
1. Schizophrenia in view
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COMPLEX MENTAL 
DISORDERS.

Although schizophrenia is a chronic 

disorder, it can be treated with medication. 

In the long term, the lives of people 

with this condition may be 

substantially improved 

by psychotherapy and 

psychosocial 

treatments.

What is schizophrenia?

Schizophrenia is a chronic mental dis-

order that impacts the way a person 

JUDGES, 
PERCEIVES, AND
BEHAVES. Individuals suf-

fering from schizophrenia experience dis-

ruptions in how they perceive the world 

and express themselves. They often seem 

to have lost touch with reality and this 

would cause significant distress for them, 

their family members, and their friends.

When do symptoms occur?

The first schizophrenia symptoms typically 

occur during the patient’s late teenage 

years and early thirties. Men and women 

are equally likely to develop the disorder. 

In men, symptoms tend to appear earlier, 

from their late adolescence to emerging 

adulthood. Women are at higher risk of 

experiencing symptoms during their late 

20S to early 30S. This disorder may also 

appear around the age of 45–50. 

Due to its wide range of manifestations, 

SCHIZOPHRENIA 
IS ONE 
OF THE 
MOST

People living with schizophrenia may have 

difficulties discerning reality from fantasy. 

They may worry that others are reading their 

mind, secretly planning to harm them. They 

may also hear, see, touch, or feel things 

that are not there. Other times, they may 

experience difficulties in feeling, reading, 

and expressing emotions. As their think-

ing process becomes affected, they may 

have trouble concentrating or making deci-

sions. Also, activities that they used to enjoy 

may not bring them pleasure anymore. 

These symptoms have a serious impact on 

their everyday activities and relationships.

Schizophrenia is less common than other 

mental disorders and affects an approxi-

mate number of 

24 MILLION
people around the world or 

0.32%
of the world population. Schizophrenia 

occurs at similar rates in all genders, races, 

ethnic groups, and economic backgrounds. 
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goes through a series of changes as it 

matures. In the case of a vulnerable per-

son, these changes may trigger psychotic 

episodes. 

Drug abuse is also seen as a risk agent in 

the development of schizophrenia, espe-

cially in adolescence. Cannabis, for exam-

ple, combined with other risk factors men-

tioned above, seems to be directly involved 

in the development of the disorder.   

a close one, the risk becomes 15 times 

higher. But if that relative is an identical 

twin, the risk increases to around 50%.

Developmental and environmental fac-

tors include poverty, stress, viruses, toxins, 

nutritional problems before birth, as well as 

pregnancy and birth complications. Living in 

an area with a dense population or having a 

familial background defined by abuse and 

trauma, high intelligence deficient, and dis-

tressing encounters with bullying may also 

represent risk factors.

Adolescence is considered a turning point in 

the development of schizophrenia. During 

this body development period, the brain 

What are the risk factors for 
schizophrenia?

We’ve learned a great deal about 

schizophrenia in the last few decades. 

However, THE PRECISE ORIGIN OF THE 
DISORDER IS UNKNOWN. 

Researchers believe that it could be 

caused by an interaction between 

GENES AND 
ENVIRONMENTAL 
FACTORS. 

Genes play a very important role in schizo-

phrenia. Studies suggest that many different 

genes may be involved. However, a sin-

gle gene is not the cause of the disorder. 

It is also clear that genes are not the direct 

cause of schizophrenia. Rather, they foster 

individuals to be vulnerable to the develop-

ment of this disease.  

There is also evidence of a genetic pre-

disposition. Sharing the same DNA as 

someone with schizophrenia increases the 

likelihood of developing it. If that relative is 
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THESE AREAS ARE ALMOST CONTIN-

UOUSLY IN A STATE OF OVERDRIVE. 

This makes it difficult for them to pay 

attention or remember information. 

The default mode network

Some areas in our brain become active 

when we let our thoughts run free. This en-

ables us to daydream and process thoughts 

and memories. Scientists call this the “de-

fault mode”, and the brain areas that are 

involved the “default mode network”. 

In people with schizophrenia, 

too little DOPAMINE in other parts of 

the brain may explain the lack of motivation 

and energy that is typical in schizophrenia. 

Other neurotransmitters, such as GABA , 

glutamate , and serotonin

(also called “the happy chemical”) 

may also play an important role. 

These changes may explain symptoms 

such as memory lags, trouble shifting be-

tween tasks, or feeling distracted. They may 

also be the cause of making bad judgement 

calls or failing to predict consequences.

How does schizophrenia influence 
the brain?

Schizophrenia has a wide range of symp-

toms. In order to understand these symp-

toms, we first must take a look at what 

happens in the brain of a person with the 

disorder. Research has shown that in peo-

ple with schizophrenia brain cells work and 

communicate with each other differently. 

The role of neurotransmitters

Neurotransmitters are chemical mes-

sengers that carry information between 

brain cells. Having too much or too lit-

tle of these messengers has an im-

pact on how the brain functions.

One of the most studied neurotransmitters in 

schizophrenia is DOPAMINE . 

Also called the “feel good” neurotransmitter, 

DOPAMINE plays an important role 

in thinking, perception, and motivation. In 

schizophrenia, too much DOPAMINE 
in some parts of the brain may lead to hal-

lucinations or delusions. On the other hand, 
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• DELUSIONS: uncorrectable false 

beliefs that are not shared by others 

and may appear as bizarre. Individuals 

with schizophrenia frequently believe 

they are being persecuted or spied 

on. Other times they believe that oth-

ers can read their thoughts, or that they 

have special powers or abilities. Several 

types of delusions can occur at once. 

• DISORGANIZED THOUGHT 
AND SPEECH: involves confused 

and disordered speech and thinking. 

Patients often stop in the middle of a 

sentence. They may also put togeth-

er words without any logical mean-

ing, talk about things that are irrele-

vant to the topic, or jump from one 

idea to another. This way, their speech 

may become hard to understand.

• BIZARRE BEHAVIOURS could 

manifest in several forms, from childlike 

silliness to unexpected agitation. Oth-

er times, the patient may take a bizarre 

posture, or use excessive movement. 

He/She may also resist instructions, or 

show a complete lack of response.

What are the symptoms of 
schizophrenia?

There are several main categories of 

symptoms: positive, negative, cognitive, 

and affective.

1. Positive symptoms

Positive symptoms (often called “psy-

chotic symptoms”) are thoughts and be-

haviours which are not present in healthy 

people. Several positive symptoms may 

be present at once. They include:

• HALLUCINATIONS: hearing, seeing, 

or feeling things that are not actually real 

and cannot be perceived by others. They 

can include hearing sounds, music, whis-

pers or voices, seeing objects, flashes, 

or persons, sensing textures or objects, 

tasting or smelling things. The most com-

mon hallucinations involve hearing com-

menting voices, usually as a dialogue, 

which are often criticizing or threatening. 

These voices may also tell the patient to 

do things he/she otherwise wouldn’t do. 
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• REDUCED ABILITY TO 
EXPERIENCE PLEASURE
(also called “ANHEDONIA”): 

little or no interest in activities that 

used to bring joy. These activities 

include listening to music, gardening, 

or even eating. Feelings towards 

loved ones can also be affected.

• LACK OF MOTIVATION
(also called “AVOLITION”): 

a significantly diminished sense of 

drive and purpose. It also manifests 

as a lack of ability to follow through 

on plans. It is important to note that 

these manifestations are caused by the 

disease and not by a lack of willpower.

• SOCIAL WITHDRAWAL
(or “ASOCIALITY”): 

a decreased interest in forming 

close relationships with others. 

This leads to a significant 

reduction in social interactions. 

2. Negative symptoms

Negative symptoms comprise thoughts 

and behaviours that schizophrenia re-

duces or makes absent, like motivation 

or the ability to express emotions. They 

are also inclined to be more difficult to 

treat compared to the positive ones. 

Negative symptoms include:

• REDUCED EXPRESSION OF 
EMOTIONS
(also called “BLUNTED AFFECT”
or “FLAT AFFECT” ): this affects 

speech, facial expressions, and even 

movement. The person’s speech 

becomes flat, with a dull, monotone 

voice. Their face shows no emotion, 

and they may even avoid eye contact. 

• REDUCED ABILITY TO SPEAK
(also called “ALOGIA”): speech is 

reduced and becomes very poor. 

Replies may be delayed, using short 

or one-word sentences. This creates 

the impression of inner emptiness. Ne
ga
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order. This lack of insight, also called 

“anosognosia”, can make their treat-

ment and care much more challenging.

4. Affective symptoms

Alongside the types of the aforementioned 

symptoms, people with schizophrenia fre-

quently exhibit affective symptoms such 

as depression and anxiety. Depression 

can be present in up to 80% of people 

with schizophrenia and can have a wide 

range of negative consequences: it in-

creases the risk of a relapse, and it leads 

to worse social functioning as well as poor-

er life quality. Depression also increases 

suicide risk: almost two-thirds of people 

with schizophrenia who take their lives do 

so while having depressive symptoms. 

Around half of people with schizophrenia 

have suicidal thoughts and mood prob-

lems, either as a symptom of the illness 

or due to the stress and social issues 

caused by schizophrenia. Furthermore, 

around 30% have obsessive-compul-

sive symptoms, manifested as recurrent, 

intrusive, and unwanted thoughts that 

cause significant distress and depression. 

3. Cognitive symptoms 

Cognitive symptoms affect thinking and 

mood and lead to worsening perfor-

mance at school and work. They typi-

cally appear before the positive symp-

toms and are often still present after 

the positive ones have diminished. 

Cognitive symptoms include problems 

with ATTENTION, 

CONCENTRATION, and 

MEMORY. People with schizophre-

nia have difficulties learning new things, 

or processing information to make deci-

sions. They may also have trouble focus-

ing and paying attention, often because of 

hallucinations. Because they are unable 

to respond properly to others, they of-

ten communicate as little as possible. 

Cognitive symptoms make it more difficult 

to perform everyday activities. As a con-

sequence, they can be one of the most 

debilitating aspects of schizophrenia. 

Often, people with schizophrenia are not 

aware that they are suffering from the dis-
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3. Residual phase  
It depicts the period of 

6–18 months following the active 

phase. In this phase, many of the char-

acteristic psychotic symptoms dimin-

ish. However, some residual symptoms, 

such as hallucinations or functional im-

pairment, may remain. Positive symp-

toms may also be replaced by neg-

ative symptoms, for example, lack of 

energy and withdrawal from society. In 

many cases, patients begin to recog-

nize their symptoms in this period and 

start to learn how to manage them. 

2. Active phase  

This phase is characterized by the ap-

pearance of psychotic symptoms such 

as hallucinations, delusions, and/or disor-

ganized thinking and speaking, but also 

depression or flat affect. The presence 

of these symptoms is called “psychosis”, 

and its period of manifestation is called a 

“psychotic episode”. The symptoms may 

appear gradually or suddenly. In most 

cases, the cause remains unknown. Sci-

entists think that the first appearance of 

psychotic symptoms (also called “the first 

break”) may be caused by stress. Pa-

tients and their family members usually 

seek professional help during this phase. 

1. Prodromal phase  

Prodromal means “before the disease”. 

In this phase, which may last 

2–5 years, individuals undergo chang-

es that become noticeable to family and 

close friends. These changes include 

memory and concentration problems, or 

unusual behaviour and ideas. They may 

also exhibit disorganized communication 

and decreasing interest in daily activities. 

In adolescents, these changes are often 

overlooked because they are considered 

normal for this period. Looking back, these 

symptoms are easier to interpret as warn-

ing signs. However, at the time, it would 

have been extremely difficult to tell them 

apart from the usual signs of puberty.

Schizophrenia reveals three 
phases

The schizophrenia course depends on sev-

eral factors: when the symptoms begin, how 

severe they are, and how long they last. Ear-

ly symptoms often appear progressively and 

become more severe and evident over time.

Individuals may experience periods of 

symptom worsening and symptom im-

provement. The periods of symptom 

worsening are known as flares or re-

lapses. By using treatment, the majority 

of such symptoms can decline or dis-

appear (particularly the positive ones). 

Remission relates to a period without 

symptoms or mild symptoms only. 

Although the course of the illness varies 

from one person to another, it can be divid-

ed into three distinct phases: 

PRODROMAL, 

ACTIVE, and 

RESIDUAL. 
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As Figure 1 below shows, after an acute 

first episode with psychotic symptoms, 

22% of those affected may experience 
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One episode only and no functioning impairment afterwards 

usually follows one of the typical forms 

illustrated within the next four sche-

matic representations of the possible 

course of schizophrenia and its im-

pact on patients’ normal functioning.

How does  schizophrenia progress?

Although the illness affects every pa-

tient differently, according to research 

in the field, the course of the illness 

low. These episodes are often triggered by 

increased levels of stress. In some cases, 

there is a complete remission between indi-

vidual episodes, with regained functionality. 

Figure 2.  
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Several episodes and between them there is no or minimal functional impairment

remission, without recurrence or func-

tional impairment in the future. 

Figure 1.

Research reveals that in 35% of the cases, 

the illness progresses in an episodic man-

ner, with several psychotic episodes in the 

following years, as is shown in Figure 2 be-

Group 1: A single episode unfollowed by functional impairment.

Group 2: Several episodes with no or minimal functional impairment between them.
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cannot be identified separately. For a visual 

representation, please see Figure 4 below.

Figure 4.   

Impairment increasing with each episode and no return to normal functioning
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These may include psychotic symptoms, 

negative symptoms, cognitive distur-

bances, and loss of normal functioning.

Figure 3.   

Impairment appears after the first episode and no return to normal functioning
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In other approximatively 35% of cases, the 

illness worsens progressively, and episodes 

In about 8% of those affected, there is 

partial remission, with diminished but per-

sistent symptoms, as Figure 3 shows. 

Important note! 

SCHIZOPHRENIA SYMPTOMS 
CAN BE 

WELL-CONTROLLED
by means of treatment and those 

affected can live a rich, meaningful life. 

As a caregiver, your care and 

support can be essential in 

helping your loved one 

live life to the fullest.

Group 3: Impairment appears after the first episode. No return to normal functioning.

Group 4: Impairment increases with each episode. No return to normal functioning.
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