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ABSTRACT 
Hallucinations in children and adolescents are now known to occur on a continuum from 
healthy to psychopathology-related phenomena. Although hallucinations in young 
populations are mostly transient, they can cause substantial distress. Despite hallucinations 
being widely investigated, research so far has had limited implications for clinical practice. 
Adolescent delusional disorder is a serious mental illness characterized by unshakable false 
beliefs not based on reality.Adolescents with delusional disorder experience symptoms like 
anxiety, depression, and hallucinations related to their delusions.Delusions are categorized 
into several types, such as erotomanic, grandiose, jealous, persecutory, somatic, and mixed 
types. 
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DELUSIONS 
Adolescent delusion in addiction is false beliefs or misconceptions that occur in young 
individuals who are struggling with substance use disorders. These delusions manifest in 
various  forms,  such  as  paranoid  thoughts,  grandiose  ideas,  or  hallucinations,  and  are  
influenced by the effects of drugs or alcohol on the brain.Delusions in the context of 
addiction aggravate substance misuse behaviors, impair judgment, and hinder the individual’s 
ability to seek help or engage in treatment. Adolescence is a time of significant emotional, 
cognitive, and social development and this period, for some adolescents, is marked by the 
emergence of delusions, which are distressing and disruptive.The exact causes of delusional 
disorder in adolescents remain unclear due to the complexity of mental health conditions and 
the limited understanding of the brain processes involved. Delusions in adolescents are 
diagnosed based on the presence of false beliefs that persist despite evidence to the contrary, 
and they must be distinguished from normal adolescent thinking. The presence of delusions 
in adolescents also is indicative of delusional disorder, which is listed in the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) as a serious mental illness. 
According to this primer on the evaluation and management of psychotic disorders in 
children and adolescents, delusions are a feature of conditions such as major depression, 
bipolar disorder, or dissociative states.  

Additionally, substance abuse or compulsive behaviors serve as coping mechanisms 
for teenagers experiencing distressing delusions, further entrenching addictive 
patterns. Addressing adolescent delusions within the framework of addiction requires 
comprehensive assessment and tailored interventions that address both the substance use 
disorder and the underlying psychiatric symptoms. 
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Common Signs and Symptoms of Delusions 
Delusional disorder in adolescents is attributed to the presence of one or more delusions that 
last for at least one month. The following are symptoms of delusional disorder in adolescents: 

 Non-bizarre delusions (e.g., believing that someone is following them) 
 Cranky, angry, or low mood 
 Anxiety or depression 
 Hallucinations related to the delusion (e.g.,  smelling a bad odor if  they believe they 

have an odor problem) 
 An inability to see the delusions as false or troublesome 
 A belief that others are taking advantage of them 
 Mistrusting friends and family 
 An inability to see the delusions as false or troublesome 
 A belief that others are taking advantage of them 
 Mistrusting friends and family 
 Changes in sleeping and/or eating patterns 
 Loss of usual interest in activities or of motivation and energy 
 Difficulty organizing thoughts and/or speech 
 Development of unusual ideas and/or behaviors 
 Change in personality 
 Feeling like things are unreal 
 Feelings of grandiosity 

Not  all  adolescents  with  delusional  disorder  will  exhibit  all  of  these  symptoms,  and  the  
specific symptoms differentiate depending on the individual and the type of delusion they are 
experiencing.  
 
CAUSES 
The exact causes of adolescent delusions are not fully understood, but they are believed to 
result from a combination of genetic, neurobiological, environmental, and psychological 
factors. Below are the common factors: 

 Genetics: Adolescents with a family history of psychotic disorders are at increased 
risk of developing delusions. 

 Neurobiological factors: Imbalances in neurotransmitters such as dopamine and 
serotonin contribute to the development of delusions. 

 Environmental factors: Traumatic experiences, stress, and substance abuse increase 
the risk of developing delusions. 

 Psychological factors: Personality traits such as low self-esteem or a tendency to 
ruminate also play a role in the development of delusions. 
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Differential diagnoses 
Although there are no lab tests to specifically diagnose delusional disorder, the doctor might 
use diagnostic tests, such as imaging studies or blood tests, to rule out physical or other 
psychiatric illnesses as the cause of the symptoms. These include: 

 Alzheimer’s disease 
 Epilepsy 
 Obsessive-compulsive disorder 
 Bipolar disorder 
 Personality disorders 
 Delirium 
 Other schizophrenia spectrum disorders 

 
Types of Delusions 

1. Grandiose delusions: Teens believe they have special powers, talents, or abilities. 
2. Persecutory delusions: Adolescents feel they are being targeted or harmed by others. 
3. Delusions of reference: Teens deem that ordinary events or actions have special 

importance or meaning for them. 
4. Thought broadcasting: Teens think that their thoughts are being broadcast to others. 
5. Thought insertion: Adolescents are convinced that their thoughts are being inserted 

into their minds by an external source. 
 

Hallucinations 
Hallucinations are misinterpretations in the absence of a sensory stimulus. Hallucinations can 
be frightening but there’s usually an identifiable cause. Hallucinations in children involve 
false perceptions of reality, such as hearing voices or seeing images that aren’t real. While 
they  may  seem  concerning,  most  are  temporary  and  resolve  on  their  own. Some common 
childhood experiences may seem similar to hallucinations, such as imaginary friends, 
fantasies, and night terrors. However, medical professionals view these as different from 
hallucinations.Imaginary friends and fantasies typically appear or disappear at the child’s 
wish, don’t pose any threat, and are a source of comfort. Night terrors often involve 
misperceiving furniture, curtains, or shadows as frightening objects, which is an illusion 
rather than a hallucination. 

 
Types of Hallucinations 

1. Auditory hallucination: This is the most common form of hallucination in 
schizophrenics and refer to the perception of non- existent sounds. Auditory 
hallucination is also a well recognized feature of bipolar disorder and dementia, 
although they can occur in the absence of mental health conditions. 

2. Visual hallucinations: These are less common hallucinations, but they can be very 
strong. Here a person visualize something that does not exists or something that does 
exists but visualize it incorrectly. Several conditions can cause visual hallucinations 
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including dementia (lewy body dementia), migraine (fortification spectra) and drug 
(psychedelic like LSD) or alcohol addiction(Lilliputian). 

3. Gustatory and Olfactory hallucinations: Olfactory hallucination involves smelling 
odors that do not exist, whereas in Gustatory hallucinations feels taste of something 
which is not present, mostly in temporal lobe damage. The damage might be caused 
by a virus, trauma, brain tumor or exposure to toxic substances or drugs. 

4. Tactile Hallucinations: This refers to a condition when an individual senses that they 
are being touched when they are not. It is associated with the substance abuse such as 
cocaine (cocaine bug) or amphetamine. 

5. Somatic Hallucination: This refers to a condition when an individual experiences a 
feeling of their body being seriously hurt through mutilation or disembowelment. 

 
Common Signs and Symptoms of Hallucinations:  
Some of the common signs and symptoms of Hallucinations include: 

1. Feeling bodily sensations (feeling of crawling of bugs etc beneath the skin) 
2. Hearing sounds or voices when no one has spoken 
3. Visualizing patterns, lights, beings or objects that are absent 
4. Smelling a foul or pleasant odor in absence of a real stimuli 

 
Differential Diagnosis 
The differential diagnosis of hallucinations comprises a range of psychiatric disorders, 
including 1) clinical diagnoses where hallucinations are not necessarily the hallmark 
feature, but may be viewed as comorbid or associated symptoms, such as disruptive 
disorders and anxiety disorders; 2) psychiatric disorders that are typically defined by 
psychotic features, such as schizophrenia, major depressive disorder with psychotic 
features, and bipolar disorder with psychotic features; and 3) prodromal and at-risk 
clinical states. In addition, organic, nonpsychiatric disorders may present with 
hallucinations. Finally, parents may confuse children’s night terrors and illusions with 
hallucinations. Parents may be concerned that hallucinations are present in children who 
tend to stare off into space at night, scream in the midst of a night terror, or misperceive 
curtains, shadows, and bedroom furniture as frightening objects in a dark room. 

Hallucinations in children have been noted in bereavement situations where the 
surviving parent is emotionally unavailable, in anxious low-functioning children, and in 
the face of psychosocial adversity and family psychopathology. In a preliminary 
retrospective study of hallucinations in children by Garralda, the children were described 
as having emotional or conduct disorders. Among 62 nonpsychotic children with 
hallucinations seen in a psychiatric emergency service, the following diagnoses were 
represented: depression (34%), attention deficit hyperactivity disorder (ADHD) (22%), 
and disruptive behavior disorder (12%). 

In assessing preschool and early school-age children, the presence of benign 
phobic hallucinations should be considered. Benign phobic hallucinations—which are 
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visual and tactile, anxiety related, present at night, and self-limited—have been reported 
to occur only in this age group. 
 
Therapeutic Interventions for Adolescent Hallucinations and Delusions 
Treating adolescent hallucinations and delusions typically comprises a combination of 
pharmacological and psychosocial interventions. Some prevalent therapeutic approaches 
consist: 

 
1. Medication: Antipsychotic medications are prescribed to help alleviate the symptoms 

of delusions, especially in cases where they are severe or persistent. 
2. Cognitive-behavioral therapy (CBT): CBT helps adolescents identify and challenge 

their delusional beliefs, develop coping strategies, and improve their problem-solving 
skills. 

3. Family therapy: Involving family members in therapy improves communication, 
reduces family stress, and provides support for the adolescent. 

4. Conventional antipsychotics: Also called neuroleptics, these have been used to treat 
mental disorders since the mid-1950s. They work by blocking dopamine receptors in 
the brain. Dopamine is a neurotransmitter believed to be involved in the development 
of delusions.  

5. Atypical antipsychotics: These  newer  drugs  appear  to  help  treat  the  symptoms  of  
delusional disorder with fewer movement-related side effects than the older typical 
antipsychotics. They work by blocking dopamine and serotonin receptors in the brain. 
Serotonin is another neurotransmitter believed to be involved in delusional disorder. 

6. Psychoeducation: Educating adolescents and their families about delusions, their 
causes, and treatment options diminishes stigma and ameliorates treatment adherence. 

7. Supportive therapy: Providing a supportive and empathetic environment supports 
adolescents to feel understood and validated, which is beneficial in reducing the 
distress associated with delusions. 
If a teen is experiencing delusions, seek professional help. The diagnosis and 
treatment of delusional disorder should be carried out by a qualified mental health 
professional. The earlier the support is sought, the sooner the individual receives 
appropriate treatment and returns to a healthy and fulfilling life. 
 

CONCLUSION 
Delusion vs. hallucination 
A person with a delusion believes something that isn't true no matter how much evidence you 
give  to  the  contrary.  For  example,  they  may  believe  a  family  member  is  trying  to  poison  
them. Hallucinations involve the senses – seeing, feeling, or hearing something that isn't 
there, for example.  
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Hallucinations do not last as long as delusions, they completely absorb the mind of an 
individual experiencing them. Delusions, on the other hand, once they appear can last for the 
period of the whole life of an individual.  It is usually not helpful to argue with someone who 
has hallucinations or delusions. Hallucinations and Delusions can be cured with the help of 
medications (antipsychotics), psychotherapy, and self-help groups that can enable a person to 
cope up with them.  
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