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Abstract: 
Introduction: Schizophrenia is considered a complex, chronic mental health disorder featured by a range of signs and symptoms, 

such as delusions, hallucinations, disorganized speech or behavior, and impaired cognitive ability. The onset of the disease, with 

its chronic course, make it a very disabling disorder for many patients and families.  Disabilities are usually due to negative 

symptom known by loss or deficits as well as cognitive symptoms, like impairments in attention, working memory, or executive 

function. Additionally, relapse could result early due to the fact that positive symptoms, like suspiciousness, delusions, and 

hallucinations. The inherent heterogeneity of schizophrenia led to a lack of evidence concerning the disorder’s diagnostic 

criteria, causes, and pathophysiology.  

Aim: In this review, we will discuss schizophrenia presentation and management 

Methodology: We did a systematic search for schizophrenia presentation and management using PubMed search engine 

(http://www.ncbi.nlm.nih.gov/) and Google Scholar search engine (https://scholar.google.com). All relevant studies were 

retrieved and discussed. We only included full articles. 

Conclusions: Schizophrenia is considered a very complicated and complex clinical condition and mental health problem that 

needs proper management plan at the first signs of a psychotic episode. The prevalence of schizophrenia is proposed to be 

between less than one percent to two percent world wild . Irregularities in neurotransmission have been the main focus for 

theories on the pathophysiology of schizophrenia. The diagnosis of schizophrenia is made by evaluating the patients specific 

signs and symptoms. Doctors should consider the potential for nonadherence and treatment related adverse effects when 

developing a comprehensive treatment plan. Though patients can increase adaptive functioning by the available 

pharmacological and nonpharmacological treatment options. Future research is needed, and it should aim at decreasing the 

gaps in treatment and potentially a cure for schizophrenia. 
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INTRODUCTION: 

Schizophrenia is considered a complex, chronic 

mental health disorder featured by a range of signs 

and symptoms, such as delusions, hallucinations, 

disorganized speech or behavior, and impaired 

cognitive ability. The onset of the disease, with its 

chronic course, make it a very disabling disorder for 

many patients and families. [1] Disabilities are 

usually due to negative symptom known by loss or 

deficits as well as cognitive symptoms, like 

impairments in attention, working memory, or 

executive function.2 Additionally, relapse could 

result early due to the fact that positive symptoms, 

like suspiciousness, delusions, and hallucinations. [2] 

The inherent heterogeneity of schizophrenia led to a 

lack of evidence concerning the disorder’s diagnostic 

criteria, causes, and pathophysiology.  

In this review, we will discuss the most recent 

evidence regarding schizophrenia presentation and 

management 

METHODOLOGY: 

We did a systematic search for schizophrenia 

presentation and management using PubMed search 

engine (http://www.ncbi.nlm.nih.gov/) and Google 

Scholar search engine (https://scholar.google.com). 

All relevant studies were retrieved and discussed. We 

only included full articles. 

The terms used in the search were: schizophrenia, 

presentation, management.                 

 

PATHOPHYSIOLOGY: 

Irregularities in neurotransmission have been the 

main focus for theories on the pathophysiology of 

schizophrenia. Most of these proposed theories focus 

on higher or a deficiency of neurotransmitters, 

involving dopamine, serotonin, and glutamate. Other 

proposed theories suggest that aspartate, glycine, and 

gamma-aminobutyric acid (GABA) as the cause of 

the neurochemical imbalance of schizophrenia. 

 

 

ETIOLOGY: 

In spite of more than a year of studies, the exact 

etiology of schizophrenia remains to be ambiguous. It 

is suggested, however, that the different types of the 

illness caused by many factors, involving genetic 

susceptibility and environmental influences. [3] 

 

One on the proposed explanation for the development 

of schizophrenia is that the disorder begins in utero.6 

Obstetric complications, such as bleeding during 

pregnancy, gestational diabetes, emergency cesarean 

section, asphyxia, and low birth weight, have been 

linked to schizophrenia later on.2 Fetal problems 

during the second trimester—a critical stage in fetal 

neurodevelopment—have been particularly of great 

importance to investigators. [4] 

 

 

EPIDEMIOLOGY: 

The prevalence of schizophrenia is proposed to be 

between less than one percent to two percent in the 

United States. Furthermore, a suggestion analysis has 

been estimating that the prevalence of diagnosed 

schizophrenia world wild is five everyone thousand 

per year. [5] The prevalence of the disorder seems to 

be similar in males and females, though the 

beginning of symptoms happens at an earlier age in 

men than in women. Men usually experience their 

first episode of schizophrenia in their early twenties, 

while females frequently have their first episode in 

their late twenties or early thirties. [6] 

 

Studies in the possible association between the 

geography of birth and the development of 

schizophrenia has concluded inconclusive evidence. 

A collaborative study by the World Health 

Organization in ten nations concluded that 

schizophrenia diagnosed more frequently across the 

various geographically defined populations. while, a 

newer review, which included data from thirty three 

countries, found that the incidence of schizophrenia 

varied by geographic location. [7-8] 

 

CLINICAL PRESENTATION: 

Schizophrenia is considered one of the most common 

functional psychotic disorder, and adults diagnosed 

with this problem could present with a wide range of 

signs and symptoms. In contrast to, portrayals of the 

medical condition in the media, schizophrenia is not a 

“split personality.” However, it is a chronic psychotic 

disorder that disrupts the patient’s thought process 

and affect. The medical condition commonly 

influences the patient’s capability to be involved in 

social activities and to foster meaningful 

relationships. [7] 

 

Social withdrawal, with other abnormal (schizoid) 

symptoms, frequently precedes a person’s first 

psychotic episode; but some adults could have 

symptoms at all. A psychotic episode is known by 

patient-specific signs and symptoms that show the 

“false reality” created in the patient’s mind.9As 

mentioned, the symptoms of schizophrenia are 

classified as positive, negative, or cognitive. Each is 

critically important as the doctor try to differentiate 

schizophrenia from other psychotic disorders, like 

schizoaffective disorder, depressive disorder with 

psychotic features, and bipolar disorder with 

psychotic features. 
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Positive symptoms are considered the easiest to 

recognize and can be categorized as “psychotic 

behaviors not seen in healthy people.” These 

symptoms involve delusions, hallucinations, and 

abnormal motor behavior in varying degrees of 

severity. Negative symptoms are harder to find 

however they are associated with higher morbidity 

because they disturb the patient’s emotions and 

behavior. The most common negative symptoms 

involve disturbed emotional expression and avolition. 

Patients could have alogia and anhedonia. It is 

critically important to understand that negative 

symptoms may be either primary to a diagnosis of 

schizophrenia or secondary to other clinical 

conditions such as concomitant psychotic diagnosis, 

medication, or environmental factor. [10] 

 

Cognitive symptoms are the most recent 

classification in schizophrenia. These symptoms are 

nonspecific; so, they must be severe enough for 

another individual to notice them. Cognitive 

symptoms include disorganized speech, thought, 

and/or attention, ultimately impairing the individual’s 

ability to communicate.  

 

DIAGNOSIS: 

As mentioned before, schizophrenia is considered a 

chronic disorder with different symptoms, where no 

single symptom is pathogenic. A diagnosis of 

schizophrenia is made by an evaluation of patient-

specific signs and symptoms, as mentioned in the 

Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5). The DSM-5 

suggests that “the diagnostic criteria [for 

schizophrenia] include the persistence of two or more 

of the following active-phase symptoms, each lasting 

for a significant portion of at least a one-month 

period: delusions, hallucinations, disorganized 

speech, grossly disorganized or catatonic behavior, 

and negative symptoms.” At least one of the 

qualifying symptoms must be delusions, 

hallucinations, or disorganized speech.  Furthermore, 

the DSM-5 states that, to guarantee a diagnosis of 

schizophrenia, the patient must also have a lower 

level of functioning regarding work, interpersonal 

relationships, or self-care. There should also be 

continuous signs of schizophrenia for at least 6 

months, involving the one-month period of active-

phase symptoms noted above. 

 

TREATMENT OPTIONS: 

Nonpharmacological Therapy 

 

The objectives in managing schizophrenia involve 

aiming at managing the symptoms, preventing 

relapse, and increasing adaptive functioning, 

therefore the patient is able to integrate back into the 

society. As patients rarely go back to their baseline 

level of adaptive functioning, both 

nonpharmacological and pharmacological treatments 

must be used to improve long-term outcomes.2 

Pharmacotherapy is the main way of schizophrenia 

management, however residual symptoms could 

continue. nonpharmacological management, like 

psychotherapy, are also critical. [11] 

 

Psychotherapeutic methods could be categorized into 

into 3 categories: individual, group, and cognitive 

behavioral.2 Psychotherapy is still developing 

therapeutic area. Emerging psychotherapies include 

meta-cognitive training, narrative therapies, and 

mindfulness therapy.  

 

 

Pharmacological Therapy 

In many schizophrenia cases, it is hard to device an 

effective rehabilitation programs without 

antipsychotic medications. proper starting of the 

medication is critical, particularly within 5 years after 

the first acute episode, as this is when most illness-

related modifications in the brain happen.12 

Predictors of a bad prognosis involve the illicit use of 

amphetamines and other central nervous system 

stimulants, as well as alcohol and drug abuse. 

Alcohol, caffeine, and nicotine also have the 

capability to cause interactions with the medications 

and influence their concentrations. In the event of an 

acute psychotic episode, medication therapy should 

be given as soon as possible. During the first 7 days 

of starting the treatment, the main objective is to 

decrease hostility and to try to return the patient to 

normal functioning. At the beginning of treatment, 

proper dosing should be titrated based on the 

patient’s response. Management during the acute 

phase of schizophrenia is usually proceeded by 

maintenance therapy, which should be aimed at 

increasing socialization and at improving self-care 

and mood. [13] 

 

Long-Acting Injectable Antipsychotic Agents 

Long-acting injectable (LAI) antipsychotic drugs 

have a valid option for patients who are nonadherent 

to an oral drugs. Doctors should decide whether the 

patient’s nonadherence is because of the adverse 

effects of treatment. If so, then the clinician should 

consider an oral drugs with a more favorable side-

effect profile. Before moving to LAI therapy, a short 

trial should be started with the oral counterpart of the 

LAI to decide on the tolerability. [14] 

 

Treatment-Resistant Schizophrenia 



IAJPS 2019, 06 (01), 1912-1916                Khalid Kulaib Aloufi et al                 ISSN 2349-7750 
 

 
 

w w w . i a j p s . c o m  
 

Page 1915 

Between ten and thirty percent of patients with 

schizophrenia present with little symptomatic 

improvement after multiple trials of FGAs, and an 

additional thirty to sixty percent will have partial or 

insufficient improvement or unacceptable adverse 

effects during antipsychotic medications. Clozapine 

is the most effective one when considering managing 

treatment-resistant schizophrenia. This medication is 

about thirty percent effective in managing 

schizophrenic episodes in treatment-resistant patients, 

in comparison to a four percent efficacy rate with the 

combination of chlorpromazine and benztropine. [14]  

 

Augmentation and Combination Therapy 

 

Both augmentation therapy and combination therapy 

could be considered for patients who fail to show an 

adequate response to clozapine. Doctors should 

observe the following guidelines when administering 

augmentation therapy: [15] 

 

• The management must be used only in patients with 

an inadequate response to prior therapy. 

• Augmentation medications rarely effective for 

schizophrenia symptoms when given alone. 

• Patients are responding to augmentation treatment 

often improve rapidly. 

• If an augmentation strategy does not improve the 

patient’s symptoms, then the agent should be 

discontinued. 

 

CONCLUSIONS: 

 

Schizophrenia is considered a very complicated and 

complex clinical condition and mental health 

problem that needs proper management plan at the 

first signs of a psychotic episode. The prevalence of 

schizophrenia is proposed to be between less than 

one percent to two percent in the United States. 

Irregularities in neurotransmission have been the 

main focus for theories on the pathophysiology of 

schizophrenia. A diagnosis of schizophrenia is made 

by an evaluation of patient-specific signs and 

symptoms. Doctors should consider the potential for 

nonadherence and treatment related adverse effects 

when developing a comprehensive treatment plan. 

Though patients can increase adaptive functioning by 

the available pharmacological and 

nonpharmacological treatment options, future 

research is needed, and it should aim at decreasing 

the gaps in treatment and potentially a cure for 

schizophrenia. 
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