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Schizophrenia 

Schizophrenia is a severe mental disorder and it affects individuals from various 

backgrounds. This condition is characterized by wide range of cognitive and behavioral 

impairments. A significant phenomenon typical of schizophrenia is psychosis which is 

“significant loss of contact with reality”. 

Schizophrenia is a chronic brain disorder that affects less than one percent of the population. 

When schizophrenia is active, symptoms can include delusions, hallucinations, trouble with 

thinking and concentration, and lack of motivation. However, with treatment, most symptoms 

of schizophrenia will greatly improve. 

While there is no cure for schizophrenia, research is leading to new, safer treatments. Experts 

also are unraveling the causes of the disease by studying genetics, conducting behavioral 

research, and using advanced imaging to look at the brain’s structure and function. These 

approaches hold the promise of new, more effective therapies. 

The complexity of schizophrenia may help explain why there are misconceptions about the 

disease. Schizophrenia does not mean split personality or multiple-personality. Most people 

with schizophrenia are not dangerous or violent. They also are not homeless nor do they live 

in hospitals. Most people with schizophrenia live with family, in group homes or on their 

own. 

Research has shown that schizophrenia affects men and women about equally but may have 

an earlier onset in males. Rates are similar around the world. People with schizophrenia are 

more likely to die younger than the general population, in part because of high rates of co-

occurring medical conditions, such as heart disease and diabetes. 

Symptoms 
When the disease is active, it can be characterized by episodes in which the patient is unable 

to distinguish between real and unreal experiences. As with any illness, the severity, duration 

and frequency of symptoms can vary; however, in persons with schizophrenia, the incidence 

of severe psychotic symptoms often decreases during a patient’s lifetime. Not taking 

medications as prescribed, use of alcohol or illicit drugs, and stressful situations tend to 

increase symptoms. Symptoms fall into several categories: 

o Positive psychotic symptoms: Hallucinations, such as hearing voices, paranoid delusions and 

exaggerated or distorted perceptions, beliefs and behaviors. 

o Negative symptoms: A loss or a decrease in the ability to initiate plans, speak, express 

emotion or find pleasure. 

o Disorganization symptoms: Confused and disordered thinking and speech, trouble with 

logical thinking and sometimes bizarre behavior or abnormal movements. 

o Impaired cognition: Problems with attention, concentration, memory and declining 

educational performance. 

Symptoms usually first appear in early adulthood. Men often experience symptoms in their 

late teens or early 20s and women often first show signs in their 20s and early 30s. More 



subtle signs may be present earlier, including troubled relationships, poor school performance 

and reduced motivation. 

Before a diagnosis can be made, however, a psychiatrist should conduct a thorough medical 

examination to rule out substance misuse or other neurological or medical illnesses whose 

symptoms mimic schizophrenia. 

Types of schizophrenia 
There are several types of schizophrenia. 

Paranoid schizophrenia 
This is the most common form of schizophrenia. It may develop later in life than other types 

of schizophrenia. Symptoms include hallucinations and/or delusions, but your speech and 

emotions may not be affected. 

Hebephrenic schizophrenia 
Also called ‘disorganised schizophrenia’, this type of schizophrenia usually develops when 

you are 15-25 years old. Symptoms include disorganised behaviours and thoughts, alongside 

short-lasting delusions and hallucinations. You may have disorganised speech patterns and 

others may find it difficult to understand you. 

People with disorganised schizophrenia often show little or no emotions in their facial 

expressions, voice tone, or mannerisms. At times they have inappropriate emotional 

responses to the situation, such as laughing at something sad. 

Catatonic schizophrenia 
This is the rarest schizophrenia diagnosis, characterised by unusual, limited and sudden 

movements. You may often switch between being very active or very still. You may not talk 

much, and you may mimic other’s speech and movement. 

Undifferentiated schizophrenia 
Your diagnosis may have some signs of paranoid, hebephrenic or catatonic schizophrenia, but 

it doesn’t obviously fit into one of these types alone. 

Residual schizophrenia 
You may be diagnosed with residual schizophrenia if you have a history of psychosis, but 

only experience the negative symptoms (for example; slow movement, poor memory, lack of 

concentration and poor hygiene). 

Simple schizophrenia 
With simple schizophrenia, the negative symptoms (for example; slow movement, poor 

memory, lack of concentration and poor hygiene) are most prominent early and will get 

worse. It is rare to experience positive symptoms (hallucinations, delusions, disorganised 

thinking). 

Cenesthopathic schizophrenia 
People with cenesthopathic schizophrenia experience unusual bodily sensations. 



 Unspecified schizophrenia 

Symptoms meet the general conditions for a diagnosis, but do not fit in to any of the above 

categories. 

Causes of schizophrenia 

The cause of schizophrenia is unknown, but it is usually a combination of the following 

factors: 

 Genetics – Schizophrenia tends to run in families but there isn’t a single gene 

responsible 

 Stressful life events – For example money problems, bereavement, abuse or becoming 

homeless 

 Drugs – Some people develop schizophrenia after using cannabis or other recreational 

drugs 

 Brain chemistry – It’s thought that for people with schizophrenia their levels of 

natural chemicals dopamine and serotonin have changed or become imbalanced 

 Brain development – Some studies have shown that injury or differences to the brain 

could be linked to schizophrenia. It’s possible that birth complications could also be 

linked 

Research has shown that schizophrenia is a result of complex interplay between genetic and 

environmental factors.  

Diagnosis 
In the absence of a biological marker, diagnosis of schizophrenia relies on 
examination of mental state, usually through a clinical interview, and observa- tion of 
the patient’s behaviour. Table 1 shows the diagnostic guidelines ac- cording to the 
two major current classification systems. 
 

As can easily be seen, the two systems overlap to a considerable extent, while 
retaining some differences. The ICD-10 represents a compromise between research 
findings and various diagnostic practices in different countries and is probably better 
suited for worldwide utilization. 
 

Any approach to the diagnosis of schizophrenia should, however, take into account 
the following: 

 Current operationalized diagnostic systems, while undoubtedly very reliable, 
leave the question of validity unanswered in the absence of external validating 
criteria. Diagnosis of schizophrenia should therefore be considered a provisional 
tool that organizes currently available scientific knowledge for practical pur- 
poses, but leaves the door open to future developments. 

 Since the boundaries between schizophrenia and other psychotic disorders are 
ill-defined, differential diagnosis, particularly during the early stages, can be 
difficult. No single sign or symptom is specific of schizophrenia so the 
diagnosis always requires clusters of symptoms to be recognized over a 



period of time. Careful standardized diagnostic assessment, while useful for 
research, may not be necessary in clinical practice. 

 The diagnosis of schizophrenia does not carry enough information for 
treatment planning. Symptoms suggestive of schizophrenia can be found in a 
number of neurological and psychiatric disorders. Therefore, differential 
diagnosis should consider the following conditions: 

• epilepsy (particularly temporal lobe epilepsy); 
• central nervous system neoplasms (particularly frontal or limbic); 
• central nervous system traumas; 
• central nervous system infections (particularly malaria and other parasitic 

diseases, neurosyphilis, herpes encephalitis); 
• cerebrovascular accidents; 
• other central nervous system diseases (leukodystrophy, Huntington’s 

disease, Wilson’s disease, systemic lupus erythematosus etc.); 
• drug-induced psychosis (especially related to use of amphetamines, LSD 

and phencyclidine); 
• acute transient psychosis; 
• affective disorder; 
• delusional disorder. 

 

Diagnostic criteria for schizophrenia 
 

ICD-10 DSM-IV 

 

   A minimum of one very clear symptom 

belonging to any one of the groups 

listed below as (a) to (d) or symptoms 

from at least two of the groups 

referred to as (e) to (i) should have 

been clearly present for most of the 

time during a period of 1 month or 

more. 

a) Thought echo, thought insertion or 

withdrawal and thought broadcasting 

b) delusions of control, influence or passivity, 

clearly referred to body or limb movements 

or specific thoughts, actions or sensations; 

delusional perception 

c) hallucinatory voices giving a running 

commentary on the patient’s behaviour or 

discussing the patient among themselves, or 

other types of hallucinatory voices coming 

from some part of the body 

 

d) persistent delusions of other kinds that are 

culturally inappropriate and completely 

impossible, such as religious or political 

identity, or superhuman powers and abilities 

 

A. Characteristic symptoms: Two or 

more of the following, each present for a 

significant portion of time during a 1-month 

period, or less if successfully treated: 
1) Delusions, 2) Hallucinations, 3) 

Disorganized speech, 
e.g. frequent derailment or incoherence, 4) 

Grossly disorganized or catatonic 

behavior, 5) Negative symptoms, i.e. 

affective flattening, alogia or avolition. 

Note: Only one criterion A symptom is 

required if delusions are bizarre or 

hallucinations consist of a voice 

keeping up a running commentary on 

the person’s behaviour or thoughts, or two 

or more voices conversing with each 

other. 

B. Social/Occupational dysfunction. For a 

significant portion of the 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 



(e.g. being able to control the weather or 

being in communication with aliens from 

another world) 

 

 

e) persistent hallucinations in any modality, 

when accompanied either by fleeting or 

half- formed delusions without clear 

affective content or by persistent over-

valued ideas, or when occurring every day 

for weeks or months on end 

 

 

f) breaks or interpolations in the train of 

thought, resulting in incoherence or 

irrelevant speech, or neologisms 

 

 

g) catatonic behaviour, such as excitement, 

posturing. or waxy flexibility, 

negativism, mutism and stupor 

 

 

h) ‘negative’ symptoms such as marked 

apathy, paucity of speech and blunting or 

incongru- ity of emotional responses, 

usually resulting in social withdrawal and 

lowering of social performance; it must be 

clear that these are not due to depression 

or neuroleptic medication 

 

 

i) a significant and consistent change in the 

overall quality of some aspects of personal 

behaviour, manifest as loss of interest, 

aimlessness, idleness, a self-absorbed 

attitude and social withdrawal. 

childhood or adolescence, failure to 

achieve expected level of interpersonal, 

academic or occupational 

achievement). 

C. Duration. Continuous signs of the 

disturbance persist for at least 6 months. 

This 6-month period must include at least 

1 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 these prodromal or 

residual periods, the signs of the 

disturbance may be manifested by only 

negative symptoms or two or more 

symptoms listed in criterion A present in an 

attenuated form (e.g. odd beliefs, unusual 

perceptual experiences). 

D. Schizoaffective and mood disorder 

exclusion. Schizoaffective and mood 

disorders have been ruled out because 

either (1) no major depressive, manic or 

mixed episodes have occurred 

concurrently with the active-phase 

symptoms or (2) if mood episodes have 

occurred during active-phase symptoms, 

their total duration has been brief relative 

to the duration of the active and residual 

periods. 

E. Substance/general medical 

condition exclusion. The disturbance is 

not related to the direct physiological 

effect of a substance (e.g. a drug of 

abuse, a medication) or a general medical 

condition. 

F. 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 if successfully treated). 

Most neurological disorders can usually be ruled out by the presence of typical physical 
signs or by the findings of laboratory tests. However, the possibility of a neurological 
or medical disease should be suspected and carefully investi- gated at the first onset of 
psychosis, especially if this occurs in childhood or old age, in the presence of unusual 



features or when there is a marked change in quality of symptoms during the course 
of the disorder. 
Differentiation between schizophrenia and other mental disorders requires 
consideration of the patient’s history and clustering of symptoms, sometimes 
supplemented by longitudinal observation of the course of the illness. 

Treatment 

Though there is no cure for schizophrenia, many patients do well with minimal symptoms. 

Medication can reduce symptoms and greatly reduce future worsening of symptoms. 

Psychological treatments such as cognitive behavioral therapy or supportive psychotherapy 

may reduce symptoms and enhance function, and other treatments are aimed at reducing 

stress, supporting employment or improving social skills. 

A variety of antipsychotic medications are effective in reducing the psychotic symptoms 

present in the acute phase of the illness, and they also help reduce the potential for future 

acute episodes. 

Diagnosis and treatment can be complicated by substance misuse. People with schizophrenia 

are at greater risk of misusing drugs than the general population. If a person shows signs of 

addiction, treatment for the addiction should occur along with treatment for schizophrenia. 

There is no cure for schizophrenia, however, with the right treatment, it’s possible to limit 

symptoms and reduce chances of further episodes. 

Everyone’s experience of schizophrenia is different. It may get better or worse, you may have 

episodes of being unwell, or its effects may be more constant. Up to 3 in 10 people may have 

a lasting recovery, and 1 in 5 may have significant improvement. Around half of people 

diagnosed with schizophrenia will continue to manage it as a long-term illness. 

The most common treatment for schizophrenia is medication and talking therapies. 

Medication 

Your doctor may offer you antipsychotic medications. These help to reduce the symptoms of 

schizophrenia, but will not cure it. You should work with your doctor to find the best 

medication for you. A carer or family member can also help decide. 

If the side effects of the medication are too difficult to cope with after trialling it for a few 

weeks, you can speak to your doctor about trying something else. It’s important not to stop 

suddenly as this can cause withdrawal symptoms. You should review your medication with 

your doctor at least once a year. 

Talking therapies 
Talking therapies, sometimes referred to as psychosocial treatments, help you to look at your 

thoughts and behaviours. 

Cognitive behavioural therapy (CBT) 
CBT looks at how your thoughts and feelings affect your actions, and how they may be 

causing difficulties. It will help you to change negative thinking patterns and recognise when 

you’re becoming unwell. CBT can help you manage your feelings and symptoms better. 



Arts therapies 
Creative activities such as art, music, drama or dance help you to express yourself in a 

therapeutic environment with a trained therapist. These types of therapies are often helpful if 

you find it difficult to talk. 

Family intervention 

This type of talking treatment involves your family or carers. It helps work out ways to 

support you best, coping and solving problems together. You don’t have to be there if you 

prefer not to be. 

Self-care 
Your health or social worker may offer to support you with self-management. Or you may be 

offered peer support from other people who have schizophrenia. 

Self-care focuses on ways you can manage your symptoms yourself such as: 

 Exercise 

 Diet 

 Relationships 

 Daily routines 

 Taking medication 

 Recognising your triggers and when you’re becoming unwell 

 Maintaining recovery 

 What to do in a crisis and where to get help 

 

Rehabilitation and Living With 

Schizophrenia 
 

Treatment can help many people with schizophrenia lead highly productive and rewarding 

lives. As with other chronic illnesses, some patients do extremely well while others continue 

to be symptomatic and need support and assistance. 

After the symptoms of schizophrenia are controlled, various types of therapy can continue to 

help people manage the illness and improve their lives. Therapy and supports can help people 

learn social skills, cope with stress, identify early warning signs of relapse and prolong 

periods of remission. Because schizophrenia typically strikes in early adulthood, individuals 

with the disorder often benefit from rehabilitation to help develop life-management skills, 

complete vocational or educational training, and hold a job. For example, supported-

employment programs have been found to help persons with schizophrenia obtain self-

sufficiency. These programs provide people with severe mental illness with competitive jobs 

in the community. 

For many people living with schizophrenia family support is very important to their health 

and well-being and its important for families to be informed and supported 

themselves. Organizations such as the Schizophrenia and Related Disorders Alliance of 

American and Mental Health America offer resources and support to individual and families. 


