supportive psychotherapy. Programma
2000 (Italy) [12] - multimodal protocol of early
intervention in psychosis — includes also, besides
treatment, supportive  psychotherapy, psycho-

34 Romanian Journal Child and Adolescent Neurology and Psychiatry — March 2016 - vol. 22 - nr. 1



CASE REPORTS

Psychotherapy in Adolescent Psychosis * C. Oancea and B. Budisteanu

education and psycho-social interventions. Better
results have been achieved in social skills, emotions
control and negative symptoms.

Case presentations

In the following, we will present two clinical cases
in support of the importance of the psychotherapeutic
approach in psychotic disorder.

Case 1

The 13-year-old patient comes to clinic for:
refusing food and fluids, auditory hallucinations,
negativism, refusal to communicate, agitation,
unmotivated screaming (feels like someone enters his
body) with the onset of about 2 weeks.

From the anamnesis, we retain pre-morbid
personality: shy character, tendency to isolation, poor
social skills and emotional immaturity.

On admission, the patient was pale, had hollow
eyes, psychic contact was difficult to establish, avoided
eye contact, oppositionist, monosyllabic answers, the
mother is very anxious, given the general state of the
child.

He was placed in a side room, the specialist
discussed more with the mother, to abate her anxiety
and to involve her in the therapeutic process.

The mother was advised to avoid the anxious
attitude, not to force him anymore to communicate, to
try to comply with his need for privacy. She was also
informed that it was a transient state, which would
improve gradually. Under treatment with Olanzapine
7.5 mg, Depakine 300 mg, Zoloft 50 mg, with
gradual resumption of food and fluids intake, with the
disappearance of hallucinations and restlessness and
the favourable evolution of the patient.

Towards the patient, the attitude was open,
calm, positive, all his requests were fulfilled, as far as
possible, (he was allowed to visit home after 7 days),
potentially stressful situations or excessive strain
were avoided, the only thing he was asked, was to
take medication and accept the fluid intake (to avoid
invasive treatments).

Given the pre morbid personality, scarce social
skills and poor adjustment to school difficulties,
he was recommended to start psychotherapy. He
was assessed monthly. Currently, his evolution is
favourable and the patient was reinstated in the class

group.

Case2

Patient aged 15 years, comes to clinic for: thoughts
of being chased, suspiciousness, marked psychomotor
agitation, potentially dangerous to others, undue
aggressive reactions, anxiety, insomnia, affective
inversion towards parents, impaired perception (rare
auditory and visual hallucinations).

Pre morbid personality traits: shy, introverted
character, perfectionist, poor social skills, the desire to
assert himself in front of others.

On admission, the parents were very anxious
and claimed that their life was in danger. Many
times during the assessments, the patient asked for
reassurance that he was not watched or listened to
while his discourse was extremely critical of parents
(coprolalia).

The following medication was instituted: Risperdal
3mg, Clopixol 15 drops, Romaprkin 3 capsules,
Depakine Chrono 1000 mg, Levomepromazine
3 capsules, and, a few months later, Serlift was
introduced.

At first, we discussed especially with the teenager
who was nervous, anxious, and confused. In the early
days, the patient’s compulsion to discharge himself
and to express his discontent was observed; no
criticisms of his discourse was expressed.

The patient stayed in the clinic for about 5
days; after that, at his and his parents’ request he
had ambulatory assessment daily. When he asked
to be assessed as outpatient, certain limits were set
(he was to take the treatment, physical violence was
prohibited, he was to return to the clinic in case he
did not feel well).

The evolution was favourable, with the gradual
reduction of vehemence and anxiety, relationships
with parents improved, the patient gradually began to
accept other points of view. He was discharged with
almost complete remission of symptoms, and was to
return every two months or whenever he felt the need
for support.

He was subsequently seen at varying intervals
(from 1 to 3 months) according to his evolution;
sometimes he also suffered conditions that required
a temporary increase in dosage, while the therapist’s
discourse had always been positive, encouraging.
For 2 years now, the patient has been psychiatrically
balanced. Medication has been discontinued gradually
for 1 year, in agreement with the attending physician.
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Conclusions:

There is consistent evidence showing the effec-
tiveness of psychotherapy, family counselling and
multidimensional intervention. A supportive attitu-
de of both patient and family is very important. The
therapist’s approach ought to be positive, gentle, tact-
ful and showing understanding to the needs of pati-
ents. Clear information is to be provided, as synthetic
as possible, overly pessimistic approaches should be
avoided. In the first stage, the therapist will point out
that it is a transitory situation. Later on, in the remis-
sion stage, more information will be provided, in a
more accessible language. After the acute stage, con-
frontation can also be used to stimulate the patient
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