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Gender and Age

 Schizophrenia is equally prevalent in men and women.

 Onset is earlier in men than in women. More than half of all male schizophrenia patients, but only 
one-third of all female schizophrenia patients, are first admitted to a psychiatric hospital before 
age 25 years.

 The peak ages of onset are 10 to 25 years for men and 25 to 35 years for women.

 Approximately 3 to 10 percent of women with schizophrenia present with disease onset after age 40 
years.

 About 90 percent of patients in treatment for schizophrenia are between 15 and 55 years old.

 Onset of schizophrenia before age 10 years or after age 60 years is extremely rare.

 Some studies have indicated that men are more likely to be impaired by negative symptoms 
(described later) than are women and that women are more likely to have better social functioning 
than are men before disease onset.

 In general, the outcome for female schizophrenia patients is better than that for male 
schizophrenia patients.

 When onset occurs after age 45 years, the disorder is characterized as late-onset schizophrenia.



Infection and Birth Season

 Persons who develop schizophrenia are more likely to have been born in the 

winter and early spring and less likely to have been born in late spring and 

summer.

 In the United States, persons with schizophrenia are more often born in the 

months from January to April.

 Studies have pointed to gestational and birth complications, exposure to 

influenza epidemics, maternal starvation during  pregnancy, Rhesus factor 

incompatibility, and an excess of winter births in the etiology of 

schizophrenia.

 The nature of these factors suggests a neurodevelopmental pathological 

process in schizophrenia, but the exact pathophysiological mechanism 

associated with these risk factors is not known.



Substance Abuse

 Substance abuse is common in schizophrenia.

 The lifetime prevalence of any drug abuse (other than tobacco) is often greater than 

50 percent.

 Alcohol abuse increases risk of hospitalization and, in some patients, may increase 

psychotic symptoms

 There has been particular interest in the association between cannabis and 

schizophrenia.

 Those reporting high levels of cannabis use (more than 50 occasions) were at sixfold

increased risk of schizophrenia compared with nonusers.

 The use of amphetamines, cocaine, and similar drugs should raise particular concern 

because of their marked ability to increase psychotic symptoms.



 Nicotine. Up to 90 percent of schizophrenia patients may be dependent on 

nicotine.

 Apart from smoking-associated mortality, nicotine decreases the blood 

concentrations of some antipsychotics.

 A specific polymorphism in a nicotinic receptor has been linked to a genetic 

risk for schizophrenia.

 Nicotine administration appears to improve some cognitive impairments and 

parkinsonism in schizophrenia, possibly because of nicotine-dependent 

activation of dopamine neurons.

 Recent studies have also demonstrated that nicotine may decrease positive 

symptoms such as hallucinations in schizophrenia patients by its effect on 

nicotine receptors in the brain that reduce the perception of outside stimuli, 

especially noise. In that sense, smoking is a form of self-medication.



Biochemical Factors

 Dopamine Hypothesis

 Serotonin

 Norepinephrine

 GABA

 Neuropeptides

 Glutamate

 Acetylcholine and Nicotine



Postpsychotic Depressive Disorder of 

Schizophrenia

 After an acute schizophrenia episode, some patients become depressed. The symptoms 

of postpsychotic depressive disorder of schizophrenia can closely resemble the 

symptoms of the residual phase of schizophrenia and the adverse effects of commonly 

used antipsychotic medications.

 The diagnosis should not be made if they are substance induced or part of a mood 

disorder due to a general medical condition. 

 These depressive states occur in up to 25 percent of patients with schizophrenia and 

are associated with an increased risk of suicide.



Early-Onset Schizophrenia

 A small minority of patients manifest schizophrenia in childhood. Such children may at 

first present diagnostic problems, particularly with differentiation from mental 

retardation and autistic disorder.

 Recent studies have established that the diagnosis of childhood schizophrenia may be 

based on the same symptoms used for adult schizophrenia.

 Its onset is usually insidious, its course tends to be chronic, and the prognosis is mostly 

unfavorable.



Late-Onset Schizophrenia

 Late-onset schizophrenia is clinically indistinguishable from schizophrenia but has an 

onset after age 45 years.

 This condition tends to appear more frequently in women and tends to be 

characterized by a predominance of paranoid symptoms. 

 The prognosis is favorable, and these patients usually do well on antipsychotic 

medication.





Comorbidity

 Obesity

 Diabetes Mellitus

 Cardiovascular Disease

 HIV

 Chronic Obstructive Pulmonary Disease

 Rheumatoid Arthritis





Treatment

 Although antipsychotic medications are the mainstay of the treatment for 

schizophrenia, research has found that psychosocial interventions, including 

psychotherapy, can augment the clinical improvement.

 Hospitalization is indicated for diagnostic purposes; for 

stabilization of medications; for patients' safety because of suicidal or 

homicidal ideation; and for grossly disorganized or inappropriate 

behavior, including the inability to take care of basic needs such as 

food, clothing, and shelter. Establishing an effective association 

between patients and community support systems is also a primary 

goal of hospitalization.



Pharmacotherapy

 The introduction of chlorpromazine (Thorazine) in 1952 may be the most important 

single contribution to the treatment of a psychiatric illness.

 Antipsychotics diminish psychotic symptom expression and reduce relapse rates. 

Approximately 70 percent of patients treated with any antipsychotic achieve remission.

 Antipsychotics can be categorized into two main groups: the older conventional 

antipsychotics, which have also been called firstgeneration antipsychotics or dopamine 

receptor antagonists, and the newer drugs, which have been called second-generation 

antipsychotics or serotonin dopamine antagonists (SDAs).

 Clozapine (Clozaril) the first effective antipsychotic with negligible extrapyramidal side 

effects.



PHASES OF TREATMENTIN 

SCHIZOPHRENIA

 Treatment of Acute Psychosis

 Acute psychotic symptoms require immediate attention.

 This phase usually lasts from 4 to 8 weeks.

 If patients are receiving an agent associated with extrapyramidal side effects, usually a first-

generation antipsychotic, a trial with an anticholinergic anti-Parkinson medication, benzodiazepine, 

or propranolol (Inderal) may be helpful in making the discrimination.

 Antipsychotics and benzodiazepines can result in relatively rapid calming of patients. 

 With highly agitated patients, intramuscular administration of antipsychotics produces a more rapid 

effect. An advantage of an antipsychotic is that a single intramuscular injection of haloperidol 

(Haldol), fluphenazine (Prolixin, Permitil), olanzapine (Zyprexa), or ziprasidone (Geodon) will often 

result in calming effect without excessive sedation.

 Benzodiazepines are also effective for agitation during acute psychosis.

 Lorazepam (Ativan) has the advantage of reliable absorption when it is administered either orally 

or intramuscularly. The use ofbenzodiazepines may also reduce the amount of antipsychotic that is 

needed to control psychotic patients.



 Treatment During Stabilization and Maintenance Phase

 In the stable or maintenance phase, the illness is in a relative stage of remission.

 The goals during this phase are to prevent psychotic relapse and to assist patients in improving their 

level of functioning.

 published guidelines do not make definitive recommendations about the duration of maintenance 

treatment after the first episode, recent data suggest that 1 or 2 years might not be adequate.

 It is generally recommended that multiepisode patients receive maintenance treatment for at least 

5 years, and many experts recommend pharmacotherapy on an indefinite basis.

 Noncompliance with long-term antipsychotic treatment is very high.

 An estimated 40 to 50 percent of patients become noncompliant within 1 or 2 years.

 Compliance increases when long-acting medication is used instead of oral medication.


