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Introduction

Schizop’mrenia can be a particu[avly disa’oling illness because its course,
although variable, is frequenﬂy chronic and re lapsing. The care of patients

with schizophrenia p(aces a considerable burden on all careers, ﬁfom the

’s famil through to the health and social services.




Epidemiology of schizophrenia

Incidence :  15-50 per 100,000 popu[aﬁon per year

alence: 1%




A etiology :

1-Genetic risk facl:ors : The most important risk factor for

schizop

nrenia (s having a relative suﬁering ﬁfom this disorder. The risk

to develop schizop’mfenia fov the geneval popula’cion is 0.5 -1%,

elatives of 3 schizop’mfenia patient is 10% and the




2-Antenatal and perinatal risk factors

Second-trimester exposure to inﬂuenza infec’cion may increase the risk
of the foe‘cus subsequenﬂy developing scnizop’mrenia. Associations have
also been found with maternal measles and rubella infections.

There is a sign@ﬁcant association between schizop hrenia and prematwe

r, low birth weigh‘t and use of



3-Biological risk factors

Head injury: This may lead to paranoid schizophrenia.

Epilepsy and temporal lobe disease: The most common causative
factor that results in both schizophrenia and epilepsy might have
developed in the uterus.

isuse: Cannabis may increase the risk of schizophrenia in

AL alleles in COMT




4-Demographic risk factors
Age and gender: Male schizop hrenia patients tend to have more severe
disease, with earlier onset, more structural brain diseases and worse

premor’o id aayus‘cmen’c compared to the female patients.

Advanced patema[ age at the time o_f birth is a risk fac‘cov for the offspving to




2. Social drift explanation: people who have an underlying predisposition to
schizophrenia are more likely to drift down the social scale.

Rural/urban difference: The higher prevalence of schizophvenia in urban areas
is due to interaction of genetic factors, migration, higher rates of social

ore social prololems in the inner ci’cy. There is more

compared to



5-psychological risk factors
Stress_'ﬁd [@fe events are a precipitant of the ﬁvs’c ep isode psychosis.

High expressed emotion comprising over- involvement, critical comments

nily members for more than 35 hours per week




Neurobiology of schizophrenia

Gross pathological changes in schizophrenia:

1. Atrop hy of the pveﬁfontal cortex and temporal lobe (disturbed neural
network in the preﬁfon‘ca[ and medial ‘cemporal lobes is the core
psychopathological feature).

in the corpus callosum.

encement of disease (CT changes in the



Histological changes in schizophrenia:

1. Cellular loss in the hippocampus.
2. Reduction of the number of medio-dorsal thalamic neurons.

ced neuronal density in the prefrontal, cingulate and motor cortex

ippocampus and temporal



Neurochemical abnormalities

Dopamine: Lccrease dopamine in mesolimbic pathway and the dopamine
hypo’ches s proposes that increased levels of dopam'me cause schizophvenia.

Serotonin (5 HT): There is an interesting relationship between serotonin and

erotonin pa’chways which are aﬂ%c’ced n schizophrenia

substantia nigra



DSM-5 Diagnostic Criteria of Schizophrenia
Presence of 2 oY more of the fo”owing symptoms over a 1 month period:

a. Delusions b. Hallucinations

c. Abnormal speech d. Disorganized behavior e. Negaﬁve symptom

(at least 1 of which must be a, b or ¢) Such that an individual’s premor’o id
level of ﬁmctioning S sgffected in several major domains of lﬁe. There must
' lrment over a period of at least 6 months, duving which

or residual symptoms.



Types of schizophrenia

1. Paranoid type (best prognosis): Older patients (Onset is in their late
twenties or thirties) .Presenting Symptoms: Preoccupation with delusions
and/or hallucinations, usuaﬂy Involv ing grandeuv or persecution

sorganized type :(worst prognosis) younger than 25, Disorganized

e affect. Marked regression to



3. Catatonic type Psychomotor Disturbances, ranging from severe
retardation to excitation. Extreme negativism. Peculiarities of vo[un’cary
movements. Mutism (s very common Complications: Medical care may

be necessary because of exhaustion, malnutrition, self- inflicted injury,

tteria for schizophvenia. Do not meet



Differential diagnosis

1. Misuse Qf substances such as alcohol, stimulants, hallucinogens,or

sympa’chomime’cles

2. Medications include steroids, an’cicholinevgics and anﬂparkinson dmgs.
3. General medication condition including: CVA, CNS infection, CNS

tumours, temporal lobe epilepsy, metabolic abnormalities (vitamin Biz

deﬁciencies, thiamine deﬁciencies), head njury, SLE, acute intermittent

ine abnormalities related to thyro id and adrenal glands.

(c Teatures.



Management of an acute episode of schizophrenia

When the diagnosis S suﬁcienﬂy clear, an‘cqosychoﬁc medication is started.

The an’c'qosychotic eﬂ?ec’c may not occur immediately, but anﬁpsychotics also

have a calmlng eﬁect which may reduce the need for a sedative agent.

Antipsychotic drug therapy
nt for acute psychoﬂc symptoms is antipsychoﬁc
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ipsychot

Conventional Atypical

Haloperidol 2-30mg | Risperidone |  4-16 mg

Olanzapine 5-20 mg

150-800 mg



Side effect of Conventional antipsychotics

Sedation, 70—80%
Anﬁcholinergic and an‘ci—adrenergic qffec‘cs (includin dry mouth,
constipation, blurred vision, urinary retention, tachycardia), 10—50%
Extrapyvamidal side eﬂ?ec‘cs (parkinsonism, dys‘conia, akathisia,
neuro [epﬁc ma[ignan’c syndvome), 60%

Tardive dyskinesia: 4% per year of anﬁpsychoﬁc medication

ac’cowhoea and o[igomenowhoea



Side effect of Atypical antipsychotics (e.g. risperidone, olanzapine)
* Sedation

*  Weight gain

*  Orthostatic hypotension

* Hyperglycaemia
* Sexual dysfunction

.ne




Prognosis of schizophrenia:

Good prognosis Poor prognosis
Demographics: women, married Men, single

chiatric history, family history of
izophrenia

Nature of illness: late onset of symptoms, Early onset, negative symptoms
paranoid type, positive symptoms
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Other psychiatric disorders

* Prodromal symptoms of Schizop hrenia

® (atatonia




Prodromal symptoms of Schizophrenia

Prodromal symptoms Vefevs to arange of sub jective experiences that occurs

prior to the onset of schizophrenia.

Overview of Positive Symptoms:

- Unusual perception - Odd be[iefs




Overview of negative symptoms:
- Blunted affect

- A motivation - 1solation and social withdrawal

Cognitive symptoms

ed academic, work or social functioning, and self care




Interventions:

- Careful observation

- Consideration of differential diagnosis including organic causes
- Consideration of comorb 'Ldity such as substance abuse

- Aim to minimize risk of relapse

e exposure to cannabis and psychostimulants via psychoeducation,

tion for maintenance antipsychoﬁc treatment

[)
)



Catatonia

Causes qf catatonia: schizop hrenia, severe depressive disorder, ioipoiar

disorder, organic disorders e.g. CNS

infections, CNS tumour, cerebrovascular accident, severe intoxication of

recreational drugs and lethal catatonia.

linical features: Amb itendeney, automatic obedience

exiioiiity / cataiepsy, negativism, stereotypy,



Management strategies (non-pharmacological):

Hydration, early mobilization, close monitoring, transferal to 1CU if

patient deteriorates.

Medications:

orazepam up to 4mg per day).




Schizoaffective disorder

Epidemiology

Lifetime prevalence: 0.05% - 0.08% -M:F Women > men
Diagnostic criteria:

The DSM-5 specified that for an individual to fulfill

lagnostic criteria, there must be the presence of solely hallucinations or delusions for at

ive episode, ’chroughou’c the whole duration of the




DSM-5 has specified 2 subtypes of schizoaffective

disorder, which are: a. B'qoolar type - Whereby a manic episode s part of the entire course
of the illness.

b. Depressive type - Whereby amajor depvesslve ep'tsode s part of the entire course of the

illness

Investigations: same as schizophrenia.




. Psychosocial treatments: similar to schizop hrenia.
Prognosis:

+ The outcome for schizoqﬁective disorder is intermediate between

lve disorders.




Brief or acute/transient psychotic disorder
Age of Onset: 20-30 years.
Gender: More common in women.

Aeﬁology:

e stressful life event e.g. disaster, bereavement or severe psychological




Diagnostic criteria:
The DSM-5 specified that for an individual to fulfill this diagnosis, he/she
must have, for aduration of between 1 day to 1 month the fo”owing

symptoms:

a. Delusions. b. Hallucinations

ech. d. Gvossly disorganized or catatonic behaviour

sslon or ’o'qoolar



Precipitant: With or without stressful life event, and with postpartum onset

Symptoms: Present with delusions, hallucinations, disorganized speech,

disorganized or

Catatonic behavior.




Treatment:

1) Short-term use of low dose an‘cipsychoﬁc e.g. V'Lsperidone 110 2mg daily to
control psychotic symptoms.

2) Short-term use of low dose benzodiazepine e.g. lorazepam o0.5mg for sleep.

pportive psychotherapy.




Delusional disorders
Incidence: 1-3 per 100,000
Mean Age of onset: 35 years for men

45 years for women

Gender ratio: More common in women. Eratomania is more common in




3) The key neuroanatomical areas involved are the basal ganglia and the
limbic system.

4) The cognitive theory proposes that delusions are caused ’oy cognitive
deﬁci’cs, Vesulﬁng n misinterpretation of external Vea[i’cy.

5) Organic diseases such as CNS disorders (e.g. Parkinson’s disease,
Hun‘cing‘con’s disease, sub-arachnoid haemowhage, brain tumour),
degenerative disorders (e.g. Alzheimer’s disease), infectious diseases (e.g.
osyphilis, encephali‘cis), metabolic diseases (e.g. hyper calcaemia,

epatic encephalopathy),

oldism,




Diagnostic criteria (DSM-5):
At least 1 month’s duration.

individuals need to have ﬁxed, ﬁrmed and unshakeable Ioeliefs (delusions) for a minimum
duration of at least 1month. These delusional Ioeliefs must not have a marked impairment

on an individual’s level of ﬁmc’cioning.

Individuals might experience hallucinations at times, but the content of the hallucinations

tion to the delusional beliefs.




c. Jealous type - characterized as individuals believing that their loved ones

are not faithful

d. Persecutory type - characterized as individuals ’oe[iev'mg that others are

out there to harm, cheat or even poison them

e. Somatic type - characterized as individuals Ioelieving that there are some

abnormalities pertaining to bodily functions.




Management : 1) Hosp italization may be appropriate gc the patient has high risk of suicide
or self—harm (e.g. high risk for se[f—operaﬁon in delusion of dysmorphopho’oia) ! high risk of
violence or aggression (e.g. a patient with morbid jealousy IS using vio lence to nterrogate

the spouse) and there is a need to app [y Mental Disorder and
Treatment Act to treat the patient during compulsory admission.

2) Pharmacological treatment: similar to schizophrenia, antipsychotics and

benzodiazepine. Patient may require covert antipsychotics (e.g. administering liquid




