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The World Health Organisation (WHO) designed a document named ICD-11 (current formulation) as a guide for all health professionals to use to search, diagnose and treat all health conditions. It is broken down into multiple sub categories to assist in searching health disorders. Number 6 of the ICD-11 is mental, behavioural or neurodevelopment disorders. For this document I am going to concentrate on Schizophrenia disorder, I will speak of the history of the disorder, demographics of people living with the disorder, how the disorder can develop within a person, any current treatments or responses for the disorder, media attitudes and stigmas associated with the disorder, how professionals study schizophrenia and what we already know of the disorder due to previous studies and research and any case studies that may come from that. I will finish by concluding my findings and any recommendations I may have. 
The ICD-11 describes schizophrenia as a psychotic disorder that is characterized by significant impairments in reality testing and altercations in behaviour manifest in positive symptoms (WHO,2022). 
There are different types of schizophrenia that is recognised in the ICD-11. Paranoid schizophrenia which is mainly identified by the positive symptoms such as hallucinations and delusions. This can create a difficulty for the person suffering to identify the difference between the real and what is not real and often makes it very difficult for the person to live a normal life. Disorganized or hebephrenic schizophrenia is  where a person has very disorganised thoughts and behaviours and often has short term delusions and hallucinations. They may also have disorganised speech patterns resulting in difficulties in others understanding and difficulties holding conversations with people. Catatonic schizophrenia is identified as the rarest form of schizophrenia. This is identified by a lot of active, sudden and unusual movements followed by little or no movement. There is very little research based on this form of schizophrenia as it is so rare. Childhood schizophrenia is again rare in which a child or young adult can develop schizophrenic symptoms affecting the cognitive development, behaviours and emotions of the child. Essentially the same as schizophrenia in adults, children can begin getting hallucinations and delusions and has a profound impact of the child’s life. 
Schizoaffective disorder is where a person has symptoms of psychotic episodes and mood disorder present at the same time or within a two week period of each other. Split into two disorders the schizo refers to the psychotic symptoms and the affective refers to the mood symptoms. This often had periods between episodes where a person may feel perfectly well and be able to complete day to day tasks like any other person.  
Symptoms of schizophrenia typically include persistent hallucinations described by Jody Azzouni (2010) as an experience where someone can engage all one’s senses, meaning one can feel, hear, see, smell or taste something that is not there. Someone who hallucinates has the ability to engage with their hallucinations. A fixed false belief in something that is not real or shared by others (Dr Abhimanyu Chandak, 2022) which are continuing delusions, disorganised thinking manifesting as disorganised speech and experiences of passivity and control described as grossly disorganised behaviours.
Schizophrenia has links back to the 19th century described as ‘insanity’ but formally named in the early 20th century (Bresnahan And Susser, 2002). Formally known as dementia Praecox, Professor Eugen Bleuler of Zollikon argued that dementia praecox was not associated with dementia nor was it associated  with precociousness but was emphasised of the psychic functioning renaming it schizophrenia. Bleuler acquired the work from the Greek verb schizein meaning splitting and the word phren meaning soul, spirit mind (Ashok, Baugh and Yeragani, 2012).  Previously to the 19th century anyone labelled as insane would be incarcerated in asylums but the 19th century seen a small development in the understanding of the insane which was now labelled as psychotic. Tueth (1995) explains that in the early 20th century Meyer developed treatments for schizophrenia and other psychotic illnesses such as insulin coma which seen psychotic patients being injected with insulin to induce a comatose status. This meant the body would have to much insulin to function and would cause the body to bypass the mind resulting in the patient being in a coma and not having any psychotic thought. This was a very dangerous treatment as it had the means of killing the patient if overdosed with insulin. This ended when the development of antipsychotic medications become available. 
Treatments for schizophrenia has been developed dramatically since the 19th century. Often someone with schizophrenia will have multiple treatments. Medications are often trailed to find the right medication for the individual. These medications are usually antipsychotic medications to assist in reducing the effects of schizophrenia. Medications often carry many side effects which doctors can subscribe other medications to contradict the side effects resulting in side effect being reduced (Goff, 2021). Alongside medications specialists will recommends other treatments which can help a patient to deal with the effects of schizophrenia. Treatments that may be recommended may be things such as talking therapies which are referred to as psychosocial treatments which can help look at the thoughts and behaviour and offer suggestions in ways that can deal with the thoughts and behaviours that show when someone has schizophrenia. It is suggested that 1 in 10 people who receive forms of therapies have a lasting recovery with 1 in 5 people reporting significant improvement of symptoms (Mental Health UK, 2022). 
Cognitive behavioural therapy known as CBT is proven the most used therapy for schizophrenia. Fei, et al (2021) states CBT aims to help understand the links between a person’s thoughts feeling and actions and can highlight how these symptoms can affect the life of the patient on a daily basis. Proven to improve the awareness of schizophrenic episodes and suggest coping strategies in dealing with the stress and other symptoms. 
Art therapies are conducted under the supervision of therapists and allow the patient to express the feeling using artistic products such as clay, paint or other types of art (Jones, 2015). Designed to allow the patient to interpret the emotions and feelings without the use of words.  Research also suggests that art therapies can also help fight the side effects that comes with the medications by keeping the mind active helps relief the drowsiness and the lethargic feeling that comes with most medications prescribed for schizophrenia it can also assist the family and friends around them to understand what the person is dealing with. 
Pharoah, Mari, Rathbone and Wong (2010) all suggests that family intervention is designed to offer support to the family around the patient to help cope with the difficulties that arise when living with or close to a person with schizophrenia which can assist in helping to improve relationships. This can also help with early intervention to the patient’s symptoms, the discussion with a specialist can help identify early symptoms of deterioration allowing early intervention in the hope of preventing worsening symptoms (Marshall and Rathbone, 2011). 
The treatment most proven to be assistive is self-care. Ensuring the patient focuses on multiple aspects of life such as exercise, diet and daily routines can have a very positive reaction in terms of triggers and symptoms. Ensuring the medication is taken correctly and everyday even on ‘good days’ prevents rapid deterioration (Holmberg and Kane, 1999). 
Schizophrenia is always being researched and recent finding have discovered possible future treatment for schizophrenics. The current treatment for schizophrenia is primarily pharmacological but seeing the introduction of new research could see new treatments being non medicated treatments. Transcranial magnetic stimulation (TMS) is one of the treatments currently being researched as a treatment for schizophrenia. Nunez and Legg (2021) explains that TMS is a non-invasive neuromodulation technique in which electromagnetic pulses are used to stimulate nerve cells in the brain which could improve the nervous system of the brain resulting in less or none of the symptoms that arise in schizophrenic patients. TMS has already been approved by the food and drug administrations (FDA) as an approved treatment response for depression but research has not been excessively conducted to pass treatment for schizophrenia. 
Another treatments that has recently been discovered is Deep Brain Stimulation (DBS) this involves placing electrodes directly on the brain via surgery, placing the electrodes in certain areas of the brain that will receive regular impulses that can affect certain cells and chemicals within the brain resulting in positive reactions to abnormal impulses (Mind, 2022). Again this treatment has been recognised in providing positive treatments with obsessive compulsive disorders and major depressive disorder but further research is needed into using DBS as an accessible treatment for schizophrenia due to the challenge of knowing where to place the electrodes within the brain to gain a positive outcome for patients (Corripio et al, 2021). Treatments are always being researched today and multiple studies have been conducted to develop a plan of effectiveness on groups of individuals.
Looking at a case study undertaken between April 2001 and March 2006 and reported by Hass, et al (2018) to research the effectiveness of the  antipsychotic drug risperidone in adolescents. Risperidone is a drug in the form of tablet or liquid taken orally usually once or twice a day and is recommended that it is taken around the same time every day to improve the effect of the drug. Risperidone carries a huge list of side effects such as nausea, diarrhoea agitation, difficulties in sleeping, problems with vision and muscle or joint pain. The participants in the study were all aged between 13 and 17 and had all been diagnosed professionally by a child psychiatrist. To begin all participants had to be screened. During this process all current medications would be stopped, allowing time to leave the body, this would also allow any substance misuse to leave the system too allowing an improved result of new medications. This was known as the washout period. During this process it was aloud that patients were able to continue taking agitation medications such as lorazepam, diazepam or hydroxyzine and medication to help with insomnia such as zolpidem or zopiclone. 
Patients who highlighted risks to seizures such as neuroleptic malignant disorder or tardive dyskinesia would be excluded from the prosses. All female patients of child baring age would be required to provide a negative pregnancy test and all that were sexually active were advised to use adequate protection during the study period. The study also excluded anyone who had a BMI below the 5th centile or above the 95th centile according to the percentile curves used to measure children, this ensure that the drug exposed to the patients would be within the recommended limits. 
The patients were split into 2 groups named regimen A and regimen B. Regimen A would be given between 1.5 and 6.0mg a day whereas regimen B would be given between 0.15 and 0.6mg a day which was randomly assigned using a computer generated schedule. Regimen A began with a dose of 0.5mg a day for patients weighing more than 50kg or 0.01mg for patients weighing less than 50kg whereas regimen B began with 0.05 a day for patients weighing more than 50kg or 0.001mg for patients weighing less than 50kg. 
The patient were assessed on day 7, 14, 28 and 42 for any changes in the total positive and negative syndrome scale (PANSS). Any changes in the number and percentage of patients recording the achievement of clinical response of at least 20% improvement at the end point of the assessment compared to the starting point. 
The strengths and limitations identified from the study were overall positive. The overall results of the study found that it complemented the results of a screening on adults and children done previously. The study could not positively identify the earliest onset of antipsychotic progress and because the majority of patients were white the study could not identify the effects of the drug on other ethnic groups. The overall results would be that the drug risperidone would provide a positive form of treatment for adolescents with schizophrenia or a severe psychiatric disorder in terms of improvement of symptoms as it showed an acceptable level of tolerability and showed safe.  
Looking at a different case study conducted in 1981 (Adams, Brantley, Malatesta, Turkat)  looking at the introduction of cognitive therapies and the benefits of introducing cognitive therapy to improve the patient’s symptoms to schizophrenia. The case study was based on a 25 year old male who had previously been diagnosed with schizophrenia by 2 independent psychiatrists and had recently has a 3 month spell of hospitalization in an institution after his struggles with feeling confused, spaced out and feeling of failure. 
After the study of his background was conducted a specified treatment plan was designed to improve the way the client copes with social interactions. The first stage seen the client being taught how the mechanics of attending to verbal situations such as eye contact, listening skills and the way to hold body posture.  This was done threw role play ad videoing the role play and receiving feedback from the therapist in the way the client conducted. Next seen the improvement of the client’s cognitive skills concentrating on attention and the short term memory. Providing the client with sequences of numbers to repeat back, sequences of letters or words to repeat back and providing the client with small sentences to repeat back which over time should provide an improvement in the cognitive skills. 
Once the specialist could see an improvement in the client’s progress, the introduction of distractions would be introduced. Audio distractions would consist of providing the client with 2 headphones, of which played 2 separate dialogues with the aim the client would be able to block out 1 headphone only listening to 1 conversation and have the ability to repeat a summary of the audio back to the therapist. Visual distractions would see the client being asked to watch a visual tape whilst listening to a dialogue that did not represent what the client would be watching, then being asked to summaries the audio and provide a summary of the visual that was being watched. 
This study was conducted over five to nine, fifty minute sessions, once the results were analysed it was shown that the client showed a huge improvement in the ability to focus and the ability to present attentive. The client also reported a greater ability to follow and respond to conversations with others whilst being able to ignore external stimuli.    
Adams, Malatesta, blantley and Turkat (1981) suggest that schizophrenia is the most investigated controversial area in clinical literature. It is recorded that 20 million people worldwide are affected by schizophrenia according to the global burden of disease (2017) with 1.5 per 10,000 people receiving a new schizophrenia diagnosis a year. The International Journal of Clinical Neuroscience and Mental Health (2015) reports that a person with schizophrenia is 4 to 6 times more likely to commit a crime of a violent nature when compared to the general public which is backed up by a survey conducted between 1999 and 2003 named the mental health in general population which questioned 36,000 people over the age of 18, the results of the survey found that 75% of those interviewed suggested links between insanity of the mentally ill and criminal or violent acts (Tassone-Monchicourt et al, 2010)  Schwartz and Blankenship (2014) suggests that a black American is three to four times more likely to have a schizophrenia diagnosis than that of a white American. 
Although the exact causes of schizophrenia are unknown it is suggested that a combination of factors such as genetics, environmental impacts, the structure of the brain and substance misuse can all contribute to the increased risk of development of schizophrenia. Although a single genetic is not known to carry schizophrenia it is suggested that if a person has a family history of schizophrenia it is more likely that person will develop schizophrenia (National Health Service, 2022). Research conducted on the development of the brain has highlighted subtle differences in the structure of the brain, although these differences do not appear in everyone who has a schizophrenia diagnosis and can also appear in people who do not have a diagnosis at all and show no symptoms of schizophrenia (DeLisi, et al, 2006). Brisch, Saniotis, et al (2014) suggest that by providing a patient with drugs to alter the levels of neurotransmitters in the brain have been known to provide relief of symptoms to some patients. The change in dopamine and serotonin can reduce some not all symptoms of schizophrenia. 
Known triggers can also begin symptoms of schizophrenia. Things such as drug abuse although not a direct trigger the use of drugs can increase the chances of development of schizophrenia with cannabis being the main known trigger although cocaine, LSD and amphetamines are all known to do the same (Buckley, 1998). 
Eske (2022) suggests that schizophrenia develops in three known stages. The prodromal stage, the active stage and the residual stage. Prodromal stages is the first stage in which a person may begin to notice psychotic behavioural symptoms that in time may progress to psychosis. It can be identified by a multitude of symptoms such as social isolation seeing the need to stay away from social situations, little to no motivation in completing daily tasks, extreme irritability, sleeping issues and erratic behaviours. It is suggested that 73% of people diagnosed with schizophrenia experiences at least one of these symptoms of the prodromal stage before developing the characteristic symptoms associated with schizophrenia. Due to the symptoms of this stage being very alike other conditions, identifying this stage has remained extremely challenging. 
The second stage of schizophrenia if the active stage. This sees the symptoms of schizophrenia becoming much more prominent with hallucinations, delusions and paranoia being shown within the person. Other symptoms may include disordered speech and thoughts, wandering and very little or no emotions (Takahshi, Suzuki, 2018).  This is usually the stage where undiagnosed schizophrenic will have a positive diagnosis as it shows positive symptoms to schizophrenia. 
Although the final stage is not always recognised in the medical world for diagnosis purposes, some specialists still use is as a form of identification. Vinney (2022) describes the residual stage as seeing a reduction in the active symptoms of schizophrenia such as hallucinations and delusions but can still see symptoms such as social withdrawal the inability to concentrate, absent facial expression and general uninterest. Although very similar to the first stage it is identified as the third stage in a circle of identifying schizophrenic episodes. 
Generally the media portray a stereotypical view on schizophrenic people and do not often inform the audience of the symptoms causes or treatments. In movies schizophrenia is often displayed as a person showing positive symptoms of schizophrenia such as delusions and then follow up with an auditory of visual hallucinations. Schizophrenics are more often than not displayed as violent towards themselves and others, showing signs of homicidal behaviours and often committing suicide. Owen (2012). Hoftman (2018) both suggests that the stigmatization of schizophrenia has an impact on the onset of symptoms resulting in people delaying the diagnosis process as it can be perceived as weak receiving treatment and can affect the effectiveness of treatment.  
Studies are limited to studying the brains of animals or brains a people who have died with a schizophrenia diagnosis. Although some tests can show light on a possible diagnosis these are currently not definite and cannot be a guarantee of having schizophrenia. Key (2021) suggests that the recent advances in technologies allows specialists to use certain technologies in finding possible signs of schizophrenia. Research over the years have shown that in early stages of schizophrenia it is likely that the protein levels found in the connections between neurons in the brain are significantly lower. Following these findings a specialist may  refer the patient for further testing, these may include studies of the brain using a positron emission tomography (PET) that can track how a radioactive substance that is injected into the brain named tracer which is used to bind the SV2A proteins in the brain. With a schizophrenic person these proteins are usually lower in the part of the brain that is used in planning and is suggested this is a sign of schizophrenia. 
In recent years scientist have discovered a progress in the technologies in reading genetics called the Whole-Genome Sequencing (WGS). Using WGS this has allowing specialists in schizophrenia to study genetics and suggest that certain mutations of DNA increase the risk of schizophrenia. The changes found are likely to have something to do with schizophrenia but the exact change and cause of the change is currently unknown (Jaffe et al, 2015).  
To conclude, the suggestion of ways that may improve the quality of life for someone living with or around a schizophrenic patients will be made using the research available currently beginning with treatments. With so much research currently being conducted around medications and treatments available to treat the symptoms of schizophrenia, seeing the introduction of non-medicated treatments such as TMS or DBS could improve the quality of life for a patient with schizophrenia. Reducing the medications would result in less side effects caused by medicines which in turn could assist in living a much easier life with much improved quality and could see more schizophrenics being able to live independently. Ensuring not only the patient but the patient family seek therapies in assisting the process of schizophrenia. It is essential that both parties understand the disease and are educated correctly in ways in which can assist in controlling the positive symptoms that comes with schizophrenia. Allowing family to partake in therapies such as art therapy could help them understand the difficulties in which the schizophrenic is undergoing and could assist in the family taking a different view on schizophrenia. 
The views of the general public on schizophrenia is very dated and this is due to the way schizophrenia is portrayed in the media. Seeing a change in this could allow schizophrenic people to feel more accepted into the public allowing them to become part of the community they live in. in turn this could assist the schizophrenic with the symptoms, seeing a reduction in social anxiety and hopefully allowing the patient to relax more in public without being judged. Seeing a film being released that portrays a schizophrenic person for the view of the schizophrenic in the hope to allow the general public to see the difficulties in which that person has to deal with on a daily basis. This may help in the way a person with schizophrenia is betrayed. 
The demographics based around schizophrenia highlights how certain ethnic groups have a higher diagnosis rate than other ethnic groups. Further research in to why certain ethnicities are more likely to develop schizophrenia to gain further understanding of the disease that may lead to further developments in gaining an early diagnosis for a person. 
Researching a person who has genetic connections to a possible diagnosis of schizophrenia could also assist in gaining better understanding of the development of schizophrenia allowing specialist to find possible triggers at a younger age developing the understanding of specialists. 
It is important that search continues into schizophrenia, developing treatments, attempting to change the stigma that follows schizophrenia and developing improvements in which a person with schizophrenia can live a happy, normal life.  The current quality of life for a schizophrenic has developed a great amount since first being discovered but still does not allow a person to have much quality in life. 
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