Chapter 12: Schizophrenia and other Psychotic Disorders
- cognitive dysfunction – characterized by delusions & hallucinations, disorganized speech and emotion

- complete recovery from schizophrenia is rare

- 1800s German psychiatrist Emil Kraepelin was the first to describe schizophrenia

- he believed the symptoms included: catatonia (immobility and excitation alternating), hebephrenia (silly and immature emotions), paranoia (delusions of grandeur or persecution)

- called it dementia praecox – differentiated from bipolar – by early age of onset and poor prognosis

- also more symptoms than bipolar

1908 – Swiss Psychiatrist – Eugen Bleuler – coined the term schizophrenia

-skhizein (split) and phren (mind) – originally they thought schizophrenia was split personality – incorrect now

Case study:  Arthur’s story
Arthur had a normal childhood in a middle-class suburban neighbourhood.  Hi parents had been happily married until his father’s death several years ago.  Arthur was an average student throughout school and had received a college diploma.  His family seemed to think he regretted not continuing on to receive a bachelor’s degree at university.  Arthur had worked in a series of temporary jobs, and his mother reported that he seemed satisfied with what he was doing.  He lived and worked in a major city, some 15 minutes from his mother and his married brother and sister.  

Arthur’s family said that about 3 weeks before he arrived at the mental health clinic, he had started speaking strangely.  He had been laid off from his job a few days before because of cutbacks and hadn’t communicated with any of his family members for several days.  When they next spoke with him, his behaviour startled them.  Although he had always been idealistic and anxious to help other people, he now talked about saving all the starving children in the world with his “secret plan”.  At first his family assumed this was just as example of Arthur’s sarcastic wit, but his demeanor changed to one of extreme concern, and he spoke nonstop about his plans.  He began carrying several spiral notebooks that he claimed contained his scheme for helping starving children; he said he would reveal it only at the right time to the right person.  Suspecting that Arthur might be taking drugs, which could explain the sudden and dramatic change in his behaviour, his family searched his apartment.  Although they didn’t find any evidence of drug use, they did find his chequebook and noticed a number of strange entries.  Over the past several weeks, Arthur’s handwriting had deteriorated, and he had written notes instead of the usual cheque information. (“Start to begin now”; “This is important!”; “They must be saved!”).  He had also made unusual notes in several of his most prized books, a particularly alarming development given his reverence for these books.

As the days went on, Arthur showed dramatic changes in emotion, often crying and acting apprehensive.  He stopped wearing socks and underwear and, despite the extremely cold weather, wouldn’t wear a jacket when he went outdoors.  At the family’s insistence, he moved into his mother’s apartment.  He slept little and kept the family up until the early morning.  His mother said it was like being in a living nightmare.  Each morning she would wake up with a knot in her stomach, not wanting to get out of bed because she felt so helpless to do anything to rescue Arthur from his obvious distress.

The family’s sense of alarm grew as Arthur revealed more details of his plan.  He said that he was going to the German embassy because that was the only place people would listen to him.  He would climb the fence at night when everyone was asleep and present his plan to the German ambassador.  Fearing that Arthur would be hurt trying to enter the embassy grounds, his family contacted a local psychiatric hospital, described Arthur’s condition, and asked that he be admitted.  Much to their surprise and disappointment, they were told that Arthur could commit himself but that they couldn’t bring him in involuntarily unless he was in danger of doing harm to himself or others.  The fear that Arthur might be harmed wasn’t sufficient reason to admit him involuntarily.

His family finally talked Arthur into meeting the staff at the outpatient clinic.  In an interview with a team of mental health workers, it was clear he was delusional, firmly believing in his ability to help all starving children.  After some cajoling, he allowed the staff to see his notebooks.  He had written random thoughts (eg “The poor starving souls”; “The moon is the only place”;) and had made drawings of rocket ships.  Parts of his plan involved building a rocket ship that would go to the moon, where he would create a community for all malnourished children, a place where they could live and be helped.  After a few brief comments on his plan, the health workers asked Arthur about his plan.

Psychiatrist:  “You look tired; are you getting enough sleep?”

Arthur:  “Sleep isn’t really needed, my plans will take me through, and then they can all rest”.

Psychiatrist:  “Your family is worried about you.  Do you understand their concern?”

Arthur:  “It’s important for all concerned to get together, to join together.”

With that, he got up and walked out of the room and out of the building, after telling his family that he would be right back.  After 5 minutes they went to look for him, but he had disappeared.  He was missing for 2 days, which caused his family a great deal of concern about his health and safety.  In an almost miraculous sequence of events, they found him walking the streets of the city.  He was then picked up by his family and brought to the emergency ward of the hospital where he was admitted into the psychiatric ward for observation.
Symptoms

Early Warning Signs of Schizophrenia:
  Deterioration of personal hygiene 

  Depression 

  Bizarre behaviour 

  Irrational statements 

  Sleeping excessively or inability to sleep 

  Social withdrawal, isolation, and reclusiveness 

  Shift in basic personality 

  Unexpected hostility 

  Deterioration of social relationships 

  Hyperactivity or inactivity—or alternating between the two 

  Inability to concentrate or to cope with minor problems 

  Extreme preoccupation with religion or with the occult 

  Excessive writing without meaning 

  Indifference 

  Dropping out of activities—or out of life in general 

  Decline in academic or athletic interests 

  Forgetting things 

  Losing possessions 

  Extreme reactions to criticism 

  Inability to express joy 

  Inability to cry, or excessive crying 

  Inappropriate laughter 

  Unusual sensitivity to stimuli (noise, light, colours, textures) 

  Attempts to escape through frequent moves or hitchhiking trips 

  Drug or alcohol abuse 

  Fainting 

  Strange posturing 

  Refusal to touch persons or objects; wearing gloves, etc. 

  Shaving head or body hair 

  Cutting oneself; threats of self-mutilation 

  Staring without blinking—or blinking incessantly 

  Flat, reptile-like gaze 

  Rigid stubbornness 

  Peculiar use of words or odd language structures 

  Sensitivity and irritability when touched by others.
Use the above list to check off any early signs that Arthur was exhibiting.

Why do you think families often miss early symptoms and don’t seek help immediately?

- psychotic behaviour – detachment from reality

- divided into positive (delusions, hallucinations), negative (deficits in normal behaviour – speech, motivation), and disorganized (rambling speech, erratic behaviour, inappropriate affect)

- a diagnosis of schizophrenia requires 2 or more positive, negative and/or disorganized symptoms for at least 1 month

Positive symptoms
- delusions – a misrepresentation of reality – a belief in something that doesn’t exist

- delusions of grandeur – can conquer the world, rid starvation, etc

- delusions of persecution – someone is out to get them (John Nash in “A Beautiful Mind”)

- Capgras syndrome – delusions that someone he knows has been replaced by a double

- Cotard’s syndrome – a part of their body (ie their brain) has changed in some way

- hallucinations – the experience of sensory events without actual input from the surrounding environment – ie think you heard your name – saw something that wasn’t there? Smelled, tasted    or touched something that wasn’t there?

- auditory hallucination is most common – hearing voices in your head

- brain imaging shows that the area most active during hallucinations was Broca’s area – which is involved with speech production (Wernicke’s area involves understanding of speech – not as active)

- possibly these patients are not really hearing outside voices, but are listening to their own thoughts and can’t recognize the difference

Negative symptoms
- absence or insufficiency of normal behaviour

- emotional, social withdrawal, apathy, poverty of speech or thought

- avolition – (a – without – volition – choosing or deciding) – inability to initiate and persist in activities

- alogia – absense of speech – difficulty adding to conversations, getting info out of them

- anhedonia – lack of pleasure – eating, social outings, sexual relations

- flat affect – do not show emotions – happy or sad, vacant stare (blunted affect)

- in children, less positive and more negative emotion seems to be an indicator of schizophrenia later in life

- asociality – deficits in social relationships – few friendships, poor social skills

Disorganized Symptoms

- erratic behaviours and emotions

- disorganized speech – people with schizophrenia lack insight into their own disease

- speech is illogical, jumps from topic to topic randomly – cognitive slipping

- inappropriate affect and catatonic behaviour – laughing at a funeral, crying at a birthday party, etc., hoarding behaviours

- catatonia involves lack of movement to agitated movements – some people hold unusual postures

Subtypes of schizophrenia

Paranoid type – delusions and hallucinations

- cognitive skills and affect are relatively intact

- delusions and hallucinations usually have a theme – grandeur, persecution

Disorganized type – marked disruption of speech & behaviour

- flat or inappropriate affect

- if delusions/hallucinations are present, they are not typically organized around a specific theme

- symptoms are more chronic

Catatonic type – unusual motor responses – fixed positions to agitation, unusual facial expressions

- repeat the words of others (echolalia) or mimic the movements of others (echopraxia)

Undifferentiated type – people who don’t fit easily into any subgroup – have symptoms but don’t fit specific categories

Residual type – people who have had at least one episode of schizophrenia (psychosis) but no longer show symptoms – can display residual symptoms – including social withdrawal, bizarre thoughts, flat affect, inactivity

Other psychotic disorders

Schizophreniform disorder – experience symptoms of schizophrenia for a few months and then resume normal lives

Schizoaffective disorder – symptoms of schizophrenia and symptoms of mood disorders

Delusional disorder – persistent delusions – but no other psychotic symptoms

· types of delusions: erotomanic – irrational belief that the individual is loved by another, usually of a higher status (eg – stalkers and celebrities – Sarah McLachlan’s stalker in 1990s (page 496)  or John Hinkley Jr’s stalking of Jodie Foster

· grandiose – believing in one’s inflated worth, power, knowledge, identity

· jealous – believes the sexual partner is unfaithful

· persecutory – believing they are being treated badly in some way

These delusions differ from people with schizophrenia because with delusional disorder, it is possible for the events to occur – but don’t.  With schizophrenia, the events are impossible and completely irrational.

Prevalence 

– approx 1% of the general population

- seems to affect men and women equally

Causes 

– it seems people who develop schizophrenia show signs even in childhood

- begins in early adulthood – why? Possibly the brain damage that is present lies dormant until a later developmental stage – ie adolescence

- the earlier symptoms arise, the easier the recovery – brain develops ways to cope with symptoms

- most people with schizophrenia don’t just have 1 episode – have several

- genetics – it seems definite that genes make some people vulnerable to schizophrenia

- twin/family studies – it seems you inherit a predisposition to schizophrenia – but may manifest itself into a different subtype than parents – the more severe the parents’ disorder, the more likely the children inherited it

- also you can carry the “genes” for the predisposition for schizophrenia but not display any symptoms – yet still pass on genes to offspring who may develop it – ie can be a carrier

The Effect of Genetics on Schizophrenia
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- the graph above shows strong support for a genetic influence

- but is genetics entirely responsible?

- interesting Case Study: the Genain quadruplets (Genain = Greek for dreadful gene)

Case Study: Genain Quadruplets
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The story starts with the parents: Henry and Gertrude.  Henry was prone to irrational behaviour, was suspicious, and often demonstrated inappropriate sexual behaviour, including sexual promiscuity.  He often drank heavily.  Henry’s wife, Gertrude, married Henry only after he threatened to kill her if she did not accept his proposal.  Gertrude remained oblivious to the problems in the family and was coping with her own sexual dysfunction.  Early in the 1930s, Gertrude gave birth to quadruplet girls.  Except for being premature and having low birth weight, the babies were relatively healthy.  Hester, the smallest, was fitted with a truss (an abdominal compression device) because of a bilateral hernia, but she was sent home with her sisters after six weeks in the hospital.  At this point, the media became very interested in the quadruplets.  Henry and Gertrude even began to charge admission when the general public wished to visit their home and view the girls.  This enterprise, however, was soon terminated when Henry and Gertrude became worried that the girls might contract diseases or be kidnapped!  The girls continued to have an air of “celebrity” about them – and they often sang or danced as a group.  Because of the extra attention their celebrity gave them, the girls often clung together for protection and, as a result, became socially isolated.

Henry and Gertrude encouraged this isolation because of their fear of “the outside world”.  Henry and Gertrude, almost immediately after the children’s birth, began treating the girls as two sets of twins rather than one set of quadruplets.  They considered Nora and Myra to be the superior set of twins while Hester and Iris were the inferior or problematic set.  Hester, to the dismay of her parents, began to masturbate at the age of 3.  It was thought that this behaviour arose fromt eh fact that she experienced irritation from her truss.

Henry, by this point, began to express outwardly his various fears and obsessions to the family.  He patrolled their yard with a loaded gun and watched over the girls with extreme attention for fear they would get into sexual trouble and/or be sexually assaulted if he did not keep watch.  Henry imposed many restrictions on the girls from birth up to the point of their breakdowns.  He insisted on watching them dress and undress and was reported to have sexually molested at least two of his daughters.

Gertrude was also dysfunctional in sexuality.  She believed sexual threats were everywhere, but when the girls complained about Henry’s sexual attention, she dismissed their concerns with the comment that Henry was just testing their virtue.  If the girls objected to his advances, then everything was fine.

Hester continued to masturbate as she grew older and had convinced Iris to do the same.  This behaviour so upset the parents that they forced the girls to undergo a clitoral excision (clitoral mutilation).  To the dismay of Henry and Gertrude, the operation did not stop the girls from masturbating.  Consequently, Gertrude continued to give Nora and Myra most of her affection and attention.

Throughout their school career, the girls were considered to be hard-working and “nice” by their teachers.  It was evident, however, that Nora and Myra were academically superior to Hester, with Iris falling between the two groups.  During the summer before entering her senior year, Hester began to exhibit odd behaviours.  She became temperamental and destructive.  She even struck Nora with such a force that she renedered Nora unconscious.  At times, she did not appear to know what she was doing.  Hester had just turned 18.  Despite barely being able to manage Hester, Henry and Gertrude decided to keep her home while the other girls completed their senior year.  

None of the girls was permitted to have boyfriends and all had various physical difficulties (eg gastrointestinal distress, menstrual irregularities, and enuresis or bed wetting).  After graduation, Nora, Myra and Iris obtained employment as office workers.  Their father, however, continued to spy on them lest they become romantically involved with men.  Myra, the most independent sister, would defy her father and occasionally go out at night.  At work, none of the three sisters was comfortable with the responsibilities that were given them.  Nora, the second sister to develop symptoms of schizophrenia, quit work, stayed home, and took to her bed.  She became increasingly more disturbed.  She would position herself on her knees and elbows until they bled.  She walked and talked in her sleep and groaned a lot – especially at meal time.  When Nora was 22 years old, she was admitted to the hospital and diagnosed with schizophrenia.

Iris was the next sister to display odd behaviour.  She resigned from her job, developed a “spastic colon”, and had episodes of vomiting and insomnia.  She also believed that people were paying too much attention to her and, at this time, it was noted that Henry was extremely attentive to both her and her outside activities.  Within months of Nora’s hospital admission, Iris had a breakdown.  She screamed, fidgeted, heard voices that were not there, drooled, and was unable to swallow solid food.  She, too, was diagnosed with schizophrenia.

At age 24, Myra fell victim to schizophrenia.  The onset of the disorder was similar to that of her sisters.  She suffered from anxiety, nausea, and insomnia.  She, too, would wake up at night screaming.  Unlike her sisters, Myra resisted hospitalization.  It was only when the entire family relocated to the National Institute of Mental Health (NIMH) that she was hospitalized.  The staff of NIMH found Myra to be autistic, disordered in thought, and impaired in reasoning.  She was diagnosed with schizophrenia.  Of interest if not importance, the deterioration of Nora, Iris, and Myra began after they had been subject to persistent and inappropriate sexual advances by a man.  As usual, their parents ignored the complaints of their daughters.

By the time the family arrived at NIMH, Nora had been hospitalized three times, Iris five, and Hester none, despite her psychotic behaviour at home.  During their three-year stay at NIMH, the sisters were given various forms of treatment.  Myra was well enough to be discharged after her stay, but Iris, Hester, and Nora were transferred to a state hospital.  Henry died of liver disease during this period.

At the time of Dr. Rosenthal’s 1963 report, it was evident that each sister was affected somewhat differently by schizophrenia.  For instance, Hester’s prognosis was bleak.  Iris fluctuated between severe disturbance and relative normalcy, Nora was marginally coping outside the hospital.  Myra was working, married, and doing well.  An update on the situation of the quadruplets, completed approximately 20 years after the initial report, revealed that the situation had not changed much.  Myra was still doing well with two children of her own, and the other three sisters, living at home with Gertrude, continued to display similar symptoms to those they had in 1963.

An important point of this report is that, although the four women are genetically identical and suffer from schizophrenia, the actual expression of the illness differs among them.  All four sisters had larger than normal cerebral ventricles (fluid-filled spaces within the brain) compared to individuals without schizophrenia.  The sisters also responded differently to antipsychotic medications over the years.  This suggests that, while heredity is very important in the expression of schizophrenia, it is not the only factor of importance.  Possibly, perinatal factors (ie factors affecting the developing fetus in the womb or affecting the newborn during the first few weeks after birth) had variable impact on the siblings.

Environmental and social factors also play important roles in the expression of schizophrenia.  For example, Hester, the least favourite daughter of Henry and Gertrude, faced the harshest environmental conditions and had the worst outcome.  The environment of Iris, Hester’s “twin” was similar.  Myra, who was more independent and assertive, was the most favoured daughter and had the best outcome.  Nora’s environment was similar to Myra’s, but Nora, unfortunately, was her incestuous father’s “favourite” daughter.  It is evident from this study that environmental and social forces are quite powerful determinants of personal destiny.  Both our genes and our environment interact to make us who we are!

~ taken from ADLC Resource for Abnormal Psychology 35
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- identical quads – brought up in the same dysfunctional household

- all had the same predisposition for schizophrenia – yet they all displayed different degrees of the disorder

- Hester – the older of the group was the first one diagnosed with schizophrenia – her parents labeled her as a habitual masturbator – and had many social problems

- Myra was hospitalized 6 years later (24 yrs)

- they considered Nora and Myra superior over the other 2 – Hester and Iris

- the father was paranoid, inappropriate sexual behaviour – molested at least 2 of the girls

- Hester & Iris continued to masturbate until the parents forced them to undergo a clitoral excision – but it didn’t stop the girls

- Hester & Iris fell behind in school – Hester began to exhibit odd behaviours – temperamental and destructive

- Nora was diagnosed with schizophrenia next – 22 yrs – very disturbed behaviour

- Iris diagnosed next

- Myra was last – found to be autistic as well as schizophrenic

- Nora, Iris & Myra began to deteriorate after they had suffered sexual abuse (trigger)

- Hester’s prognosis was bleak – severley affected

- Iris fluctuated between severe disturbance and relative normalcy

- Nora was barely coping outside the hospital

- Myra was working, married, doing well

Why the difference?  They all had smaller than normal ventricles (in brain),

They responded differently to antipsychotic medicine

- same genes – different outcomes

- Hester – the least liked by the parents fared the worst, Myra the favourite did the best

- environment plays an important role – called an “unshared environment”

- in fact, children who are adopted into families with at least one schizophrenic parent have a 10% chance of developing schizophrenia (as opposed to the general pop. rate of 1%)

- scientists are studying genetic markers – can use markers (know the location on which chromosome) to see if it’s linked to schizophrenia – many gene loca have been identified

- also people with schizophrenia can’t track a moving pendulum while keeping their head still (smooth-pursuit eye movement) – whereas normal people can (called “eye-tracking”)

- looking at the brain, neurons and neurotransmitters

- what is the role of dopamine?

Look at the evidence to support dopamine’s role in schizophrenia:

- it seems that dopamine antagonists (block dopamine in the synapse) are effective in treating people with schizophrenia

- the drugs appear to have negative side-effects – tremors, etc consistent with Parkinson’s disease (low dopamine)

- the drug L-dopa (dopamine agonist) – used to treat people with Parkinson’s produces schizophrenia-like symptoms

- amphetamines – which can activate dopamine – can make psychotic symptoms worse in people with schizophrenia

- when drugs are administered to increase dopamine – schizophrenia symptoms result 

- when drugs are administered to decrease dopamine – schizophrenia symptoms diminish

However: some people with schizophrenia are not helped with dopamine antagonists

- the symptoms of schizophrenia subside slowly, even after antipsychotic medicine given

- drugs are not as effective in controlling negative symptoms

- possibly dopamine is involved in schizophrenia – but the relationship is more complicated than first thought

- different types of receptors – dopamine acts differently in different parts of the brain

- children with parents with schizophrenia show several neurological difficulties early on – ie abnormal reflexes and inattentiveness, inability to perform certain tasks

- it seems no one specific part of the brain is involved – more complex than that

- one reliable piece of evidence is the size of the ventricles – seem to be enlarged in people with schizophrenia – possibly meaning that adjacent areas of the brain didn’t develop properly

- some fetuses exposed to influenza virus in the womb can be born with larger ventricles

- twins often have different environments even in the womb – different experiences during birth – possible brain damage to one and not the other

- also seem to have smaller, less active frontal lobes – patients perform poorly on specific cognitive tasks

- brain damage appears to develop gradually – possibly the brain damage has been there since birth

- viral infection – it seems that schizophrenia didn’t exist more than 200 yrs ago – so, similar to AIDS, it may be in part the result of a newer virus

- viral infection seems to account for some cases – possibly prenatal exposure to viruses (influenza) – exposure to Type A2 influenza virus in the 2nd trimester (ie brain development)

- during the 2nd trimester, fingerprint dermal cells migrate to the cortex – if there was an interruption in fetal development (ie due to virus) – possibly those with schizophrenia would have an abnormal # or fingerprint ridges – it seems to be true

- the fact that one twin can develop schizophrenia and another (monozygotic) twin does not, suggests that there is more to the story – ie Genain quads is a perfect example

- also – not all people with schizophrenia have enlarged ventricles – ie Genains had smaller than average ventricles

- studies done that indicate people who have fought in combat come back with temporary symptoms of schizophrenia – extreme stress can bring on symptoms?

- stress – research shows that people predisposed to develop schizophrenia have psychotic episodes triggered by stressful events

- family – studies showing that a schizophrenogenic mother (cold, dominant, rejecting) – could trigger schizophrenia

- double bind communication – the parent communicates with 2 conflicting messages – confusing for child

- these theories have been disputed – and often causes guilt in the parents who feel that they’ve done something wrong in the upbringing

- more importantly – families seem to affect the incidence of further relapses in confirmed schizophrenia patients

- if the patient receives criticism, hostility, emotional intrustiveness – the patients tended to relapse more easily (expressed emotion)

- although the prevalence of schizophrenia is the same throughout the world (1%), the expressed emotions vary across cultures – North America has the highest rates of expressed emotion

Treatment
- in 1950s – prefrontal lobotomies were performed – removed a portion of the cerebral cortex – calmed patient down but caused severe cognitive and emotional deficits

- biological/drugs – 1930s – drs tried insulin shock therapy – induce comas but risky – often patients actually died

- also used ECT – some limited results – still used today but infrequently – only for people who also experience symptoms of depression

- drugs used – different types – some work with some people, not others – basically dopamine antagonists – but have side effects – also reduce serotonin and glutamate

- newer medications include clozapine, risperidone, olanzapine – first marketed in 1990

- seem to have fewer side effects – and improve cognitive function

- many patients don’t take their meds – noncompliance – mainly due to unwanted side effects – drowsiness, blurred vision, mouth dryness – called extrapyramidal symptoms – sometimes even look like Parkinson’s – tremors, etc.
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- psychosocial interventions – 1970s – looked at socialization, group therapy, token economy – earn access to treats (used in a hospital setting)

- behavioural and social skills training – rewards, punishments – learning how to interact with others

- then there was a push for deinstitutionalization – not so good for schizophrenia patients – many ended up on the streets – unmedicated

- use role play techniqes to mimic “real world” scenarios – learn how to keep a job, relationship, friends, family members,

- also include family members in therapy – reduce expressed emotion

- problem solving skills to help with conflict – manage stress for all family members

- tendancy towards early intervention – before symptoms become too severe

- also starting to use CBT – to treat both positive and negative symptoms – talk therapy

- focus also on self-help – so that they may be more self-sufficient in the community

- treatment varies across cultures – China – tends to use antipsychotic meds, and traditional herb and acupuncture – in Africa, patients are locked in prison because of a lack of alternatives – N.America – meds, psychosocial, CBT, group, etc.

http://www.youtube.com/watch?v=bWaFqw8XnpA&feature=related
(4 patients with schizophrenia)

http://www.youtube.com/watch?v=Qf5a-Rhi9Og&feature=related
(treatment of schizophrenia)

http://www.youtube.com/watch?v=nGqo7ZQc6Sg&feature=related
(dopamine and antipsychotic medication)

