PSYHIATRY
Schizophrenia Spectrum and Other
Psychotic Disorders
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“' Schizophrenia

It IS not a single disease but a group of dlsorders Wlth heterogeneous etlologles
- Found in all societies and countries with equal prevalence & incidence worldwide.
' - Alife prevalence of 0.6 — 1.9 %
- Annual incidence of 0.5 — 5.0 per 10,000
- - Peak age of onset are 10-25 years for & & 25-35 years for Q (not common in
Crash course explaining

eIderIy) . schizophrenia
- P | (rlsk of the dlsease increases W|th smoklng and Weeds) ] v
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"' Schlzophrema Spectrum and Other Psychotlc Disorders

Schizophreni Brief Psychotic |ll|Schizophreniform { Delusional
chizophrenia Disorder Disorder Disorder

Psychotic
: : Schizotypal Substance/Medication |l |Disorder Due to
achizoaifective (Personality) -Induced Psychotic Another

Disorder Disorder Disorder Medical
Condition
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https://www.youtube.com/watch?v=uxktavpRdzU
https://www.youtube.com/watch?v=uxktavpRdzU
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=75 Clinical Features

* No clinical sign or symptom is pathognomonic for schizophrenia, patient’'s history & mental status
examination are essential for diagnosis.

* Picture of schizophrenia includes positive and negative symptoms:

Positive signs Negative signs
. Affective flattening or
|| Delusions blunting
| Hallucinations Poverty of speech
Disorganized speech Poor grooming
Disorganized

. Lack of motivation
behavior

|| Social withdrawal

 Duration of at least 6 months

« Premorbid history includes schizoid or schizotypal personalities (few friends & exclusion of social
activities) .

* Prodromal (before the illness) features include obsessive compulsive behaviors
Psychiatric Teamwork 434
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Mental status examination

Mood, feelings

Appearance & affect
& behavior (reduced
(variable emotional
presentation responsiveness
) , inappropriate
Thought content ( delusions) emotion)

Perceptual Impulsivene
Form of thought ( looseness of disturbances ( ss, violence,

association) hallucinations, suicide &
illusions) homicide

Thought process ( thought
blocking, poverty of thought
content, poor abstraction,
perseveration )

Poor
insight and
judgment

Cognitive
functioning

(prognosis in females is better)

o Loyt uor0ls S35 lpllo aolall pil,=dl*
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m:;g,} Cognitive deficits in schizophrenia

Multiple Mechanisms for Cognitive

Cognive befols Fredd Dysfunction in Schizophrenia

Functional Qutcomes

Learning and School and
memory occupational
function Dopaming | Abnormal

Connactivity

Executive . .
function Social function

Activities of

Attenti o
Hon daily living

Green 1956, Veligan etal 199/
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, The Brain in Schizophrenia

MANY BRAIN REGIONS and systems operate abnormally in impoverished signaling by the more pervasive neurotransmitter
schizophrenia, including those highlighted below. Imbalances glutamate—or, more specifically, by one of glutamate’s key

in the neurotransmitter dopamine were once thought to be the targets on neurons [the NMDA receptor]—better explains the
prime cause of schizophrenia, But new findings suggest that wide range of symptoms in this disorder.

BASAL GANGLIA

Involved in movement and
emotions and in integrating
sensory information, Abnormal
functioning in schizophrenia is
thought to contribute to
paranoia and hallucinations.
[Excessive blockade of
dopamine receptors inthe
basal ganglia by traditional
antipsychotic medicines -
leads to motor side effects.) 4

Enables humans to hear and understand speech. In schizophrenia,
overactivity of the speech area [(called Wernicke's area] can create
auditory hallucinations—the illusion that internally generated thoughts
are real voices coming fram the outside.

Processes information about
the visual world. People with
schizophrenia rarely have
full-blown visuai
hallucinations, but
disturbances in this area
contribute to such difficulties
as interpreting complex

. images, recognizing motion,
- and reading emotions on
others’ faces.

FRONTAL LOBE
Critical to problem solving,
insight and other high-level
reasoning. Perturbationsin
schizophrenialead to
difficulty in planning actions
and organizing thoughts.

HIPPOCAMPUS
Mediates learning
and memory formation,
intertwined functions that are

impaired in schizophrenia.

LIMBIC SYSTEM
Involved in emotion. Disturbances
are thought to contribute to the agitation

frequently seenin schizophrenia. ALFREDT- KAMAJIAN
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afw“ &«\' Et10|0gy Exact etiology is unknown..

1 Stress-Diathesis Model

Integrates biological, psychosocial and environmental factors in the etiology of schizophrenia.

Symptoms of schizophrenia develop when a person has a specific vulnerability that is acted on by a
stressful influence.
Predisposing factors - precipitating factors

:2- Neurobiology
;¢ Certain areas of the brain are involved in the pathophysiology of schizophrenia:
The limbic system, the frontal cortex, cerebellum, and the basal ganglia. (more details in the next slide)

3- Genetic Factors

* A wide range of genetic studies strongly suggest a genetic component to the inheritance of schizophrenia |
' that outweighs the environmental influence. :
. These include: fam|ly studles twin studles and chromosomal studies. |

4- Psychosocual Factors |
le In family dynamics studies, no well-controlled evidence indicates specific family pattern plays a causative!
i role in the development of schizophrenia. |

High Expressed Emot|on fam|ly mcrease r|sk of relapse _@
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~-» Etiology (Neurobiology)

L

C. Neuropathology:

e Too much
dopaminergic
activity ( whether
itis I release of
dopamine, T
dopamine
receptors,
hypersensitivity
of dopamine
receptors to
dopamine, or
combinations is
not known ).

e Serotonin,
Norepinephrine,
GABA, Glutamate
& Neuropeptides

* Neuropathologica
| and
neurochemical
abnormalities
have been
reported in the
brain particularly
in the limbic
system, basal
ganglia and
cerebellum.
Either in
structures or
connections (as
shown in next
slide)

D. Psychoneuro-
immunology:

Psychiatric Teamwork 434

e J T-cell
interlukeukin-2
lymphocytes,
abnormal cellular
and humoral
reactivity to neurons
and presence of
anti-brain
antibodies.

* These changes are
due to neurotoxic
virus ? or
endogenous
autoimmune
disorder ?

E. Psychoneur-
endocrinology:

e Abnormal
dexamethasone-
suppression test

e J LH/FSH

* A blunted release
of prolactin and

growth hormone
on stimulation.
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Schizophrenia is mostly caused by
various possible combinations of many
different genes (which are involved in

neurodevelopment, neuronal
connectivity and synaptogenesis) plus
stressors from the environment
conspiring to cause abnormal
neurodevelopment.

There is also abnormal
neurotransmission at glutamate
synapses, possibly involving

hypofunctional NMDA receptors .

Psychiatric Teamwork 434

SOME SCIENTISTS have proposed that too
much dopamine leads to symptoms
emanating from the basal ganglia and that
toolittle dopamine leads to symptoms
associated with the frontal cortex.
Insufficient glutamate signaling could
produce those same symptoms, however.

N THE FRONTAL CORTEX, where dopamine
promotes cell firing by acting on 01
receptors), glutamate's stimulatory signals
amplify those of dopamine; hence, a shortage
of glutamate would decrease neural activity,
Justasiftoo little dopamine were present.

Different Neurotransmitters, same results

IN THE RES!
OF THE CORTEX
glutamate is
prevalent, but
dopamine is
largely absent,

N THE BASAL GANGLIA, where dopamine normally inhibits
celifiring by acting on D2 receptors on nerve cells),
glutamate’s stimulatory signals oppose those of dopamine;
hence, a shortage of giutamate would increase inhibition,

Just as if too much dopamine were present.
ALFRED T. KAMAJIAN @



@ ' p_ Rates of Schizophrenia
aﬂ_{, among relatives of
wowid=> schizophrenic patients

Parents |l

Children I
Children - both parents schizophrenic [ EGG__l

Brothers and sisters Il
Brothers and sisters - neither parent schizophreniCE
Brothers and sisters - one parent schizophrenic
Frateral twins of opposite sex il
Fraternal twins of same sex JlN

I dentical twins |

Uncles and aunts
Nephews and nieces

Grandchildren i
Half brothers/sisters|
First cousins
General population

|

| | |
0 10 20 30 40 50 60
Percent at risk

First degree relatives
B Second degree relatives
B Third degree relatives

* Based on Stader and C

from Tsuang and Vandermey (1680)

Psychiatric Teamwork 434

Risk Factors

Odds Ratio
0 1 2 3 4 5 6 7

i o | Winter [
Place/time of birth [ U |
™ Infuenze —
Respiratory E——
Rubelln |
Poliovirus
& CONS [
" Famine
Bereavement |
Flood ——=
Unwantedness
. SsMatemal depr )
Rh incompatibility =
Hypoxia
CNS damage | —
Low bith weight =
= _Bmﬂ[amp_m _
Family history

Infection

Prenatal

Obstetric

8

9
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x S Course

»Acute exacerbation with increased residual impairment

=Full recovery: very rare
=|_ongitudinal course: downhill
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&“x:_, Differential Diagnosis

' Nonps{/ch'iatr'ic disorders:
Substance-induced
disorders

Epilepsy ( TLE)

CNS diseases

Trauma

Others

Psychiatric Teamwork 434

_' Ps'vchiat'ric'dis'order's:

Schizophreniform disorder
Brief psychotic disorder
Delusional disorder
Affective disorders
Schizoaffective disorder
Personality disorders:

- (schizoid, schizotypal & borderline personality) |

Malingering & Factitious disorders

e



Treatment

1. Biological therapies
2. Hospitalization
3. Psychosocial therapies

P

s Biological therapies

Antipsychotic medications are the mainstay of the treatment of schizophrenia.
Generally, they are remarkably safe.
Two major classes:

“» Dopamine receptor antagonists ( haloperidol, chlorpromazine )

% Serotonin-dopamine receptor antagonists ( Risperidone, clozapine, olanzapine ).

% Other drugs:
Anticonvulsants
Lithium
Benzodiazepines
Depot forms of antipsychotics eg. Risperidone Consta is indicated for poorly compliant patients
Electroconvulsive therapy (ECT) for catatonic or poorly responding patients to medications

Psychiatric Teamwork 434
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é % Pharmacological Treatment

Pharmacological Treatment Algorithm Adapted
from the Maudsley prescribing Guidelines

The algorithm is the plan to treat the patient
Clozapine for resistance cases

Either:
Aoree choice
of
antipsychotic
with patient
Or if impossible
Start atypical
antipsychotic

-

Titrate as necessary to
minimuim effective
dose

Adjust dose according
to response and
tolerability

v

A ssess over 6-8 weeks

— e e .

Continue at
established

effective dose

Change drug and
repeat above process.
Consider both ty¥pical

If poor compliance is
due to poor tolerability,
discuss with patient and

Psychiatric Teamwork 434

and atypical change drug
antipsychotics _
If poor compliance is
related to other factors,
consider a depot or
compliance therapy
Repeat above process
Clozapine

o



Common side effects of antipsychotic medication

Firsy gemreraiffon antipsycliofics Second generafion arnripsyclrorics Clozapine
Extrapvramicial effects CManzapiine Sedation
Divwstonia Weight zain
Pzeudoparkinsonism Sedation
Alkathizia Glucose intolerance and franic
Tardive dyvskinesia diabetes mellitus
Hyvpotension
Sedation Hypersalivation
Hyperprolactinaemia Fuaspernidone Constipation
Hvperprolactinasimia
Hypotension

EPS at higher doses
Sexual dvsfunction

Eeduced seizure thresholod

Feduced seizure threshold

Postaral hyvpotension Acmsulpiride Hyvpo & hoiperiension
Hvperprolactinaemia
Insommia
Extrapvramidal effects
Anticholinergic efifects Duetiapine Tachyvcardia
Biurred vision Hypotension
Dy Dlowth Dvspepsia
Urinary Fetention Drowsiness
MNeuroleptic malignant Prrexia

svndrome

Weight gain

Semxual dysfunction

Cardio-toxicity
{inclading proflonged QTc)

Weight gain

lhucose imtolerance anc
diabetes mellitus

MNocturnal enuresis

Fare serions side effects
MNeutropaenia 3%
Agranulocytosis O.8%
Thromboembolism
Cardiomyopathy
Aspiration preluTynia

Psychiatric Teamwork 434
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7("“* - Hospitalization

Indications:

» Diagnostic purpose

» Patient & other's safety

 Initiating or stabilizing medications

» Establishing an effective association between patient & community supportive systems

@

a _(7—(“‘}\ .
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% Psychosocial therapies

9

Social skills training

» Family oriented therapies
Group therapy

Individual psychotherapy
Assertive community treatment
Vocational therapy

Psychiatric Teamwork 434
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Prognosi

Good P.F

1. Late age of onset 1. Young age of onset
2. Acute onset 2. Insidious onset
3. PPT factor 3. Lack of P.T.
4. Presence of mood 4- idult}%e relapses
5. Low
éomgonent to TTT 6. Pre-morbid personality
5. $00d response to 7. Negative symptom
6. Good supportive 8. Positive family history
system

This slide is Important

The patient should complain and his own response to the drug

Insidious onset is worse because the patient comes late so he don’t take treatment early
Social support will make the prognosis better

Psychiatric Teamwork 434
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-2» Quiz yourself (MCQs)

Q1 Define schizophrenia?
- psychological disease.
- symptom of homogeneous etiology .
- group of disorder with heterogeneous
etiologies.*
- syndromes of homogeneous etiology.

Q2: Positive symptoms of schizophrenia?
- Depression

- alogia

- hallucinations *

- executive

Q3: Which one related to Factitious

disorder?

-primary psychiatric disorder*
-schizophreniform disorder
-secondary psychiatric disorder
-substance-inducer

Q4: In relatives which one at highest risk
?

- parents

- children

- sister

- identical twins *

= Right answer

Q4: Which one is not involved with pathophysiology of
schizophrenia ?

- limbic system

- cerebellum

- mid brain*

- frontal cortex

Q5: In schizoaffective disorder :
-there is a major mood episode *
-there is sharp increasing of relapses
-schizophrenia is clear

-patients could have coma

Q6: What is the mainstay treatment of schizophrenia?
-ECT

-hospitalization

-antipsychotic medication *

-antidepressants medication

Q7: In first generation antipsychotic drugs the related side

effects could be :
-dyspepsia

-constipation
-sedation @
. . .

-neuroleptic malignant syndrome
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It is not a single disease but a group of disorders heterogeneous etiologies

-behavior

-too much dopaminergic activity in form of =
Increase releasing of dopamine.

Increase dopamine receptors.

Hypersensitivity of dopamine receptors to dopamine.

-Appearance
-Mood,feelings
-cognitive functioning
-judgment

-haloperidol
-chlorpromazine

Psychiatric Teamwork 434
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= a 28 year-old single male who was brought to Emergency room by his family because
of gradual changes in his behavior started 9 months ago. Since then, he became
agitated; eat only canned food but not cooked food made by his family, afraid of
being poisoned. He talks to himself and stares occasionally on the roof of his room.

= He had two brief psychiatric hospitalizations in last 3 years that were precipitated
by anger at his neighbor and voices commenting about his behavior.

= His personal history indicated that he was a healthy child, but his parents reported
that he was a bed wetter and seemed slower to develop than his brothers and
sisters.

= he smokes tobacco frequently to calm himself. During his early adolescence he used
to smokes Hash heavily plus occasional use of amphetamine. He stopped both Hash
and Amphetamine use 5 years ago.

»

-
&
>




Q" P
%5‘“5 Case 2

e
S

. - N OEEE O § O EEE § EES § B O EEE § EEE § B N B § EEE § EEE § EE § B B § EEm § EEm § B § B 5 B F EEm § B B B § B § EEm § EEm § B § B O B O Eae O s § Emm § =

;. 260. A 25-year-old woman is diagnosed with schizophrenia when, after the sudden death of her
: mother, she begins complaining about hearing the voice of the devil and is suddenly afraid that other
.. people are out to hurt her. Her history indicates that she has also experienced a 3-year period of
! slowly worsening social withdrawal, apathy, and bizarre behavior. Her family history includes major
' depression in her father. Which of the following details of her history leads the physician to suspect
I" that her outcome may be poor?
|
!
!
|
!

a. She is female.
b. She was age 25 at diagnosis.
.- ¢. She had an acute precipitating factor before she began hearing voices.
d. She had an insidious onset of her illness.
e. There is a history of affective disorder in her family.




Psychosocial Factors

Negative Symptopms
Clinical Features Stfesmggglhes's
Positive Symptoms Etiology
Mental Status ;
Examination Neurobiology
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FALL DOWN
SEVVEN TIMIES
STAND UP EIGHT.
JAPANESE PROVEREB
Done by :
Aljohara aldhish  Lina Aljurf
Ameerah Bin Zuair Shimia Alduij For any guestions, suggestions OR problems, please
Faisal Alteijri Nora Alhelali contact us,

Najla Aldrweesh  Yousef Alenzi psychiatrytteamt 34 @gmail.com

Haitham Alasim
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