Schizophrenia and related Psychoses
Schizophrenia
       Derived from the Greek roots schizein ("to split") and phren ("mind"), 
       Describes a mental illness characterized by impairments in the perception, paranoid or bizarre delusions or disorganized speech and thinking with significant social or occupational dysfunction. 
       Diagnosis is based on the patient's self-reported experiences and observed behavior. 
       occurs equally in males and females 
       Onset: 
       Men:  20–28 years 
       Women: 26–32 years
Causes
Genetic - high level of heritability 
       General population = 1%
       One Parent = 6%-15%
       Both Parents=35%
       Siblings = 9%-10%
       Children = 13%
       Monozygotic Twins = 48%-50%
       Dizygotic Twins = 15%-17%
       Uncles/Aunts = 2%
       Nephews/Nieces = 4%
       Grandchildren = 5%
       Half-siblings = 6%
       First cousins = 2%
       Spouses of patients = 2%
Prenatal
       prenatal exposure to infections increases the risk for developing schizophrenia later in life 
Social Risk factors
       Living in an urban environment 
       Social disadvantage 
 poverty 
 migration due to
       social adversity, 
       racial discrimination, 
       family dysfunction, 
       unemployment  
       poor housing conditions. 
       Childhood experiences of abuse or trauma  
       Unsupportive dysfunctional relationships
Substance use
       strong evidence of drugs triggering either the onset or relapse of schizophrenia in some people 
       Amphetamines trigger the release of dopamine and excessive dopamine function is believed to be responsible for many symptoms of schizophrenia (dopamine hypothesis of schizophrenia)
       heavy use of hallucinogenic or stimulant drugs
Psychological
       Ex. Persons who have impaired reasoning about social situations and mental states, difficulty distinguishing inner speech from speech from an external source, and difficulties with early visual processing and maintaining concentration 
       Schizoid and Schizotypal personalities
Neural
       Dopamine hypothesis of schizophrenia
 proposed that a malfunction involving dopamine pathways was the cause of the positive symptoms of schizophrenia. 
 Increase dopamine
       neurotransmitter glutamate and the reduced function of the NMDA glutamate receptor
 abnormally low levels of glutamate receptors found in postmortem brains of people previously diagnosed with schizophrenia
Brain Imaging Studies
       CT and MRI studies
       Decreased brain structure volume
       Enlarged lateral and third ventricles
       Atrophy of frontal lobe, cerebellum, and limbic system (hippocampus, amygdala)
       Increased size of sulci (fissures)
Phases of Schizophrenia
       1. Prodromal
       2. Active
       3. Residual
1. Prodromal Phase
       Characterized by:
       Social withdrawal 
       Impairment in role functioning
       Peculiar or eccentric behavior
       Neglect of personal hygiene and grooming
       Blunted and inappropriate affect
       Disturbance in communication
       Bizarre ideas
       Unusual perceptual experiences
       Lack of initiative, interests, or energy
       Length: highly variable; lasts for many years before deteriorating to schizophrenic state
2. Active Phase/Schizophrenia
       Two or more of the following, each present for a significant portion of time during a one-month period (or less, if successfully treated):
       Delusions, hallucinations 
       disorganized speech (ex. frequent derailment or incoherence; speaking in abstracts). 
       grossly disorganized behavior (ex. dressing inappropriately, crying frequently) or catatonic behavior 
       negative symptoms, i.e., affective flattening (lack or decline in emotional response), alogia (lack or decline in speech), or avolition (lack or decline in motivation). 
       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. 
       Duration: Continuous signs of the disturbance persist for at least six months. This six-month period must include at least one month of symptoms (or less, if successfully treated). 
       Schizophrenia cannot be diagnosed if symptoms of mood disorder or pervasive developmental disorder are present, or the symptoms are the direct result of a substance (e.g., abuse of a drug, medication) or a general medical condition.
Types of Symptoms
	       Positive – reflect an excess or distortion of normal functions
       Delusions
       Hallucinations
       Flight of ideas
       Echopraxia
       Associative looseness
       Ambivalence
       Ideas of reference
       Perseveration
	 Negative – reflect a diminution or loss of normal functions
 Alogia
 Anhedonia
 Apathy
 Blunted affect
 Catatonia
 Lack of volition (Avolition)


3. Residual Phase
       Follows after active phase
       Symptoms are similar to those of Prodromal phase
       Prominent are flat affect, impairment in role functioning
Types of Schizophrenia
       Paranoid type: where delusions and hallucinations are present but thought disorder, disorganized behavior, and affective flattening are absent 
       Disorganized type: thought disorder and flat affect are present together 
       Catatonic type: prominent psychomotor disturbances are evident. Symptoms can include catatonic stupor and waxy flexibility
       Undifferentiated type: psychotic symptoms are present but the criteria for paranoid, disorganized, or catatonic types have not been met 
       Residual type: where positive symptoms are present at a low intensity only
Related Psychotic Disorders
       Schizoaffective d/o – s/s of schizophrenia with strong element of mood d/o
       Brief Psychotic d/o –sudden onset of psychosis lasting less than a month
       Schizophreniform d/o – s/s of schizophrenia lasting at least 1 month but less than 6 months
       Shared Psychotic d/o – develops due to a close relationship with someone who has the psychosis (delusion)
Eugene Bleuler’s Four A’s of Schizophrenia
       1. Affective disturbances
       2. Autism
       3. Associative looseness
       4. Ambivalence
Perception
Hallucination –false sensory perceptions associated with external stimuli, may involve any of the 5 senses
       Auditory – hearing voices, command hallucination
       Visual – see images: people/ unformed images
       Tactile – sense of being touch: often on or under the skin
       Gustatory – taste: unpleasant taste
       Olfactory – smell
Illusion – misperception or misinterpretations of real external stimuli
Content of Thought
       Delusions
       False beliefs that are inconsistent with the person’s intelligence or cultural background
       Person continues to have the belief inspite of obvious proof that it is false and irrational
Treatment Modalities of Schizophrenia and Related Psychoses
       Individual Psychotherapy: reality-oriented therapy
       Group therapy: shown to be ineffective
       Behavior therapy
       Social Skills therapy
       Milieu therapy
       Family therapy
       Psychopharmacology
Nursing Management
       Facilitate conduct of Therapies: milieu, psychotherapy, social skills training, self-monitoring
       Administer prescribed medications: Antipsychotics/Neuroleptics
       Monitor for adverse reactions of the medications: Extrapyramidal symptoms
       Maintain comfortable distance to decrease level of anxiety
       Monitor and reassess mental state for any ideation of harm to self or others
       Assist with self-care needs
Nursing Care Strategies
For Patients with Disordered Perceptions
       Attempt to provide distracting activities
       Discourage situations in which patients talk to others about their perceptions
       Monitor television selections
       Monitor for “Command Hallucinations’
       Paging systems may reinforce perceptual problems
For Disruptive Patients
       Set limits on disruptive behavior
       Decrease environmental stimuli
       When using restraints, provide for safety by evaluating status of hydration, nutrition, elimination, and circulation
For Withdrawn Patients
       Arrange non-threatening activities
       Arrange furniture in a semicircle or around a table so that patients are forced to sit with someone
       Help patients to participate in decision making as appropriate
       Reinforce appropriate grooming and hygiene (assist first if needed)
       Provide remotivation and resocialization group experiences
For Suspicious Patients
       Be matter-of-fact when interacting with these patients
       Staff members should not laugh or whisper in presence of patients unless patient can hear what is said
       Avoid close physical contact
       Avoid touching patient without informing him in advance
       Do not slip medication into juices or food w/o talking to the patient
For Patient’s with Impaired Communication
       Provide opportunities for patient to make simple decision
       Be patient
       Do not place patients in a group activities that would frustrate them, damage their self-esteem
       Provide opportunities for purposeful activities
For Disorganized Patients
       Place patients to a less stimulating environment
       Provide safe and relatively simple activities
       Provide information boards with schedules
       Help protect each patient’s self-esteem by intervening if patient does something embarrassing
       Assist with grooming and hygiene
