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Living, Loving, Recovering

Schizophrenia does not erase a person’s capacity
to love, to seek closeness, or to imagine a future
that includes relationships or family.

A word before we begin

Caring for someone living with schizophrenia means
walking alongside them through many dimensions of
life, not only iliness, but also relationships, identity, and
personal hopes for the future.

For many families, the first focus is on understanding
the condition and finding stability. Questions about
relationships, intimacy, or the future often come later,
and sometimes feel harder to ask.

While much attention is given to clinical aspects and
treatment, other deeply human experiences often
remain in the background. Questions about closeness,
partnership, self-confidence, and the possibility of
becoming parents are often present but not easily
brought up in conversation.

At the same time, these questions are rarely simple.
They are often accompanied by uncertainty:

Is this still possible? Is it safe? Are we ready?

These moments of hesitation are part of real life, and
they deserve space. It is within this space that many
important questions begin to take shape, often quietly,
and not always easily expressed.




About The Candid Book series

This book is the third volume in The Candid Book Series, created to open
important aspects of life with schizophrenia gently and to support those who walk
alongside someone they care about.

The first volume focused on understanding the illness and managing the early
stages of care, while the second addressed a particularly complex reality: the
co-occurrence of schizophrenia and substance use. This third volume moves

the conversation further into everyday life, focusing on areas that are deeply
personal, often unspoken, and sometimes difficult to approach: intimacy, sexuality,
reproductive health, and the possibility of building a future.

Rather than returning to what schizophrenia is, this book explores how people
continue to live, connect, and make meaningful life decisions while living with
it. For many families, these questions arise later in the journey, when stability
begins to return, and attention gradually shifts toward what life can become.

What this book offers

This book opens an honest dialogue about topics often left unspoken. It is written
for families, partners, friends, and caregivers who want to better understand and
support the emotional lives of people living with schizophrenia.

It does not aim to provide perfect answers, but rather to make these questions
easier to approach. Instead of focusing only on pathology, it explores the need for
intimacy, the experience of relationships, the role of physical and hormonal factors,
as well as fertility, family planning, and the realities of building a future.

Each chapter combines scientific insight, clinical experience, and real-life
perspectives - offering clarity without overwhelming detail, and reassurance
without oversimplifying complexity.

Developed through a collaborative effort among experienced clinicians and mental
health professionals, it reflects a shared commitment to translating this expertise
into language that is accessible, respectful, and meaningful in everyday life.

Who are the voices in this book?

The conversations in this book are guided by two voices.

Elena Maurer, a health journalist, represents the perspective of families, partners,
and caregivers. She asks the questions many people are thinking, but may not
always feel comfortable expressing. Dr. Lukas Stein, a psychiatrist and researcher,
brings clinical experience and scientific understanding, translating complex
medical topics into practical and relatable insights.

Together, they reflect the kind of dialogue that may take place in clinical settings,
sometimes clear, sometimes uncertain, but always focused on understanding. Their
exchange is not meant to provide definitive answers to every situation, but rather to
offer a way to think, to ask questions, and to begin conversations that can continue
beyond the pages of this book.



How this book is structured

The book unfolds across five interconnected chapters:

Sex Differences and Their Impact in Schizophrenia; Understanding the Need for
Intimacy; Intimacy and Relationships in Schizophrenia; Treatment Considerations
and Intimate Well-being; and Reproductive Health and Family Planning.

Each chapter can be read independently, while also contributing to a broader
understanding. Together, they reflect how these topics often overlap and interact
in real life, moving from understanding to experience, to managing challenges, and
eventually to planning.

Why these topics matter

Intimacy and reproductive health are not secondary concerns. They are
closely connected to self-esteem, identity, emotional stability, relationship
quality, engagement with treatment, and overall quality of life.

When these aspects are not addressed, people may feel isolated or uncertain,
sometimes gradually, without it being immediately visible. When they are
acknowledged, something important begins to change: people feel seen,
communication becomes easier, and trust can grow.

Schizophrenia does not erase a person’s capacity to
love, to seek closeness, or to imagine a future that
includes relationships or family.

These possibilities may look different. The path may require more support, and at
times more patience. But they remain deeply human and deeply important.

Not every question will have a simple answer. But understanding can grow,
step by step.

And sometimes, that is where the connection begins.

Let us begin...



Explore Chapter 1

This chapter invites
you to follow a

warm and open
conversation about
some of the sensitive
aspects of living with
schizophrenia, how
the illness may affect
women and men in
similar or different
ways, and how these
differences can shape
emotions, closeness,
relationships, and

family life.

11
Do women and men experience
schizophrenia differently?

1.2
Why does closeness feel different,
strained, or harder to access?

1.3
Why may it become harder to
understand each other emotionally?

1.4

How can schizophrenia influence
dating, intimacy, and long-term
relationships?

1.5
Pregnancy and motherhood in
women living with schizophrenia

Clinical Stories




Psychosis
A mental state in which perception of reality may be altered, sometimes involving
hallucinations, unusual beliefs, or confusion about what is real.

Negative symptoms
Symptoms that involve a reduction in normal emotional or behavioral functioning, such as
reduced facial expression, lower motivation, or social withdrawal.

Social cognition
The brain’s ability to interpret other people’s emotions, facial expressions, intentions, and
social signals.

Affective symptoms
Emotional symptoms such as anxiety, sadness, irritability, or mood changes.

Relapse
The return or worsening of symptoms after a period of stability.

Caregiver
A family member, partner, or friend who provides practical or emotional support to a
person living with an illness.

Emotional regulation
The ability to manage and respond to emotional experiences in a balanced way.

Intimacy
Emotional closeness, trust, and vulnerability shared between people in a relationship.

with Elena Maurer, Health Journalist, and
Dr. Lukas Stein, Psychiatrist and Researcher

Elena:

Welcome to Living, Loving, Recovering, the podcast where we
talk openly about what it means to support a loved one living
with schizophrenia.

Today, we’re exploring something many families notice, but
often find difficult to put into words:

To help us better understand this, I’'m joined by psychiatrist and
researcher Dr. Lukas Stein.
Thank you for being here, Dr. Stein.

Dr. Stein:

Thank you, Elena. And thank you to everyone listening,
caregivers, partners, and family members. Your presence and
involvement truly make a difference in the recovery journey.

We don’t always speak openly about the emotional and
intimate aspects of schizophrenia, even though they play a
central role in relationships, in a person’s sense of dignity,
and in long-term well-being



1 1 Do women and men experience
° schizophrenia differently?

“What may look like indifference, irritability, or emotional
instability is often part of how the illness is expressed, not
a reflection of love, character, or commitment.”

Elena:

Let’s start with a question many caregivers ask, sometimes quite directly:
Is schizophrenia different in women and men?

Dr. Stein:

That’s a very fair question. And the short answer is yes, we do see some consistent
differences.

At the same time, it’'s important to approach this carefully.
These are not strict rules or stereotypes, but patterns we
observe in both research and everyday clinical practice.

Elena:

When we talk about differences, we’re not labeling people, but trying to
understand better what families experience.

Dr. Stein:

Exactly. Over time, clinicians notice certain tendencies, how symptoms develop,
how emotions are expressed, and how relationships are affected. These patterns

don’t define any one person, but they can help make sense of experiences many
patients and partners describe.

Some families put it very simply:

“I know it’s still him... but something feels different, and
| don’t always know how to reach him.”

Elena:

That’s something many people recognize, the feeling that the person is still there,
but harder to reach.



Dr. Stein:

Yes, and these changes can show up in everyday life in different ways.

For example,
. Because this happens during an important period of
education and social development, it can interrupt friendships,
studies, or early career plans.

Elena:

And for women, the timing is often different?

Dr. Stein:
That’s right. .In some
cases, there may also be a , often

during phases of hormonal transition, when changes in hormone levels can influence
emotional and cognitive stability.

Elena:

So biology may play a role not only at the beginning, but also later on.

Dr. Stein:

Yes, it can. And we also see differences in how symptoms are expressed.

Families may experience this as
emotional distance or feel that something in the connection has changed.

Elena:

That’s often interpreted as “he doesn’t care anymore,” even when
that’s not the case.

Dr. Stein:

And in , we often see something different.
They
may remain expressive, but at times feel more easily overwhelmed.

Elena:

So the expressions are different, but the emotional experience is still there.

Dr. Stein:

Very much so. And that’s why understanding these patterns is so important.
They are not predictions, and they are never absolute. Every person is unique. But
recognizing them can help prevent misunderstandings.



1 2 Why does closeness feel different,
® strained, or harder to access?

“Patience is often the bridge back to closeness.”

Elena:

Many caregivers describe a painful realization. They say,
“It’s not only the symptomes. It feels like something in our closeness has changed.”
Is that something the illness can really influence?

Dr. Stein:

Yes, and this is one of the more delicate aspects of schizophrenia.

Opening up to intimacy is never simple. [t means allowing another person to see
your fears, your needs, your imperfections. In many ways,

intimacy is the highest expression of trust. It says, “| feel safe enough with you
to let you see who | truly am.”

Elena:

And that sense of safety can become fragile when someone is struggling internally.

Dr. Stein:

Exactly. Imagine how difficult that becomes when a person is also dealing with
anxiety, suspicious thoughts, emotional confusion, or moments of uncertainty
about what is real.

Even brief changes in perception can interfere with something very basic: the
ability to feel secure in how we interpret other people’s intentions.

From a clinical perspective, psychosis can affect how the brain processes
social signals. Facial expressions may be misread. Neutral comments may feel
threatening. Small misunderstandings can quickly grow.

And when that internal sense of safety becomes unstable, opening up emotionally
may no longer feel safe.



Elena:

So when a partner says, “You don’t talk to me anymore,” it may not be rejection.

Dr. Stein:

Often, it’s not rejection at all. It may be a form of self-protection.

When someone is trying to manage intrusive thoughts or internal uncertainty,
their emotional energy is often directed inward. Reaching outward, even toward
someone they deeply love, can feel overwhelming.

Some people become quieter.
Some avoid eye contact.
Some seem emotionally distant.

But inside, the need for connection is often still there.
“I can feel that they still care... but | don’t know how to meet them there anymore.”

Elena:

That’s a very difficult place for both partners to be in.

Dr. Stein:

Itis. And this is where compassion becomes essential.

If the response is pressure, “Why are you shutting me out?”, the withdrawal may

deepen. But if the response is gentler, even something as simple as “I'm here,” trust
can slowly begin to return.

Elena:

And even that can feel difficult to say.

Dr. Stein:

Yes. Many partners hesitate. They wonder, “What if | say the wrong thing?
What if | make it worse?”

At the same time, it’s important to say that

Elena:

Support also includes taking care of oneself.

Dr. Stein:

Healthy boundaries are not a sign of withdrawal or lack of love.
They are a form of stability.

A partner might say:

“I'm here for you.”

“l understand you need space.”

“And | also need moments to rest and take care of myself.”

This balance is essential. When caregivers become emotionally exhausted,
relationships can become strained, and resentment may quietly build.



Dr. Stein:

Elena:

Stability in the caregiver also supports the relationship. Exactly. It may grow more slowly, more carefully. But it can still exist, sometimes
even more consciously and tenderly than before.

And when we understand that psychosis can temporarily disrupt trust, it becomes
easier not to take the distance personally.

Dr. Stein: That understanding often transforms confusion into patience.

Very much so. When caregivers maintain their own well-being, sleep, social
contact, and personal time, they are better able to offer a calm and consistent
presence. And that consistency helps restore a sense of safety.

Intimacy, in this context, is not about constant closeness.
It is about reliable presence.

Trust begins to return when the person living with the iliness feels accepted, and
when the partner feels supported and not alone.

Elena:

So



“It’s not about losing love.
It’s about learning new ways of staying connected under
different conditions.”

Elena:

Another question caregivers often ask is:

“Why does my partner seem emotionally distant or hard to reach?”
And others wonder,

“Why does she react so intensely to small things?”

Is this related to differences between men and women?

Dr. Stein:

Sometimes, yes, but what matters most is how these experiences are perceived
within the relationship.

Elena:

What do you mean by that?

Dr. Stein:

Partners often notice changes, but they don’t always know how to interpret them.

Elena:

So it’s not just what is happening internally, but how it is experienced
between two people.



Dr. Stein:

This is where misunderstandings often begin.
When closeness starts to change, many partners instinctively interpret behavior
in personal terms.

Elena:

Even though that may not be the intention at all.

Dr. Stein:

In many cases, it isn’t. What is happening is often far less intentional

and far less personal than it appears.

influence how emotions are processed, expressed,

and regulated. A person may still feel love and attachment just as strongly,

but have difficulty showing it in familiar ways. At times, emotional responses may
seem muted or delayed. At other times, they may feel heightened

or harder to manage.

Elena:

So the emotional connection is still there, but it may not be communicated in the
same way.

Dr. Stein:

That’s right. And when that shift is not understood, it can easily lead to painful
conclusions.

Instead of thinking, “He doesn’t care,” a partner might begin to ask, “Is he having
difficulty expressing what he feels?”

Instead of assuming, “She is overreacting,” they might wonder, “Is she feeling
overwhelmed right now?”

Elena:

That’s a very different way of seeing the same situation.

Dr. Stein:

It is. And that shift can protect the relationship from unnecessary hurt.
Of course, this change in perspective doesn’t happen immediately. Many partners
go through confusion, frustration, and even a sense of loss.

Elena:

And it’s natural to feel that way.

Dr. Stein:

Absolutely. But when that understanding develops, something important changes.
Emotional distance becomes less threatening. Reactions feel less personal.

Elena:

Dr. Stein, may | ask something many listeners might be wondering?
Are these kinds of changes specific to schizophrenia, or do we see them in other
chronic illnesses as well?



Dr. Stein:

That’s an excellent question. And the answer is no,
this is not unique to schizophrenia.

Across many chronic conditions, whether physical or mental, we see similar

patterns.
Over time, partners may take on different roles, and

emotional and physical closeness may shift.

Elena:

So relationships are adapting to new conditions.

Dr. Stein:
Exactly.

What schizophrenia adds, however, is that it can directly affect perception and
social understanding. This may make it harder, at times, to interpret tone,
facial expressions, or intentions accurately, which can make

closeness feel more fragile.

Elena:

The challenge may feel more intense, but the process itself is not unique.

Dr. Stein:

That’s right. The broader principle remains the same: relationships adjust.

Elena:

What we are describing

Dr. Stein:



“It can change how love is expressed, but not the capacity
to love itself.”

Elena:

Let me ask a very direct question, one that many caregivers and partners quietly
worry about, even if they rarely say it aloud:
Does schizophrenia change how someone experiences love and closeness?

Dr. Stein:

Many patients describe it in very simple, but powerful terms:
“| still feel everything... | just can’t show it the way | used to.”

Elena:

That must be very confusing for both partners.

Dr. Stein:

It often is. One person may feel deeply connected, but struggle to express it in
ways that are recognizable to the other. Schizophrenia can affect several systems
that are important for relationships: emotional expression, motivation, reward
processing, and social perception.

This means that even when the emotional bond is intact, the ability to act on it, to
show it, or to respond to it spontaneously may be reduced or inconsistent.

Elena:

It’s not only about feelings, but also about how those
feelings are translated into behavior.



Dr. Stein:

Exactly. Some individuals may experience reduced motivation or
initiative, especially in moments that require emotional engagement.

Elena:

These are often the building blocks of intimacy.

Dr. Stein:

Yes, and when those small actions change, the relationship can begin

to feel different, even if the underlying feelings have not changed.

At the same time, emotional responsiveness may become uneven. Some
moments feel distant or muted, while others may feel more intense or
overwhelming. This variability can be difficult for both partners to interpret.

Elena:

So

Dr. Stein:

That’s a good way to putit. And .
Partners may begin to question whether the connection is still there,
or whether something has been lost.

The ability to read facial expressions, tone of voice,
and intentions can be affected. This may lead to misinterpretations,
even in close relationships, where understanding is usually more intuitive.

Elena:
Even familiar interactions can feel more complicated.
Dr. Stein:

Yes. And that can lead to a subtle distancing, not because people want to
disconnect, but because interactions require more effort
and carry more uncertainty.

Elena:

Where do the differences between men and women come into this?

Dr. Stein:

They can influence how these changes are experienced.

Some , on the other hand,

Elena:

So the timing and intensity may differ between partners.
Dr. Stein:

And this can create a kind of mismatch.



Elena: Elena:

Which can easily create tension. Then it’s not about returning to how things were before.

Dr. Stein: Dr. Stein:

Yes, but it’s important to emphasize that this is not a fixed pattern, and not a sign of No. It’'s about adapting.

incompatibility. It’s a dynamic that can be understood and gradually adjusted.

With the right support, something very important can happen. Couples begin to

develop new ways of connecting. They may communicate more explicitly, rely less
on assumptions, and become more attentive to each other’s emotional rhythms. I’ve seen many couples move from confusion to understanding, and from distance
to a different kind of closeness. When partners begin to recognize what is

happening, they often stop interpreting changes as personal failures and start
working together.

Elena: And that shift can make all the difference.

In a way, the relationship becomes more intentional.

Dr. Stein:

And in many cases, that leads to a deeper form of connection.

Not necessarily easier, but often more conscious, more patient,

and sometimes more resilient.

Couples who develop shared understanding, open communication,
and realistic expectations are more likely to maintain

satisfying relationships over time, even in the context of chronic iliness.



“Pregnancy planning should always be discussed early
with the treatment team.

When decisions are made collaboratively, most risks can
be carefully managed.”

Elena:

Many families wonder whether a woman living with schizophrenia can safely
become a mother.
Is pregnancy possible?

Dr. Stein:

Yes, it is possible. In fact, many women with schizophrenia do become mothers,
and this has become more common as treatment and
social support have improved.

At the same time, pregnancy in this context requires careful planning and close
medical follow-up. For many couples, this is not only a medical decision, but it
also brings mixed emotions. There can be hope, but also fear, uncertainty, and
sometimes different expectations between partners.

Elena:

This seems to be both a medical and an emotional process.

Dr. Stein:

Exactly.

Some challenges may arise. Women may experience increased sensitivity to stress,
difficulty maintaining treatment routines, or a slightly higher risk of
certain pregnancy-related complications.

Elena:

That sounds concerning, but also manageable.



Dr. Stein:

That’s a very good way to put it. With coordinated care, between psychiatrists,
obstetricians, and family support, many pregnancies proceed safely.

Elena:
So
Dr. Stein:
Yes, planning allows us to protect both the mother’s mental health and the
development of the child.
Elena:

Another question families often ask is whether schizophrenia is inherited.

If a parent has schizophrenia, does the child automatically develop the illness?

Dr. Stein:

No, it does not work in a deterministic way.

Even when a parent has the
condition, most children do not develop it.

Elena:

Does it mean that genetics increases the risk, but does not determine the

outcome?

Dr. Stein:
Exactly. We now understand that it is a combination of vulnerability and

life experience.
Factors such as

Elena:

That explains why families may still feel uncertain, even when they understand the
science.

Dr. Stein:

Yes. Questions like “What if something happens?” are very difficult to completely
silence.

But it is important to emphasize that many children of parents with schizophrenia
grow up completely healthy.

Elena:

Are pregnancies themselves more risky in women with schizophrenia?

Dr. Stein:

They can be slightly more complex, but not necessarily dangerous.

Some studies report higher rates of complications such as preterm birth or lower
birth weight. However, these risks are strongly influenced by factors like stress,
smoking, inconsistent medical care, or untreated symptoms.

Elena:



The context matters as much as the diagnosis.

Dr. Stein:

Very much so.

One of the most important protective factors is continuity of care.

Elena:

Another sensitive question families often ask is about medication.
Can antipsychotic treatment continue during pregnancy?

Dr. Stein:

This is one of the most important questions, and the answer requires balance.

In many cases, treatment can and should continue, but always with individualized
decisions and close collaboration between psychiatry and obstetrics.

On one hand, we consider the potential effects of medication exposure.

On the other hand, untreated psychosis can carry significant risks

for both mother and child.

Elena:

Then stopping treatment is not necessarily safer.

Dr. Stein:

Exactly. In fact, abrupt discontinuation is often not recommended, especially in
individuals with a history of severe relapse.

Recent large studies have shown that many antipsychotic medications can be
used during pregnancy when clinically necessary, without a strong increase in
major congenital risks. Some small risks may exist, but they are often influenced by
additional factors such as stress or overall health.

Elena:

So the goal is not to avoid medication at all costs.

Dr. Stein:

No. The goal is stability, with the lowest effective treatment burden.
Untreated relapse can lead to sleep disruption, emotional distress, and difficulty
maintaining care, which may be more harmful than carefully monitored treatment.

Elena:

If caregivers remember just one thing about pregnancy and treatment, what should
it be?

Dr. Stein:

| would say this:

And with proper support, that balance is often very achievable.



Elena:

And after the baby is born, what about breastfeeding? Many mothers hope to
breastfeed if possible.

Dr. Stein:

That’s another important and often very personal conversation.

Some antipsychotic medications do pass into breast milk in small amounts. In many
cases, breastfeeding is still possible, but it depends on several factors, the specific
medication, the dosage, and the health of both the mother and the infant.

Elena:

This does not seem to be a simple Yes-or-No decision.

Dr. Stein:

Indeed. Doctors usually look at the situation as a whole. They consider the
stability of the mother’s mental health, the treatment she is receiving, the baby’s
development, and also something very practical but essential, the mother’s ability
to rest and recover after childbirth.

Elena:

Sleep seems to be a key factor here.

Dr. Stein:

Itis. Sleep is particularly important in this period. Breastfeeding can be physically
and emotionally demanding, and sleep deprivation is a well-known trigger for
relapse in some women.

Because of that, some families and clinicians decide that protecting the mother’s
stability and sleep may be more important than breastfeeding. In other situations,
breastfeeding can proceed safely, with careful monitoring and support.

Elena:

Again, the key is individualized decision-making.

Dr. Stein:

There is no single rule that applies to everyone.

Elena:

And after childbirth, what challenges might families expect?



Dr. Stein: Clinical Story
]

The postpartum period can be emotionally intense for any parent, and especially

for women living with schizophrenia. P 5 . . 9
During this time, several factors come together. There may be sleep deprivation, NO I'm IUSt movmg SIOWGI’ than before'

hormonal changes, increased stress, and, in some cases, a higher risk of relapse, (The StOI'y ofAnna and Mark)
particularly if treatment is interrupted.

Elena:

So it’s a period that requires close attention.

Dr. Stein:

Yes, and also strong support. Many clinicians recommend a structured support
system after birth. This often includes family involvement, regular mental health
follow-up, and practical help with childcare.

Elena:

Support is not only emotional, but also very practical.

Dr. Stein:

Early and consistent support can make a significant difference, not only for the
mother’s well-being, but also for the development of a healthy and secure bond
between parent and child.

o @il

Note: The clinical stories in this chapter are created for educational purposes. Names and identifying details do not
represent specific individuals.



Elena:

Before we finish, Dr. Stein, could you share a story from your practice? Something
that shows how these sex-related patterns actually play out in relationships?

Dr. Stein:

Of course. Let me tell you about a couple | worked with, we’ll call them Anna and Mark.

Mark had his first episode in his early twenties. Before that, he was lively,
expressive, always the one making people laugh. After the episode, he became
quieter, slower. His emotions were still there, but they didn’t appear on his face the
way they used to. Anna, who was naturally warm and expressive, felt the change
deeply. She once said, “He’s here, but | can’t feel him anymore.” She later said,

“I wasn’t sure if this was the illness... or if | was losing him.”

One day in session, she asked him, through tears,
“Are you slipping away from me?”

Mark hesitated, then said softly,

It was a simple sentence, but it shifted everything.

Anna started noticing the small signs of affection she’d been missing:

the tea he made quietly in the morning,

the way he always walked on the outside of the pavement to shield her,
how he remembered her smallest preferences even when words were hard.

And Mark began practicing small moments of expression, a check-in, a touch on
the shoulder, a half-smile he had to consciously produce.

They found a new rhythm.
Slower, but profoundly real.

Elena:

It sounds like they rediscovered each other once they understood

Dr. Stein:

Exactly. Understanding didn’t erase the symptoms; it softened the fear around them.

Elena:

Could we hear one more story, perhaps from the perspective of a woman living
with schizophrenia?

Dr. Stein:

Absolutely. Let’s talk about Sofia and Lukas.

Sofia was someone who felt life intensely, joy, curiosity, worry, everything. After
her second episode, though, her emotions became unpredictable. Some days she
was open and affectionate. Other days, she felt overwhelmed, anxious, or fatigued
for reasons she couldn’t explain. This pattern, stronger affective symptoms, is
something we often observe in women.

These shifts worried her.

One day, she told Lukas,

“I'm afraid you’ll think I'm too much.” She hesitated before saying it, as if unsure
whether the words themselves might change how he saw her.

Lukas replied,
“You’re not too much.
He didn’t try to fix her feelings; he anchored them.

Over time, they developed gentle rituals:

evening walks,

shared music to calm the mind,

a rule to pause before reacting during emotional storms.

Slowly, the intensity became more manageable.

Sofia’s spark returned, not as a burst of fire, but a steady warmth.

One evening during their walk, she said quietly,

“Sometimes | wonder if we could have a family one day.”

Lukas did not rush to answer.



He simply squeezed her hand and said,
“One step at a time. First we take care of you. Then we see what life brings.”

Their relationship didn’t collapse under the symptoms — it adapted. And in that
adaptation, the future slowly felt possible again.

Elena:

Dr. Stein:

When partners understand the emotional landscape of the iliness, they stop
fighting each other and start

Elena:

Hearing these stories, I’'m struck by how much misunderstanding can disappear
simply through awareness.

Dr. Stein:

Yes. When partners learn

Understanding does not solve every challenge.
But it softens the edges.
It opens a door, sometimes the very first door, back to closeness.

Elena:

So the lesson of this chapter is simple and profound: When we understand the
person behind the symptoms, closeness becomes possible again.

Dr. Stein:

And with that understanding, we can move into the next chapter, where we explore
intimacy itself: how it changes, how it can be rebuilt, and how couples find their
way back to each other.

Elena:

What would you say to families listening right now who want to support someone
they love?

Dr. Stein:

I would highlight three important messages for families listening today.

Differences between men and women can exist in how schizophrenia appears, but

they do not define the person.
These patterns help us understand certain experiences, but they should never be

used to label or limit someone’s potential.

Changes in emotional expression or intimacy are often related to the illness, not to
a lack of love or commitment.

What may look like distance, withdrawal, or emotional intensity is frequently a
reflection of how the brain is processing stress, emotions, and social signals during
the illness.

With understanding, communication, and proper medical support, people living
with schizophrenia can build meaningful relationships and, in many cases, plan for
family life as well.

Pregnancy and parenthood are possible for many individuals when they are
carefully planned and supported by healthcare professionals and family members.



When families respond with patience, openness, and compassion rather than fear
or misunderstanding, relationships often grow stronger. This does not happen
perfectly.

Most families learn this gradually, through trial, error, and many small conversations
along the way.

And that supportive environment can make an enormous difference for recovery,
stability, and hope for the future.

Elena:

Thank you, Dr. Stein, for this clear and compassionate look at how sex and gender
influence emotional life in schizophrenia.

To all caregivers and partners listening:

Your presence matters more than you know.

Understanding these patterns is the first step toward connection and recovery.

(Stay with us for the next episode, where we explore intimacy and romantic connection
more deeply.)
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Mini-Glossary

Emotional availability
The ability to be present with someone else’s feelings without withdrawing or becoming
overwhelmed.

Mutuality
The sense that both partners contribute emotionally, even in uneven proportions.

Attachment security
The sense of feeling valued and safe within a close relationship. This sense of security may
fluctuate during periods of illness.

Relational boundaries
Healthy distinctions between roles, such as partner vs caregiver, and between
illness-related needs vs personal needs.

Social cognition
The brain’s ability to understand emotions, facial expressions, tone, and intentions.

Co-regulation
Two people helping each other calm down emotionally through presence, tone, and
predictable interactions.

Relational resilience
A couple’s ability to maintain connection through stress, misunderstanding, and recovery
periods

Welcome to podcast #2

What intimacy means in the lives
of people living with schizophrenia

with Elena Maurer, Health Journalist, and
Dr. Lukas Stein, Psychiatrist and Researcher

Elena:

Welcome back to Living, Loving, Recovering.

Today’s topic is at the heart of human life: intimacy. The quiet
kind, the emotional kind, the kind that makes someone feel safe
next to another person.

Many caregivers ask: “Is intimacy even possible after a
diagnosis like schizophrenia?”

Dr. Stein:

Very much so.

The desire for closeness, companionship, romantic connection,
it all remains deeply present. People with schizophrenia
continually describe love, closeness, and emotional warmth as
key parts of a meaningful life.

Sometimes intimacy becomes more fragile, not less important.
Understanding how it changes is essential

for partners and families.



2 1 Elena:
° What is intimacy, really?

Let’s begin with something that sounds simple, but often isn’t.
What do we really mean when we talk about intimacy?
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Dr. Stein:

P —

That’s a very important question, because intimacy is often misunderstood.

Many people immediately think of romance or physical closeness. But in everyday
life, intimacy is much broader and, in many ways, much quieter.

At its core, intimacy is the feeling of being emotionally connected to another
person. It’s the sense that you can be yourself,
with your thoughts, your fears, your hopes, and still feel accepted.

Some people describe it very simply:
“I don’t need everything to be perfect. | just need to feel that
| can be myself next to them.”

Elena:
————— s

In other words it’s less about what we do and more about how we feel with
someone.

Dr. Stein:

R —

And often, it shows itself in very small, everyday moments.

It might be the feeling of being understood without having to explain everything.
Or trusting someone enough to show vulnerability, even in subtle ways.
Sometimes it’s sharing something personal; other times, it’s simply sitting together
in silence and feeling at ease.

“People living with schizophrenia continue to value Elena:
. . . . . ———
closeness, companionship, and meaningful relationships. | e ae thouah int ) —_— v _—
. . - . t t t t that tly, tint
Many describe these as essential to a fulfilling life.” sl Dbl T RIS D Szl AU T EEE BlnlU T

background of daily life.
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Dr. Stein:

Yes, that’s a very good way to put it.

It often develops through simple routines: a morning coffee, a short walk, a quiet
message during the day, or the comfort of knowing someone is there,
even without words.

And sometimes, people only realize how meaningful these small moments are
when they begin to fade.

Elena:

That feels very different from how intimacy is often portrayed.

Dr. Stein:

Itis. In reality, intimacy is rarely dramatic. It’s built slowly, through presence, trust,
and repeated experiences of emotional safety.

Sexuality can be part of intimacy, but it is only one dimension. What sustains
relationships over time is something deeper: the feeling of being seen, valued, and
emotionally safe with another person.

Elena:

And this need doesn’t disappear in schizophrenia?

Dr. Stein:

Not at all.

People living with schizophrenia continue to value closeness, companionship,
and meaningful relationships. Many describe these as essential to a fulfilling life.

What may change is not the desire for intimacy, but the way it is expressed or
experienced.

Elena:

The connection is still there, even if it looks different.

Dr. Stein:

Sometimes the iliness affects how emotions are communicated. A person may feel
deeply connected, but find it harder to express those feelings clearly.

At other times, interpreting social signals, tone, facial expression, or

subtle emotional cues can become more challenging.

Elena:

This can lead to misunderstandings between partners.

Dr. Stein:

Yes. Both people may care deeply about each other, but still misread each other’s
signals. One may feel close internally, while the other experiences distance.

Elena:

So the connection may still exist, but not always be visible.

Dr. Stein:

That’s an important point.

The need for intimacy remains. What changes is the pathway through which it is
expressed.

And when partners understand that, it becomes easier to remain patient and open,
even when closeness feels less obvious on the surface.

Intimacy is not defined by intensity or dramatic moments.
It grows through feeling understood, emotionally safe,
and quietly connected over time.
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2 2 How symptoms can create Elena:
(]

misunderstandings in relationships Caregivers often say things like: o
He doesn’t look at me... maybe he doesn’t care.
Or,
“She reacts so strongly... she must be angry on purpose.”
2. 3 5 I Ry T R e How often do these situations turn out to be misunderstandings?
RS

S

Dr. Stein:

e ——

Very often.

What we see is that behaviors are interpreted through a relational lens, when in
fact they may be shaped by the iliness.

Elena:

—_—

So what looks like a message... may not actually be one.

Dr. Stein:

< —
Moments that appear distant, intense, or even hurtful can have a very different
meaning internally. Someone may seem quiet or withdrawn, but actually be
overwhelmed or trying to regulate what they are feeling.
Emotional reactions may appear unusually intense to others, not because of
intention, but because they may be harder to regulate in that moment.

Elena:

——

The reaction we see on the outside doesn’t always reflect
what is happening inside.

Dr. Stein:

*
That’s right. And this is where many painful misunderstandings begin.

Partners often describe looking back and realizing,

“At the time, | took it personally. | thought | was being pushed away.”
“The emotional world becomes quieter, not absent.”
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Elena:

Which is a very natural reaction.
Dr. Stein:

It is. But when we begin to look at these moments differently,
something important shifts.

Instead of asking, “Why is this happening to me?”
We may begin to ask, “What might be happening for the other person right now?”

When distance looks like rejection

Sometimes behaviors that feel hurtful or distant are not signs of
rejection, but ways of coping with internal stress.

What it may reflect

- Feeling overwhelmed by social or emotional input
« Difficulty expressing emotions clearly

- A need to regulate internal tension

« Emotions that are present but less visible

« More time needed to process interactions

What it may look like

« Less eye contact

« Brief or quiet responses

« Spending more time alone

- Limited emotional reactions

- Slower responses in conversation

What may help partners

« Gentle curiosity — “You seem quiet today. I'm here if you want to talk.”
- Patience — allowing time for emotional expression

- Presence — being nearby without pressure

« Reassurance — showing that closeness remains welcome

Emotional withdrawal may be a form of self-protection
rather than a loss of affection.

Understanding this difference can protect the relationship
and keep communication open.

Elena:

The meaning behind a behavior is not always what it seems.

Dr. Stein:

And when partners begin to see symptoms rather than intention, relationships
often soften.

Elena:

Some caregivers also say, “They tell me they want closeness... but they don’t seem
to feel it.” Why does that happen?

Dr. Stein:

That’s another difficult experience.

Sometimes there is a gap between emotional desire and emotional experience.

A person may still want connection, but feel less emotional intensity in the moment.
Other times, internal anxiety competes with that sense of closeness, or the brain’s
reward system responds less strongly.

Elena:

The wish for connection is still there, but the feeling may be quieter.

Dr. Stein:

That can be confusing for both partners. It may look like a loss of interest, but in
reality, it is often the iliness affecting
how emotions are experienced.

It does not necessarily indicate a lack of love. It may reflect a change in how
affection is experienced or expressed at that moment

Elena:

So the emotional world becomes quieter, not absent.

Dr. Stein:

That’s a very important distinction.

CHAPTER 2 | s



2 3 How can couples rebuild
° closeness after a relapse?

“Relationships, like people, need time to recover.”

Elena:

Relapse is one of the hardest moments for couples.

Partners often say, “l want to be close again, but | don’t know how. Everything feels
fragile.”

How do people find their way back to each other after something so
overwhelming?

Dr. Stein:

That sense of fragility is very real.

A relapse can affect both partners, not only the person experiencing symptoms,
but also the one who lived through the uncertainty, the fear, and sometimes the
feeling of losing connection.

Elena:

In a sense, both partners are recovering.

Dr. Stein:

They are, although their experiences of recovery may be different. And what many
couples discover is that closeness does return, but rarely all at once.

It tends to come back quietly, through small, steady moments rather than a single
turning point. And in the beginning, that can feel uncertain.

Many people wonder,
“Is this real? Are we actually getting closer again?”
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Elena:

‘It sounds more like a gradual rediscovery than a clear step forward.

Dr. Stein:

Closeness often returns through that kind of gradual process.

At first, what matters most is a sense of safety. When symptoms are still settling,
emotional closeness is not the immediate priority. What helps most is calm
presence, gentle communication, and the absence of pressure.

Elena:

Almost creating a space where closeness can return on its own.

Dr. Stein:

Exactly.

As things begin to stabilize, something slowly shifts. Couples often start to make
sense of what happened, sometimes through small conversations, sometimes
through a shared, unspoken understanding.

Naming fears, recognizing what belonged to the illness, and acknowledging each
other’s experience can gradually rebuild a sense of connection.

Elena:

Almost like finding a shared language again.

Dr. Stein:

Yes, and once that begins, small moments of connection often start to reappear.

Sitting together with a cup of coffee, going for a short walk, or sharing
a quiet activity. These moments may seem simple, but they are often
where closeness begins to grow again.

Elena:

Everyday moments may therefore matter more than one big conversation.

Dr. Stein:

They often do. Repeated with care, these ordinary moments can help partners
feel like “us” again.

At the same time, it’s important not to rush. Many couples feel internal pressure to
return to how things were.

“We should be back to normal by now.”

But relationships, like people, need time to recover. There may be warmer days
and quieter ones, and both are part of the process.

Elena:

So the goal is not to go back immediately, but to move gently forward.

Dr. Stein:

Yes. Movement matters more than speed.

And as closeness slowly returns, reassurance becomes very powerful. Simple
words like “I’'m here,” or “We’ll find our way through this,” can help soften the sense
of distance or self-doubt that often follows a relapse.
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Elena:

So part of rebuilding intimacy is helping the person feel close and worthy of
closeness again.

Dr. Stein:

Exactly.

When that sense of worth begins to return, connection becomes easier. And over
time, many couples find that their relationship is not only restored, but sometimes
even more understanding and resilient than before.

Intimacy after a relapse rarely returns all at once.
It grows again through safety, shared understanding, small everyday moments,
patience, and gentle reassurance.

000000000000 O0OOOOOOOEOOOGOOVOC
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Small rituals that help closeness return

After difficult periods, intimacy often comes back through small,
predictable moments-not through big gestures
or intense conversations.

Mowments that help couples reconnect

- A quiet check-in at the beginning or end of the day

- A short walk side by side, without pressure to talk

- Sharing a simple meal or routine

- Sitting together in silence, watching or listening to something familiar

- Gentle questions like, “How was your day?” or “Is there anything you need tonight?”

Why these moments matter

They help restore emotional safety, reduce pressure,
and create a sense of rhythm in the relationship.
Over time, they rebuild the feeling of “we.”

Intimacy often grows from ordinary moments repeated with care.
Consistency matters more than intensity.
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How can partners balance support,
boundaries, and emotional care?

“Healthy boundaries do not reduce care.
They protect the relationship.”

Elena:

In many relationships, especially during difficult periods, partners gradually take on
a caregiving role. They help with appointments, medication, and daily organization.

But over time, some partners describe a subtle change. They say,
“I still love them... but | don’t recognize our relationship anymore.”

How does that shift affect intimacy?

Dr. Stein:

That’s a very important and delicate question.

When someone lives with a chronic condition like schizophrenia, it is natural
for a partner to become more involved. Supporting practical needs, offering
reassurance, and paying closer attention to well-being are all expressions of care.

But when the relationship begins to revolve mainly around managing the iliness,
something can slowly shift.

Elena:

What kind of shift do you mean?

Dr. Stein:

Time together may become less about sharing life and more about maintaining
stability. Conversations may focus on symptoms, appointments, or routines, while
moments of simple companionship become less frequent.

At the same time, the supporting partner may begin to carry more and more
responsibility, not only for practical matters, but for the emotional balance of the
relationship. Over time, affection may become overshadowed

by a growing sense of duty.

And this change often happens quietly.
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Elena:

The relationship is still there, but its tone changes.

Dr. Stein:

The bond remains, but the sense of being partners can fade into the background.

Partners in these situations often carry a significant emotional load, especially
when they feel they are the main source of stability. Over time, this can lead to
fatigue, even in relationships built on strong commitment.

Elena:

The challenge, then, is not caregiving itself, but maintaining balance.

Dr. Stein:
Precisely. Caregiving is an expression of love and commitment.
What matters is balance.

When support and partnership can exist side by side, the relationship remains not
only stable but also emotionally alive.

Elena:

And where do boundaries come into this?

Dr. Stein:

Boundaries are essential, and often misunderstood.

Many caregivers worry that setting limits means stepping back or being less
supportive. They may think, “If | take space, am | abandoning them?”

But healthy boundaries don’t reduce care. They protect the relationship. They
allow partners to remain partners, not only caregivers.

Elena:
Boundaries are therefore not about distance, but about balance.

Dr. Stein:

They create space for both people to maintain a sense of identity. There is still
support, but also room for rest, personal needs, and moments that are not
defined by the illness.

Over time, this makes a real difference. It allows responsibility to be shared more
realistically, and it helps bring ordinary life back into the relationship.

Elena:

That sounds like something that helps both partners breathe a little more.

Dr. Stein:

Yes, and that’s a very good way to describe it.

When partners can step back at times without guilt, they are less likely
to become emotionally exhausted. And when that exhaustion is reduced,
connection and affection have more space to remain present.

Elena:

Many partners also say they feel they always have to be the strong one.

Dr. Stein:

That’s a very common experience.

Partners often carry what we call an “invisible emotional load.” It may include
ongoing worry about relapse, uncertainty about the future, and the feeling of
needing to stay alert to changes in the other person’s well-being.
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Elena:

Stability on the surface does not necessarily remove the partner’s ongoing worry.

Dr. Stein:

Over time, that constant sense of responsibility can become emotionally
demanding. Partners may feel fatigue, anxiety, or even isolation, especially if they
feel they must manage everything alone.

But this doesn’t mean the relationship is failing. More often, it means that the
balance of emotional care has shifted too much in one direction.

Elena:

A caregiver may therefore become depleted gradually, without immediately
recognising it.

Dr. Stein:

Yes. And when that happens, their own needs may gradually fade into the
background. Over time, this can lead to exhaustion, or sometimes a quiet sense of

resentment, even in a loving relationship.
Elena:

What can help restore that balance?

Dr. Stein:

What we often see in more resilient relationships is that emotional care flows in
both directions.

It doesn’t have to be equal in a strict sense. But even during difficult periods,
small moments of reciprocity matter: a word of appreciation, a shared moment of
humor, or simply recognizing each other’s effort.

Elena:

Even small gestures can keep the relationship mutual.

Dr. Stein:

These moments remind both partners that the relationship is still alive, still shared.
Elena:

Many partners also struggle with how to encourage emotional openness without
pushing too hard.

Dr. Stein:

That’s an important point.

When someone feels overwhelmed, direct pressure can make communication
harder. What helps more are gentle invitations.

Instead of asking for immediate explanations, it can be enough to say,
“I’'m here when you feel ready,” or “Take your time.”

Elena:

Presence may be more helpful than pressing for immediate answers.

Dr. Stein:

People may still feel emotions deeply, but find it difficult to put them into words.
When conversations are calm and low in pressure, it becomes easier for those

emotions to emerge naturally.

Sometimes the most supportive message is also the simplest:
“You don’t have to talk right now, but you’re not alone.”
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Elena:

Many caregivers also mention that their partner becomes more protective of
personal space.
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Dr. Stein:

Yes, and that can be confusing.

A need for personal space can serve an important function.

Elena:

Respecting temporary distance may therefore make later connection easier.

Dr. Stein:
Giving someone space without withdrawing support can help closeness return.
Elena:

Is it normal for intimacy to change over time in these relationships?

Dr. Stein:

Very much so.

In all long-term relationships, closeness tends to move in waves. There are
periods of connection, moments of distance, and then times of finding each

other again.

Elena:

Some fluctuation in closeness is therefore normal.

Dr. Stein:

It is. When schizophrenia is part of the relationship, these shifts may feel more
noticeable.

But they don’t mean the relationship is failing. More often, they reflect how both
partners are adapting to a more complex situation.

Elena:

A period of distance does not necessarily mean that affection has disappeared.

Dr. Stein:

Many couples remain deeply connected, even when communication or intimacy is
temporarily affected. What matters most is how those moments are understood.

When partners respond with patience rather than fear,
they are more likely to reconnect.

Understanding that closeness can expand and contract over time helps couples
stay grounded and find their way back to each other.
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2 5 Does intimacy contribute to
' recovery?

“Recovery is not only about reducing symptoms.
It’s also about rebuilding a life that feels meaningful.”

Elena:

Does intimacy contribute to recovery?

Dr. Stein:
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Yes, it can, and often in ways we don’t immediately recognize.

Recovery is not only about reducing symptoms. It’s also about rebuilding a life
that feels meaningful. That includes relationships, personal goals, and a sense of
belonging. Emotional closeness can be an important part of recovery.

Some patients describe it very simply:
“When | feel connected, everything else feels a little more manageable.”

Elena:

In other words, closeness can be part of recovery rather than something
secondary to it.

Dr. Stein:

When people feel understood and supported, they tend to cope better with stress.
Difficult moments, changes in symptoms, social challenges, or adjustments in
treatment can feel less overwhelming when there is someone who listens and

offers reassurance.
Elena:

So support changes how those experiences are lived.

Dr. Stein:

Yes, it softens them.

We also see that relationships influence how people stay engaged with care. When
someone feels supported by a partner or family member, they are often more likely
to attend appointments, follow treatment plans,

and communicate openly with clinicians.

It’s not about pressure; it’s about feeling that what they are doing

matters to someone.



Elena:

And beyond that?
Dr. Stein:

There is something even deeper.

Living with a serious illness can sometimes narrow a person’s sense of identity.
Over time, they may begin to feel defined by their diagnosis, and that can be a
quiet but painful shift.

Close relationships help reopen that sense of self.

Through shared moments, affection, and everyday connection, a person is
reminded that they are more than their symptoms. They are a partner, a friend, a
parent, or simply someone who matters.

Elena:

Intimacy can therefore help restore not only connection, but also the sense of
identity.

Dr. Stein:
Exactly.

It supports resilience, strengthens engagement, and helps people reconnect with
who they are beyond the illness.

Elena:

So intimacy is not simply a comforting addition; it actively supports recovery.

Dr. Stein:

Yes. It is part of what helps people move forward.

When people feel emotionally connected, they are often better able to face
challenges, rebuild confidence, and sustain recovery over time.

Clinical Story
]

“I’'m here with you, even when things feel unclear.”
(The story of Mila and Jonas)
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Note: The clinical story in this chapter is created for educational purposes. Names and identifying details do not
represent specific individuals.
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Elena:

Before we close this chapter, Dr. Stein, could you mention a moment from clinical
practice, something that reflects this kind of closeness?

Dr. Stein:

Yes. Let me tell you about Mila and Jonas.

Mila had been living with schizophrenia for nearly a decade. She was thoughtful
and perceptive, but after episodes, she often felt a quiet sense of shame, as if parts
of her had become difficult to reach again.

Jonas, her partner, was patient. But at times, he worried that he was losing her
behind something he couldn’t fully understand.

One winter evening, after a difficult week, Jonas came home and found the
apartment dimly lit, with a single lantern glowing by the window. Mila was sitting on
the floor, wrapped in a blanket.

“I didn’t know if | could talk tonight,” she said softly.

“But | wanted you to know I’'m here.”

She later shared that she had been thinking about it for hours, unsure whether she
had the energy to speak at all.

Jonas didn’t move closer right away.

He sat down a short distance from her, on the opposite wall, giving her space while
still sharing the room.

For a few moments, they remained in silence, not an uncomfortable silence, but
one that gently held them both.

Mila leaned her head slightly in his direction.

She didn’t speak.

She didn’t move closer.

But the gesture said enough:
“Thank you for not leaving me alone in the dark.”

Jonas reached out and placed the lantern between them, letting its soft light fill the
space.

Closeness didn’t return through explanations or big conversations.

It returned through presence.

Through small, steady acts that said:

Elena:

This story reminds us that intimacy does not require perfection; it requires
presence.

Dr. Stein:

People living with schizophrenia often move through experiences we cannot
fully see from the outside. But the need for closeness, warmth, and connection

remains central.
Sometimes it is expressed more slowly.

More gently.

Sometimes through gestures rather than words, or through silence instead of
explanation.

But it is still closeness.
Still connected.

Still part of healing.

And when partners understand how the illness shapes emotional expression,
misunderstandings soften, and intimacy has space to grow again.
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Final reflection
I

Elena:

Today’s conversation reminds us that intimacy is not something that disappears
with illness. It may change, become quieter, or require more patience, but it
remains an essential part of human connection.

Dr. Stein:

Even in the presence of symptoms, the need for closeness, understanding, and
emotional connection remains strong. What often changes is not the desire for
intimacy, but the way it is expressed and experienced.

Elena:

Intimacy doesn’t have to be perfect to be real.

Dr. Stein:
Not at all.

It grows in small moments, in presence, in understanding, and in the willingness to
stay connected, even when things feel uncertain. Not perfectly, and not always in a
straight line.

Elena:

Thank you, Dr. Stein.

In the next chapter, we will explore how physical health and body-related changes
can influence emotional life and relationships, and how understanding these
aspects can support both confidence and connection.
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Mini-Glossary

Body image
The way a person perceives, thinks about, and emotionally experiences their own physical
appearance.

Metabolic health
A broad description of factors such as blood glucose, blood lipids, blood pressure, body
weight, and energy regulation that influence physical health.

Metabolic syndrome

A group of medical conditions, including increased waist circumference, elevated blood
pressure, abnormal cholesterol levels, and impaired glucose regulation, that together
increase the risk of cardiovascular disease.

Cardiometabolic risk
The combined risk of heart and metabolic conditions is influenced by factors such as
weight, blood sugar, cholesterol, and blood pressure.

Insulin resistance
A condition in which the body’s cells respond less effectively to insulin, which can
contribute to higher blood glucose levels.

Comorbidity
The presence of one or more physical health conditions occurring alongside schizophrenia,
such as diabetes, hypertension, or cardiovascular disease.

Social cognition
The ability to understand and interpret other people’s emotions, intentions, and social cues
during interactions.

Emotional reciprocity
The natural exchange of emotional signals between people supporting mutual
understanding and connection in relationships.

Social anhedonia
A reduced capacity to experience pleasure from social interaction, which may affect
motivation to engage in relationships.

Welcome to podcast #3

The role of body image and physical
well-being in intimacy and relationships

with Elena Maurer, Health Journalist, and
Dr. Lukas Stein, Psychiatrist and Researcher

Elena:

In the previous chapters, we discussed relationships and
emotional closeness. Today, we explore another dimension
that can influence intimacy: how people experience their own
bodies and physical well-being.

Many caregivers notice changes such as reduced confidence,
withdrawal from social activities, or discomfort with
appearance.

Dr. Stein, how important are these factors?

Dr. Stein:

They are very important. Physical well-being and body image
are closely connected to how people perceive themselves as
partners.

Research shows that individuals living with schizophrenia often
experience metabolic health challenges and weight changes,
which can influence confidence, social participation, and
relationship dynamics.

Metabolic syndrome and obesity are consistently reported to
be more prevalent among people with schizophrenia than in
the general population.

These changes are closely connected to how individuals
perceive themselves in social and romantic contexts.
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3 1 Why does body image influence
[

intimacy?

“Self-perception is dynamic,

not permanent.”

Elena:

It sounds as though body image is about more than appearance.

Dr. Stein:

.

Yes, it is closely connected to identity and self-confidence.

Body image can influence how comfortable people feel when approaching
relationships, physical closeness, or romantic situations.

When individuals feel embarrassed or ashamed about their physical appearance,
they may withdraw socially, even if they still desire connection. And this can be
confusing for others. A partner might think, “They don’t want to go out anymore,”
when in reality, the desire is still there, but the confidence is not.

In clinical practice, we often hear this expressed very directly. Some people say
they avoid going out, not because they don’t want to, but because they don’t feel
comfortable in their own body. Many describe a kind of internal hesitation:

“l want to go... but | don’t feel like | can show myself like this.” Others describe
wanting closeness, but not feeling confident enough to allow someone to come
near.

Dissatisfaction with physical health and body image is strongly associated with
reduced social participation and lower life satisfaction.

For caregivers, this means that social withdrawal is sometimes linked to self-
perception, not to a lack of interest in relationships.

Elena:

Dr. Stein, caregivers sometimes say:

“He used to feel comfortable with himself... now something has changed.”

Why does this happen?
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Dr. Stein:

That is a very important observation.

Changes in how a person perceives their body or physical self usually do not

happen suddenly. They tend to develop gradually, often influenced by several
factors acting together over time.

Sometimes people describe this as feeling “different in their own skin,” even when
others may not notice any visible change. And often they can’t fully explain what
has changed. They just know something feels off.

These changes may often develop through shifts in physical health or weight,

lower energy, changes in daily routines, or social experiences where a person may
feel judged or misunderstood.

Elena:

The change may therefore be gradual rather than immediate.

Dr. Stein:

That gradual development can make it difficult to recognise at first. Sometimes

people close to the individual notice a change before the person is able to identify
or describe it.

Over time, these small changes can influence how someone feels in social

situations or intimate contexts.

Elena:

That sounds like something that could be difficult to reverse.

Dr. Stein:

It can be challenging, but it is not fixed.

What is important to understand is that self-perception is dynamic, not permanent.
Supportive environments, attention to physical well-being, and positive relational
experiences may help people rebuild confidence and develop a more comfortable
sense of self.

In clinical practice, we often hear this expressed very directly.

Some patients tell me they feel exposed or judged in ways that are hard to explain,
even when others don’t notice anything different.

Others say they still want closeness, but don’t feel confident enough in their own
body to get close to someone.

These are not abstract concerns, they are lived experiences that shape how people
move through relationships.



3 2 Why do metabolic health and weight
' changes matter for intimacy?

“Supporting physical well-being often restores energy,
confidence, and the sense that one can
fully participate in life.”

Elena:

Dr. Stein, earlier, we talked about body image and physical well-being. Many
families also hear doctors mention metabolic health. What does that actually mean?

Dr. Stein:

.

Metabolic health refers to how the body manages energy, weight, blood sugar,
cholesterol, and blood pressure. These systems influence not only long-term
physical health but also everyday well-being, energy levels, sleep quality, and

overall vitality.

Research shows that people living with schizophrenia have a higher risk of
metabolic changes compared with the general population. These may include
increased body weight, changes in cholesterol levels, or difficulties with blood
sugar regulation.

Elena:

Why do these changes occur more often in this illness?

Dr. Stein:

CE—.

Several factors can contribute. The illness itself can influence metabolism and
lifestyle patterns. Periods of stress, reduced physical activity, sleep disruption, or
social isolation may affect eating habits and energy balance. In addition, some
treatments may also influence weight or metabolic processes.

It is important to remember that these factors interact. Metabolic health is rarely
determined by one single cause.

Elena:

And how does this connect to intimacy and relationships?
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Dr. Stein:

Many people describe this in simple terms. They may say they feel less confident
going out or more hesitant in social or romantic situations, even when the desire
to connect remains. When someone experiences significant weight changes or
reduced physical energy, they may feel less confident socially or romantically.

Someone might stop accepting invitations, not because they don’t want to go, but
because they don’t feel comfortable being seen. And they may not say why.

From the outside, it can look like disinterest, but inside, it often feels like
discomfort.

Others describe pulling back from physical closeness, even in stable relationships,
simply because they don’t feel at ease in their own body.

And sometimes it shows up as hesitation, wanting to connect, but holding back,
wondering how they are being perceived.

Elena:

What practical steps can families take to support metabolic health?

Dr. Stein:

Small, sustainable routines are often the most effective. What tends to help is not a
perfect plan, but small, shared routines.

A short walk together in the afternoon.
Eating at roughly the same time each day.
Keeping evenings a bit more predictable.

And from time to time, checking in on physical health with a doctor, not as
something alarming, but simply as part of taking care of everyday life.
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These small things don’t just support the body; they often bring back a sense of
rhythm and confidence. And importantly, they don'’t feel like “treatment.”

They feel like normal life slowly coming back.

These habits support both physical well-being and emotional confidence, which
ultimately helps individuals feel more comfortable participating in relationships.

What should be monitored for physical well-being?

Physical health can be supported through simple, regular checks.

Key areas to monitor

- Body weight and waist circumference
« Blood pressure

« Blood glucose levels

« Cholesterol and lipid profile

- Energy levels and sleep quality

Why it matters
Regular monitoring helps:

- detect changes early

- prevent long-term complications

« support energy and daily functioning

- maintain confidence and participation in life

Monitoring is not about worry.

It is about prevention, awareness, and informed actions. Still, for
some families, it can feel like one more thing to manage. That’s
why keeping it simple and routine is so important.



Elena:

Supporting metabolic health may therefore also support participation in social life.

Dr. Stein:

Supporting physical well-being often restores energy, confidence, and the sense
that one can fully participate in life, including intimacy and meaningful relationships.

When the body is under tension through fatigue, metabolic imbalance, or reduced
physical activity, emotional resilience may also decrease. People may feel more
vulnerable, less motivated, or less confident in social situations.

On the other hand, improvements in physical well-being are often accompanied
by better mood, increased engagement in daily activities, and greater openness to
social and relational experiences.

This is why doctors view physical and emotional health not as separate domains,
but as part of the same process of recovery, one that supports both personal well-
being and the capacity for meaningful relationships.

Elena:

Dr. Stein, when families hear about physical health risks, they may feel overwhelmed.

Is this something that can actually be influenced early, or does it develop inevitably
over time?

Dr. Stein:

That’s an important question.
Addressing physical health early can prevent many long-term complications.
Even small changes in daily habits can have a meaningful impact over time.

Early awareness allows people to maintain both health and confidence in their
social and personal lives.

Elena:

So it’s not about making major changes all at once, but about paying attention early
and taking small, consistent steps.

That sounds reassuring, because it means that even simple daily actions can
support both well-being and relationships over time.

In many ways, these physical changes are not separate from relationships; they are
part of how people experience themselves within them.



Why should physical health
3 3 be part of personal and Elena:
[ ]

relationship decisions‘) Dr. Stein, we’ve talked about body image and metabolic health. Families also hear

about physical health problems occurring alongside schizophrenia. What should
they understand?
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Dr. Stein:

It’s an important topic, and it helps to look at it calmly and clearly.

People living with schizophrenia may sometimes experience changes in their
physical health, things like weight fluctuations, blood sugar or cholesterol changes,
or changes in blood pressure. These may sound like medical terms, but for the
person experiencing them, they are very personal. And for many people, they

do feel distant at first, until they begin to affect everyday life. They affect energy,
confidence, and how someone feels in their own body, and sometimes even how
they experience closeness or think about relationships and family life.

These conditions are important not only from a medical perspective but also
because they can influence energy, confidence, comfort in one’s body, and
participation in relationships.

Some patients describe this quite simply:
“I don’t feel like | have the same energy for life or relationships as before.”

Others say they worry about how these changes affect their future, including
relationships or having children.

“These conditions are not inevitable, and
they can be managed.”



Why do these conditions appear?

Elena:

Are these problems caused by the illness itself?

Dr. Stein:

They usually arise from several interacting factors.

Some are related to the illness itself, including biological vulnerability and changes
in stress regulation.

Others are part of everyday life, like moving less, sleeping differently, or eating at
irregular times.

These may seem like small changes, but over time, they can influence physical
health in meaningful ways.

And some may be influenced by treatment.

But the key message is this:

These conditions are not inevitable, and they can be managed. Even so, it’s
common for people to worry at first:

“Is this something that will just keep getting worse?”

Why do they matter for intimacy and life planning?

Elena:

How do these physical aspects connect to relationships?

Dr. Stein:

They influence several areas that are central to personal life:

- body image and self-confidence

- sexual well-being and comfort with closeness
- energy and participation in relationships

- reproductive health and future planning

For example, when someone experiences significant weight changes or reduced
physical energy, they may feel less confident in social or romantic situations.

Hormonal changes can sometimes influence sexual desire or reproductive health.
And chronic physical conditions, such as diabetes or cardiovascular problems, may
affect overall vitality and long-term life planning.

These are not only medical issues; they can also affect relationships and
personal life decisions. And sometimes, they are not talked about openly, even
between partners, which can make them feel heavier than they need to be.



3 4 Why is recognizing individual life
o priorities so important?

“There is no single ‘right’ priority.
The goal is finding a balance that feels
meaningful and sustainable.”

Elena:

This sounds like a lot to take in. How can patients and families make sense of all
these aspects?

Dr. Stein:

It can feel complex at first, but it becomes much clearer when we remember
something simple: people don't all want the same things at the same time.
And sometimes partners don’t want the same things at the same time,
which can be difficult to understand.

What matters to someone often depends on where they are in life.

Elena:

Priorities may therefore change over time.

Dr. Stein:

They often reflect a person’s stage of life, current health, relationships,
and future plans.

For some people, especially earlier in life, feeling confident about appearance or
being comfortable in social situations may be very important.

For others, what matters more is emotional closeness, stability in a relationship, or
feeling secure day to day.

And at certain moments, people may begin to think more about the future, about
having children, staying physically well, or maintaining independence.

Elena:

There is no single priority that is “right” for everyone.
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Dr. Stein:

Not at all.

What feels essential for one person may be less important for another, and that’s
completely normal.

In conversations, you can often hear this very clearly. One person may talk about
confidence and connection, while another is more focused on health,
stability, or plans.

When physical health meets personal priorities

People value different things at different stages of life.

For some, it may be confidence and body image.
For others, intimacy, future plans, or maintaining independence.

What this means in practice:

. care should reflect what matters most to the individual
- priorities may change over time
- decisions should fit both life situation and personal values

There is no single “right” priority.

The goal is finding a balance that feels meaningful and
sustainable.

What matters is being able to talk about it, even when it’s not
easy.

Elena:

These priorities should be part of conversations with clinicians.

Dr. Stein:

Very much so.

When these topics are included naturally in discussions, physical health, emotional
well-being, relationships, and plans, decisions become more personal and more
realistic.

It’s no longer just about treating symptoms, but about supporting a life that feels
right for the person.

Elena:

Some families may feel concerned hearing about risks. Is there also a more
reassuring perspective?

Dr. Stein:

Yes, definitely.

Today, there are many more ways to understand and manage physical health early
on. Often, it’s not about making big changes, but about small, consistent steps,
paying attention, checking in, and adjusting when needed.

Care is also evolving. We now think much more in terms of the whole person, not
just the illness.

Elena:

Better understanding can therefore help people feel more involved in their
decisions.

Dr. Stein:

When people understand what is happening and what matters to them, they can
make choices that support both their health and their personal life.

And that’s really the goal: not only stability, but a life that feels meaningful,
connected, and fully lived.



Why do people with schizophrenia
3 5 often feel lonely despite wanting
° connection?

“Loneliness in schizophrenia does not mean a
lack of desire for connection.
More often, it reflects how difficult it can feel to experience
connection in a way that feels safe and natural.”

Elena:

Something that has surprised many researchers is how frequently loneliness
appears in studies of schizophrenia.

Dr. Stein:

Yes. Loneliness is frequently reported in research involving people living with
schizophrenia. Studies show that a large proportion of people
living with schizophrenia report significant loneliness.

Importantly, loneliness is not simply the absence of social contact. A person may
be surrounded by others and still feel emotionally disconnected.

Elena:

Loneliness is more about how connection is experienced, not just whether it exists.

Dr. Stein:

Loneliness often grows in subtle ways. And often, people don’t speak
about it directly.

They may simply withdraw a little more each time.
Sometimes it’s a fear of being misunderstood or rejected.
Sometimes it’s a loss of confidence in social situations.

And sometimes it’s simply that interactions feel harder to read or respond to, which
can make connections feel uncertain or fragile.

Over time, this can lead to a sense of distance, even when people are physically
present.

Loneliness is closely linked to both symptom severity and social functioning
difficulties.
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Elena:

Even when relationships are present, the feeling of connection
may still be fragile. Is that right?

Dr. Stein:

R —

Indeed. That is why emotional understanding and patience are so important.

The goal is not to force social interaction, but to create safe, predictable, and
supportive experiences of connection. Because when connection feels forced, it
can increase distance instead of reducing it.

Elena:

What can families and partners do in practical terms?

Dr. Stein:

Support does not have to be complex. Small, consistent actions can make a real
difference.

For example:

- spending time together in low-pressure situations
« sharing simple daily activities

« maintaining regular routines

- offering calm and non-judgmental presence

These approaches help rebuild confidence, trust, and emotional safety.
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Loneliness is not the same as being alone

Loneliness reflects how connection is felt, not ho
are presem‘:.

It may be influenced by:

- self-confidence

- past experiences

- social understanding

- stigma and expectations

What helps

- calm, predictable interactions

- shared everyday activities

- emotional patience

- feeling accepted without pressure

w many people

Loneliness in schizophrenia does not mean a lack of desire for

connection.

More often, it reflects how difficult it can feel to experience

connection in a way that feels safe and natural.

With understanding and supportive relationships, this experience

can gradually change.
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Clinical Story
]

“I miss how you looked before, but more, | miss
how we used to spend time together.”
(The story of Mark)

o. éﬂ,ﬁ&

, connection

, /&d&é

Note: The clinical stories in this chapter are created for educational purposes. Names and identifying details do not
represent specific individuals.

Elena:

Dr. Stein, before we close this chapter, could you share a story that reflects what
we’ve discussed today?

CHAPTER 3 | m

Dr. Stein:

—..

Of course. Let me tell you about Mark.

Mark was in his late twenties. His symptoms had stabilized, and from a clinical
perspective, things were going well. But he stopped meeting friends, avoided
social events, and declined invitations.

When | asked him why, he hesitated at first. Then he said:

“I don’t feel like myself anymore.” He hesitated before saying it, as if unsure
whether it sounded superficial or important enough to mention.

Over the past year, he had gained weight. His energy was lower. But what affected
him most was how he saw himself.

“I don’t think anyone would find me attractive now,” he said.

He also admitted, almost as an afterthought:

“I feel like people notice it immediately... even if they probably don’t.”
His partner, however, saw things differently. She told him:

“I miss how you looked before, but more, | miss how we used to spend time
together.”

That changed something.

They didn’t start with big plans. Just short walks. Then shared meals. Then small
routines.

Over time, Mark didn’t just regain physical strength; he regained confidence.

Not because everything changed quickly, but because he began to feel present
again in his own life and relationship.
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“I like spending time with you. That hasn’t changed.”

“Feeling Seen Again” They started doing small things together, cooking, watching films, and talking
(The Story OfAnna) without pressure.

Gradually, Anna began to feel seen again, not as a diagnosis, not as a body that
changed, but as a person.
Elena:

And with that, her confidence slowly returned.

And perhaps an example from a woman’s perspective?

Dr. Stein:

R ——

Yes, gladly. | remember Anna.

Anna was in her early thirties. She was thoughtful, reflective, and deeply cared
about relationships. But after a period of illness and physical changes, she
withdrew.

She once said:

“I feel like people only see the illness... or the changes. Not me.” She paused after
saying it, as if weighing whether she was being too harsh, or simply honest.

What affected her most was not the physical change itself, but the feeling of losing
her identity as a woman, as a partner.

With time, and with gentle support, something shifted.

Her partner began to focus less on “fixing things” and more
on simply being present.
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Final reflection

Elena:

What | take from today is that intimacy is shaped not only by emotions, but also by
how someone feels in their own body.

Dr. Stein:

Exactly. When people begin to feel a bit more comfortable in themselves again,
physically and emotionally, it often opens the door to reconnecting with others.

These changes don’t have to be dramatic. Often, they begin with small moments:
a shared routine, a sense of being understood, or simply feeling less alone. Not
always consistently, and not always in a straight line.

And over time, those moments can grow into something more stable and
meaningful.

Elena:

In our next chapter, we will continue this conversation by exploring how treatment
can influence intimacy, and how these choices can be discussed openly and
thoughtfully.

Until then, take care, and we look forward to being with you again.
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Mini-Glossary

Sexual functioning
A broad concept that includes desire, arousal, satisfaction, and emotional engagement in
intimate relationships.

Prolactin
A hormone involved in reproductive and sexual functioning. Elevated levels may influence
libido, menstrual cycles, and overall sexual well-being.

Hyperprolactinemia
A condition in which the level of prolactin in the blood is above the expected range,
potentially affecting sexual function, fertility, and hormonal balance.

Treatment adherence
The extent to which a person follows the agreed treatment plan. It is closely linked to trust,
communication, and perceived tolerability of treatment.

Side effects
Unintended effects of treatment that may influence physical, emotional, or sexual well-
being.

Shared decision-making
A collaborative process in which clinicians and patients make treatment decisions together,
based on medical evidence and personal preferences.

Therapeutic alliance
The relationship of trust and collaboration between a patient and clinician, which supports
engagement and long-term outcomes.

Autonomy
The patient’s right to make informed decisions about their own care, based on
understanding and personal values.

Welcome to podcast #4

Treatment considerations in
sexually active patients
living with schizophrenia

with Elena Maurer, Health Journalist, and
Dr. Lukas Stein, Psychiatrist and Researcher

Elena:

Welcome back to Living, Loving, Recovering.

In the previous chapter, we explored how body image and
physical well-being shape confidence, relationships, and
closeness.

Today, we take the next step, looking at something that often
becomes part of that experience: treatment.

How does treatment influence intimacy, and how can these
decisions be made in a way that respects both clinical needs
and personal priorities?

Dr. Stein:

Thank you, Elena. These topics can be discussed openly, and in
many cases concerns can be assessed and addressed.

Elena:

Many families may find it reassuring to know that these
concerns can be discussed and addressed rather than simply
accepted.




4 1 Why is sexual well-being part of
' recovery?

“When we address sexual well-being, we are not shifting
attention away from symptom control.
We are strengthening recovery.”

Elena:

Let me start with a very direct question. Some people might say,

“When someone has schizophrenia, shouldn’t we focus on symptom control first?

Isn’t sexuality secondary?”

Dr. Stein:

Sexual functioning is not an optional add-on to recovery. It is closely connected to
quality of life, identity, self-esteem, partnership stability, and long-term treatment
engagement.

When we talk about recovery in schizophrenia, we no longer mean only “reducing
hallucinations or delusions.” Modern psychiatric care also looks at:

« social functioning

- emotional well-being

- relational stability

- autonomy

- life satisfaction

Sexual well-being sits at the intersection of all of these. And because of that,
it’s often one of the hardest things to talk about. In practice, this is often where

patients struggle quietly. Some say, “Everything is more stable, but | don’t feel like
myself in my relationship anymore.” Others say it more hesitantly:

“l didn’t want to complain... because in many ways things are better.”

Research consistently shows that sexual difficulties are common among people
living with schizophrenia. These difficulties can include reduced desire, problems
with arousal, difficulties with orgasm, or emotional detachment during intimacy.
When these concerns are ignored, they can lead to frustration, lowered
self-confidence, relationship strain, and sometimes silent non-adherence to
medication.

From a clinical perspective, we also see very clearly how much this matters in
everyday life.
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When sexual well-being is affected, it often shows up in different ways, such as
how satisfied someone feels overall, how stable a relationship feels, and even how
motivated someone is to continue treatment.

We also know that individuals who feel their intimate life is respected and
supported are more likely to remain engaged in care and communicate openly with
clinicians.

So no, sexuality is not secondary. It is part of whole-person care.

When we address sexual well-being, we are not shifting attention away from
symptom control. We are strengthening recovery.

Because recovery is not only about reducing symptoms, it is about restoring a
meaningful life.

000000 OOOOOOEQOEOEOOOPO

Sexual well-being is part of recovery

Sexual functioning is linked to:

- quality of life

. self-esteem

- emotional connection
- relationship stability

- treatment adherence

v Addressing it supports recovery

X Ignoring it may weaken engagement in care
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4 2 Can treatment affect intimacy
° and relationships?

“The most important point is that treatments are not
identical in how they influence sexual functioning.”

Elena:

Families often ask, “Does treatment affect sexuality?” What should they
understand?

Dr. Stein:

CEE—

The most important point is that treatments are not identical in how they
influence sexual functioning.

Some antipsychotic medications can increase prolactin, a hormone that plays a role
in sexual desire, reproductive physiology, and menstrual cycles. When prolactin
rises significantly, it can contribute to reduced libido, changes in sexual response,
menstrual irregularities, or breast-related symptoms.

Other antipsychotic options have minimal or no impact on prolactin levels.

Large comparative analyses show that prolactin response varies considerably
between treatments and even by dose. So, if a patient experiences changes in

intimacy, there may be options.
Elena:

This isn’t something patients simply have to accept?

Dr. Stein:

...
No. It’s something to discuss. Most treatment-related sexual changes are
manageable.

Elena:

Dr. Stein, if changes in intimacy can be related to treatment, how can families or
patients recognize when something is happening?
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E That’s an important question, because these changes are often subtle at first. Gently and without pressure. E
% Someone might feel less interested in closeness or notice that emotional or Simple, open questions can be very effective, such as: %
[$) physical responses feel different. Many people don’t connect it to treatment. . “Have you noticed any changes in how you feel emotionally or physically?” ()
They may think, “Maybe it's just me... maybe something has changed in the Do you feel comfortable with how things are in your relationship?
relationship.” These questions create space without creating discomfort.

Others begin to avoid intimacy or feel less confident in their relationships without
fully understanding why. Elena:

These signs are not always immediately linked to treatment. They can easily
be misunderstood as emotional distance or relationship difficulties. And that
uncertainty can make it harder to bring up.

The aim is to open a conversation, not to assume that there is a problem.

Dr. Stein:

..

Elena: When changes in intimacy are recognized early and discussed openly:

- misunderstandings can be avoided
- treatment can be reviewed if appropriate
- communication and trust can be supported

The risk may therefore be misinterpreting the situation?

Dr. Stein: Recognizing changes early is not about searching for problems.
It is about protecting communication, trust, and well-being.
What matters is not to jump to conclusions, but to stay attentive and open.

A helpful approach is to notice patterns over time rather than focusing on
a single moment.

Elena:

And how should this be discussed?



4 3 Why are intimacy-related side
° effects often not discussed?
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“You don’t have to explain everything right now.
I’m here, and I’m not going anywhere.”

Elena:

If sexual well-being is so important, why is it still so rarely discussed in
consultations?

Dr. Stein:

There isn’t just one reason. In practice, it’s usually a combination of very human factors.

For many people, sexuality is a sensitive topic. It can feel uncomfortable to bring
it up, especially in a psychiatric setting. Some people worry that they will not be
taken seriously or fear being judged. Others simply don’t know how to start the

conversation, or whether it’s appropriate to bring it up at all.

Elena:

Even when a concern is important, a person may find it difficult to raise.

Dr. Stein:

And sometimes it’s not only about the patient. If the topic isn’t asked about
directly, it can easily remain in the background. People may assume it’s not
something they’re supposed to talk about here.

Elena:

The concern can remain invisible in the consultation.
Dr. Stein:

And there’s another layer as well. Some people are not sure where the changes are
coming from. They may think, “Maybe this is just part of the illness,” and not realize
that treatment could also play a role.

When there isn’t a clear explanation, silence can feel like the easier option. Some

people think,
“Maybe | should just accept it,” even when it affects them more than they expected.
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Elena:

But that silence can have consequences.

Dr. Stein:

I —
It can.

In practice, these kinds of side effects are one of the reasons why people
sometimes reduce or stop treatment without saying so. Not because they don’t
want help, but because something important in their life has changed and hasn’t
been addressed. And often, this happens quietly, without discussion, which makes
it harder to understand what is really going on.

Elena:

What can make the difference?

Dr. Stein:
P ——

Often, it’'s something very simple.

When clinicians create space for these topics, even with a gentle question,
people feel more able to speak.

A question like:

“How has treatment been affecting your energy, mood, or intimacy?”

can open the conversation in a natural way.

Elena:

A simple question may be enough to open the discussion?

Dr. Stein:

P —
Very much so.
When intimacy is recognized as part of overall health, people feel seen. And
when they feel seen, they are more likely to stay engaged, to talk openly, and to
continue treatment.

Why patients may not talk about intimacy

Common reasons include:

- embarrassment or shame

- fear of being misunderstood

- assumption that nothing can change
- not being asked directly

v A simple question can open the conversation

v Open dialogue improves adherence

CUOUOUUPUPIOPUPUPWIEPUEUEVU UL

Why might someone hesitate to open up to their
partner after diagnosis?

Elena:

Dr. Stein, we’ve talked about why people don’t always report changes in intimacy
or side effects.

But sometimes, the difficulty starts even earlier, right after diagnosis.

Some partners notice that their loved one becomes more open with family, but
more distant or reserved with them. Why does that happen?

Dr. Stein:

..
That’s a very important observation.

Receiving a diagnosis like schizophrenia can deeply affect how a person sees
themselves, not only medically, but also personally and relationally.
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Many people begin to wonder:
- “Will | still be seen as the same partner?”

- “Am [ still attractive, still trustworthy, still ‘enough’?” These thoughts are
often not shared out loud, but they shape how someone behaves.

Elena:

The hesitation may reflect fear of how disclosure could affect the relationship,
rather than a lack of trust.

Dr. Stein:

[ ———

Exactly.

In clinical practice, we often see that people may feel safer sharing information with
parents or family members first. These relationships are usually perceived as more
stable, less dependent on intimacy, attraction, or future expectations.

With a partner, the stakes can feel higher. Especially when the relationship is
important, the fear of losing it can become very strong.

Elena:

Holding back may function as a form of protection.

Dr. Stein:

—

Dr. Stein:

G
Itis.
One partner may think:
“Why is he shutting me out?”

While the other is thinking:
“I'm afraid to let you see everything.”
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Elena:

What can help in that situation?
Dr. Stein:

.
Creating safety over time.

Not pushing for immediate openness, but showing:
« consistency

» acceptance

- and patience

Simple messages can help:

“You don’t have to explain everything right now.”
“I’m here, and I’m not going anywhere.”

Over time, when fear decreases, openness usually follows.

Yes, emotional self-protection.

People may internalize fears of rejection, even when there is no actual rejection.
This can lead to silence, distance, or partial sharing.

From the outside, it may look like withdrawal.
But internally, it is often:
“I don’t want to lose you.”

Elena:

That must be very confusing for partners.

What happens when desire is present, but
circumstances don’t allow expression?

Elena:

Dr. Stein, there is a topic that many people feel, but rarely talk about openly.

What happens when someone has sexual or emotional nheeds but cannot express
them, for example, during hospitalization or when they are not in a relationship?
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Dr. Stein:

I —

That’s a very important question, and one that deserves to be addressed with
openness and respect.

First, it’s important to say clearly:

Having sexual desire is a normal part of being human, including for people living
with schizophrenia.

The illness does not remove the need for closeness, affection, or physical
expression.

Elena:

But the situation may not always allow those needs to be fulfilled.

Dr. Stein:

P —
There are periods when circumstances limit expression:
« during hospitalization

- during unstable phases of iliness
« or simply when someone is not in a relationship

This can create frustration, loneliness and sometimes also confusion,
“What am | supposed to do with these feelings?”

Some people may even feel that these needs are “inappropriate” or something
they should suppress, which is not the case.

Elena:

The existence of the need is not itself a problem.

Dr. Stein:

.

Not at all. The key is how it is understood and managed. Not ignoring it, but also
not feeling overwhelmed by it.

From a clinical perspective, we focus on healthy, respectful, and safe ways of
coping with these needs.

This may include:

- understanding that desire can exist without immediate action

- finding other forms of connection, such as emotional
closeness, conversation, or supportive relationships

« maintaining routines that support overall well-being,
including physical activity and social interaction

- and, when appropriate, discussing concerns openly with a clinician

Elena:

So it’s about acknowledging the need, but not feeling overwhelmed by it.

Dr. Stein:

.

Exactly.

When these needs are recognized as natural, they become easier to manage.
When they are ignored or associated with shame, they can become more

distressing.

Elena:

And does this change over time?

Dr. Stein:

.
Yes.
As stability improves, opportunities for relationships, intimacy, and personal
expression often return.

So these phases are usually temporary, even if they feel difficult at the moment.
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4 4 What does shared decision-making Elena:
¢ look like in practice?

We hear the term shared decision-making quite often in modern psychiatry. But for

families listening, it can sound a bit abstract. What does it actually look like in real
life?
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Dr. Stein:

.

You're right, it can sound theoretical. But in practice, it's actually quite simple.

It starts with a conversation. And sometimes that conversation feels uncertain at
first, for both sides.

Instead of decisions being made only from a medical perspective, there is a
dialogue. The clinician brings clinical knowledge, and the patient brings their

s 3
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% W g 4 own experience, priorities, and what matters most in their life. Both sides are

NS AN, 0 important.
Elena:

It’s more of a partnership than a one-sided decision.
. Dr. Stein:
.

When people feel part of that process, something important happens. They feel

i more comfortable, more understood, and more willing to stay engaged with

R S treatment over time.
“When treatment aligns with a person’s values and Elena:

life plans, it becomes much easier to continue.”
What does that conversation look like in practice?
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Dr. Stein:

[ —

Often, it begins with very simple questions. There isn’t always a clear answer
immediately, and that’s okay.

For example, a clinician might ask:

“What is most difficult for you right now?”

“What would feeling better actually look like in your daily life?”

“What matters most to you at this moment, your work, your relationships, your

independence?”
And sometimes:
“How important is intimacy or closeness for you right now?”

Elena:

The focus remains on the person’s life, not only the symptoms.

Dr. Stein:

I —

Treatment doesn’t exist in isolation. It has to fit into someone’s life.

For one person, maintaining a relationship may be very important. For
another, being able to concentrate at work may come first. These differences
matter, and treatment should reflect them as much as possible.

Elena:

And what about caregivers? Where do they fit in?

Dr. Stein:

S ——

With the person’s agreement, caregivers can play a very helpful role.

They can share what they observe, support follow-up, or help
express concerns that might be difficult to put into words. But it’s
important that they support the conversation, not take it over.

Elena:

The person therefore remains at the centre of the decision.

Dr. Stein:

..

Always.

Shared decision-making is not about pressure or choosing between options
quickly. It’s about finding an approach that feels right, medically sound, and

personally meaningful.

When treatment aligns with a person’s values and life plans, it becomes much
easier to continue. When it feels imposed, people may withdraw, sometimes
quietly. Even if the intention is good, it can feel difficult to accept.

Elena:

This may influence more than communication; it may also affect engagement
with care and outcomes.

Dr. Stein:

..

Very much so.

In many ways, it helps protect long-term stability. When people feel heard and
involved, they are more likely to stay engaged, to speak openly, and to continue
treatment.

And when topics like intimacy, relationships, or plans are part of that
conversation, treatment becomes not only effective but also human.
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Why does treatment choice have

ethical implications?
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“Silence often creates uncertainty.
Openness creates a sense of safety.”

Elena:

Earlier, you used the word “ethical” when talking about treatment choices. That
sounds quite strong. Why do you see it that way?

Dr. Stein:

Because these decisions affect much more than symptoms.

Treatment doesn’t only influence hallucinations or mood. It can also affect how
someone feels in their body, their energy, their emotions, and sometimes even how
they experience closeness or intimacy.

Elena:

It touches very personal aspects of life.

Dr. Stein:

When something that personal is involved, it becomes important to talk about
it openly. If we only focus on symptom control and ignore how a person feels in
their relationships or in themselves, we’re only seeing part of the picture. This can
happen unintentionally, not because anyone is ignoring it, but because it is not
always easy to talk about.

Elena:

The ethical dimension includes considering the whole person, not symptoms alone.

Dr. Stein:

Yes.

People have the right to understand how treatment might affect different areas of
their lives, including their intimate lives. When they have that understanding, they
can make decisions that feel right for them.
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Elena:

And what happens if these aspects are not discussed?

Dr. Stein:

<

Then important things can remain unspoken.

Sometimes a treatment is helping clinically, but at the same time, something
feels different in a very personal way, and if that isn’t acknowledged, it can affect
confidence, relationships, and even willingness to continue treatment. And that
can create a difficult internal conflict.

Elena:
So openness is key.

Dr. Stein:

P —
Indeed.
This doesn’t mean overwhelming people with information, but gently letting

them know that these topics are valid and can be discussed.

Simple things matter:
letting someone know that changes are possible,

naturally asking about them,
and being ready to adjust if something becomes difficult.

Elena:

Discussing these effects openly can help build trust.

Dr. Stein:

.

When people feel they can speak openly, they feel respected. And when they feel
respected, they are more likely to stay engaged in care.
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Elena:

So raising the topic doesn’t create anxiety; it can actually create security.

Dr. Stein:

.
Yes.

Silence often creates uncertainty. Openness creates a sense of safety.

When someone knows, “If something changes, | can talk about it,” it protects both
the therapeutic relationship and the personal relationship.

Elena:

Ethical care involves not only what is chosen, but also how the decision is
discussed.

Dr. Stein:

...
Exactly.

It’s also about how we talk about it, how we listen, and how we adapt it to the
person.

And when that happens, treatment becomes something people can trust, and that
trust supports recovery.



4 6 What can caregivers do to support
o communication and trust?

“What helps most is staying calm, staying curious, and
keeping the conversation open.”

Elena:

Let’s bring this into everyday life. Many caregivers listening might be thinking, “This
makes sense, but what do | actually say? How do | even start?”
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Dr. Stein:

CEE—

That’s a very real question. Many caregivers worry about saying the wrong thing.
Often, it doesn’t start with finding the perfect words, but simply with creating a

safe space to talk.

Sometimes something as simple as saying,
“I care about how you feel. If something changes, it’s okay to talk about it. There

may be ways to help,”
can already make a big difference.

Elena:
The tone may matter as much as the exact wording. Is that right?

Dr. Stein:

.
Yes, definitely.
When the conversation feels calm and without judgment, people are much more
likely to open up. When it feels pressured or critical, they often withdraw, even if

something is really bothering them.

Elena:

And what should caregivers be careful about?

Dr. Stein:

...
It helps to avoid reactions that might unintentionally add pressure.

For example, saying things like

“You’re not interested in me anymore,”

or

“You need to fix this.”

can make the situation feel heavier.

And even when frustration is understandable, it’s important not to turn it into a

conflict about treatment.
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Elena:

The goal is not to solve everything in one conversation.

Dr. Stein:

R ——
What helps most is staying calm, staying curious, and keeping the conversation
open. Even though that is not always easy in emotionally charged moments.

Caregivers can also support in simple, practical ways, like encouraging follow-
up appointments, noticing changes over time, or offering to come along to a
consultation if that feels helpful.

Elena:

Support can therefore be both emotional and practical.

Dr. Stein:

I ———
Yes.
And there’s one point that is very important to remember.

Changes in intimacy are very rarely about a loss of love or connection. But in
the moment, it can feel that way. In many cases, they are linked to treatment or
biological factors, and that means they can be discussed and, often, improved.

Elena:

Understanding that several factors may be involved can reduce blame and tension.

Dr. Stein:

P ——
Very much so.

A simple suggestion such as, “Would you like us to discuss this with your doctor?”
can help move the concern from something stressful to something manageable.

veveoeVveoeeoweoeeweweoweoeVweoEUOUOWwE

Elena:

The caregiver’s role is not to fix, but to support the conversation.

Dr. Stein:

..
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That means listening, remaining present, and helping the person access
professional advice if wanted.

Because in the end, the goal is not perfection in intimacy.
It’s maintaining trust, both in the relationship and in the care process.

And that trust is one of the strongest supports for long-term stability and recovery.

What caregivers can do

Helpful approaches:

- speak calmly and without pressure

- normalize discussion about intimacy
- encourage medical consultation

- support, but do not control decisions

Avoid:

- blame or accusations
- suggesting stopping treatment
- interpreting changes as loss of love

The goal is communication, not correction



Clinical Story
]

“I didn’t know if this was something | was allowed
to talk about...”

Note: The clinical story in this chapter is created for educational purposes. Names and identifying details do not
represent specific individuals.

Elena:

Before we close, Dr. Stein, could you share an example that brings all of this
together?

Dr. Stein:
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CE—

Of course.

| remember a man in his early thirties. His symptoms had improved significantly,
and from a clinical perspective, everything seemed stable.

But during a follow-up visit, his partner mentioned that something had changed. He
had become distant. Less affectionate. Less engaged.

At first, they both thought this was part of the illness.

But when we gently explored the topic, he admitted something he hadn’t said
before:

“l don’t feel like myself anymore... not in that part of my life.” He paused and then
added quietly, “l didn’t know if this was something | was allowed to talk about.”

He had been experiencing changes in sexual functioning, but felt too
uncomfortable to bring it up.

Elena:

The issue wasn’t the relationship itself.

Dr. Stein:

.

It was a treatment-related effect that had never been discussed.

Once the conversation was opened, we reviewed options together. Adjustments
were made carefully, and over time, both his confidence and the relationship

improved.



Elena:

So the turning point was simply talking about it.

Dr. Stein:

Ly
Yes. Not a dramatic intervention. Just a safe conversation.

Sometimes, what appears to be emotional distance is actually an unspoken,
manageable issue.

When patients, partners, and clinicians speak openly:

« trust improves
- adherence strengthens
- relationships recover.

Final reflection
I

Elena:
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What | take from today is that treatment does more than reduce symptoms; it can
also influence how people experience themselves, their relationships, and intimacy.

Dr. Stein:

.
Treatment is part of everyday life, not separate from it. When it fits well, it supports
not only stability but also confidence, connection, and the ability to be present in
relationships.

And when something doesn’t feel right, especially in such a personal area as
intimacy, it’s important to know that this can be discussed, understood, and
often adjusted.

Elena:

The goal is not to avoid treatment, but to stay engaged with it, and to talk openly
about how it affects real life.

Dr. Stein:

C—
When people feel heard, and when their personal experiences are part of the
conversation, treatment becomes something they can live with, not something they
have to endure. And often, it’s these conversations, simple, honest, and sometimes
difficult, that protect both relationships and recovery over time. Not always
comfortable, but often necessary.

Elena:

And in many ways, this brings us to another important question that naturally
follows.

If treatment, physical health, and intimacy are all connected, what happens when
people begin to think about having children?
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Dr. Stein:

F——
That’s a very important step.

Questions about fertility, reproductive health, and family planning often come at a
time when people are beginning to feel more stable and are thinking about their
future more seriously.

These decisions are deeply personal, but they are also closely connected to
everything we’ve discussed: treatment, physical health, relationships, and
confidence.

Elena:

Family planning is therefore not a separate topic, but a continuation of the same
conversation.

Dr. Stein:

D —

With the right information, planning, and support, these conversations can become
not a source of uncertainty, but a way to build a future that feels both safe and
meaningful.

Elena:

In our next chapter, we’ll explore how fertility, reproductive health, and family
planning can be approached in a thoughtful and informed way.

Until then, take care, and we look forward to continuing this conversation with you.
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This chapter turns

to the practical and
personal questions
that arise when
people living with
schizophrenia think
about fertility and
having children.

It explores how
reproductive health,
contraception,
pregnancy planning,
and postpartum care
can be approached
through informed
choices, coordinated
medical support,
and respect for each
person’s own timing
and life goals.

51
Can fertility be affected in
schizophrenia?

5.2
How do hormones influence
reproductive health?

53
Why is contraception an important
part of care?

5.4
How can pregnancy be planned
safely?

5.5

Why do partners sometimes
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Fertility
The ability to conceive a child. It may be influenced by hormonal, physical, and lifestyle
factors.

Hypothalamus-pituitary-gonadal (HPG) axis

A system of communication between the brain and reproductive organs that regulates
hormones such as estrogen and testosterone. It plays a central role in controlling menstrual
cycles, ovulation, and sperm production.

Prolactin
A hormone that, when elevated, can affect menstrual cycles, ovulation, sexual function,
and fertility.

Contraception
Methods used to prevent pregnancy, allowing individuals to plan if and when to have
children.

Preconception Planning
Preparing physically and medically for pregnancy to ensure the best possible outcomes for
both parent and child.

Postpartum Period
The time after childbirth, during which physical and emotional changes occur and
additional support may be needed.

with Elena Maurer, Health Journalist, and
Dr. Lukas Stein, Psychiatrist and Researcher

Elena:

In our previous conversations, we explored how body image,
physical health, and treatment can shape intimacy, confidence,
and relationships.

For many people, as stability grows, another question naturally
appears:

What about the future? What about having children?

Thank you, Dr. Stein, for joining us.

Dr. Stein:

Thank you, Elena. These are important and very personal
questions for many families.
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“The short answer is: fertility is usually preserved,
but several interacting factors can influence it.”

Elena:

Dr. Stein, many families wonder whether schizophrenia affects the ability to have
children. Is fertility reduced?

Dr. Stein:

That’s a very important and very common question.

The short answer is: but several interacting factors
can influence it. Even with this information, many people still feel uncertain. “Does
this apply to me?” is a common question.

Elena:

The issue is not impossibility, but variability?

Dr. Stein:

Historically, people with schizophrenia have had lower birth rates, but this is not
only due to biological factors. It is also influenced by social and health-related
aspects, such as relationship opportunities, overall health, and access to care.
Today, this is changing, as care improves and more people can plan their lives,

including having children. But for many, the question still comes with hesitation, not
only hope.

Elena:

What are the main things that can influence fertility?



Dr. Stein:

There isn’t just one single factor.

In real life, it’s usually a combination of different things that come together,
sometimes biological, sometimes related to overall health, and sometimes
connected to everyday life.

Elena:

Can you give us a sense of what that looks like?

Dr. Stein:

Of course.

Sometimes it starts with the body’s internal balance. Hormones play an important
role in fertility, and one hormone we often look at is prolactin.

When prolactin levels are higher, it can affect things like menstrual cycles in
women, or testosterone and sperm production in men.

Elena:

It’s not always something people can see or immediately notice.

Dr. Stein:

Beyond hormones, there are also very everyday aspects of health that matter.

These are not specific to schizophrenia,
but they tend to appear more often in this context, which is why we pay attention to
them.

Elena:

Is fertility also connected to general well-being?

VevevvevevevevvwebvweeE

Dr. Stein:

Yes, it is.
And there is another layer that is just as important.
Fertility is not only about biology. It’s also about life circumstances.

Things like feeling stable in a relationship, having access to care, or simply being
able to talk openly about plans all play a role.

In practice, we often see that these elements are closely connected. Sometimes
people expect a simple explanation, and it can be frustrating when things are more
complex. It’s not just one factor, but how they come together in a person’s life. And
that can feel confusing at first, because there isn’t always a single clear answer.

Elena:

When families hear that fertility may be affected, it doesn’t mean that having
children is unlikely.

Dr. Stein:

In many cases, these challenges can be understood and addressed. And with the
right support and planning, many people may have children.

- usually preserved
- influenced by multiple factors
- varies between individuals

Understanding these factors helps guide the next steps
in planning and care.



Elena:

Dr. Stein, earlier, you mentioned hormones. Could you help us understand this a bit
more simply - how do they actually influence reproductive health?

Dr. Stein:
Of course.

One way to think about hormones is that they help keep the body’s rhythm stable.

When that rhythm is balanced, things like menstrual cycles, sexual function, and
fertility tend to work more smoothly.

Elena:

And when that balance changes?

Dr. Stein:

For example, one hormone we often talk about is prolactin. When prolactin levels
are higher, women may notice changes in their cycle, and men may experience
differences in sexual function or hormone levels.

Elena:

Is this something people usually notice directly?

Dr. Stein:

Sometimes yes, but often not immediately.

Some people only become aware of it when they start thinking about having children,
or when something feels slightly different in their body without a clear reason.
Sometimes it comes as a surprise, especially when everything else seemed stable.

“Reproductive health depends on a balance
between several hormones.” Elena:

So these changes can be quite subtle.



Dr. Stein:

And that’s why it’s important to look at them in context.
Hormonal changes are just one part of the picture, but when we understand them,
they can often be monitored and, if needed, adjusted.

Elena:

Dr. Stein, one thing that may not be immediately obvious is why hormones seem
more sensitive in people living with schizophrenia. Is there a simple way to
understand this?

Dr. Stein:

Yes, there is.

One helpful way to think about it is that the systems in the brain that regulate
emotions, thinking, and body functions are closely connected.

Elena:

Are the same systems influencing both the mind and the body?

Dr. Stein:

Yes, they are. Because of this connection, hormones like prolactin, estrogen, or
testosterone can sometimes shift more easily, either due to the illness itself or in
response to treatment.

This doesn’t happen in everyone, but it helps explain why changes in reproductive
health can occur and why it’s important to pay attention to them. And that variability
can be confusing, especially when comparing experiences with others.

Elena:

Let’s take prolactin, since it comes up often. What does it actually do?

Dr. Stein:

Prolactin is one of the hormones involved in regulating the reproductive system.
When its levels are higher than usual, it can affect how that system works.

For example, women may notice changes in their menstrual cycle, while men may
experience differences in sexual function or hormone levels.

Elena:

Again, these are changes that may not always be obvious at first.

Dr. Stein:

Sometimes they are subtle, and people only notice them when something feels
different, or when they begin thinking about fertility.

Elena:

And prolactin is just one part of a bigger picture?

Dr. Stein:

Yes.

When
that balance shifts, even slightly, it can influence both fertility
and general well-being.

There is also growing evidence that some of these changes may be linked not only
to treatment, but also to the condition itself, even early on.



Elena:

Should families be worried when they hear about these hormonal changes?

Dr. Stein:

It’s completely understandable to feel concerned. Some people worry more than
they say out loud.

But in most cases, what helps more than worry is

These hormonal changes are not rare, but they also don’t affect everyone in the
same way. And importantly,

Elena:

Is this something to pay attention to, but not something to be alarmed about?

Dr. Stein:

The key is to recognize when something feels different, and to talk about it openly
with a clinician.

In practice, many of these changes become manageable simply because they are
identified early and not ignored.

Elena:

Understanding what’s happening already makes a difference.

Dr. Stein:

Hormones are an important part of reproductive health, but they are only one part
of the picture. When we approach them with awareness, regular follow-up, and
open communication, they become something we can work with,

not something we need to fear.



5 3 Why is contraception an Elena:
’ important pa rt Of ca re? Dr. Stein, contraception is not always something families think about when

discussing schizophrenia. Why does it matter in this context?

Dr. Stein:

It’s an important question.

\' , \ Contraception becomes important when people begin to think about their future,
\y \ about whether and when they would like to have children.

'\ { / A In the context of schizophrenia, this is especially relevant because it allows those

" )'/; decisions to happen at the right moment, when someone feels more stable,

( \ 7 ’ a prepared, and supported. Even so, these conversations are not always easy to

\\ /| start.
Elena:

It’s not only about prevention, but also about timing.

Dr. Stein:

It helps people keep a sense of control over an important part of their life.

Elena:

Is the situation different for people living with schizophrenia?

Dr. Stein:

The need itself is the same as for anyone else.

But in practice, things can become a bit more complicated.

Sometimes these conversations simply don’t happen often enough. People may
not receive clear information, or they may not feel comfortable bringing up the
topic.

“Planning means giving yourself the chance to At the same time, fertility is sometimes underestimated, which can lead to
choose the right moment.” situations that were not planned.



Elena:

Dr. Stein:

Yes, and that’s why it’'s important to bring it into the conversation naturally and
respectfully.

When people have the right information and feel supported, they are much more
able to make decisions that fit their life, health, and plans for the future.

Elena:

Is contraception really about planning?

Dr. Stein:

Many people feel that there is never a “perfect” moment.

A moment when things feel a bit more stable, when there is enough
energy, and when both partners feel ready, not only physically, but also
emotionally. And sometimes partners don’t feel ready at the same time.

Elena:

It’s about feeling prepared, not rushed.

Dr. Stein:

, who will be there, how daily life
might look, and what kind of help might be needed along the way.

Elena:
Planning creates a sense of safety.

Dr. Stein:

It’s not about limiting choices.

, and where the experience can feel supported rather than
overwhelming.

Elena:

Without going into too much detail, could you give us a sense of what options
exist?

Dr. Stein:

There are several different ways people can choose to protect themselves, and the
best option really depends on what feels comfortable and practical in their daily
life. Some people try more than one option before finding what feels right.

Some methods involve hormones, such as pills or longer-acting options. Others are
more straightforward, like condoms. There are also longer-term solutions that don’t
require daily attention, such as devices or implants that work over time.

Elena:

There isn’t just one “right” option.



Dr. Stein:

Each method has its own advantages, and the choice is always personal. It
depends on things like health, lifestyle, and what feels manageable and safe for the
person.

Elena:

You’'ve mentioned individual choice several times. Why is it so central?

Dr. Stein:

When people think about having children, they’re not only thinking medically.
They’re thinking about their life, their relationship, their future, and what feels right
for them.

Elena:

It can go beyond clinical factors.

Dr. Stein:

to understand their options and to make decisions that reflect their own values
and priorities.

That means having information that is clear and accessible, feeling supported in
the process, and knowing that their preferences are taken seriously.

Elena:

It’s not about finding the “correct” answer.

Dr. Stein:

There isn’t a single path that fits everyone. What matters is that the decision feels
informed, respected, and aligned with the person’s life.

Elena:

Are there things that make these conversations more difficult in real life?

Dr. Stein:

Yes, sometimes there are.
Often,

Some people feel unsure about bringing up intimate topics, especially if no one has
asked them directly before. Others may not know who to talk to, or may find that
different aspects of care, mental health, and reproductive health are not always
well-connected.

Elena:

It seems it’s not only about the person, but also about how the system is organized.

Dr. Stein:

And because of that, these topics can remain unspoken, even when they are
important.



Elena:

What helps overcome that?

Dr. Stein:

Often, it starts with a simple, respectful conversation.

When the topic is approached in a natural way, without pressure or judgment, it
becomes much easier for people to ask questions and express what they need.

What is the role of caregivers?

Elena:

And how can caregivers support without overstepping?

Dr. Stein:
That’s a very important balance. Caregivers can play a supportive role, butin a
way that keeps the person at the center of the decision.

Often, it starts with creating space for open and respectful conversations. Not
pushing, but making it easier for these topics to be discussed when the person
feels ready.

Elena:

This seems to be more about opening the door than leading the way.

Dr. Stein:
Caregivers can also help in practical ways, for example, by supporting access to
healthcare or helping organize appointments when needed.

But just as important is respecting privacy and personal choices. These decisions
are deeply personal, and feeling in control of them makes a real difference.

Elena:

Support doesn’t mean taking over.

Dr. Stein:

Not at all. The goal is to stay present and supportive while allowing the person to
make their own decisions at their own pace.



How can pregnancy be
planned safely?

“..it’s not just a medical decision.”

Elena:

Planning is clearly important. What does “safe planning” actually mean in real life?

Dr. Stein:

In simple terms, it means choosing a moment when things feel more stable and
supported. Even though many people don’t feel completely ready, only “ready
enough to try.”

Usually, that includes a period where symptoms are well controlled, and daily life
feels a bit more predictable. It also involves talking things through with healthcare
professionals, so that treatment and physical health can be reviewed in advance.

Elena:

It’s something that is prepared step by step.

Dr. Stein:

Exactly. It’s also about looking at the broader picture, how someone is feeling
physically, what kind of support is available, and how the couple feels about taking
this step. And sometimes realizing that not everything can be planned in advance.

Elena:

Seems not just a medical decision.

Dr. Stein:

Safe planning is really about creating a stable and supportive environment before
pregnancy begins, so that both the person and the future child have the best
possible starting point.



Pregnancy: what matters most

« clinical stability
- medical consultation
- physical health
e support system

v Preparation reduces risks
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What becomes important during pregnancy?

Elena:

Once pregnancy begins, what becomes most important?

Dr. Stein:

One of the key ideas is finding the right balance. And that balance can feel different
from one person to another.

During pregnancy, it’s very important to keep mental health stable. When
treatment is stopped suddenly, the risk of relapse can increase, and that can be
difficult both for the mother and for the developing baby.

Elena:

Stability remains central.

Dr. Stein:

At the same time, every situation is different. Care is usually adapted step by step,
with close follow-up and good communication between the mental health team
and the obstetric team.

Elena:

It’s a shared effort.

Dr. Stein:

When care is coordinated and decisions are made together, it becomes much
easier to support both the health of the mother and the development of the child.

Why is the postpartum period a sensitive phase?

Elena:

We often hear that the period after birth is especially important. Why is that?

Dr. Stein:

Because it’s a time of major change, both physically and emotionally. Even for
those who felt prepared, it can still be overwhelming at times.

For women living with schizophrenia, this period can be more sensitive, as the
risk of relapse may increase, especially if treatment has been interrupted.
Elena:
Stability remains just as important after birth.
Dr. Stein:

The first weeks after delivery can be demanding for any parent. Sleep is often
disrupted, routines change, and there is a new level of responsibility. All of this can
place additional strain on emotional and mental balance.



Elena:

That sounds like a time when support becomes essential.

Dr. Stein:

Very much so. When there is a plan in place, continued care, and support from
family and professionals, this period can be managed much more safely and
confidently.

Postpartum: Why Support Matters

- higher relapse risk
- importance of sleep and support
- need for monitoring

v Early planning is protective
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Why do partners sometimes
feel out of sync in their lives
and expectations?

“Not perfect solutions, but honesty,
patience, and flexibility.”

Elena:

Dr. Stein, there is something many couples experience but rarely say openly.

Sometimes, it feels like the two partners are no longer moving at the same rhythm.
One is trying to stay afloat, while the other is ready to move forward with life, plans,
intimacy, or even the idea of having children.

And partners sometimes ask a very difficult question:

“I have to live my life... but he doesn’t understand. How long am | supposed to
wait?”

How should we understand this?

Dr. Stein:

That is a very real and important question.

And it deserves to be said openly, because many partners feel this, even if they
don’t always express it.

In clinical practice, we see this situation often.

When someone goes through a difficult phase of illness, many areas of life can
slow down at once: health, energy, plans, work, and confidence. People sometimes
describe it as feeling “underwater,” trying to keep up with everything.

At the same time, their partner may still be moving forward, with their own rhythm,
their work, their personal goals, their need for closeness, and intimacy.

Elena:

Both partners are under pressure, but in different ways, and sometimes neither
of them feels fully understood.

Dr. Stein:

Indeed.

The person who is struggling may feel:
« guilty for slowing things down

- afraid of holding the relationship back
- uncertain about their future



And the partner may feel:

« the need to continue their own life
- the tension of waiting without knowing for how long

- and sometimes a quiet conflict between love and
their own needs and expectations

Elena:
And that question, “How long do | wait?”, doesn’t have a simple answer.

Dr. Stein:

No, it doesn’t.
But it’s important to say this clearly:

It is natural. Even if it sometimes feels that
way.

At the same time, the other partner is not choosing to slow things down. They are
often doing everything they can just to regain balance.

In many ways,

Elena:

That makes the situation more understandable, but still difficult.

Dr. Stein:

Yes, and this is where relationships require something very human, and that is not
always easy, even in strong relationships.

Not perfect solutions, but
What helps is not forcing the same rhythm, but recognizing that:
- sometimes one partner carries more

« sometimes the other does
- and this can change over time

Elena:

The relationship doesn’t need to stop, even if the pace changes.

Dr. Stein:

Couples can still move forward, even if not at the same speed.
What helps is:

- speaking openly about fears and expectations

- avoiding silent pressure or guilt

« making decisions step by step, not all at once

- and keeping a sense of shared direction

With time, support, and appropriate care, many people regain energy, stability, and
confidence.

And when that happens,



Note: The clinical story in this chapter is created for educational purposes. Names and identifying details do not
represent specific individuals.

Elena:

Dr. Stein, in this chapter, we've talked about planning and preparation.

But real life is often more complex. What happens when pregnancy occurs while
treatment is already ongoing?

Dr. Stein:

That’s a

I’m thinking of a woman in her late twenties who has been stable for several years.
She was in a supportive relationship, working part-time, and feeling that her life had
become more predictable. Her partner was also at a moment in life where he was
thinking about the future, about building something stable, about having a child,
about moving forward.

But he also felt something he found difficult to say out loud:
“I want us to move forward... but | don’t know how long we have to wait.”

It wasn’t a lack of commitment. It was the tension between love and the natural
desire to continue life as planned.

When she discovered she was pregnant, her first reaction was not joy, but fear.

Elena:

Fear of the illness returning?

Dr. Stein:

Yes. And also fear of the unknown.
She asked:
“Should I stop treatment? Will it harm the baby? What is safer?”

These are questions many women face.



Elena:

Stopping treatment is not always the safest choice?

Dr. Stein:

In this case, after careful discussion and monitoring, treatment was continued.
The pregnancy was followed closely, with collaboration between psychiatric and

obstetric care.
Over time, something important happened.

The fear gradually shifted into confidence, not all at once, but step by step. And for
both of them, something else shifted as well, the sense that they were no longer
waiting for life to begin, but building it together, even if the pace had been different
for a while.

Elena:

Confidence in the plan?

Dr. Stein:

Yes, and in herself.

She once said:

Elena:

That’s a powerful shift.

Dr. Stein:

Itis.

The pregnancy progressed without major complications, and after delivery, careful
follow-up helped maintain stability during the postpartum period.

With careful planning and medical guidance:

- stability can be maintained
- risks can be managed
- and informed choices can support both mother and child



Elena:

This is not about risk alone, it’s about preparation.
Dr. Stein:

Fertility and parenthood are not defined by diagnosis alone, but often
accompanied by questions, doubts, and important decisions.

With the right support, information, and planning, individuals can make decisions
that reflect both their
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