SCHIZOPHRENIA 

INTRODUCTION 

Under the term schizophrenia are included those illnesses, in all age ground, which are characterized from the outset by fundamental disturbances in personality, thinking, emotional life, behaviour, interests and relationships with other people. 

Schizophrenia involves a tendency for the person to withdraw from the environment and to show an internal disintegration of thinking, feeling and behaviors, resulting in an incongruity between his emotional state and his thoughts and actions, a tendency to form characteristics associations in thinking and a tendency to morbid projection. 

The disintegration of mental functions is schizophrenia is molecular and quite different from the ‘molar’ dissociation found in hysteria and multiple personality. 

EPIDEMIOLOGY 

Estimates of the incidence and prevalence of schizophrenia depend on the criteria for diagnosis and the population surveyed. The annual incidence is probably between 0.1 and 0.5 per 1000 of the population. The incidence varies with age, the highest rates occurring in young men and 35 to 39 years old women. The sex ratio is equal. The life time risk of developing schizophrenia is between 7.0 and 9.0 per 100 o the population. The point prevalence of schizophrenia in European countries is probably between 25 and 5.3 per 1000. Collaborative studies by the world health organization have shown that the prevalence of schizophrenia, when assessed in comparable ways, is similar in different countries. The similarities are greatest when Scneider’s first rank symptoms are used as diagnostic criteria. 

There is increased incidence in winter’s births, low birth order in large families, left bloodedness, and low socioeconomic status. 

CLINICAL PRESENTATION 

Of all the major psychiatric syndromes, schizophrenia is much the most difficult to deficit to define and describe, and this is mainly due to the many widely divergent concepts held in different countries and by different psychiatrists. Radical differences of opinion persist to the present day. It is useful to start with a simple comparison between two basic concepts, acute schizophrenia and chronic schizophrenia. 

In acute schizophrenia, the predominant clinical features are delusions hallucinations, and interference with thinking features of this kind are often called positive symptoms. Some patients recover from the acute illness, whilst others progress to the chronic syndrome. 

In acute schizophrenia; the predominant clinical features are delusions, hallucination, and interference with thinking. Features of this kind are often called positive symptoms. Some patients recover from the acute illness, whilst others progress to the chronic syndrome. 

In chronic schizophrenia, the main features are apathy, lack of drive, slowness, and social withdrawal. These features are often called negative symptoms. Once the chronic syndrome is established, far patients recover completely.

NOTABLE HISTORICAL FEATURES OF SCIZOPHRENIA

Emil Kraepelin, 1855 – 1926

Derived his ides form study of the course of the disorder as well as symptoms. His observation led him to organs against the idea of a single psychosis, and to propose a division into dementia praecox and manic depressive psychosis. This grouping brought together as sub-classes of dementia praecox the previously separately entities of hebephrenia and catatonia. He described the illness as occurring in clear consciousness and consisting of a series of states, the common characteristic of which is a peculiar destruction of the internal connections of the psychic personality. The effects of this injury predominate in the emotional and volitional spheres of mental life. 

He originally divided the disorder into three subtypes; catatonic, hebephrenia and paranoid, and later added a fourth, simple. It is commonly held that Kraepelin regarded dementia praecox as invariably progressing to chronic deterioration. 

Eugen Bleuler, 1857 – 1959

Based his work on Kraepelin, and also acknowledged the helps of his younger colleagues, CG Jung in tying to apply of Freud’s ideas to dementia praecox. He was concerned less with prognosis and more with the mechanisms of symptoms formation. He proposed the name schizophrenia to denote a splitting of psychic functions which he thought to be of central importance. Bleuler believed in a distinction between fundamental and accessory symptoms. 

Fundamental symptoms included disturbances of association, changes in emotional reactions, a tendency to prefer fantasy to reality, and autism.

The accessory symptoms included some of the most frequent and striking symptoms; such as hallucinations, delusions catatonia and abnormal behaviour. 

Since Bleuler was preoccupied more with psychopathological mechanisms than with symptoms themselves, his approach to diagnosis was less precise than Krapelin’s. 

Kurt Schneider; 1887 – 1967

Tried to make the diagnosis more reliable by identifying a group of symptoms characteristic of schizophrenia, but rarely found in other disorders. He wrote; among the many abnormal modes of experience that occur in schizophrenia, there are some which are put in the first rank of importance, not because we think in helping us to determine the diagnosis of schizophrenia symptoms of first rank importance do not always have to be present for a diagnosis to be made. Schneider’s first rank symptoms include: 

· Passivity phenomenon:

· Thought withdrawal 

· Thought broadcasting 

· Thought insertion

· Somatic passivity 

· Made acts, impulses, affect 

· Disorders of perception 

· Audible hallucinations 

· Audible thoughts 

· Voices arguing about the subjects 

· Voices commenting on actions in third person 

· Delusions perception 

Second rank symptoms include the remaining disorders of affect, perceptions and thinking. Some of Schneider’s first rank symptoms are used and / or included in the diagnosis criteria for schizophrenia in DSM IV.

DIAGNOSTIC CRITERIA OF SCHIZOPHRENIA FROM DSM – IV

Characteristic symptoms

Two (or more) of the following, each present for a significant portion of time during a one month period (or less if successfully treated):

i) Delusions 

ii) Hallucination 

iii) Disorganized speech (e.g. frequent derailment or incoherence) 

iv) Grossly disorganized or catatonic behaviour 

v) Negative symptoms i.e. affective flattening, alogia or avolition. 

NOTE:  Only one criteria a symptoms is required if delusion are bizarre or hallucinations consist of a voice keeping up a running commentary on the persons behaviour or thoughts or two or more voices conversing with each other. 

Social / occupational dysfunction 

For a significant portion of time since the onset of the disturbance, one or more major areas of functioning such as work, interpersonal relations, or self-care are markedly below the level achieved prior to the onset (or when the onset is in childhood or adolescent, failure to achieve expected level of interpersonal, academic or occupational achievement). 

Duration
Continuous signs of the disturbances persist for at least 6 months. This 6 month period must include at least one month of symptoms (or less if successfully treated) that meet criterion A (i.e. active phase symptoms) and may include periods of prodromal or residual symptoms. During this predromal or residual periods, the signs of the disturbance may be manifested by only negative symptoms or 2 or more symptoms listed in criterion A present in an attenuated from (e.g. odd beliefs, unusual perceptual experiences). 

Schizoaffective and mood disorders exclusion
Schizoaffective disorder and mood disorder with psychotic features have been ruled out because either;

i) No major depressive, manic or mixed episodes have occurred concurrently with the active-phase symptoms or 

ii) If mood episodes have occurred during active phase symptoms, their total duration has been tried relative to the duration of the active and residual periods. 

Substance/General Medical Condition Exclusion
The disturbance is not due to the direct physiological effects of a substance (e.g. a drug of abuse, a medication) or a general medical condition. 

Relationship To A Pervasive Developmental Disorder
If there is a history of autistic disorder or another pervasive developmental disorder, the additional diagnosis of schizophrenia is made only if prominent delusions or hallucinations are also present for at least a month (or less of successfully treated). 

Schizophrenia Subtypes
The subtypes of schizophrenia are defines by the predominant symptomatology at the time of evaluation. 

295.30 Paranoid Type

A type of schizophrenia in which the following criteria are met: 

A. Preoccupation with one or more delusions or frequent auditory hallucinations

B. None of the following is prominent; disorganized speech, disorganized or catatonic behaviour, or flat or inappropriate affect. 

295.10 Disorganized Type

A type of schizophrenia in which the following criteria are met; 

A. All of the following are prominent: 

· Disorganized speech 

· Disorganized behaviour 

· Flat or inappropriate affect

B. The criteria are not met for catatonic type 

295.20 Catatonic Type

A type of schizophrenia in which the clinical picture is dominated by at least two of the following: 

1. Motoric immobility as evidence by cataplexy (including waxy flexibility)

2. Excessive motor activity (that is apparently purposely and use influenced by external stimuli)

3. Extreme by negativism (an apparently motiveless resistance to all instructions or maintenance of a rigid posture against attempts to the moved) or mutism.

4. Peculiarities of voluntary movement as evidenced by posting (voluntary assumption of inappropriate or bizarre posture), stereotyped movements, prominent mannerisms, or prominent grimacing. 

5. Echolalia or echopraxia. 

295.90 Undifferentiated Type

A type of schizophrenia in which symptoms that meet criterion A are present, but the criteria are not met for the paranoid, disorganized, or catatonic type. 

295.60 Residual Type

A type of schizophrenia in which the following criteria are met;

1. Absence of prominent delusions, hallucinations, disorganized speech, and grossly disorganized or catatonic behaviour.

2. There is continuing evidence of the disturbance, as indicated by the presence of negative symptoms or 2 or more symptoms listed on criteria A for schizophrenia, present in an attenuated form (e.g. odd beliefs, unusual perceptual experiences). 

Acute and Chronic Features of Schizophrenia

Acute Syndrome
· Lack of insight 

· Auditory hallucinations 

· Ideas of reference 

· Suspiciousness 

· Flatness of affect

· Voices speaking to the patients 

· Delusional mood 

· Delusions of persecution 

· Thoughts alienation 

· Thoughts spoken aloud 

Chronic Syndrome 
· Social withdrawal 

· Under-activity or overactivity 

· Lack of conversation 

· Fear leisure interest 

· Slowness

· Odd ideas, behaviour or movements / positive
· Depression 

· Neglect of appearance 

· Threats or violence 

· Poor mealtime behaviour 

· Sexually unusual behaviour 

· Suicidal attempts
· Incontinence
Note:  Different features may predominate within a syndrome, and also some patients have features of both the acute and chronic syndrome. 

Symptomatic schizophrenia 

This is the condition in which the symptoms of schizophrenia occur with organic disease of the central nervous system. Also known as organic brain syndrome certain organic conditions that can produce secondary schizophrenic syndrome include; 

· Temporal lobe epilepsy (complex partial seizures)

· Encephalitis 

· Amphetamine abuse 

· Alcohol abuse 

· In the post partum and post-operative periods 

Type I and type II schizophrenia 

Type I

Has an acute onset, mainly positive symptoms, and a good social functioning during remissions. It has a good response to neuroleptics, with biochemical evidence of dopamine overactivity. 

Type II

Has an insidious onset mainly negative symptoms, and poor outcome. It has a poor response to neuroleptics, without evidence of dopamine overactivity and has evidence of structural change in the brain especially ventricular enlargement. 

Note

In practice, although some patients can be recognized to have a type I syndrome, those with type II are much less common, and patients mostly show a mixture of type I and II symptoms. 

AETIOLOGY OF SCHIZOPHRENIA 

Genetic theory 

The evidence of genetic factors in schizophrenia is strong and derived from studies of the occurrence of schizophrenia in the relatives of schizophrenics and form twin studies. From family studies, the rate was higher among the siblings of probands than in the general population. The rates were also increased among the children of the probands. Twin studies concordance rates in monozygotic pairs have varied considerably but have always been higher than the concordance rates in dizygotic pairs. In adoption studies, the rate of schizophrenia was greater among the biological relatives of the schizophrenia adopters than among the relatives of controls. 

Monogenic and polygenic theories assume that schizophrenia is a single disease and especially in associated with a dominant gene of variable penetrance. Heterogeneity theories explain the observed pattern of incontance of proposing that schizophrenia is a group of disorders. 

Neuropathological theory 

Signs of neurological abnormality have often been detected in schizophrenia patients, and although it’s possible that some of these signs resulted from coincidental neurological diseases he might reflect the causative process. The neuropathology includes; 

· Soft signs i.e. neurological signs without localizing significant such as abnormalities in stereo genesis, graph aesthesia, balance and proprioception. 

· Thickening of the corpus callosum 

· Cerebella atrophy detected by CT scan 

· Ventricular enlargement 

It was also concluded that neurological conditions associated with schizophrenia have the common feature of affecting the temporal lobe. The virus hypothesis indicated that the delayed effects of some neurotrophic viruses suggested that schizophrenia might be a late effect of an infection in infancies or in perinatal life e.g. late consequence of encephalitis lethargica.
Neurophysiological studies 

Investigations on abnormalities of brain physiology were mainly concerned with electrical activity of the brain and with cerebral blood flow. Compared with normal people, schizophrenic patients generally have increased amounts of beta activity, fast activity, and paroxysmal activity in their EEG. Using PET, there is a reduction in the ratio of glucose consumption in the frontal compared with the posterior cortex – hypofrontality. This corresponds to evidence of reduced cerebral blood flow in the frontal lobes. Psychological tests suggest that there is a greater abnormality in the left than in the right cerebral hemisphere. 

Psychodynamic theories 

Freud’s theory on Narcissism; on introduction,’ in the first stage libido was withdrawn from external objects and attached to ego.  The result was exaggerated self-importance. Since the withdrawal of libido made the external world meaningless, the patient attempted to restore meaning by developing abnormal beliefs. 

The origins of schizophrenia were in infancy (Melanie Klein). On the paramedic schizoid position, the infant was thought to deal with innate aggressive impulses by splitting  both his won ego and his representation of his mother into two incompatible parts, one wholly good, and the other wholly bad. Only later on the child realizes that the same person could be good at one time and bad at another. Therefore failure to pass through this stage adequately was the basis for the later development of schizophrenia. 

Family theories 

Two kinds theory have been proposed about the family as a cause of the onset of schizophrenia i.e. 

· Deviate role relationships in which one parent yielded to the others (usually mother’s) eccentricities, which dominated the family “MARITAL SKEW,” and in which parents maintained contrary views so hat the child had divided together ‘MARITAL SCHISM,” 

· Disordered family communication which originated from the idea of ‘DOUBLE BLIND’ whereby an instruction is given overly but contraindicated by a second more covert instruction. This leaves the child able to make only ambiguous and meaningless responses. Schizophrenia develops when this process persists. 

Psychosocial theories  

Later of incidence are higher in countries with contrasting cultures. Schizophrenia is over presented among people of lower social class, and in the disadvantaged inner city areas as places of residence. High rate shave been reported among migrants due to both social selection, and social causation. Social isolation increases the rates of schizophrenia especially those living alone, the unmarried, and those with few friends. 

Biochemical theory 

Transmethylation; in which it is suggested that abnormal methylated metabolites of mescaline, and recently of indolamine–N–dimethylthyplamine, when formed in the brain might produce the psychological symptoms of schizophrenia. The dopamine hypothesis involves the transmitter dopamine whose release worsens schizophrenia symptoms, and blockage relieves the symptoms. Through studies there is evidence from biochemical studies on postmortem brains from schizophrenia patients of increased dopamine receptors density in the caudate, nucleus putamen and nucleus acumbens; of increased concentrations of dopamine in the amygdala of the left hemisphere, with smaller increases in the caudate nucleus; and of increases of the peptides cholecystokinin, somatostatin, and vasoactive polypeptide in the limbic regions. 

Precipitating factors 

· Physical illnesses and head injuries 

· Child bearing 

· Psychosocial stresses 

· Alcoholism 

· Social and environmental factors 

MANAGEMENT OF SCHIZOPHRENIA 

DIAGNOSIS 

This encompasses history taking and physical examination, and also including the etiological theories and their associated precipitating factor a person with no relevant somatic disease experiences any of the Schneider’s first rank symptoms, the diagnosis is schizophrenia, of course in consultant with DSM IV diagnostic criteria. 

The differential diagnosis to be considered and noted out include paranoid personality, paranoid delusion in depressive illness, hypomanic and manic states, alcoholic paranoid state and organic states with paranoid delusions such as epilepsy, myxoedema, dementus and chronic intoxication with substances e.g. bromides. 

PHARMACOTHERAPY 

Neuroleptics (Antipsychotic drugs)

This is the mainstay of treatment, and that whatever the drug, most patients receiving antipsychotics improve. Drugs treatment is more effective for the positive symptoms of schizophrenia such as hallucinations and delusions, and least effect on the negative symptoms.  The neuroleptics include:

· Phenothiazines e.g. chlorpromazine, trifluopranazine, thionadazone

· Butyrophenones e.g. Galoperidol, domperidol 

· Thioxanthenes e.g. chlorprothroene, thiolioxene 

· Diphenylbutylpioperidines e.g. primozide, penfluridol 

· Dibernzoxazepines e.g. chozapine, penfluridol 

· Substituted benzamides e.g. sulporide 

· Miscellaneous e.g. respevoidone, remoximide 

Classical neuroleptics are effective in alleviating positive symptoms when atypical neuroleptics are useful in alleviating negative symptoms. Oral and depot preparations have well established roles in the prevention of relapse ion schizophrenia. 

Some chronic schizophrenia do not respond even to long term medication and others remain well without drugs. Maintenance may not be required to certain patients especially those with:

· Acute psychotic episodes 

· Post partum schizophrenia attack 

· Postictal or interictal psychosis 

· Very deteriorate chronic patient who are refractory to drug therapy. 

On resistance cases, the drug doses are adjusted according to plasma levels and as well shifting from one class to another. Other forms of therapy may be helpful. Newer agents may be effective in schizoaffective diseases rather than the use of multiple neuroleptics. There are dose variations in different patients and this should be communicated appropriately. Africans may require lower closed than previously instructed. 

Benzodiazepines 

 Reduce anxiety and agitation associated with acute attacks 

Lithium 

For schizoaffective illness 

B Blockers e.g. propranolol 

These increase serum levels of neuroleptics and also for akathesia treatment

Antidepressants 

Of there is superimposed depressed, and administered in lower doses and for short periods. 

ELECTROCONVULSIVE THERAPY, ECT

The indicators in the treatment of schizophrenia are: 

· Acute psychotic episodes 

· Catatonic stupor 

· Severe depressive symptoms accompanying schizophrenia 

· Cases refractory or intolerant to drug therapy 

· Those requiring massive doses of neuroleptics 

The effects of ECT are often rapid and striking in these conditions 

PSYCHOTHERAPY 

Occurs in three forms

· Individual psychotherapy. There is however danger of causing over stimulation and consequent relapse. 

· Group therapy – though of little importance in acute episodes 

· Family education and counseling especially when directing to reducing specific problems. 

BEHAVIOUR THERAPY 

Individual methods include social skills training. Taken economies also use positive and negative reinforcement to alter behaviour. Rewards may be praise and interest. 

FOLLOW – UP MANAGEMENT 

After Care for Good Prognosis Patients 
· Take medication in reducing dosage for at least 3 months 

· Give advice about avoiding obviously stressful events 

· Regular outpatient visits a few months after medication has been stopped and symptoms have ceased. 


After Care for Poor Prognosis Patients without Major Social Handicaps 
· Maintenance drug therapy. Minimum dosages required to suppress the symptoms

· Regular reviews  of patients mental state and social adjustment

· Avoid stressful situations and find a suitable occupation.  

Patients with Chronic Handicaps 
· Maintenance drug therapy 

· Rehabilitation tailored to the needs of the individual patients and this requires more emphasis than medication. Early rehabilitation in hospital has significant advantage especially patients with poor social adjustment and behaviour defects. 

· Special areas for rehabilitation can be set a side for such chronic schizophrenia other than their homes or the hospital. 

COURSE AND PROGNOSIS OF SCHIZOPHRENIA 

There are wide variations in outcome for schizophrenia is a serious disease. A proportion of patients fail to recover, some only make a partial recovery but many patients can recover fully form attacks of schizophrenia. The prognosis always has to be assessed in each case on is own merits. 

Favourable Prognostic Indicators 
· An acute onset of illness 

· Precipitation by environmental or physical factors 

· Well – adjusted, stable previous personality 

· The presence of true affective components in the illness.

· A pyknic (eurymorphic) physique

· A history of previous attacks from which the patient has made a complete recovery. 

Features That Indicate a Poor Prognosis 
· Long duration of illness, over 2 years 

· A gradual onset

· An unstable, ill-adjusted previous personality 

· An early age of onset

· Marked leptomorphic physique 

· Absence of clear precipitating factors. 

Follow-Up Studies on Hospital Patients Reveal That; 
· ¼ patients – ends in severe deterioration 

· ¼ patients – end showing a marked personality defect 

· ¼ patients – end in mild personality defect 

· ¼ patients – never completely within any residual symptoms or defects 

