Psych 2030B – Topic 6
Chapter 13 Notes

Introduction
· Schizophrenia is a startling disorder characterized by a broad spectrum of cognitive and emotional dysfunctions including delusions and hallucinations, disorganized speech and behaviour, and inappropriate emotions
· Can disrupt a person’s perception, thought, speech and movement – almost every aspect of daily functioning
· Despite advances in treatment, complete recovery is rare
· The majority of people with schizophrenia in our country are unemployed and living in poverty 
· Annual cost to Canadian society is in the billions of dollars 
· Affects 1 out of every 100 people at some point in their lives
· Different subtypes are present:
· Different presentations and combinations of symptoms such as hallucinations, delusions and disorders of speech, cognition, emotion and socialization 

Perspectives on the Concept of Schizophrenia
Early Figures in Diagnosing Schizophrenia
· At the end of the 19th century, Kraepelin provided a description and categorization of schizophrenia; he had two important accomplishments:
· 1. Combined several symptoms of insanity that had usually been viewed as reflecting separate and distinct disorders
· Catatonia – alternating immobility and excited agitation
· Hebephrenia – silly and immature emotionality
· Paranoia – delusions of grandeur or persecution 
· Kraepelin thought these symptoms shared similar underlying features and grouped them under dementia praecozx 
· 2. He distinguished dementia praecox from bipolar disorder 
· An early age of onset and poor outcome were characteristic
· Also noted the numerous symptoms in people with dementia praecox 
· A second major figure in the history of schizophrenia was Kraepelin’s contemporary, Eugen Bleuler 
· He introduced the term schizophrenia – signalled his departure from what Kraepelin thought was the core problem
· Comes from the combination of the words “split” and “mind” – reflected Bleuler’s belief that underlying all the unusual behaviours shown by people with this disorder was an associative splitting of the basic functions of personality 
· Bleuler believed that difficulty keeping a consistent train of thought, characteristic of all people with the disorder, led to the many and diverse symptoms they displayed 

Identifying Symptoms
· Not easy to point out one thing that makes a person “schizophrenic” 
· Schizophrenia is a number of behaviours or symptoms that aren’t necessarily shared by all the people given the diagnosis
· Researchers have identified clusters of symptoms that make up the disorder of schizophrenia (ie. hallucinations and delusions) 



Clinical Description
· Psychotic has been used to characterize many unusual behaviours, but in its strictest sense it usually involves delusions (irrational belifs) and hallucinations (sensory experiences in the absence of external events) 
· Schizophrenia is one of the disorders that involve psychotic behaviour 
· Schizophrenia can affect all the functions we rely on each day 
· It is important to look at the specific characteristics of people who exhibit these behaviours, partly because we constantly see distorted images of people with schizophrenia
· E.G. it is implied that everyone with schizophrenia is dangerous and violent;
· NOT SO! Noonan (2003) – 700 cases from a forensic hospital
· People with a schizophrenic diagnosis were far less likely to commit future violent crimes than those with a history of violent crime but not schizophrenia diagnosis
· The DSM-IV has a multiple-part process for determining whether someone has schizophrenia 
· Mental health workers typically distinguish between positive and negative symptoms of schizophrenia, and a 3rd dimension of disorganized symptoms 
· Positive symptoms generally include the more active manifestations of abnormal behaviour, or an excess distortion of normal behaviour (ie. delusions and hallucinations)
· Negative symptoms involve deficits in normal behaviour in such areas as speech and motivation
· Disorganized symptoms include rambling speech, erratic behaviour, and inappropriate affect 
· A diagnosis of schizophrenia requires that two or more positive, negative or disorganized symptoms be present for at least 1 month 
· This means that depending on the combination of symptoms displayed, two people could receive the same diagnosis but behave very differently
· One may have marked hallucinations and delusions while the other has disorganized speech and some of the negative symptoms
· Proper treatment depends on differentiating individuals in terms of their varying symptoms 

Positive Symptoms
· The obvious signs of psychosis
· Include delusions and hallucinations
· Between 50-70% of people with schizophrenia experience delusions, hallucinations or both (Lindenmayer & Kahn, 2006)
· Delusions
· A belief that would be seen by most members of society as a misrepresentation of reality is called a disorder of thought content or a delusion
· They are called “the basic characteristic of madness” 
· There are different types of delusions:
· Delusions of grandeur – thinking you are famous or important; thinking you can solve a massive problem
· Delusions of persecution – thinking that others are “out to get you” 
· Cotard’s syndrome – person believes a part of his or her body has changed in some impossible way 
· Capgras syndrome – the person believes someone they know has been replaced by a double 
· Why do delusions persist? 
· New information is not properly integrated 
· Debruille et al. (2007)  looked at event-related brain potential (ERP) recordings 
· Magnitude of a particular brain wave has been proposed as an index of integration of new information that is inconsistent with expectation 
· If asked to decide if a series of words belong to the category “animals”  would have a large N400 wave for the word “broom” in comparison to the N400 wave for the word “cat”
· The researchers found that schizophrenic patients with more severe delusions produced smaller N400 brain waves to target words that were inconsistent with the expected category (they should be bigger if they are inconsistent with the category) than patients with less severe delusions 
· Delusions may serve a purpose for people with schizophrenia who are otherwise quite upset by the changes taking place within themselves
· Roberts (1991)  studied 17 people with elaborate delusions about themselves in the world 
· Compared to people who previously had delusions but were now improving
· Individuals with current delusions expressed a much stronger sense of purpose and meaning in life and less depression  all related to delusional belief systems! 

Hallucinations
· We all have fleeting moments when we think we see or hear something that isn’t there 
· For many people with schizophrenia, these perceptions are very real and occur on a regular basis
· The experience of sensory events without any input from the surrounding environment is called a hallucination
· Hallucinations can involve any of the senses, but hearing things that aren’t there, auditory hallucinations, are the most common form experienced by schizophrenics
· Research shows that people tend to experience hallucinations more frequently when they are unoccupied or restricted from sensory input 
· Research on hallucinations uses sophisticated brain-imaging techniques to try and localize these phenomena in the brain
· One theory of auditory verbal hallucinations states that people who are hallucinating are in fact not hearing the voices of others, but listening to their own thoughts or their own vices and can’t recognize the difference 
· Another theory says that auditory verbal hallucinations arise from abnormal activation of the primary auditory cortex 
· Bentaleb et al. (2002)  tested a women with schizophrenia using fMRI while experiencing auditory verbal hallucinations and when listening to external speech
· Compared results to a matched control participant under the same conditions
· Found that auditory verbal hallucinations were associated with increased metabolic activity in the left primary auditory cortex and in the right middle temporal gyrus 
· Consistent with both views regarding the origins of hallucinations  suggesting they are not mutually exclusive
· Mizrahi et al. (2006)  work shows that positive symptoms are multidimensional with some dimensions responding more readily than others to antipsychotic meds 

Negative Symptoms
· Negative symptoms usually indicate the absence or insufficiency of normal behaviour
· Include: emotional and social withdrawal, apathy, and poverty of thought or speech
· 25% of people with schizophrenia display these symptoms (Lewis et al., 2009) 
· Avolition
· Avolition is the inability to initiate and persist in activities (aka apathy)
· People show little interest in performing even the most basic daily functions, including those associated with personal hygiene 
· CAMH study (Kiang et al., 2003)  28 schizophrenics  looked at avolition levels and their relationship to other symptoms and treatment outcome
· Levels of avolition were significantly higher in schizophrenics than in a control group
· Avolition was not related to positive OR negative symptoms of schizophrenia other than emotional withdrawal
· Avolition was more highly associated with poor outcome than other schizophrenia symptoms (positive or negative) 
· Alogia
· Alogia refers to the relative absence of speech
· A person with alogia may respond to questions with very brief replies that have little content an may appear uninterested in the conversation 
· Such deficiency in communication is believed to reflect a negative thought disorder rather than inadequate communication skills
· Some researchers suggest that people with alogia may have trouble finding the right words to formulate their thoughts (Alpert et al., 1994) 
· Alogia may also take the form of delayed comments or slow responses to questions 
· Anhedonia 
· A related symptom to alogia is anhedonia which is the presumed lack of pleasure experienced by some people with schizophrenia
· It signals an indifference to activities that would typically be considered pleasurable 
· Given the similarities of the negative schizophrenia symptom of anhedonia to symptoms of depression, researchers such as Romney et al. (2001, 2002) have questioned the distinctiveness of anhedonia and the mood disorders
· Malla et al. (2002) provided mixed evidence on the subject:
· They found a strong correlation between depression and a negative symptoms factor involving anhedonia and avolition in a large sample of schizophrenics
· They also found that negative symptoms were present at a relatively high rate even after excluding the influence of depression 
· It is meaningful because it relates to a delay in seeking treatment for schizophrenia (Malla et al., 2002) 
· Affective Flattening
· Approx. 2/3 of those who are schizophrenic exhibit what is called flat affect  they do not show emotions when you would normally expect them to
· They stare at you vacantly, speak in a flat and toneless manner and seem unaffected by things going on around them
· Though they don’t react openly, they may be responding inside! 
· Berenhaum and Oltmanns (1992)  compared people with schizophrenia with flat (or “blunted”) affect to those who did not
· Shown clips to create emotional ractions
· People with flat affect showed little change in facial expression, but they reported experiencing the appropriate emotions 
·  flat affect in schizophrenia may represent difficulty expressing emotion, not a lack of feeling
· Fahim et al. (2005)  exposed schizophrenia patients with and without flat affect to negative and neutral images
· Both groups experienced unpleasant emotions in response to the negative pictures, but the negative emotions experienced were less intense in patients with flat affect
· Asociality
· Asociality refers to the collective severe deficits in social relationships, such as having few friendships, little interest in socializing and poor social skills shown by people with schizophrenia
· Goldberg et al. (2001)  looked at 23 schizophrenics compared with controls in terms of current sociability and shyness 
· Schizophrenics were higher on all these characteristics than controls
· Levels of asociality were associated with greater levels of other types of negative symptoms, supporting the grouping of asociality in this dimension of schizophrenia symptoms
· Addington et al. (2003)  patients who have poor social or interpersonal functioning before the development of their psychosis also have greater levels of negative symptoms and greater social impairment at the time of their admission to a schizophrenia treatment program 
· Liddel (2000)  the best predictor of asociality in people with schizophrenia is chronic cognitive impairment
· Difficulties in processing information may contribute significantly to the social skills deficits and other social difficulties displayed by many patients 

Disorganized Symptoms
· Least studied and least understood
· Include a variety of erratic behaviours that affect speech, motor behaviour and emotional reactions
· Prevalence among those with schizophrenia is unclear
· Disorganized Speech
· People with schizophrenia often lack insight, an awareness that they have a problem
· They also experience “associative splitting” and “cognitive slippage” (Meehl, 1962) 
· These phrases help describe the speech problems of people with schizophrenia: they sometimes jump from topic to tpic and at other times talk illogically 
· The DSM-IV uses disorganized speech to describe such communication problems
· Tangentiality – is going off on a tangent instead of answering a specific question 
· Inappropriate Affect and Disorganized Behaviour
· Occasionally, people with schizophrenia display inappropriate affect, laughing or crying at improper times 
· Sometimes they exhibit bizarre behaviours (e.g. hoarding, acting unusual in public) 
· People with schizophrenia engage in several other “active” behaviours that are usually viewed as unusual
· IE. Catatonia  one of the most curious symptoms  involves motor dysfunction that range from wild agitation to immobility 
· At one end of the spectrum, people pace excitedly; at the other, people hold unusual postures as if they are fearful of something terrible happening if they move, called catatonic immobility 
· This can also involve waxy flexibility which is the tendency to keep their bodies and limbs the position they are put in by someone else


Schizophrenic Subtypes
· The search for subtypes began before Kraepelin described his concept of schizophrenia
· Three divisions have persisted:
· 1. Paranoid – delusions of grandeur or persecution
· 2. Disorganized – also hebephrenic  silly and immature emotionability
· 3. Catatonic – alternate immobility and excited agitation 
· These divisions may not be included in the DSM-5
· Usefulness in question
· Underlying biological influences are becoming clearer with genetic research, and these subtypes may no longer match/apply
· A person’s diagnosis can also change over the course of their illness
· A alternative system for subtyping schizophrenia was introduced in the mid-1970s and emphasizes the positive, negative and disorganized symptoms
· Schizophrenia can be dichotomized into two types based on a variety of characteristics, including symptoms, response to medication, outcome, and the presence or absence of intellectual impairment (Crow, 1980, 1985)
· Type I – associated with positive symptoms (hallucinations and delusions), good response to medication, optimistic prognosis, and the absence of intellectual impairment
· Type II – negative symptoms of flat affect and alogia, poor response to medication, pessimistic prognosis, and intellectual impairments 
· Paranoid Type
· People with the paranoid type of schizophrenia stand out because of their delusions or hallucinations
· Their cognitive skills and affect are relatively intact
· Generally do not have disorganized speech or flat affect
· Typically have a better prognosis than people with other forms of schizophrenia 
· Delusions and hallucinations usually have a theme  grandeur or persecution 
· Carter and Neufeld (2007)  patients with schizophrenia were less accurate at a facial emotion judgement task than controls 
· Those with paranoid schizophrenia showed the longest latencies, suggesting particular deficits in social information processing 
· May have a stronger familial link than the other subtypes
· May function better before and after episodes than people with other subtypes
· Disorganized Type
· People with the disorganized type of schizophrenia show marked disruption in their speech and behaviour
· They also show flat or inappropriate affect, such as laughing in a silly way at the wrong times 
· Also seem unusually self-absorbed and may spend considerable amounts of time looking at themselves in the mirror (Ho et al., 2003) 
· If delusions or hallucinations are present, they tend not to be organized around a central theme  more fragmented
· Previously called hebephrenic
· Tend to show signs of difficult early, problems are often chronic, lacking remissions 
· Catatonic Type
· Unusual motor responses
· Remain in fixed positions (wavy flexibility)
· Engaging in excessive activity
· Being oppositional by remaining rigid
· Individuals with the catatonic type of schizophrenia also sometimes disply odd mannersisms with their bodies and faces, including grimacing 
· Repeat or mimic the words of others (echolalia) or the movements of others (echopraxia)  Cohen et al. (2005) 
· May be subtypes of catatonic schizophrenia (Ungvari et al., 2007):
· Some individuals primarily showing symptoms labelled:
· “Negative withdrawal” (immobility, posturing, mutism)
· “Automatic” (routine obedience, wavy flexibility)
· “Repetitive/echo” (grimacing, perseveration, echolalia)
· “Agitated/resistive” (excitement, impulsivity, combativeness
· Undifferentiated Type
· People who do not fit neatly into the other subtypes are classified as having an undifferentiated type of schizophrenia
· People have the major symptoms of schizophrenia but do not meet the criteria for paranoid, disorganized, or catatonic types
· Residual Type
· People who have had at least one episode of schizophrenia but who no longer manifest major symptoms are diagnosed as having the residual type of schizophrenia 
· May not experience bizarre delusions or hallucinations, but they may display residual or “leftover” symptoms such as negative beliefs, or they may have unusual ideas that are not fully delusional 
· Residual symptoms can include:
· Social withdrawal
· Bizarre thoughts
· Inactivity
· Flat affect
· All versions of the DSM have included a residual type 

Other Psychotic Disorders
· The psychotic behaviours of some individuals do not fit neatly under the heading of schizophrenia
· Several other categories of disorders depict these significant variations
· Although people with related psychotic disorders display many of the characteristics of schizophrenia, these disorders differ significantly 
· Schizophreniform Disorder
· People who experience the symptoms of schizophrenia for a few months only, then resume normal lives
· Symptoms sometimes disappear as the result of a successful treatment, but usually for unknown reasons 
· Lifetime prevalence is about 0.2% 
· DSM criteria:
· Onset of psychotic symptoms within 4 weeks of 1st noticeable change in usual behaviour
· Confusion at height of psychotic episode
· Good premorbid social and occupational functioning
· Absence of blunted or flat affect
· Schizoaffective Disorder
· People who have symptoms of schizophrenia and who also exhibit the characteristics of mood disorders are said to have schizoaffective disorder
· Prognosis is similar to the prognosis for people with schizophrenia
· Individuals tend not to get better on their own; likely to continue experiencing major life difficulties for many years
· DSM criteria:
· In addition to the presence of a mood disorder, must be delusions or hallucinations for at least 2 weeks in the absence of prominent mood symptoms
· Delusional Disorder
· Delusions are beliefs that are not generally held by other members of a society
· Major feature of delusional disorder is a persistent belief that is contrart to reality, in the absence of other characteristics of schizophrenia 
· Disorder is characterized by a persistent delusion that is not the result of an organic factor such as brain seizures or of any severe psychosis 
· Usually don’t have flat affect, anhedonia, or other negative symptoms of schizophrenia
· They may become socially isolated because of their suspicions of others
· Delusions are often long-standing, sometimes persisting several years
· The DSM recognizes delusional subtypes:
· Erotomanic – a higher-status and unsuspecting person is in love with them
· Motivates the individual to engage in an unrelenting pursuit of the victim in attempts to communicate with them 
· Grandiose – involves believing in one’s inflated worth, power, knowledge, identity, or special relationship to a deity or famous person 
· Jealous – believes a sexual partner is unfaithful 
· Persecutory – believing that you (or someone close to you) is being malevolently treated in some way 
· Somatic – person feels afflicted by a physical defect or general medical condition 
· The delusions differ from the bizarre types found in people with schizophrenia because in delusional disorder, the delusions could be happening but aren’t; in schizophrenia, the delusions aren’t possible 
· Relatively rare – 24-30 people out of every 100,000 in the general population 
· Among those with psychotic disorders, between 2-8% are thought to have delusional disorder 
· Onset of delusional disorder is relatively late – avg age of first admission to a facility is between 40-49
· But many people can lead normal lives and not seek treatment until their symptoms become extremely disruptive
· Affects more females than males (55/45% respectively) 
· Opjordsmoen (1989)  longitudinal study  followed 53 people with delusional disorder for an avg of 30 years 
· Tended to fare beter in life than those with schizophrenia, but not as well as those with other psychotic disorders such as schizoaffective disorder
· 80% of the individuals were married at some time and ½ were employed  reasonable ability to function
· Know relatively little about the biological or psychosocial influences on delusional disorder
· Research on families suggests that the characteristics of suspiciousness, jealousy and secretiveness may occur more often among the relatives of people with delusional disorder  may have some inherited aspect
· A number of other disorders can cause delusions, and their presence should be ruled out before diagnosing delusional disorder 
· IE. Abuse of amphetamines, alcohol, cocaine, brain tumours, Huntington’s, Alzheimer’s
· Brief Psychotic Disorder
· Characterized by the presence of one or more positive symptoms such as delusions, hallucinations or disorganized speech or behaviour, lasting one month or less 
· Individuals regain their previous ability to function well in day-to-day activities 
· Often precipitated by extremely stressful situations 
· Shared Psychotic Disorder (Folie à Deux)
· The condition in which an individual develops delusions simply as a result of a close relationship with a delusional individual 
· Content and nature of the delusion originate with the partner 
· Range from relatively bizarre to the fairly ordinary 
· Once thought that it was more common among mother-daughter or sister-sister pairs, this is not the case
· Silveira & Seeman (1995)  shared psychotic disorder occurs in predisposed individuals who become socially isolated with a psychotic person
· Schizotypal Personality Disorder
· Characteristics are similar to those experienced by people with schizophrenia but less severe
· Some evidence suggests that schizophrenia and schizotypal personality disorder may be genetically related as part of a “schizophrenia spectrum” 

Statistics 
· In some people the symptoms of schizophrenia develop slowly, in others they occur suddenly 
· Generally chronic, and most people with the disorder have great difficult functioning in society 
· Especially true of their ability to relate to others  tend not to establish or maintain significant relationships  rarely marry or have children
· Delusions are likely to be outside the realm of possibility
· Even when they improve with treatment, they are likely to experience difficulties throughout life
· Worldwide, lifetime prevalence rate is roughly equivalent for men and women
· Estimated at 0.2-1.5% in the general pospulation – affect around 1% of the population at some point
· Life expectancy is slightly less than average – partly because of higher suicide and accident rates but also because of higher rates of obesity, smoking, angina and respiratory problems 
· For men, the likelihood of onset diminishes with age, but can still first occur after the age of 75
· Onset for women is lower until age 36, when the relative risk for onset switches, with more women than men being affected later in life 
· Women have more favourable outcomes than men

Development
· Research suggests that children who later develop schizophrenia show some abnormal signs before they display the characteristic symptoms
· Emotional reactions may be abnormal, with less positive and more negative affect than unaffected siblings
· Schizophrenia is generally seen by early childhood even though age of onset varies  why does the disorder only show itself later?
· Brain damage very early in the developmental period may later cause schizophrenia (McNeil et al., 2001)
· Instead of resulting in an immediate progressive deterioration, the damage may lie dormant until later in development when the signs of schizophrenia first appear
· Some research shows that people with schizophrenia who shown early signs of abnormality at birth and during early childhood tend to fare better than people who don’t (Torrey et al., 1994)
· The earlier the damage occurs, the more time the brain has to compensate for it  milder symptoms
· A lifespan perspective may at least partly reveal the development of schizophrenia 
· Winokur et al (1987) tracked 52 people over 40 years 
· General finding was that older adults tended to display fewer of the positive symptoms and more of the negative symptoms
· Relapse rate  a great many people who improve after an episode of schizophrenia later experience the symptoms again
· Most people with schizophrenia fluctuate between severe and moderate levels of impairment throughout their lives (Harrow et al., 1997)
· Shepherd et al., (1989)  looked at the course of schizophrenia in 4 prototypical groups
· 22% of the group had one episode of schizophrenia and improved without lasting impairment
· The remaining 78% experienced several episodes with differing degrees of impairment between them 

Cultural Factors
· Diagnosis can be controversial
· Some have argued that schizophrenia doesn’t really exist but is a label for people who behave in ways outside the cultural norm
· However, the tremendous amount of emotional pain resulting from schizophrenia gives definite credence to its existence
· In addition, many people in extremely diverse cultures have the symptoms of schizophrenia, supporting the notion that it is a reality for many people worldwide
· The course and outcome of schizophrenia vary from culture to culture
· In Columbia, India and Nigeria, more people improve significantly or recover than in other countries (Leff et al., 1992)
· Research shows that proportionately more blacks receive the diagnosis of schizophrenia than do whites 
· Possible theory is that people from devalued ethnic minority groups may be victims of bias and stereotyping 
· Goater et al, (1999)  schizophrenic Blacks were more likely to be detained against their will, brought to the hospital by police, and given emergency injections
· Jarvis et al. (1998)  Black immigrants with schizophrenia were more likely to have police contact and be subject to compulsory hospital admissions, and that Afro-Carribean immigrants had the highest rates of schizophrenia of all immigrant groups
·  the differing rates of schizophrenia may be due to misdiagnosis rather than any real cultural distinctions 
· Fenstein et al. (2002) disagree  he found that minority ethnicity was associated with an increased risk for psychiatric hospitalization 
· Found no evidence that ethnic minority patients were being inappropriately admitted 
· Suggest that other factors may contribute to the higher rates of psychiatric admissions among ethnic minorities (e.g. higher rates of weed abuse)

Causes
Genetic Influences
· Genes are responsible for making some individuals vulnerable to schizophrenia 
· No single gene is responsible for schizophrenia – multiple genes combine to produce vulnerability  
· Family Studies
· In 1938, Franz Kallmann published a major study on the families of people with schizophrenia
· Examined family members of more than 1000 people diagnosed with schizophrenia 
· Showed that the severity of the parent’s disorder influenced the likelihood of the children having schizophrenia:
· The more severe the parent’s schizophrenia, the more likely the children were to develop it also
· All forms of schizophrenia were seen within the families (IE. you do not inherit a predisposition for any one type of schizophrenia)
· You may inherit a general predisposition for schizophrenia which manifests in the same form or a different one from that of your parent
· Recent research from Ireland confirms this observation and suggests that families that have a member with schizophrenia are at risk not just for schizophrenia alone or for all psychological disorders; instead there appears to be some familial risk for a spectrum of psychotic disorders related to schizophrenia (Kendler et al., 1993)
· Gottesman (1991) summarized the data from about 40 studies of schizophrenia
· The risk of having schizophrenia varies according to how many genes an individual shares with someone who has the disorder
· IE. identical twins – greatest risk (48%); fraternal twins – 17%
· Having a relative with schizophrenia makes you more likely to have the disorder than someone in the general population without such a relative (1%)
· Because family studies can’t separate genetic influence from the impact of the environment, we use twin and adoption studies to help us evaluate the role of shared experiences in the cause of schizophrenia
· Twin Studies
· Identical twins – share 100% genes, 100% environment; fraternal twins – share 50% genes, 100% environment 
· If environment is solely responsible for schizophrenia, we would expect little difference between identical and fraternal twins with regard to this disorder
· If only genetic factors are relevant both identical twins would always have schizophrenia and the fraternal twins would both have it about 50% of the tiem 
· Research shows that the truth is somewhere in the middle
· A group of identical quadruplets all have schizophrenia and have been followed by researchers for years  Genain quadruplets
· The women represent the complex interaction between genetics and the environment
· All 4 shared the same genetic predisposition and were brought up in the same particularly dysfunctional household, but the time of onset for schizophrenia, symptoms and diagnoses, course of the disorder, and their outcomes, differed significantly 
· They reveal an important consideration in studying genetic influences on behaviour – unshared environments
· Even identical siblings can have very different prenatal and family experiences and therefore be exposed to varying degrees of biological and environmental stress
· A follow-up on the lives of these women showed the progression of their disorder stabilized and in some cases improved when they were assessed at age 66 
· Adoption Studies 
· Several of these studies have distinguished the roles of the environment and genetics as they affect schizophrenia 
· These studies often span many years
· The largest adoption study is being conducted in Finland (Tienari, 1991)
· 20,000 women with schizophrenia  190 kids given up for adoption 
· If an adopted child has a biological mother with schizophrenia, they had about a 5% chance of having the disorder 
· If the biological mother had schizophrenia or one of the related psychotic disorders, the risk that the adopted child would have one of the disorders was 22%
· Even when raised away from their biological parents, children of parents with schizophrenia have a much higher chance of having the disorder themselves
· There also appears to be a protective factor if these children are brought up in healthy,  supportive homes 
· The Offspring of Twins
· Twin and adoption studies strongly suggest a genetic component for schizophrenia but what about children who develop schizophrenia even though their parents do not? 
· Tienari et al. (2003, 2006) found that 1.7% of kids without schizophrenic parents developed schizophrenia 
· In a study started in 1971, 21 identical twin pairs and 41 fraternal twin pairs with a history of schizophrenia were identified along with their children
· Researchers wanted to determine the relative likelihood that a child would have schizophrenia if his or her parent did and if the parent’s twin had schizophrenia but the parent did not 
· If your parent is an identical twin with schizophrenia  17% chance of having it
· Also true if you are the child of an unaffected identical twin whose co-twin has the disorder
· If your parent is a fraternal twin with schizophrenia  17% chance of having it
· If your parent doesn’t have schizophrenia but their fraternal twin does, your risk is only about 2%
· You can have genes that predispose you to schizophrenia, not show the disorder, but still pass on the genes to your children – you are a carrier! 
· Gene-Environment Interactions
· Caspi et al. (2005)  performed a study on genetic factors to examine the possibility of a gene-environment interaction in the development of schizophrenia
· Cannabis use in youth is an established but modest risk factor for psychosis in adulthood
· Most people who use it do not develop psychosis, though
· Tested whether there might be certain genetically vulnerable individuals who are particularly susceptible to the effects of cannabis initiating psychosis 
· Foound that the combination of a particular genetic profile were particularly likely to develop schizophrenia in adulthood 
· ONLY TRUE if these individuals used cannabis as teenagers 
· Linkage and Association Studies 
· Rely on traits such as blood types that are inherited in families along with the disorder we are looking for 
· Because we know the location of the genes for these traits (marker genes), we can make a rough guess about the location of the disorder genes inherited along with them 
· To date, researchers have looked at several sites for genes that may be responsible for schizophrenia
· Regions of chromosomes 1, 2, 3, 5, 6, 8, 10, 11, 13, 20 & 22 are implicated in the disorder 
· A particular genetic deficit – 22q11 deletion—is being explored as the cause of a subtype of schizophrenia
· The Search for Markers
· Researchers look for common traits other than the symptoms of the disorder itself
· A skill deficit is very useful for identifying what else people with different symptoms (positive, negative and disorganized) have in common 
· Several potential markers for schizophrenia have been studied
· O’Driscoll et al. (1998)  one of the more highly researched markers is called smooth-pursuit eye movement or eye tracking
· While keeping your head still you must be able to track a moving pendulum back and forth with your eyes
· The ability to track objects smoothly across the visual field is deficient in many people with schizophrenia 
· Also a problem for relatives of these people
· Observed more frequently In people with schizophrenia than those without the disorder
· Most strongly correlated with positive symptoms 
· Evidence for Multiple Genes
· Schizophrenia involves more than one gene  quantitative trait loci
· The schizophrenia we see most often is probably caused by several genes located at different sites throughout the chromosomes 
· Also explains gradations of severity and why the risk of schizophrenia increases with the number of affected relatives in the family 

Neurobiological Influences
· The belief that schizophrenia involves a malfunctioning brain goes back as far as the writings of Kraepelin
· There is a great deal of research
· But brain research regarding schizophrenia has the classic problems of correlational research:
· If a person with schizophrenia has too much of a NT…
· 1. Does too much NT cause schizophrenia?
· 2. Does schizophrenia create too much of the NT?
· 3. Does something else cause both the schizophrenia and the chemical imbalance?
· Dopamine
· Review of NTs:
· Neuroleptic medications reduce hallucinations and delusions 
· NTs are released from synaptic vesicles and the end of the axon, cross the synaptic gap, taken up by receptors in the dendrite of the next axon
· Chemical messages are transported this way from neuron to neuron throughout the brain 
· This process can be influenced in a number of ways
· Messages can be increased by agonistic agents or decreased by antagonistic agents 
· What we’ve learned about antipsychotic medications points to the possibility that the dopamine system is too active in people with schizophrenia 
· In schizophrenia, attention has focued on two dopamine sites, D1 and D2
· D2 is of particular interest
· Several pieces of “circumstantial evidence” are clues to the role of dopamine in schizophrenia:
· 1. Antipsychotic drugs (neuroleptics) that are often effective in treating with schizophrenia are dopamine antagonists, partially blocking the brain’s use of dopamine
· 2. These drugs can produce negative side effects similar to those of Parkinson’s disease  known to be insufficient in dopamine
· 3. The drug L-dopa, a dopamine agonist used to treat Parkinson’s patients, produces schizophrenia-like symptoms in some people
· 4. Amphetamines, which also activate dopamine, can make psychotic symptoms worse in some people with schizophrenia
· Taking these observations together, researchers theorized that schizophrenia in some people was attributable to excessive dopamine activity
· However, some evidence contradicts the dopamine theory 
· Additionally, there is evidence of a “double-edged sword” 
· Clozapine is effective with many people who were not helped with traditional neuroleptic meds  but clozapine is one of the weakest dopamine antagonists, much less able to block the dopamine sites than other drugs
· Why would a medication inefficient at blocking dopamine be effective as a treatment for schizophrenia if it is caused by excessive dopamine activity? 
· Answer may be that although dopamine is involves in the symptoms of schizophrenia, the relationship is more complicated
· Current thinking points to at least 3 specific neurochemical abnormalities simultaneously at play in the brains of people with schizophrenia 
· Strong evidence now leads us to believe that schizophrenia is partially the result of excessive stimulation of striatal dopamine D2 receptors (Laurelle et al., 2003)  
· The striatum is part of the basal ganglia found deep within the brain  controls movement, balance and walking, rely on dopamine to function 
· How do we know D2 receptors are implicated?
· Most effective antipsychotic drugs all show D2 receptor antagonism  they help block the stimulation of the D2 receptors 
· A second area of interest is the observation of a deficiency in the stimulation of prefrontal D1 receptors
· Although some dopamine sites might be overactive, a second type of dopamine site I part of the brain that we use for planning and organizing (prefrontal D1 receptors) appears to be less active  may account for negative symptoms 
· Lower prefrontal activity in schizophrenics is called hypofrontality
· A third area of neurochemical interest involves research on alterations in prefrontal activity involving glutamate transmission
· Glutamate  excitatory NT found in all areas of the brain
· Different types of receptors 
· NDMA receptors being studied for role in schizophrenia
· Certain drugs affect NDMA receptors  point to clues for schizophrenia
· Two recreational drugs (PCP and ketamine) can result in psychotic behaviour in people without schizophrenia  can exacerbate psychotic symptoms in those with schizophrenia 
· Both are NMDA antagonists  a deficit in glutamate or blocking of NMDA sites may be involved in some of the symptoms of schizophrenia 
· Brain Structure
· Many children with a parent who has the disorder, who are therefore at risk, tend to show subtle but observable neurological problems
· Abnormal reflexes, inattentiveness
· These are persistent  adults with schizophrenia also show these problems
· These findings indicate that brain damage or dysfunction may cause or accompany schizophrenia  no single site is probably responsible for a whole range of symptoms
· One of the most reliable observations about the brain in people with schizophrenia involves the size of ventricles 
· Studies show abnormally large lateral ventricles in people with schizophrenia (Shenton and Kubicki, 2009)
· Ventricle size in itself may not be a problem, but the dilation of the ventricles indicates that either adjacent parts of the brain have not developed fully, or have atrophied  allowing ventricles to become larger! 
· Not seen in everyone with schizophrenia, though  several associated factors
· Observed more in men than women
· Enlarge in proportion to age and the duration of schizophrenia
· Enlargement may be related to susceptibility to schizophrenia 
· Unaffected siblings also have enlarged ventricles (Staal et al., 2000)
· Obstetrical complications appear often among twins with schizophrenia in discordant identical pairs 
· Different experiences among twins who are already predisposed to the disorder could damage the brain and cause the types of symptoms we associate with schizophrenia 
· Frontal lobes of the brain may also play a role 
· May be less active in people with schizophrenia  hypofrontality
· A particular area in the brain – the dorsolateral prefrontal cortex (DLPFC) – may also be implicated in schizophrenia
· When people with and without schizophrenia are given tasks involving the DLPFC, less activity is recorded in the brains of those with schizophrenia
· Hypofrontality also associated with negative symptoms of schizophrenia and eye-tracking deficits 
· In general, dysfunction seems to occur before the onset of schizophrenia  brain damage may develop progressively, beginning before the symptoms of the disorder are apparent, perhaps prenatally
· Viral Infection
· Schizophrenia was not described prior than 1800
· One hypothesis is that schizophrenia is a recent phenomenon that may involve some newly introduced virus 
· Evidence suggests that a virus-like disease could have caused some cases of schizophrenia (Kirch, 1993) 
· Several studies have shown that schizophrenia may be associated with prenatal exposure to influenza
· Mednick et al. (1991)  followed a large number of people after a severe Type A2 influenza epidempic
· Those whose mothers were exposed to influenza during the 2nd trimester of pregnancy were much more likely to have schizophrenia than others 
· Evidence that 2nd trimester developmental problems may be associated with schizophrenia has promoted further research on the topic
· Fingertip dermal cells normally migrate during this period  responsible for finger ridges
· Identical twins normally have the same number
· BUT, if some interruption in 2nd trimester fetal development resulted in schizophrenia, it would also affect the fingertip dermal cells 
· Researchers compared fingerprint ridges of identical twins who were discordant for schizophrenia with those of identical twins without schizophrenia
· The number of ridges on the fingertips of twins without schizophrenia different very little from each other
· Differed a GREAT deal among 1/3 of twin pairs discordant for schizophrenia 
· Suggesting ridge count may be a marker of prenatal brain damage 

Psychological and Social Influences
· Since identical twins can be discordant for schizophrenia, it suggests that schizophrenia involves something in addition to genes 
· However, all observations show clearly that schizophrenia does not fall neatly into a few simple causal packages
· The causal picture may be further complicated by psychological and social factors 
· Stress
· Researchers have studied the effects of a variety of stressors on schizophrenia 
· Brown and Birley (1968, 1970) examined people whose onset of schizophrenia could be dated within a week
· These individuals had experienced a high number of stressful life events in the 3 weeks before they started showing signs of the disorder
· Later confirmed by a study done by the WHO
· But the studies that were done were retrospective  could be biased 
· One study used a prospective approach to examine the impact of stress on relapse (Ventura et al., 1989) 
· 30 people with recent-onset schizophrenia  followed for a year
· 11/30 had a significant relapse – symptoms returned or worsened
· Relapses occurred when stressful life events increased during the previous month 
· Other studies have shown that stressful life events can cause depression among people with schizophrenia  may contribute to relapse (Ventura et al., 2000)
· Research also shows a significant negative correlation between social class and schizophrenia 	
· There is a significant tendency for individuals with schizophrenia to be found in the lowest social classes 
· Two possible explanations: 
· First pertains to stress affecting schizophrenia rates  lower social classes are stressful, predisposing those from the lower social classes to an increased likelihood of schizophrenia  sociogenic hypothesis
· Second pertains to the adverse effects of schizophrenia on a person’s ability to hold a job  if the illness makes them less able to hold a job  individuals with schizophrenia may experience a downward social drift into the lower social classes  called the social selection hypothesis 
· This is favoured over the sociogenic hypothesis 
· Social support is also implicated in schizophrenia, as with other disorders
· Erickson et al., (1998) showed that higher levels of social support from non-family members in the social network predicted better outcomes 5 years later among patients experiencing their first episode of schizophrenia 
· Families and Relapse
· The term schizophrenogenic was used for a time to describe a mother whose cold, dominant, and rejecting nature was thought to cause schizophrenia in her children 
· Double bind was used to portray a type of communication style that produced conflicting messages which in turn, caused schizophrenia to develop  the parent communicates messages that have two conflicting meanings 
· Research now focuses on how family interactions contribute to relapse after initial symptoms are observed
· Focusd on a particular emotional communication style: expressed emotion (EE) 
· Formulated by Brown et al (1962)  followed a sample of people who had been discharged from the hospital after a schizophrenic epiode
· Found that former patients who had limited contact with their relatives did better than patients who spent longer periods with their families 
· Additional research showed that if the level of criticism, hostility, and emotional over-involvement expressed by families was high, patients tended to relapse 
· Other researchers have found that ratings of high EE in a family are a good predictor of relapse among people with chronic schizophrenia 
· If you have schizophrenia and live in a family with high EE, you’re 3.7X more likely to relapse than if you lived in a family with low EE 
· Families with high EE are characterized by intrusiveness, a negative attitude toward the illness and low tolerance 
· With respect to low tolerance and negative attitude – research shows it is common for family members to see a schizophrenic patient’s symptoms as being intentional 
· Also interesting to see whether family influences are unique to our cultures
· If a factor like high EE in families is a causal agent of schizophrenia, we should see the same rates in families across cultures 
· However, they differ!!! 
· In general, critical and hostile envrionments provide additional stressors that can lead to more relapses 
· BUT, critical comments and emotional overinvolvement may be the family responses to a schizophrenic patient’s unusual and disturbing behaviour rather than a cause 
· Research even shows that certain kinds of patient behaviours do evoke hostility in family members, supporting the position that the relation between the behaviour of patients with schizophrenia and EE in family members is indeed a reciprocal process (Cook et al., 1989; Miklowitz et al., 1989)

Treatment
· Treatment has ranged over the years 
· Primitive surgeries in the 16th century to remove the “stone of madness”
· Similar to prefrontal lobotomies performed as late as the 1950s
· Severed the frontal lobes from the lower portion of the brain  sometimes calmed the patient, but also caused cognitive and emotional deficits
· Some societies still use crude surgical procedures to eliminate the symptoms of schizophrenia
· In the Western world, treatment usually begins with one of the neuroleptic drugs that help reduce the symptoms of schizophrenia  typically used in conjunction with a variety of psychosocial treatments to reduce relapse, compensate for skill deficits and improve compliance 

Biological Interventions
· Early on, Kraepelin recommended that physicians use “good patience, kind disposition and self-control” to calm excited patients
· During the 1930s several novel biological treatments were tried
· Injecting massive doses of insulin  induce comas; carried great risk of serious illness and death
· Psychosurgeries were introduced
· Late 1930s  ECT was advanced as a treatment for schizophrenia
· Initial enthusiasm faded because it was not found to be beneficial for more people
· Still used with a limited number of people  still used for severe depression 
· 1950s  BREAKTHROUGH IN TREATMENT 
· Introduction of several drugs that relieved symptoms in many people  Neuroleptics 
· Provided the first real hope that help was available 
· Heinz Lehmann credited with introducing neuroleptic meds for treatment of schizophrenia to NA
· When effective, they help people think more clearly and eliminate hallucinations and delusions
· Work by affecting the positive symptoms, and to a lesser extent the negative and disorganized ones 
· They are dopamine antagonists  interfere with the dopamine NT system; but also affect other systems such as the serotonergic system
· Each drug is effective with some patients and not with others; clinicians and patients must go through trial and error to find the medication that works best 
· The earliest list of neuroleptics  called conventional antipsychotics  effective for 60% of those who try them
· Many people not helped or experience negative side effects, though
· Some people respond well to new medications 
· Clozapine  common  first marketed in 1990  now widely used
· Newer antipsychotics now prescribed to more than ¾ of patients with schizophrenia in Canada 
· Tend to have fewer serious side effects 
· May also be more effective in reducing both negative and positive symptoms 
· Only work when they are taken properly, and many people with schizophrenia do not routinely take their medication 
· Approx. 7% of people prescribed antipsychotic meds refuse to take them 
· Several factors related to non-compliance 
· Negative doctor-patient relationships
· Cost of medication
· Poor social support
· Negative side effects 
· Particularly serious negative side effects are called extrapyramidal symptoms such as motor difficulties similar to those experienced by Parkinson’s patients  parkinsonian symptoms
· E.G. Akinesia  expressionless face, slow motor activity, monotonous specch 
· E.G. Tardive dyskinesia  involuntary movements of the tongue, face, mouth, or jaw; often irreversible 
· During first 5 years of use, 3-5% of people taking antipsychotic meds show tardive dyskinesia  risk increases over time 
· Main complaints: grogginess, deterioration in ability to think or concentrate, salivation problems, blurred vision 
· 25% of patients had a negative attitude towards their meds (Windgassen, 1992)
· A new treatment for hallucinations that is not yet well-validated involves exposing people with schizophrenia to magnetic fields
· Transcranial magnetic stimulation (TMS)  wire coils repeatedly generate magnetic fields that pass through the skull to the brain 
· Seems to interrupt the normal communication temporarily to that part of the brain 
· Hoffman et al., (2000) used this method to stimulate the area of the brain involved in hallucinations for 12 individuals with schizophrenia that experienced auditory hallucinations
· Many of the individuals experienced improvement following TMS
· A conflicting study by Fitzgerald et al. (2005) showed no effectiveness of TMS in treating auditory hallucinations except in decreasing their loudness

Psychosocial Interventions
· A number of psychosocial treatments have been tried for schizophrenia, reflecting the belief that the disorder results from problems in adapting to the world because of early experiences 
· Clinicians have taken psychodynamic and psychoanalytic approaches to therapy and continue to use it, but research shows that their efforts at best may not be beneficial and at worst may be harmful
· Today, few people believe that psychological factors cause people to have schizophrenia or that traditional psychotherapeutic approaches will cure them 
· But, psychological methods do have an important role  increasing compliance!!! 
· Until recently, most people with severe and chronic cases of schizophrenia were treated in hospital settings 
· Inpatient care in the 19th century involved “moral treatment” which emphasized improving patients’ socialization, helping them to establish routines for self-control and showing them the value of work and religion 
· Various types of such treatment have been popular, but with one important exception, none seem to have helped people with schizophrenia
· In the 1970s, Paul and Lentz (1977) conducted pioneering work that borrowed from the behavioural approaches 
· Designed an environment for inpatients that encouraged appropriate socialization, participation in group sessions, and self-care such as bed-making, while discouraging violent outburst
· Set up a token economy  residents could gain access to meals and small luxuries by behaving appropriately 
· The incentive system was combined with a full schedule of daily activities
· Paul and Lentz compared the effectiveness of this type of environment with traditional inpatient environments
· Patients who went through their program did better than others on social, self-care and vocational skills, and more of them could be discharged from the hospital 
· Since 1955, many efforts have combined to halt the routine institutionalization of people with schizophrenia in Canada and the USA 
· Occurred due to court rulings, relative success of antipsychotic medication, and fiscal crisis leading to ensuing cutbacks in health care
· Problem is that policies of deinstitutionalization have often been ill-conceived and thus resulted in problems:
· A consequence of deinstitutionalization is that many people with schizophrenia or other psychological disorders are homeless 
· Women are also increasingly expected to bear the burden of caring for a family member who has a mental illness 
· Good news: more attention is being focused on supporting these people in their communities
· When adequate community support is provided, these people fare no worse and sometimes fare better in the community than in institutions 
· One of the more insidious effects of schizophrenia is its negative impact on a person’s ability to relate to other people
· Can prevent them from getting and keeping jobs and making friends 
· Clinicians attempt to reteach social skills by dividing complex social skills into their component parts, which they model
· Then the clients role-play and ultimately practise their new skills in the “real world” all while receiving feedback and encouragement at signs of progress 
· Basic skills can be taught to people with schizophrenia but there is some disagreement as to how successful the treatment is 
· Challenge is maintaining the effects of teaching social skills over a long time
· Programs also often teach a range of ways that people can adapt to their disorder yet still live in the community 
· Preliminary evidence indicates that this type of training may help prevent relapses of people with schizophrenia 
· Noorman et al., (2002) showed that adding a stress-management intervention to an existing medical and psychosocial treatment program for individuals with schizophrenia resulted in fewer hospitalizations in the following year, particularly for those who showed a high level of attendance at treatment sessions
· Other research has focused on whether behavioural therapy of families of a schizophrenic patient results in lower levels of EE thereby resulting in fewer relapses
· Behavioural therapy resembles classroom education about schizophrenia 
· Also helped with communication skills 
· Research suggests that the effects of behavioural family therapy are significant during the 1st year, but less robust 2 years after 
· Adults with schizophrenia face great obstacles to maintaining gainful employment
· To address this difficulty, some programs focus on vocational rehabilitation, such as supportive employment 
· In general, combination of some form of psychological treatment with biological treatment may be helpful in avoiding or delaying relapse 
· A general trend in the treatment of schizophrenia today is toward early intervention 
· Intervening early can be important in affecting the course of the disorder over time
· Getting help in the early stages of the illness is critical  getting patients on the right medications and into effective psychotherapy ASAP and providing information and support to affected families right away can reduce the severity of future relapses (Drury et al., 1996) 
· A relatively newer approach to the treatment of schizophrenia applied over the past 15 years is CBT
· Kingdon and Turkington (1994) argue that people with schizophrenia are not inherently irrational, but instead have a particular set of irrational beliefs that are amenable to intervention with CBT techniques 
· Usually applied to auditory hallucinations and delusions, but strategies have also evolved to treat positive and negative symptoms 
· They are adaptations of CBT strategies successful in treating depression and anxiety 
· More recent reviews are unanimous in supporting the potential of this approach in the treatment of patients with schizophrenia 
· Rector et al. (2001) found that CBT produces large clinical effects on both positive and negative symptoms of schizophrenia 
· Also proven to be effective in patients who did not respond well to drug treatment in the past (Garety et al., 1994) 
· Community services have also expanded to include self-advocacy and self-help groups
· Former patients have organized programs to provide mutual support
· These psycjosocial clubs have differing models, but all are “person centered” and focus on obtaining positive experiences through employment opportunities, friendship, and empowerment 
· Research indicates that participation in these programs may help reduce relapses 

Treatment across Cultures
· Treatment differs from one country to another and across cultures within countries 
· In China, the most frequently used treatment is antipsychotic meds, but 7-9% of patients also receive traditional herbal medicine and acupuncture
· Xhosa people of South Africa use traditional healers who sometimes recommend the use of oral treatments to induce vomiting, enemas, and the slaughter of cattle to appease the spirits 
· Beliefs about symptoms and treatments were compared between Britain and China
· Chinese  more religious beliefs about causes and treatments of schizophrenia 
· These different beliefs translate into different treatment practices  British use more biological, psychological and community treatments while the Chinese rely more on alternative medicine 
· Supernatural beliefs about the cause of schizophrenia among family members in Bali lead to limited use of antipsychotic medication in treatment 
· In many countries in Africa, people with schizophrenia are kept in prisons, primarily because of lack of adequate alternatives 

Prevention
· One strategy is to identify and treat children who may be at risk for getting the disorder later in life 
· High-risk children are often the focus of prospective and longitudinal studies
· Mednick et al. (1965, 1968)  classic at-risk study in Denmark
· Identified 207 Danish children of mothers with severe schizophrenia and 104 control children
· Average age of children when first identified was about 15  followed them for 10 years
· Identified instability of the early family-rearing environment, which suggests that environmental influences may trigger the onset of schizophrenia  poor parenting may place additional strain on a vulnerable person who is already at risk
· When the at-risk children in the study enter middle age, we will know the eventual outcomes for all of them, until then we cannot draw strong conclusions 
· As we await the outcomes of long-term studies, other approaches may prove valuable for reducing the rates of this disorder
· Factors such as birth complications and certain early illnesses may trigger the onset of schizophrenia, especially in those who are genetically predisposed
· Interventions such as vaccinations against viruses for women of childbearing age and interventions related to improving prenatal nutrition and care may be effective preventative measures 

On the Spectrum: Emerging Views of Schizophrenia
· There is recognition that the group of diagnoses covered in this chapter constitute schizophrenia spectrum disorders
· Eugen Bleuler who coined the term schizophrenia identified the different variants that were all included within this spectrum 
· The DSM currently lists 5 subtypes of schizophrenia, and other psychotic disorders that fall under the heading 
· Additionally, a personality disorder, and possibly two mood disorders are also considered by some to be included under this umbrella category of schizophrenia spectrum disorders
· All these difficulties seem to share features of extreme reality distortion
· Discussions for the DSM-5 include the possible removal of the subtypes of schizophrenia and instead adding a dimensional rating for some of the core symptoms of schizophrenia 
· IE. Rating the extent to which an individual has and is distressed by the following dimensions:
· Hallucinations
· Delusions
· Disorganization
· Abnormal psychomotor behaviour
· Restricted emotional expression
· Avolition
· Impaired cognition
· Depression
· Mania
· This would allow clinicians the ability to provide a richer description of the complex problems faced by an individual that often go unspecified within single labels that people are assigned 
· We first require a study of the soundness of these types of dimensional structures and a determination of whether or not they represent valid diagnoses
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