	
	
	




The purpose of this essay is to evaluate Schizophrenia and present the findings, along with identifying the clinical risk to patients and the requirements for nursing care and treatment. This entails an in depth look at Schizophrenia within current key areas, presenting symptoms, the history of individuals living with schizophrenia and the treatments undergone including a history of patient’s responses to schizophrenia. Information gathered enables evaluation of the patient’s life and safety, to reduce a risk of deterioration to a realistic degree and to promote effective care and treatment, based upon the information and theoretical reasons for causes contributing to the patients’ presentation (Rainforth & Laurenson, 2014). Additionally, the essay will discuss and explore the responsibilities of a nurse and the most effective care and treatment for schizophrenia. This is achieved through formulation of a care and treatment plan, which ensures person-centred care and provides an opportunity for a nurse to prioritise care based upon the current presentation. The prioritising process is determined by behaviours and symptoms that pose the most risk. A patient showing these symptoms needs to know the risks and have an assessment, and this process will ensure patient safety is continually promoted and utilises evidence-based practice to provide effective care.  
Müssigbrodt et al., (2000) stated that the leading classification systems, the ICD-10 and DSM-5, describe schizophrenia and related disorders and cover a wide range of psychotic disorders, with only partial congruence between the two systems. They both rely on established reliability, but only a few research papers investigating external validity have been published, particularly for ICD-10 illnesses. 'Schizo-affective disorders,' which are in ICD-10 and DSM-4 include psychotic mood disorders with first-rank symptoms or bizarre delusions; ICD-10 describes ‘schizotypal disorder,' which in DSM-4 is a personality disorder; ICD-10 describes 'acute and transient psychotic disorders,' whereas DSM 4 describes this as 'brief psychotic disorder'. These are all disorders with questionable validity. Changes to the definition of schizophrenia in DSM-5 aim to rectify these flaws and include new information gathered over the last two decades concerning the disorder's nature. Elimination of classic subtypes, addition of unique psychopathological dimensions, clarification of cross-sectional and longitudinal course specifiers, elimination of special treatment of Schneiderian 'first-rank symptoms, better delineation of schizophrenia from schizoaffective disorder, and clarification of the relationship between schizophrenia and catatonia are among the specific changes in its definition. These modifications could improve schizophrenia diagnosis and characterisation, as well as measurement-based treatment, while also providing a more usable platform for research to understand its nature and allow a more accurate future delineation of the diagnosis of schizophrenia (Tandon et al., 2013).

Schizophrenia is defined by a variety of cognitive, behavioural, and emotional dysfunctions, according to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) (American Psychiatric Association, 2013)
. A collection of symptoms linked with decreased occupational and social functioning must be present in order for a diagnosis to be made. Individuals with the condition, will differ greatly in many aspects, and it usually strikes between the late teens and the mid-30s; it rarely strikes before a person reaches puberty. Although the start can be abrupt and deceiving, most people report a steady and gradual progression of the disease. About half of these people are also depressed (Bennett, 2022).


Although psychosis is mentioned in Ancient Egyptian, Roman, and Greek writings, John Haslam's detailed case report in 1809 (and a second description by Phillipe Pinel the same year) are considered the first examples of Schizophrenia in medical and psychiatric literature. Then it was Emil Kraepelin, a well-known German psychiatrist, who investigated schizophrenia extensively which was known then as Dementia Praecox. Eugen Bleuler, a Swiss psychiatrist, who was born in 1911, renamed ‘dementia praecox’ as schizophrenia the ’splitting of the mind’, although, contrary to popular belief, schizophrenia is not just a ‘split personality’ (Howard, 1990). One of the most common misconceptions about schizophrenia is that it causes a split personality. By performing an assessment of the individual, a nurse or doctor can determine if the patient has schizophrenia and then evaluate whether they show signs of any split personally symptoms (Schomerus et al., 2007). Schizophrenia is commonly assumed to be a high-morbidity neurodevelopmental disorder; however, unlike other neurodevelopmental disorders, schizophrenia symptoms can take decades to manifest. In most people, prodromal symptoms such as positive symptoms, mood symptoms, cognitive symptoms, and social disengagement occur before the formal onset of schizophrenia. The proximal processes that lead to schizophrenia are unknown, however they could include developmental biology events as well as environmental interactions or pressures. Antipsychotic medication decreases psychotic symptoms dramatically, and maintenance therapy may help prevent relapse. Atypical antipsychotics may also aid in improving the pathophysiology of schizophrenia and halting its progression (Lieberman et al., 2001). Furthermore, if treated appropriately early in the course of the illness, many people may experience a significant remission of their symptoms and a high level of recovery following the initial episode. Early detection and management can help to influence the course and outcome of schizophrenia because clinical deterioration can begin as early as the prepsychotic phase, and early management can help towards future outcome of disease treatment. Van Os and Kapur (2009) have suggested that Schizophrenia is diagnosed when there are visible changes in brain structure and changes in dopamine neurotransmission, the latter of which is linked to hallucinations and delusions. Delusions and hallucinations can be treated with pharmacological treatments that inhibit the dopamine pathway, but cognitive and motivational impairments are more difficult to address. Specific vocational and psychological therapies, when used in conjunction with antipsychotic medication and community-based case management, can enhance functional outcomes, but they are not commonly available. Research is beginning to comprehend the molecular mechanisms underlying the symptoms of schizophrenia, as well as the psychosocial factors that modulate their manifestation. Fusar-Poli (2008) states that 100 years after it was given that term by Bleuler (1911), contemporary treatments give control rather than cure, they do not require long-term hospitalisation, and the prognosis is better than previously thought. In terms of human suffering and social spending, schizophrenia remains one of the most complex and demanding mental health conditions.


Schizophrenia affects 20 million people worldwide according to the Global Burden of Disease (GBD, 2017). The GBD (2017) estimates the Schizophrenia prevalence and disease burden, broken down by age, gender, and year. The main symptoms of psychosis, such as delusions, hallucinations, and cognitive abnormalities, are not exclusive to schizophrenia. They can also be seen in the early stages of a variety of brain illnesses. Psychosis appears to be a pre-programmed reaction pattern in the human brain. The majority of schizophrenia onsets are preceded by a prodromal stage that lasts several years and has the greatest social impact. In boys, the frequency of schizophrenia rises sharply from 15 to 25 years of age. It reaches an initial peak in females between the ages of 15 and 30 and a second, flatter peak after menopause (44-49 years) and after that, incidence gradually decreases (Heinz Häfner, 2019).  

[bookmark: _Hlk92379189]Schizophrenia is a severe mental illness that usually begins in late adolescence or early adulthood. He et al. (2020) state that despite extensive and ongoing research, best-practice therapy results are frequently unsatisfactory. There are significant gender variations in the distribution of Schizophrenia and the risks over the age spectrum, implying that men and women are more susceptible to Schizophrenia at different life cycle stages for instance, Lacono & Beiser (1992) state not enough is known about the distinctions between men and women with serious mental disease and suggest that women with Schizophrenia may have different mental trajectories than males. According to Bardenstein and Mcglashan (1995), the features and longitudinal course of illness in women with Schizophrenia differ from those in men with the same condition on a number of parameters. In general, women who experience their first schizophrenic break are older than their male counterparts (Van der Werf et al., 2012).  Schizophrenia is regarded as one of the most serious psychotic illnesses (Holeder and Wayhs, 2014). Psychotic symptoms, including positive symptoms such as delusional thoughts and hallucinations, as well as negative symptoms such as loss of motivation, apathy, hopelessness, and social withdrawal. The National Institute for Health and Care Excellence (NICE) published a report in 2016 showing that there are no specific diagnostic tests for psychosis in schizophrenia. The diagnostic and statistical manual of mental disorders (DSM-5)(American Psychiatric Association, 2013) states that it is necessary to make a diagnosis based on the patient's history and mental status. Symptoms may change over time, and as a result Schizophrenia commonly appears similar to bipolar disorder. Depression and anxiety are frequent in schizophrenia disorders, as are psychosocial issues such persistent conflict. Insufficient social support, and ongoing stressful life events, are some of the risk factors. Anxiety and depression are early signs of Schizophrenia, and patients with a schizophrenia spectrum disorder diagnosis will be included in the DSM International Classification of Disease criteria for schizophrenia (McDonagh et al. 2017).
According to the DSM-5 (2013) clinical manifestations of schizophrenia in girls and males differ in a variety of ways. Females have a slightly lower overall incidence of schizophrenia, especially among treated patients. Females have a later beginning age, with a second mid-life peak, as previously mentioned. Females' symptoms are more affective, and they have more psychotic symptoms, as well as a higher proclivity for psychotic symptoms to deteriorate in mood symptoms later in life.

Schizophrenia is a continuous and severe mental illness that can have a negative impact on anyone's life. People with Schizophrenia have difficulty distinguishing between fiction and reality. This condition can claim a person's life if they are not properly cared for and treatment for Schizophrenia is normally led by a team of specialists who are committed to assisting patients with this mental illness. There are a variety of unfavourable symptoms associated with Schizophrenia, including grandiose delusions, reduction in everyday activities, poor hygiene, withdrawal from people, paranoia, hallucinations, delusions, self-harm, fear of persecution, a lack of interpersonal interactions and incoherent communication. According to (Watt, 1978), a loss of social competence long before the development of symptomatology is a sign of sensitivity to the later emergence of schizophrenia, and he emphasises schizophrenia as a process. From a descriptive standpoint, schizophrenia is a word that encompasses a loosely defined set of psychological and behavioural traits, including specific delusions, hallucinations, and thought-form and-sequence abnormalities. Rather, it is critical for understanding and treatment to pay close attention to specific characteristics of phenomenology and their vicissitudes. When it comes to treatment, this view argues that the best care will nearly always require complex and adaptable approaches, with a psychosocial component. Medication may be beneficial, if not necessary, for recovery and maintenance, although this isn't always the case. On a psychological level, however, the need for increased functioning and stress management necessitates the usage and development of efficient treatments directed at these objectives. 
Effective early therapy can help people avoid debilitating symptoms and live productive lives. Antipsychotic medication is the cornerstone of disease and symptom management in both acute and chronic phases of schizophrenia. Lack of compliance and poor medication adherence, on the other hand, is a big problem. Noncompliance can compromise disease treatment and result in negative outcomes such as relapses, increased use of emergency services, suicide attempts, higher rates of substance misuse, hospital admissions, and a reduction in quality of life (Lafeuille, 2013).

Lack of access to NHS care and mental therapy treatments can have serious emotional health effects for those who require medical attention. Treatments are tailored to the affected persons in order to support them. Delays can have serious mental and health effects for patients who may be awaiting treatment according to (Fortney et al., (2017). Proactive NHS care with psychosocial treatments can have improved outcomes along with cognitive behavioural therapy, which can lead to a better quality of life for the patient. Can cognitive remediation with family interventions help patients function better and reduce any recurrence during the care process. Some self-management within their social life and skills can improve outcomes in core illness, compared to the usual care treatments. According to the BMJ (Billingsley, (2017) the mental state examination (MSE) is a process of observation of a patient’s current mental state and is used as part of the diagnosis for mental health disorders. Doughtery & Lister (2015) state that the following areas are used for detailed observation: appearance/behaviour, movement/gait, affect/mood, verbal /thought pattern, and attention and concentration. Clinicians can guarantee that Care and Treatment Planning (CTP) is effective by gathering specific information and observations about an individual (Doughtery & Lister, 2015). Using the MSE Framework to conduct a mental status examination allows doctors to detect any changes in mental state fast and efficiently (Mansel, 2016; Huggins, Mansel and Tait, 2019). Antipsychotic drugs in long-acting injectable (LAI) formulations were created to improve non-adherence and reduce the occurrence of relapse in schizophrenia patients. Patients must attend clinics every 2 to 4 weeks for LAI treatment, which eliminates the requirement for daily oral antipsychotic dosage. They have the advantage of providing immediate notification of non-compliance. When a patient fails to show up for a scheduled appointment, physicians, nurses, caretakers, and family members are notified. Because the blood levels do not drop as quickly as with oral antipsychotics, the healthcare team has more time to intervene before symptoms worsen. In contrast, non-adherence to oral therapy is difficult to detect, and it may take a serious relapse before medical help is sought (Kane, Kishimoto, & Correll, 2013).


To determine a patient's suicide risk, the Beck's scale for depression may be employed. The Beck's scale has a high emphasis on "relevant psychological characteristics," allowing therapists to spot critical risk factors such as whether a patient has active plans and what those plans are (Beck, Kovacs & Weissman, 1979). If Beck's scale has been used, and hopelessness has been linked to the worsening of schizophrenia (Beck, Weissman Lester & Trexler, 1974), nurses using the Beck’s scale can determine the significance of depressive symptomology on a patient’s presentation and plan further to ensure patients safety. Pluck et al, (2013) suggest evidence that shows that depressive symptoms can have greater significance for individuals with schizophrenia, and that nurses need to determine if there is an overlap between presenting schizophrenia behaviours and experiencing depressive symptoms which are likely to cause suicidal behaviour. With consideration for these factors, the assessment of patient’s hopelessness is of great importance. 
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Many people who suffer from mental illness including schizophrenia face two challenges. On the one hand, they are dealing with the disease's symptoms and impairments. On the other hand, preconceptions and prejudice based on beliefs about mental illness present a difficulty. People with mental illnesses are deprived of the chances that characterise a happy life such as good occupations, safe housing, adequate health treatment and connection with a varied range of people as a result of both (PATRICK W CORRIGAN, 2022). Even though research has gone a long way toward understanding the disease's impact, it has only recently begun to explain stigma in mental illnesses such as schizophrenia. Bowers (2000) states that to completely comprehend the extent and scope of bias against people with mental illnesses, much work needs to be done. Fortunately, social psychologists and sociologists have spent decades researching issues related to stigma in other minority groups. Additional research specifically on mental health stigma with more overview on stereotypes and prejudice is needed to provide details on areas of difficulty. The broader public's reaction to those with mental illness is known as public stigma. Self-stigma is a form of prejudice directed by people with mental illnesses at themselves (Bowers, 2000). Stereotypes, prejudice, and discrimination are three factors that contribute to public and self-stigma. Because stereotypes convey commonly agreed-upon views of groups of people, they are termed "social." They are "efficient" because they allow people to swiftly form perceptions and expectations of those who fit into a stereotype. Misconceptions regarding mental illness and stigmatising attitudes are addressed in three areas, and they can be identified through analysis of media such as films and newspapers. People with mental illnesses are either murderous maniacs to be feared, they have infantile ideas of the world to be amazed at, or they are accountable for their sickness due to a lack of character. Many assume that people with psychiatric disabilities will internalise stigmatising views and believe that they are less valuable as a result. 
However, if people with mental illness live in a society that actively encourages them, this could change. There are numerous reasons to increase the resources and quality of care for people with schizophrenia, but there is no evidence suggesting that their living in the community is a risky experiment that should be abandoned, and this attitude is nothing other than stigmatising. Improvements in assistance for people with personality problems or substance abuse appear to be justified according to Taylor and Gunn (1999).


New studies show that the Coronavirus pandemic (COVID-19) has had a significant impact on worldwide health, economics, politics, and social connections. With a focus on mental health care, the current epidemic has necessitated quick modifications, such as customising existing mental health and crisis interventions to address public health issues. The spread of the Coronavirus posed a number of obstacles for mental health services in general and psychotherapy in particular. One of the most visible examples is the gradual shift from face-to-face psychotherapy toward telephone or internet-based platforms. While all psychotherapies face this difficulty, Zhang et al (2020) focus on specific factors to keep in mind when providing recovery-oriented integrative psychotherapy to people with schizophrenia (Zhang et al., 2020). They suggest that emotional aspects include the development of the ability to recognise and manage painful states such as fear, anger, and loneliness that are elicited by the pandemic's effects, and cognitive aspects include the development of an understanding of the mental illness and its effects.
 These various components can be particularly problematic for people with schizophrenia, given their potentially lower pre-existing abilities to make sense of complicated life challenges and decide how to actively manage them (Lysaker, Bryson, Marks, Greig, & Bell, 2004). During this worldwide crisis, it is critical that the mental health field identify the treatment needs of people with Schizophrenia quickly and thoroughly. This involves a detailed awareness of the impediments and potential possibilities that emerge from changes in the treatment context and platform, as well as changes in procedure and content within the therapy. In short, despite the obstacles COVID-19 posed to patients' lives and the therapy itself, recovery-oriented integrative psychotherapy has maintained its recovery and integrative nature.  Furthermore, the full impact of COVID-19 has yet to be determined, and more time is needed to thoroughly investigate the psychological effects of the pandemic on the general population as well as on schizophrenia.





Precipitating factors for a trigger of schizophrenia are the events that occurred before the onset of the illness and happened recent to the deterioration of an individuals’ condition. In an individual case study, the patient recently experienced a bereavement, and research suggests that bereavement causes stress, which generates concern for an individual with schizophrenia. Higher associations of stress mean an individual is more ‘at risk’ of deteriorating. Individuals with schizophrenia report feeling happier when they experience a higher quality of life, which is linked specifically to lower stress levels and more resilience to stress (Palmer et al., 2014). Bereavement is likely to increase depressive symptoms, for example, poor social functioning and feelings of loneliness (Fried et al, 2015), therefore this bereavement maybe contributing to patient deterioration. On the advice of his neurologist, a 41-year-old male patient with a history of schizophrenia- paranoid type, and neuroleptic medication induced parkinsonism presented for the initial psychiatric evaluation, accompanied by his mother. The patient had been admitted to nine mental facilities in the last 20 years and has been treated with a variety of first- and second-generation antipsychotics. Haloperidol was the most effective for the first ten years. Ziprasidone and aripiprazole induced severe parkinsonism in clinical trials, whereas clozapine and quetiapine caused severe priapism that required surgical intervention. He had escalating hallucinations and paranoia without antipsychotic drugs, with just minor improvement in his mobility. Anticholinergics had only a minor effect and were associated with dry mouth and cognitive impairment. The patient was on a combination of olanzapine 5mg and zolpidem 10mg (at bedtime), risperidone 0.5mg, cyclobenzaprine 10mg, benztropine 1mg (twice daily), lorazepam 1mg (three times daily), and amphetamine and dextroamphetamine 10mg (once daily) at the initial psychiatric examination. He seemed to be his biological age, friendly, and cooperative. His face was modestly covered, and he had an intermittent tremor in his chin as well as resting tremor in both arms and legs. Due to stiffness and muscle rigidity, he had trouble walking, his posture was stooped, and his gait was uneven and wide; he needed help getting in and out of the chair. His speaking pace, tone, and volume were all reduced due to severe dysarthria and drooling but language remained adequate. His demeanour was flat and his mood was calm. Suicidal and homicidal ideations, delusional beliefs, and paranoid ideations were all absent from his mental process, which was logical, orderly, and goal-directed. He had auditory hallucinations but no visual or touch hallucinations, according to him. He didn't show any major signs of cognitive impairment. His social judgement and overall insight were deemed to be reasonable. He experienced minor agitation and tachycardia, as well as transitory indications of psychosis and parkinsonism. The patient stated that he had no trouble falling asleep. Zolpidem, stimulants, and risperidone were withdrawn after assessing the risks and benefits, and a trial of lurasidone 40mg at bedtime was started. The patient and his mother both claimed that the patient was able to feed and clothe himself again over the next 12 months. He started using his computer and walked to a nearby library with his care provider. He had fewer articulation and speech issues. Overall spasticity diminished, and the tremor in the upper extremities went away. He was able to walk more quickly after regaining some motor strength in his lower extremities (Oleg V. Tcheremissine, 2022). 
Medications are usually prescribed to treat patients presenting symptoms of auditory hallucinations and anxiety, however, this patient has reoccurring psychosis, which indicates that the patient’s medication may need reviewing (Wood et al., 2020; NICE, 2014). For the patient to feel empowered to discuss his previous non-adherence to medication, nurses should use an empathetic, non-judgemental approach (Barnes, 2011) and explore other treatment options with the patient. Decision making regarding the choice of antipsychotic medication and mood stabilisers should be collaborative (NICE, 2016). Information about the medications in terms of possible side effects, including metabolic, hormonal and movement dysfunction should be discussed as well as patient beliefs (Linn, et al, 2016). Evidence suggests, there is an increased like likelihood of a patient adhering to future medication if they are aware of the benefits and side effects of the medication (Scoglio, Adams and Lincoln, 2019). Upon a patient commencing new medication, it is important to use the national early warning sign tool (NEWS) to observe effects of the medication on a patient’s physical health, and include baseline data such as weight, movement disorders, nutritional status and level of mobility prior to starting the medication (Scott, et al, 2019).



              

       
                          

As it has been shown, Schizophrenia was first described by Eugen Bleuler, a Swiss psychiatrist (Howard, 1990) and there was a misconception that Schizophrenia was a ‘split personality’, however this is not always the case. In the United Kingdom, patients' diagnosis and recovery has become an increasingly significant goal within NHS mental health care services. Patient organisations have argued with the NHS since the second part of the twentieth century, that people under the Mental Health Act cannot live a productive and meaningful life while in and out of departments and social services care. Organisations indicate that in the treatment and outcome monitoring of patients with Schizophrenia spectrum disorders, both clinical and personal recovery should be recognized. Patients' personal recovery despite the presence of psychotic symptoms, requires more consistency in care quality to avoid patients being lost from the care system, as well as closer collaboration between NHS providers, care services, and the independent sector. In light of these facts, regulators' roles must now be reconsidered. According to WHO national guidelines 2020, between a third and half of drugs prescribed for long-term diseases are not taken as prescribed by the practitioner. Poor adherence to treatment suggestions or "healthy behaviours," such as exercise and diet, are not restricted to medication-taking. Therapeutic adherence is defined by the World Health Organization as "the extent to which a person's conduct matches to agreed-upon advice from a health care professional." 2020 (CITATION)
A recommendation for people living with Schizophrenia would be for mental health units to study the earlier treatments of Schizophrenia, how it changed dramatically in the last 50 years, and how this has had a direct impact on psychiatry. In around 1950, Schizophrenia was the most common diagnosis in mental facilities, with up to 50% of patients having the diagnosis. When chlorpromazine was discovered to have antipsychotic qualities, its main consequence was a large decrease in the number of hospitalised mental patients mostly owing to its efficacy in Schizophrenia. Patients with Schizophrenia who live in the community must retain their self-esteem and take care of their health, and they generally have a lower quality of life, and require the involvement of family members and specialists. This isn't to argue that patients can't judge their own quality of life, but rather, to suggest it is essential to get a second opinion and the right support so that people with Schizophrenia can remain independent but still maintain a good quality of life.
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