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Introduction 

• Schizophrenia is a clinical syndrome that involves disturbance in cognition, emotion, 
perception, and other aspects of behaviour. 
 

• Greek roots Skhizein (“to split”) and Phren (“mind”). 
 

• It is heterogenous in its Cause, Clinical features, Course, Prognosis and Response to 
treatment. 
 

• Eugene Bleuler gave the term Schizophrenia. 

 



Epidemiology 

• Lifetime prevalence of Schizophrenia is about 1 percent. 
 

• Earlier onset in Males (10-25 years) as compared to Females (25-35 years). 
 

• 1st degree relative = x10 times greater chances of developing the disease. 
 

• Incidence rate per thousand people 0.42 in India. 
 

• Incidence does not vary with Social class. 



Etiology 

• The exact cause of Schizophrenia is not known as yet. 
 

• More than one causative mechanisms interact to cause the disorder. 
 

• Main etiological theories include: 

• Biological 

• Psychosocial 

Biological 

 

• Genetics: Family, Twin & Concordance studies 

• Neurochemical: Dopamine, Serotonin, Glutamate, Epinephrine 

• Neural Circuit: Disrupted neuronal integrity, altered prefrontal 

cingulate and inferior parietal cortex 

• Psychoneuroimmunology: Decreased T-cell Interleukins 

production, Abnormal cellular reactivity to neurons 
 

 Psycho-Social 

 

• Psychoanalytic Theory 

• Family Dynamics 

• Migration and life changes 

• Psychosocial stresses and Social isolation 



Etiology continued… 

Genetics  

 

 

 

 

 

 

 

Conclusion: 
 

• No gene has yet been isolated.  

• Studies support that genetic factors play an etiological role in Schizophrenia and mode of Inheritance is probably 
Polygenic. 

 

Family Studies 

 

• 10% risk in Siblings 

 

• 12% risk in Children of one 

parent with Schizophrenia 

 

• 50% risk in Children of both 

parents with Schizophrenia 

 

Concordance Studies 

 

• Schizophrenia Concordance rate 

is 8-12% in Dizygotic twins. 

 

• In Monozygotic twins it is 

around 50% 

Adoptive Studies 

 

• Studies the role of Genetic versus 

Environmental factors. 

 

• Biological relative of Schizophrenia 

adoptee had higher rates of 

Schizophrenia as compared to Non-

Schizophrenia adoptee. 

 



Etiology continued… 

Neurochemical: 
 

• Schizophrenia is considered to be due to hyperactivity of Dopamine and Serotonin. 

 

• Balance between Dopamine and Serotonin is altered in Schizophrenia. 

 

• Gamma-Aminobutyric acid (GABA) activity is decreased which leads to increased activity of 
Dopamine. 

 

• Increased activity of Norepinephrine has been proposed in Schizophrenia. 

 

• Peptides E.g. Substance-P, Cholecystokinin and Somatostatin have been hypothesized to play role 
in Schizophrenia. 

 

Conclusion: 
 

• It has been proposed that multiple neurotransmitters are involved in etiopathogenesis of 
Schizophrenia. 



Etiology continued… 

Neuroanatomical Theories: 
 

According to this theory: 
 

• Enlarged Cerebral ventricles are seen in individuals with Schizophrenia. 
 

• Atrophy and reduced volume of Brain in Schizophrenia. 
 

• Abnormalities in Prefrontal, Limbic system and Temporal lobes. 
 

• But these findings are not conclusive. 



Etiology continued… 

Psycho-Social: 
 

• Freud, Melanie Kleine, Hartman and others suggested the role of Defective Ego in the 
causation of Schizophrenia. 

 

• Pathology of the family environment E.g. Broken home, Unstable parents, and Eccentric child 
rearing practices were seen in many cases pf Schizophrenia. 

 

• Two anomalous family situations leading to the onset of illness include: 

a. Deviant Role Relationship 

b. Disordered Communication 



Clinical Features & Diagnosis 

For the diagnosis of Schizophrenia “ICD-10” is used which is the WHO classification (Criteria Below) 

 

A. Presence of the psychotic symptoms for most of the time during a period of one month or more. 

 

B. At least one (if clear) or two or more (if not clear cut) of the following symptoms: 

1. Thought Echo, Thought Insertion/Withdrawal or Thought Broadcasting 

2. Delusional Perception, Passivity Delusion 

3. Hallucinatory voices commenting on one’s behaviour or voices coming from some parts of the body 

4. Impossible delusions (E.g. Communicating with Extra-terrestrial creation) 

 

C. Symptoms from at least two of the following groups: 

1. Persistent Hallucinations in any modality 

2. Thought disturbances resulting in incoherence 

3. Catatonic symptoms 

4. Negative Symptoms not attributable to medication 

5. Change in the overall personality pattern or deterioration 



Clinical Features & Diagnosis 

According to DSM-5, Two or more of the following may be present: 
 

1. Delusion 

2. Hallucination 

3. Disorganized Speech 

4. Disorganized Behaviour (Catatonic Behaviour) 

5. Negative symptoms (Diminished emotional expression or Avolition) 

 

Duration: 

• 6 months (DSM-5) 

• 1 month (ICD-10) 

 



Schizophrenia Types 

According to ICD-10, following types of Schizophrenia have been recognised, namely: 

 

i. Paranoid Schizophrenia 

ii. Hebephrenic Schizophrenia 

iii. Catatonic Schizophrenia 

iv. Simple Schizophrenia 

v. Undifferentiated Schizophrenia 

vi. Post-Schizophrenic Depression 

vii. Residual Schizophrenia 

 

NOTE: There are “NO” Types of Schizophrenia in DSM-5. 



Paranoid Schizophrenia 

• Commonest type of Schizophrenia 
 

• Presence of Paranoid delusion 
 

• Hallucinations are common with Paranoid theme 
 

• Late Onset 
 

• Hallucinations of other modalities are present but not prominent 



Hebephrenic Schizophrenia 

• An Early onset occurring at or around Puberty 
 

• Onset Insidious but may also be acute 
 

• Formal Thought disorders are prominent 
 

• Silly smiles and Laughter 
 

• Hallucinations may be present 
 

• Progress rapidly leading to Personality deterioration and Negative symptoms 



Catatonic Schizophrenia 

• Motor and Volitional disturbances are more prominent 
 

• Excitatory Type:  

• Stereotyped and Purposeful excitement 

• Overactivity 

• Impulsive behaviour 

 

• Stupor Type:  

• Mutism  

• Negativism 

• Posturing 

• Echolalia 

• Echopraxia  



Simple Schizophrenia 

• Slow and Progressive withdrawal from social and work situation 
 

• Insidious onset 
 

• Lack of drive and emotion 
 

• Behaviour is Odd and Eccentric 
 

• Self Absorbed 
 

• No Hallucination or Delusion 



Undifferentiated Schizophrenia 

• When several psychotic symptoms are present and differentiation to any clinical group is not 
possible, it is said to be Undifferentiated Schizophrenia. 

Post-Schizophrenic Depression 

• In this type, the Depressive symptoms become florid as an outcome of Schizophrenia and not as a 
Reaction to it. 
 

• There should be History of Schizophrenia in the previous one year. 



Residual Schizophrenia 

• It is a chronic stage of Schizophrenia with incomplete remission 
 

• Residual Symptoms present include: 
 

• Lack of drive 

• Underactivity 

• Shallow Affect 

• Regressed Behaviour 



Differential Diagnosis 

• Affective Disorder with Psychotic symptoms 
 

• Schizoaffective Disorder 
 

• Drug-induced Psychosis 
 

• Acute and Transient Psychotic Disorder (ATPD) 
 

• Personality Disorders 
 

• Organic Psychosis and Psychosis associated with Epilepsy 



Comorbidity 

• 50% Schizophrenics have Tobacco Use Disorder and smoke cigarettes regularly. 
 

• Anxiety Disorders and Obsessive-Compulsive Disorders. 
 

• Schizotypal or Paranoid Personality Disorder may precede the onset of Schizophrenia.  
 

• Weight gain, Diabetes Mellitus, Cardiovascular and Pulmonary disease. 
 

• Approximately 5-6% individuals with Schizophrenia die by suicide and 20% attempt 
suicide on one or more occasions.  



Management 

Management of Schizophrenia is done in OPD and IPD setting basis. 
 

HOSPITALIZATION: 
 

• Risk of Suicidal or Homicidal conditions. 

• Significant Confusion/Extreme Fear. 

• Command Hallucinations. 

• Patient unable to plan and care for themselves. 

• Problems in Follow-up. 

• Severely debilitated Schizophrenia. 

• Patients with some associated Physical illness. 

 



Management 

INVESTIGATIONS: 
 

• CBC, Hb% 

• Serum Electrolytes 

• Blood Urea & Creatinine 

• Lipid profile 

• LFT 

• ECG 

 

TREATMENT: 
 

• Pharmacological 

• Non-Pharmacological (Psychosocial Interventions) 

 

 



Management 

PHARMACOLOGICAL: Antipsychotics used include -  

 

 

 

 

 

 

 

TIPS: Start with “LOW DOSE” AND “GO SLOWLY” with titration according to benefit. 

TYPICAL ANTIPSYCHOTICS 

Drug Daily Dose 

Haloperidol 5-30 mg/day 

Trifluoperazine 5-30 mg/day 

Chlorpromazine 300-1000 mg/day 

ATYPICAL ANTIPSYCHOTICS 

Drug Daily Dose 

Risperidone 4-8 mg/day 

Olanzapine 10-20 mg/day 

Quetiapine 400-600 mg/day 

Aripiprazole 10-30 mg/day 



Treatment of Acute Phase 

INTRAMUSCULAR FORMULATIONS: 
 

• When agitation and aggression are emergent concerns Intramuscular formulation such as 
Haloperidol (10mg) or Olanzapine (10mg) should be given followed by Oral formulation. 

 

 

ELECTROCONVULSIVE THERAPY: 
 

• It is effective in breaking Psychotic symptoms. 

• It is an option to control Violence and Catatonic symptoms. 

 

 

 

 

 



Maintenance Treatment 

• Majority of patients need Maintenance treatment to control Risk of Relapse & 
Exacerbation. 
 

• The dose of the drug is same at which the symptoms were controlled. 
 

• Duration of Maintenance therapy depends on the length of illness and number of 
previous episodes. 
 

• For one or two episodes treatment of maintenance is for 1 to 1.5 years. 
 

• For three or more episodes treatment should be given for life. 

 



Treatment Continued… 

• Atypical Antipsychotics are preferred due to its effect on positive and negative symptoms 
of Schizophrenia as well as Affective symptoms which at time may be present.  
 

• Atypical Antipsychotics have better tolerability and safety profile. 
 

• Once selected the drug can be prescribed in divided doses usually twice a day. 
 

• Sometimes Long Acting Benzodiazepines like Clonazepam are prescribed to calm and 
sedate the patients. 



Treatment of Adverse Effects 

• Extrapyramidal symptoms (EPS) includes: 

1. Dystonia 

2. Oculogyric Crisis 

3. Pseudo-parkinsonism 

4. Akinesia 

5. Akathisia 
 

• Treatment with Anticholinergics E.g. Benztropine, Trihexyphenidyl etc. 
 

• Adverse Effects with Novel Antipsychotics are seen and dealt with accordingly E.g. 

i. Agranulocytosis with Clozapine 

ii. Risk of Weight gain and Diabetes 

iii. Increased Prolactin levels 

These should be treated by stopping the drug 

and shift to other drug, diet control & exercise. 



Treatment in Special Conditions 

• In case of Non-compliance Long Acting Depot preparation is used. 

LONG ACTING DEPOT 

Drug Dose Interval 

Fluphenazine  

Decanoate 

25-50 mg I.M. 2-4 weeks 

Haloperidol 

Decanoate 

50-200 mg I.M. 

 

Once a month 

Flupentixol  

Decanoate 

20-120 mg I.M. 

 

1-4 weeks 

Zuclopenthixol  

Decanoate 

150-300 mg I.M. 

 

2-4 weeks 

 

Risperidone  

Long-Acting 

25-37.5 mg I.M. 

 

2 weeks 

 



Psycho-Social Intervention 

Individual Psychotherapy: 
 

• It is mainly Supportive to help the patient adapt to the details of daily life. 

 

Group Therapy: 
 

• It is the mainstay of treatment for both Inpatients and Outpatients. 

 

Family Therapy: 
 

• Psychoeducational intervention is done. 

• To deal as Crisis Intervention. 

 



Psycho-Social Rehabilitation 

 

GOAL: 
 

• To remediate disabilities and overcome handicaps and the return of patient to productive life. 

 

PROCEDURE: 
 

• By “SOCIAL SKILLS TRAINING” 

• Patient is given training to communicate with strangers and families people and to reduce 
socially inappropriate behaviour. 

 



Other Matters related to Schizophrenia 

 

• 10-20% of patients are poor responders to Antipsychotics where “CLOZAPINE” may be 
used in the dose range 25-900 mg per day in divided doses. 

 

• Start with lowest dose in two divided doses and increase slowly until desired efficacy is 
reached. 



Course and Prognosis 

The Course of Schizophrenia may follow the following patterns: 
 

1. Single Episode with Complete Remission 
 

2. Single Episode with Incomplete Remission 
 

3. Multiple Episodes with Stable Inter-episodic Deficit 
 

4. Multiple Episodes with Progressive Inter-episodic Deficit 
 

5. Multiple Episodes with Complete Inter-episodic Remission 
 

6. Continuous Course 

 

 



Prognosis 

• The deterioration usually occurs during the first five years after onset. 
 

• Those who have not remitted after 2-3 years have a poor outcome. 
 

• Indicators of Good Prognosis: 
- Acute onset and short duration 

- Presence of precipitating factors 

- Late age of onset 

- Good Premorbid adjustment 

- Good Social Support 

- Married 

- Absence of Family history of Schizophrenia 

- Presence of Affective symptoms 

 

• Prognosis is better in developing countries than in developed countries. This is probably due to 
good social support system in developing countries.  

 




