Case study- schizophrenia
Schizophrenia is known today to be a server long-term mental health condition but the history of this condition goes back over hundreds of years with many misconceptions along the way. Pre 1800’s, mental illness was often considered to be of supernatural origin, people often believing that the mentally ill were taken over by evil spirits and demons, and it was a form of punishment for their sins. The First formal description of schizophrenia as a mental health illness came in the 1887’s by a ‘Dr Emile Kraepelin’. Kraepelin used the term ‘dementia praecox’ as way to describe schizophrenia. Dementia praecox by definition means ‘early dementia’. Although dementia and schizophrenia are two different illnesses, by kraepelin calling the disorder ‘dementia praecox’ he made the syndrome differentiate from other forms of dementia that occur later in a person’s life (Mental help.net, 2021). Adityanjee, et al (1991) state that kraepelin work has underpinned the understanding of the psychosis, as he moved away from what his predecessors had evaluated and showed emphasis on the aetiology and outcomes. It was noted that kraepelin used aspects of the persons age of onset of the illness, their family history and premorbid personality in order to distinguish between dementia praecox and manic-depressive insanity. Kraepelin was correct in believing that ‘dementia praecox’ was a disease of the brain but was mistaken in linking schizophrenia as a type of dementia. 
Paul Eugen Bleuler, was a Swiss psychiatrist who in 1910 coined the term ‘schizophrenia’. The word originated from two Greek words, Schizo, meaning ‘split’ and phren meaning ‘mind’. Many people now misconstrue the meaning of schizophrenia as to being split personality, although this was not Bleuler intention. Split personality is an altogether different disorder, as it is a illness in which a person has two or more personalities. Bleuler had intended the term to denote a ‘loosening of thoughts and feelings’ but this did not covey to people reading in to the term (Tsuang, Faraon and Glatt, 2011). Throughout his studies, Bleuler found that milder cases of schizophrenia have relatively good outcomes. This lead Bleuler to the view of schizophrenia is a heterogeneous disorder, meaning there are multiple causes and outcomes depending of the individual’s course. Rado, Philip and Janicak (2017) are of the opinion that Bleuler had identified the key symptoms of affective flattening, which describes an individual’s lack of emotional expression, has low motivation and finds social relationships difficult. These are later to be classified a negative symptom. 
Throughout many years of studying the disorder, it has become clearer to define some of the symptoms of schizophrenia. These symptoms have been classified in to two categories, positive and negative symptoms. The NHS (2019) state that positive symptoms include changes in behavior or thoughts, such as hallucinations and delusions. Hallucinations are when a person see’s, hears, smells, tastes or feeling experiences that do not exist out of their own minds. A delusion is a belief a person holds with complete conviction. These beliefs are based on a mistaken and unrealistic views and can alter how a person behaves. Negative symptoms, in a lot of cases happen many years before a person experiences their first schizophrenic episode. These negative symptoms result in a person losing interest and motivation with day-to-day life and can also lead to changes in sleep pattern and produce a lack of concentration in daily life. A person who is experiencing negative symptoms usually have inexpressive faces, have blank looks on their face, talk in a monotone voice and show few gestures. It has been suggested that around 25% of patients with schizophrenia have a condition called ‘the deficit syndrome’ this is defined by the severity and persistence’s of negative symptoms. Treatment can seem more urgent with displays of delusions and hallucinations but the negative symptoms cause a huge impact on the patients’ lives, with many people unable to live independently, hold down long periods of employment or establish personal relationships and get on with everyday social interactions (Buchanan, 2007). 
There is no single test that can be used to diagnose a person with schizophrenia, which means a diagnosis usually takes months. A mental health specialist will gather as much information about a person and from close contacts in order to decide whether the symptoms fit within a diagnosis of schizophrenia or another psychiatric disorder. There are many psychiatric illnesses that share many of the same characteristics as schizophrenia, such as severe depression, which can develop delusions and hallucinations (Miller and Mason, 2011).  Furthermore, there are also subtypes of schizophrenia which make diagnosis more complicated as treatment will be more successful if correct type of schizophrenia is diagnosed. Five of the main subtypes of schizophrenia include, paranoid schizophrenia, this is when an individual has frequent auditory hallucinations with one or more episodes of delusions. Hebephrenic schizophrenia, occurs when an individual has disorganised speech and irresponsible behavior. Catatonic schizophrenia, is diagnosed when a person presents symptoms such as unusual movements often switching between being very active to not moving at all, displaying inappropriate physical postures and repeating words or behaviors. Residual type, is often diagnosed when one or more episodes of schizophrenia have occurred in the past but only continue to experience negative symptoms. Undifferentiated schizophrenia, refers to a person meeting the criteria for schizophrenia but does not fall into any of the above subtypes (Lake,2012).












 
