
Schizophrenia



Introduction

 Of all the major psychiatric syndromes, schizophrenia is perhaps the most difficult to define
 and describe. This partly reflects the fact that, over the past century or more, widely divergent
 concepts have been held in different countries and by different people. Although there is now
 a greater consensus, substantial uncertainties remain. Indeed, schizophrenia remains the best
 example of the fundamental issues with which psychiatry continues to grapple—concepts of
.disease, classification, and aetiology



 Historical development of ideas about
schizophrenia

 In the nineteenth century, one view was that all serious mental disorders were expressions of a
 single entity, which Griesinger called Einheitpsychose (unitary psychosis). The alternative
 view, put forward by Morel in France. In 1852 he gave the name démence précoce to a
 disorder which he described as starting in adolescence and leading first to withdrawal, odd
 mannerisms, and self-neglect, and eventually to intellectual deterioration. A few years later,
 Kahlbaum (1863) described the syndrome of catatonia, and Hecker (1871) wrote an account
 .of a condition he called hebephrenia



 Emil Kraepelin (1856–1926) derived his ideas from studying the course and outcome of the
 disorder. His observations led him to argue against the idea of a single psychosis, and to
.propose a division into dementia praecox and manic–depressive psychosis

 Kraepelin originally divided dementia praecox into three subtypes (catatonic, hebephrenic,
 and paranoid), and later added a fourth subtype (simple). He separated the condition that he
 named paraphrenia from dementia praecox on the grounds that it started in middle life and
.seemed to be free from the changes in emotion and volition found in dementia praecox



 Eugen Bleuler (1857–1939) based his work on that of Kraepelin but in comparison, Bleuler
 was concerned less with prognosis and more with the mechanisms of symptom formation.
 Bleuler proposed the name schizophrenia to denote a ‘splitting’ of psychic functions, which
 he considered to be of central importance. He believed in a distinction between fundamental
 and accessory symptoms. Fundamental symptoms included four features sometimes known as
 Bleuler’s ‘four As’: Associations (thought disorder), Affect (blunting, flattening, and
 incongruity of affect), Ambivalence (lack of motivation), and Autism (social withdrawal and
 failure of theory of mind). It is interesting that, in Bleuler’s view, some of the most frequent
 and striking symptoms were accessory (secondary) —for example, hallucinations, delusions,
.catatonia, and abnormal behaviours



Clinical features

 :The cardinal features of schizophrenia have classically been divided into two groupings

 Positive symptoms. These are delusions and hallucinations, the most florid and well-known ●
 .types of symptom of schizophrenia

 Negative symptoms. These are called ‘negative’ symptoms because they reflect a loss of ●
 normal functioning. They are often listed as ‘four As’: alogia (decreased spontaneous
 speech), avolition (decreased motivation), affective flattening (lack of emotional
 expressivity, but not depression) and anhedonia. (These ‘four As’ are related to but distinct
’from Bleuler’s ‘four As



 In recent years, other features of schizophrenia have been grouped together in two further
 :categories

 Behavioural disorganization. This includes formal thought disorder (abnormalities in the ●
 flow and sequence of thoughts; in the past this was often considered as a positive symptom) as
 .well as inappropriate affect and bizarre behaviour

 Cognitive symptoms. The extent and significance of attentional and memory impairments in ●
 schizophrenia,  has been increasingly recognized, and hence they are now often considered as
.a separate symptom category



Acute schizophrenia

 The predominant symptoms differ between acute schizophrenia and chronic schizophrenia,
 and the further description of the clinical syndrome is divided on this basis. Briefly, the acute
 syndrome is dominated by positive symptoms, with subtypes of acute schizophrenia
 classically recognized based upon the relative prominence of different positive symptoms.
 several common features of acute schizophrenia, include prominent persecutory delusions,
 accompanying hallucinations, gradual social withdrawal and impaired performance at work,
 .and the idea that other people can read one’s thoughts



 The speech often reflects an underlying thought disorder, which is reflected in the loosening
 of association between expressed ideas, and may be detected in illogical thinking (e.g.
 ‘knight’s move’ thinking). In its severest form, the structure and coherence of thinking are
 lost, so that utterances are jumbled (word salad). Some patients use ordinary words or phrases
 in unusual ways (metonyms or paraphrases), and a few coin new words (neologisms).
 Disorders of the form (or stream) of thought include pressure of thought, poverty of thought,
.thought blocking, and thought withdrawal



 Auditory hallucinations are among the most frequent symptoms. They may take the form of
 noises, music, single words, brief phrases, or whole conversations. They may be unobtrusive,
 or so severe as to cause great distress. Some voices seem to give commands to the patient.
 Some patients hear their own thoughts apparently spoken out loud and some voices discuss
 the patient in the third person or comment on his actions. Visual hallucinations are less
 frequent, and usually occur together with other kinds of hallucination. Tactile, olfactory,
.gustatory, and somatic hallucinations are reported by some patients



 Delusions are almost invariable in acute schizophrenia. Persecutory delusions are common,
 but are not specific to schizophrenia. Less common, but of greater diagnostic value, are
 delusions of reference and of control (passivity), and delusions about the possession of
.thought

 Insight is almost always impaired. Most patients do not accept that their experiences result
.from illness, but usually ascribe them to the malevolent actions of other people



Chronic schizophrenia

 Although the positive symptoms of the acute syndrome may persist, the chronic syndrome is
 characterized by the negative symptoms of underactivity, lack of drive, social withdrawal,
 .and emotional apathy

 The most striking feature is diminished volition—that is, a lack of drive and initiative. Left to
 himself, the patient may remain inactive for long periods, or may engage in aimless and
 repeated activity. He withdraws from social encounters, and his social behaviour may
 .deteriorate in ways that embarrass other people



 Self care may be poor, and the style of dress and presentation may be careful but somewhat
 inappropriate. Some patients collect and hoard objects, so that their surroundings become
 cluttered and dirty. Others break social conventions by talking intimately to strangers or
.shouting obscenities in public

 Speech is often abnormal, showing evidence of thought disorder of the kinds found in the
 acute syndrome described above. Affect is generally blunted and, when emotion is shown, it
 .is incongruous or shallow



 Hallucinations and delusions occur, but are by no means universal. They tend to be held with
 little emotional response. For example, patients may be convinced that they are being
 persecuted but show neither fear nor anger. Various disorders of movement occur, including
 stereotypies, mannerisms and other catatonic symptoms, and dyskinesias. The latter are
 primarily but not entirely due to antipsychotic medication. Cognitive impairment is
 common, if not universal, in chronic schizophrenia and, together with the negative symptoms,
 contributes to the low level of functioning and poor outcome that still bedevils chronic
.schizophrenia



 Type I and type II schizophrenia

 Crow (1985) described two syndromes of schizophrenia, based upon a combination of clinical
 and neurobiological factors. Type I has an acute onset, mainly positive symptoms, and
 preserved social functioning during remissions; there is a good response to antipsychotic
 drugs, associated with dopamine over activity. By contrast, type II has an insidious onset,
 mainly negative symptoms, and poor outcome and response to antipsychotic drugs, without
 evidence of dopamine over activity but with structural brain changes (especially ventricular
.enlargement)





 Diagnosis

Schneider’s symptoms of the first rank

 First-rank symptoms described by Kurt Schneider (1887–1967), were an attempt to make the diagnosis of schizophrenia
.more reliable by identifying a group of symptoms characteristic of schizophrenia and rarely found in other disorders

Hearing thoughts spoken aloud

Third-person hallucinations 

 ’Auditory hallucinations in the form of a ‘running commentary 

 Somatic (bodily, tactile) hallucinations

 Thought withdrawal or insertion

Thought broadcasting

 Delusional perception 

Feelings or actions experienced as made or influenced by external agents (passivity)



DSM 5 Criteria

 A. Two or more of the following, each present for at least 1 month (or less if successfully
 :treated). At least one of these must be 1, 2 or 3

Delusions .1

 Hallucinations .2 

 Disorganized speech (e.g. frequent derailment or incoherence) .3

 Grossly disorganized or catatonic behaviour .4

 .Negative symptoms (i.e. diminished emotional expression or avolition) .5



 B. Impaired level of functioning in one or more domain (e.g. work, relationships) for a significant
 portion of the time since onset. If the onset is in childhood or adolescence, there is a failure to achieve
 .the expected level of functioning
 C. Continuous signs of the disturbance persist for at least 6 months. This 6-month period must 
 .include at least 1 month of symptoms that meet Criterion A
 D. The patient does not meet criteria for schizoaffective disorder, or a mood disorder with
 .psychotic features
 E. The disturbance is not attributable to the psychological effects of a substance (e.g. a drug of abuse,
 .a medication) or another medical condition
 F. If there is a history of autism spectrum disorder, the additional diagnosis of schizophrenia is
 made only if there are prominent delusions or hallucinations present for at least 1 month, in addition
to the other required symptoms of schizophrenia




