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nia; brief psychotic disorder; delusiona.l di§0rder; othetj specified or unspecified schizo-
hrenia spectrum and ofcher psychotic .dlsorder;' schizotypal, schizoid, or paranoid
personality disorders; autlsm spect-rtllm dls()rder.; QIS()rFlers presenting in childhood with
disorganized speech; attentm.n-deflClt/ hyperactlvnlt_y dnjsm.”dgr; obsessive-compulsive dis-
order; posttraumatlc stress: d]S.Ol‘ij‘r,' an'd tmuma't':c brain injury.
since the diagnostic criteria for schizophreniform disorder and schizophrenia differ
rimarily in duration of illness, Fhe discussion of the differential diagnosis of schizophre-
nia also applies to schizophreniform disorder.

Brief psychotic disorder. Schizophreniform disorder differs in duration from brief psy-
chotic disorder, which has a duration of less than 1 month.

Schizophrenia

Diagnostic Criteria

© 295.90 (F20.9)

A. Two (or more) of the following, each present for a significant portion of time during a
1-month period (or less if successfully treated). At least one of these must be (1), (2), or (3):
1. Delusions.

Hallucinations.

Disorganized speech (e.g., frequent derailment or incoherence).

Grossly disorganized or catatonic behavior,

Negative symptoms (i.e., diminished ermotional expression or avolition).
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B. For a significant portion of the time since the onset of the disturbance, level of function-
ing in one or more major areas, such as work, interpersonal relations, or self-care, is
markedly below the level achieved prior to the onset (or when the onset is in childhood
or adolescence, there is failure to achieve expected level of interpersonal, academic,
or occupational functioning).

C. Continuous signs of the disturbance persist for at least 6 months. This 6-month period
must include at least 1 month of symptoms (or less if successfully treated) that meet Cri-
terion A (i.e., active-phase symptoms) and may include periods of prodromal or residual
symptoms. During these prodromal or residual periods, the signs of the disturbance may
be manifested by only negative symptoms or by two or more symptoms listed in Criterion
A present in an attenuated form (e.g., odd beliefs, unusual perceptual experiences).

D. Schizoaffective disorder and depressive or bipolar disorder with psychotic features
have been ruled out because either 1) no major depressive or manic episodes have
occurred concurrently with the active-phase symptoms, or 2) if mood ep‘isod.es have
occurred during active-phase symptoms, they have been present for a minority of the
total duration of the active and residual periods of the illness.

E. The disturbance is not attributable to the physiological effects of a substance (e.g., a
drug of abuse, a medication) or another medical condition.

F. ifthere is a history of autism spectrum disorder or a communication. disordgr of child-
hood onset, the additional diagnosis of schizophrenia is made only if prominent delu-
sions or hallucinations, in addition to the other required symptoms of schizophrenia,
are also present for at least 1 month (or less if successfully treated).

Specify if: _ _

The following course specifiers are only to be used after a 1-year duration of the disorder

and if they are not in contradiction to the diagnostic coursg cnter.ia. .

First episode, currently in acute episode: Firgt manifestation of Fhe d|§ordce_r meet-
ing the defining diagnostic symptom and time criteria. An acute episode is a time pe-

riod in which the symptom criteria are fulfilled.



gchizophrenia Spevs =

100 T ,
: 1 mission is a period of ¢
ission: Partial remiss= - - OF timg
o tp aaf:g?lar:rr:vious episode is maintained and in which the
en

rtially fulfilled. _ ‘
disorder are only P& 'ssion is a period of tim
ft:‘e@ntly in full remission: Full remission 18 @ P e after 5

i toms are present.
isorder-specific symp ;
ch no d e episode: Multiple episodes may be detey.
(i.e., after a first episode, a remission ang

during which &
defining criteria ©
First episode, curre '
previous episode during whi t
Multiple episodes, currently In. acu
mined after a minimum of two episodes
minimum of one relapse). . o
Muitiple episodes, currently in partial remission

. tagiof
tinle episodes, currently in full remissiol o ’
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remaining for the majority of the iliness course, with subthreshold symptom periods be-

ing very brief relative to the overall course.

Unspecified
Specify if: ' _ _
With catatonia (refer to the criteria for catatonia associated with another mental disorder,
pp. 119-120, for definition). . .
Coding note: Use additional code 293.89 (F06.1_) catatomg associated with
schizophrenia to indicate the presence of the comorbid catatonia.

Specify current severity:
Severity is rated by a quantitative assessment of the primary symptoms of psychosis,

including delusions, hallucinations, disorganized speech, abnormal psychomotor be-
havior, and negative symptoms. Each of these symptoms may be rated for its current
severity (most severe in the last 7 days) on a 5-point scale ranging from O (not present)
to 4 (present and severe). (See Clinician-Rated Dimensions of Psychosis Symptom
Severity in the chapter “Assessment Measures.”)

Note: Diagnosis of schizophrenia can be made without using this severity specifier.

Diagnostic Features

The characteristic symptoms of schizophrenia involve a range of cognitive, behavioral, and
emotional dysfunctions, but no single symptom is pathognomonic of the disorder. The di-
figno§is involves the recognition of a constellation of signs and symptoms associated with
impaired occupational or social functioning. Individuals with the disorder will vary sub-
stantially on most features, as schizophrenia is a heterogeneous clinical syndrome.

At least two Criterion A symptoms must be present for a significant portion of time
during a 1-month period or longer. At least one of these symptoms must be the clear pres-
ence of delusions (Criterion A1), hallucinations (Criterion A2), or disorganized speech
(Criterion A3)-.Gr stly disorganized or catatonic behavior (Criterion A4) and negative
S)}/]r;zt;)ms (CI‘ItGI‘lOI:l AS) may also be present. In those situations in which the active-
ginici ymp’Foms remit within a month in response to treatment, Criterion A is still met if the
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e signs of the disturbance must persist for a continu.ous period of at least 6 months
Som: C). Prodromal symptoms often precede the active phase, and residual symp-
(Criterion foilow it, characterized by mild or subthreshold forms of hallucinations or
toms 'maSY Individuals may express a variety of unusual or odd beliefs that are not of de-
delyslolr‘ 'roportions (e.g., ideas of reference or ma gical thinking); they may have unusual
lusloﬂatu f;l experiences (e.g., sensing the presence of an unseen person); their speech may
percep lly understandable but vague; and their behavior ma y be unusual but not grossly
bg en?raiz'ed (e.g., mumbling in public). Negative symptoms are common in the pro-
dlsofgi’:n d residual phases and can be severe. Individuals who had been socially active
ir:;r;:come withdrawn from previous routines. Such behaviors are often the first sign of
; disorder. . . . -

Mood symptoms and full mood episodes are common in schizophrenia and may be con-
current with active-phase symptomatology. However, as distinct from a psychotic mood dis-
order, a schizophrenia diagnosis requires the presence of delusions or hallucinations in the
absence of mood episodes. In addition, mood episodes, taken in total, should be present for
only a minority of the total duration of the active and residual periods of the illness.

In addition to the five symptom domain areas identified in the diagnostic criteria, the
assessment of cognition, depression, and mania symptom domains is vital for making crit-
ically important distinctions between the various schizophrenia spectrum and other psy-

chotic disorders.

Associated Features Supporting Diagnosis

Individuals with schizophrenia may display inappropriate affect (e.g., laughing in the ab-
sence of an appropriate stimulus); a dysphoric mood that can take the form of depression,
anxiety, or anger; a disturbed sleep pattern {e.g., daytime sleeping and nighttime activity);
and a lack of interest in eating or food refusal. Depersonalization, derealization, and so-
matic concerns may occur and sometimes reach delusional proportions. Anxiety and pho-
bias are common. Cognitive deficits in schizophrenia are common and are strongly linked
to vocational and functional impairments. These deficits can include decrements in declar-
ative memory, working memory, language function, and other executive functions, as well
as slower processing speed. Abnormalities in sensory processing and inhibitory capacity,
as well as reductions in attention, are also found. Some individuals with schizophrenia
show social cognition deficits, including deficits in the ability to infer the intentions of
other people (theory of mind), and may attend to and then interpret irrelevant events or
stimuli as meaningful, perhaps leading to the generation of explanatory delusions. These
Impairments frequently persist during symptomatic remission.

Some individuals with psychosis may lack insight or awareness of their disorder (i.e,
anosognosia). This lack of “insight” includes unawareness of symptoms of schizophrenia
and may be present throughout the entire course of the illness. Unawareness of illness is
fyp ically 4 Symptom of schizophrenia itself rather than a coping strategy. It is comparable
o the Jack of awareness of neurological deficits following brain damage, termed anoso-
8Nosig. Thig Symptom is the most common predictor of non-adherence to treatment, and it
P&dicts higher relapse rates, increased number of involuntary treatments, poorer psycho-
Social functioning, aggression, and a poorer course of illness.

Hosﬁlity and aggression can be associated with schizophrenia, although spontaneous
o rfm_d‘)m assault is uncommon. Aggression is more frequent for younger males and for
;ndlwduals with a past history of violence, non-adherence \_'vith treatment, .substa'nce

use,. and impulsivity. It should be noted that the vast majority of person‘s Wlth SC.hIZO-

€Nia are not aggressive and are more frequently victimized than are individuals in the
8€nera] Population, i

Urrently, there are no radiological, laboratory, or psychometric tests for tl‘1e d.ls.order.
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Prevalence |
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definitions allowing for the inclusion of more moqd symptoms and brief presentations
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Development and Course
The psychotic features of schizophrenia typically emerge between the late teens and the
mid-30s; onset prior to adolescence is rare. The peak age at onset for the tirst psychotic ep-
isode is in the early- to mid-20s for males and in the late-20z for females. The onset may be
abrupt or insidious, but the majority of individuals manifesi - ~low and gradual develop-
ment of a variety of clinically significant signs and syt Half of these individuals
complain of depressive symptoms. Earlier age at onset ha onally been seen as a pre-
dictor of worse prognosis. However, the effect of age at onset is likely related to gender,
with males having worse premorbid adjustment, lower educational achievement, more
prominent negative symptoms and cognitive impairment, and in general a worse out-
come. Impaired cognition is common, and alterations in cognition are present during de-
yelop_ment and precede the emergence of psychosis, taking the form of stable cognitive
impairments -during adulthood. Cognitive impairments may persist when other symptoms
are Tn; remission and contribute to the disability of the disease. Ym
. e pred1ct9rs of course and outcome are largely unexplained, and course and outcome
ay not be reliably predicted. The course appears to be f i 9
with schizophrenia, and a small number of j dP id © favorable in about 20% of those
However, most individuals with schizo hren e . Aicils alje reported to recover completgly-
Supports, and many remain chronicalll; ill nvlva o e f.ormal orinformal daily hv1.ng
» With exacerbations and remissions of active
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.+ disorder). These symptoms should not be attributed to schizophrenia with-
h eractht};der ation of the more common disorders of childhood. Childhood-onset cases
out due cons ble poor-outcome adult cases, with gradual onset and prominent negative
tend to resemhﬂdrEn who later receive the diagnosis of schizophrenia are more likely to

5, C ) ; X o
Symptomer,‘enced nonspecific emotional-behavioral disturbances and psychopathology,
havﬁ ?c);ﬁal and language alterations, and subtle motor delays.
intell€e

-onset cases (i.e., onset after age 40 years) are overrepresented by females, who

o married. Often, the course is characterized by a predominance of psychotic

may ha\:.; with preservation of affect and social functioning. Such late-onset cases can still

2/:25 :;:le ;iiagnostic criteria for schizophrenia, but it is not yet clear whether this is the
1

ame condition as schizophrenia diagnosed prior to mid-life (e.g., prior to age 55 years).
%

Risk and Prognostic Factors

Environmental. Season of birth has been linked to the incidence of schizophrenia, in-
cluding late winter/early spring in some locations and summer for the deficit form of the
disease. The incidence of schizophrenia and related disorders is higher for children grow-
ing up in an urban environment and for some minority ethnic groups.

Genetic and physiological. There is a strong contribution for genetic factors in deter-
mining risk for schizophrenia, although most individuals who have been diagnosed with
schizophrenia have no family history of psychosis. Liability is conferred by a spectrum of
risk alleles, common and rare, with each allele contributing only a small fraction to the to-
tal population variance. The risk alleles identified to date are also associated with other
mental disorders, including bipolar disorder, depression, and autism spectrum disorder.

Pregnancy and birth complications with hypoxia ar greater paternal age are associated
with a higher risk of schizophrenia for the deve] fetus. In addition, other prenatal
and perinatal adversities, including stress, infecti inutrition, maternal diabetes, and
other medical conditions, have been linked with ci zophrenia. However, the vast major-
ity of offspring with these risk factors do not develop schizophrenia.

Culture-Related Diagnostic Issues

Cultural and socioeconomic factors must be considered, particularly when the individual
and the clinician do not share the same cultural and socioeconomic background. Ideas that
appear to be delusional in one culture (e.g., witchcraft) may be commonly held in another.
In some cultures, visual or auditory hallucinations with a religious content (e.g., hearing
God’s voice) are a normal part of religious experience. In addition, the assessment of dis-
Organized speech may be made difficult by linguistic variation in narrative styles across
Cultures. The assessment of affect requires sensitivity to differences in styles of emotional
€Xpression, eye contact, and body language, which vary across cultures. If the assessment
1s conducted in g language that is different from the individual’s primary language, care
nrfllSt be taken to ensure that alogia is not related to linguistic barriers. In certain cultures,
fiIStress may take the form of hallucinations or pseudo-hallucinations and overvalued
ideas that may present clinically similar to true psychosis but are normative to the pa-

tient’s subgr()up_

Gender-Related Diagnostic Issues

A Number of features distinguish the clinical expression of schizophrenia in females and

Males, The general incidence of schizophrenia tends to be slightly lower in females, par-

tlcularly among treated cases. The age at onset is later in females, with a second mid-life

Peak as described earlier (see the section “Development and Course” for this disorder.).
Ymptoms tend to be more affect-laden among females, and there are more psych0't1c
SYmptoms, as well as a greater propensity for psychotic symptoms to worsen in later life.
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Functional Consequences of Schizophrenia

Schizophrenia is associated With :-significant social and occupah’ona.l. dysf}lncti()n_ Makiy.
;ducational progress and maintaining employment are freqpently Impa ired by aVOlitj(,:
or other disorder manifestations, even when the cognitive skills are sufficient fo the taq).
at hand. Most individuals are employgd_at a lower level than thglr parents, and
ticularly men, do not marry or have limited social contacts outside of thejr family,

e

’ pa]’.

Differential Diagnosis

Major depressive or bipolar disorder with psychotic or Catatonic features,
tion between schizophrenia and major depressive or bipolar disorder wit
features or with catatonia depends on the temporal relationship between the
bance and the psychosis, and on the severity of the depressive or manic s
lusions or hallucinations occur exclusively during a major depressive o
the diagnosis is depressive or bipolar disorder with psychotic features.

T.he diSﬁn(.
h Psychotic
mood distyy-

Schizoaffective disorder. A diagnosis of schizoaffective disorder requires that a major
depressive or manic episode occur concurren ty with the active-phase symptoms and that
the mood symptoms be present for a majority of the total duration of the active periods.

Schizophreniform disorder and brief psychotic disorder. These disorders are of shorter
duration than schizophrenia as specified in Criterion C, which requires 6 months of symp-

isturbance is present less than 6 months, and in
brief psychotic disorder, symptoms are present at least 1 day but less than 1 month.

Delusional disorder. Delusional disorder can be distinguished from schizophrenia by
the absence of the other Symptoms characteristic of schizophrenia (e.g., delusions, prom-

inem auditory or visyal hallucinations, disorganized speech, grossly disorganized or cata-
tonic behavior, Negative symptoms).

Schizotypa| Personality disorder. Schizotypal personality disorder may be distinguished

fr om schizophrenia by subthreshold Symptoms that are associated with persistent persor
ality features,
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matic event and characteris.tic sym.ptom features relating to reliving or reacting to the event
are 1.equired to make the diagnosis.

Autism spectrum d_isorder or Comml{nication disorders. These disorders may also have
symptoms resembhr}g a p§ych0tlc gplsode but are distinguished by their respective defi-
«its in social interaction with repetitive and restricted behaviors and other cognitive and
communication deficits. An individual with autism spectrum disorder or communication
disorder must have symptoms that meet full criteria for schizophrenia, with prominent
hallucinations or delusions for at least 1 month, in order to be diagnosed with schizophre-
nia as a comorbid condition.

Other mental disorders associated with a psychotic episode. The diagnosis of schizo-

hrenia is made only when the psychotic episode is persistent and not attributable to the
physiological effects of a substance or another medical condition. Individuals with a de-
lirium or major or minor neurocognitive disorder may present with psychotic symptoms,
but these would have a temporal relationship to the onset of cognitive changes consistent
with those disorders. Individuals with substance/medication-induced psychotic disorder
may present with symptoms characteristic of Criterion A for schizophrenia, but the sub-
stance/medication-induced psychotic disorder can usually be distinguished by the chron-
ological relationship of substance use to the onset and remission of the psychosis in the

absence of substance use.

Comorbidity

Rates of comorbidity with substance-related disorders are hig
half of individuals with schizophrenia have tobacco use disorder and smoke cigarettes
regularly. Comorbidity with anxiety disorders is increasingly recognized in schi:quhre-
nia. Rates of obsessive-compulsive disorder and panic disorder are elevated in indl\/tlduals
with schizophrenia compared with the general population. Schizotypal or paranoid per-
sonality disorder may sometimes precede the onset of schizophrenia. _

Life expectancy is reduced in individuals with schizophrenia becausg of associated
medical conditions. Weight gain, diabetes, metabolic syndrome, and cardiovascular 911d
Pulmonary disease are more common in schizophrenia than in the gen.eral popl{lathn.
Poor engagement in health maintenance behaviors (e.g., cancer screening, .exe'rcnse)‘m-
creases the risk of chronic disease, but other disorder factors, including medications, life-
Style, cigarette smoking, and diet, may also play a role. A‘shared vul'ngrab{lltx for
PSychosis and medical disorders may explain some of the medical comorbidity of schizo-

Phrenia.

h in schizophrenia. Over



