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Preface to the First Edition

Schizophrenia is a major psychiatric disorder, which is chronic and debilitating, negatively
impact the quality of life and functioning and associated with significant morbidity and
mortality. The Bangladesh Association of Psychiatrists (BAP) felt the need to develop a
management guideline for schizophrenia for psychiatrists and also for physicians working in
non-specialized settings to improve clinical practice while recognizing, assessing,
diagnosing and treating schizophrenia patients.

This guideline is based on available evidence on epidemiology, diagnosis and treatment of
schizophrenia obtained mainly through desk review of established guidelines. The
suggestions in this guideline represent the view of BAP, arrived at after careful consideration
of different evidence. However, we expect that the users will exercise their judgement,
alongside with the individual needs, preferences and values of the patients.

I want to thank everyone who worked rigorously during this guideline development process.
I believe this guideline will greatly help to improve mental health care practices in
Bangladesh and consequently our patients’ lives.

/Gmaﬂi*‘.’

Prof. Dr. Md. Waziul Alam Chowdhury
President
Bangladesh Association of Psychiatrists (BAP)
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Background

Introduction

Schizophrenia is a chronic major mental iliness of multifactorial (heterogeneous) etiologies
characterized by disturbance of thinking, emotion, perception and behavior. The
predominant clinical features in acute schizophrenia are disorganized speech, delusions,
hallucinations and interference with the flow of thoughts. These features are often called
positive symptoms. In chronic schizophrenia main features are very different, consisting of
apathy, lack of drive, under activity, slowness and social withdrawal. These features are
often called negative symptoms. There are multiple genetic and environmental factors that
contribute to the causation of schizophrenia. Life events, substance use, treatment
adherence have important roles in the course of the disease.

- Delusions
 Hallucinations

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

Core symptoms - Grossly disorganized or

catatonic behavior

« Negative symptoms (alogia,
avolition, anhedonia, affective
flattening, social withdrawail)

* Please see “Glossary” for ICD-11 and DSM-5 diagnostic criteria for schizophrenia



Background

Epidemiology

Prevalence of schizophrenia is generally 1.0% around the globe with some variation found in
different studies, population and geographical areas. In general, schizophrenia is equally
prevalent in men and women. The onset is earlier in men than in women. The male female
ratio is approximately 1.4:1. The ratio tends to fade as age increases, especially after 40 years.
The peak ages of onset are 10 to 25 years for men and 25 to 35 years for women. Usually,
onset of schizophrenia before age 10 years or after age 60 years is rare. When onset occurs

after age 45 years, the disorder is characterized as late-onset schizophrenia.

In Bangladesh, National Survey on Mental Health (2018-19)
revealed that community prevalence of schizophrenia
spectrum and related disorders was 1.0%. But urban
preponderance was found to be 1.4% while it was 0.8% in
rural areas. Besides, schizophrenia spectrum disorders
among children and adolescents were 0.2%.



Background

Rationale

National Mental Health Survey Bangladesh, 2018-19 reported that overall prevalence of
mental disorders among 18 years and above was 18.7% and among them schizophrenia
spectrum disorders was found to be 1% (only schizophrenia was found 0.4%). The local
health bulletin, DGHS morbidity report stated that schizophrenia has the highest number of
admitted patients in National Institute of Mental Health (NIMH) Dhaka (43.1%) and Pabna
Mental Hospital (40%) in the year 2020. According to the Global Burden of Disease Study,
schizophrenia causes a high degree of disability, which accounts for 11% of the total DALYs
(disability-adjusted life years) and 2.8% YLDs (years lived with disability). Stigma related to
mental iliness is a widespread issue in Bangladesh which is a major impediment towards
help-seeking for mental disorders; however, the treatment gap is small for severe mental
disorders.

It has emerged from focus group discussions that general physicians are not trained and
skilled enough to diagnose and manage schizophrenia. Also, patients delay in seeking help
and there is no clear referral system at work in Bangladesh. Till date, no single uniform
management guideline for schizophrenia has been published in Bangladesh; so,
Bangladesh Association of Psychiatrists (BAP) felt the need to develop a national clinical
management guideline for the psychiatrists and for other physicians that can be widely
incorporated at all levels of health care services from the community to tertiary.
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Features of this guideline

- The concept, assessment, management and referral pathways are clearly
described here.

- A nationwide 5W service mapping (Who's doing What, Where, When and for
Whom) for management of schizophrenia are included in this guideline
making it user friendly for psychiatrists and other physicians which will help in
developing a rationale for liaison psychiatric service.

- The evidence-based principles of management plan were developed here
after considering country context, cultural compatibility and available
resources.

- Management for special population (pregnant & lactating mother, persons
with physical comorbidity, etc.), special presentations and side effects of
medication are included in this guideline.

- This guideline can be used for inpatient, outpatient and emergency settings.

« A comprehensive management plan including follow up and compliance
issues are also discussed here.

+ The guideline will be updated periodically.
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Objectives

Culturally
compatible

Updated A
Contextualized:

evidence based

Comprehensive

The objective of this guideline is to provide clear, concise and uniform information to alll
psychiatrists as well as other physicians on the current concept in the management of
schizophrenia considering our country's context. Since schizophrenia is mostly managed by
psychiatrists, this guideline provides necessary directives and primary management
algorithm along the referral pathways for the general practitioners and physicians other
than psychiatrists. Particular emphasis was given to make this guideline easy to be followed
by psychiatrists to ensure advanced and updated management of schizophrenia, as well
as a primary care model for physicians working in settings with limited resources.




Background

Target users

® Recommended and updated
management guideline for clinical
practice

PSYChIdtI‘IStS ® Covers various aspects of schizophrenia
® Management guideline for special
population and presentations

® Primary assessment and management
o o . guideline of schizophrenia [what to do
PhyS|c|a.ns.|n and what not to do]
non-specialized
settings ® Referral pathway [When, where and how

to refer]
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Methodology
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Methodology

This guideline has been developed after considering the desk review of updated clinical
practice guidelines from several authorities like American Psychiatric Association (APA),
National Institute for Health and Care Excellence (NICE guidelines), Schizophrenia
Management Guidelines of Indian Psychiatric Associations, The World Federation of
Societies of Biological Psychiatry (WFSBP), Guidelines for the Biological Treatment of
Schizophrenia, etc. Working committee considered expert consensus, clinical experience
and the findings from the focus group discussions (FGD) with the psychiatrists, general
practitioners and persons with living experience of schizophrenia in Bangladesh.

Treatment recommendations used in this guideline are developed by considering the
efficacy of each treatment modality across various phases of iliness as well as safety and
tolerability obtained from levels of evidence from various types of studies.

Definition of levels of evidence criteria used in schizophrenia treatment recommendations

Systematic review/meta-analysis of all relevant

I X .
randomized controlled trials

One or more properly designed randomized controlled
trial

Obtained from desk
review

Case series, either post-test or pretest/post-test

Consensus among
experts, focus group
discussion with

2 (s el psychiatrists, general

practioners, patients
and/or carers
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Assessment

A comprehensive assessment of the patient should include detailed psychiatric history,
mental state and physical examination, and necessary laboratory investigations. Treatment
history, comorbidity, cognition, abnormal motor behavior, positive and negative symptomes,
substance use, risk of suicide and aggressive behaviors, functional impairment and
psychosocial support are some of the areas that should be covered while assessing the
patient. Neuroimaging and cognitive testing may help to rule out organic etiology of
alternatives, such as schizophrenia-like manifestations of other disorders affecting brain
function.

Basic Assessment

Comprehensive assessment of patient
Complete history with information from all possible sources
Family history of schizophrenia/psychosis

Areas to be evaluated

Symptom severity, duration and impact

Positive and negative, depressive and cognitive symptoms
Physical comorbidity and ongoing medications

Treatment history, compliance and adherence

Comorbid substance misuse including tobacco

Suicidal risk and risk of harm to self and others

Level of functioning

Socio- economic condition of the patient including stigmatization

Mental state examination

Thorogh assessment of the mental state-

Appearance and behaviour (including eye contact and motor activity)
Speech

Mood and affect

Thought

Perception

Cognition

Judgement

Insight




Management

Assessment of caregiver/s
Knowledge and understanding of the illness
Attitudes and beliefs regarding treatment

Physical examination
Weight, body mass index, blood pressure, pulse, temperature, etc.

Basic investigations
Complete blood picture (CBC)
Blood sugar, HbAlc, lipid profile
Liver and renal function tests
Urea and electrolytes

Urine RME

Electrocardiogram (ECG)

Additional/optional assessment
Use of standardized rating scales to rate different aspects of the iliness (e.g., PANSS, BPRS).
Psychological testing for cognitive functions.

Neuroimaging especially in those with first-episode psychosis, neurological signs,
non-response to treatment and elderly patients.
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Biological treatment

Antipsychotic drugs are the primary treatment for schizophrenia.

There is well-established evidence for their efficacy in the treatment of different phases of
schizophrenia. Antipsychotics are used for the treatment of acute and chronic episodes,
maintenance phase, relapse prevention, emergency treatment of acute behavioral
disturbance. They are available as oral, intramuscular (IM), intravenous (1V) preparations
and long-acting depot IM preparations.

General principles of prescribing antipsychotics

Lowest possible dose should be used at Do not use high dose at the beginning of
the beginning of treatment treatment
Increase dose after 1-2 weeks of Do not use antipsychotics for sedation

initiating treatment, if needed

Use of a single antipsychotic is Do not use multiple antipsychotics at
recommended (apart from exceptional the same time (apart from exceptional
circumstances) circumstances)

Closely monitor the patient to see any
side effects

Routine use of anticholinergic
medication can be considered for first
generation antipsychotics
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Selection of antipsychotics

There is no difference in efficacy between first- and
second-generation antipsychotics in the treatment
of schizophrenia.

Clinical evidence summary (Level 1) suggested there
were no clinically significant differences in efficacy
between the oral antipsychotic drugs examined (FGA
and SGA) for first episode psychosis, acute
exacerbation or relapse prevention. The only
exception is clozapine, which is more efficacious
than any other antipsychotics in patients with
treatment resistant schizophrenia. The choice of
antipsychotic is guided by potential benefits and
side effects profile which should be discussed with

the patient/caregiver.

Factors tthat influence

selection of antipsychotics

* Clinical presentation

« Previous treatment response
- Affordability and availability
- Side effects profile

- Patient profile — age, sex,
body weight

+ Special situation —
pregnancy, lactation, etc.

« Psychiatric co-morbidity
» Medical co-morbidity

« Preferred route of
administration

- Drug-drug interaction
» Non-adherence

- Treatment resistance
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Stages of treatment

The pre-psychotic or prodromal stage

Before the emergence of positive psychotic symptoms that qualify a formal diagnosis of
schizophrenia or first episode psychosis (FEP), some people show a prolonged period of
attenuated or sub-threshold symptoms and increasing disability. This stage is commonly
termed the ‘prodrome’ in retrospect, and the ultra-high-risk mental state or at-risk mental
state (ARMS) prospectively. ARMS typically affects young people, usually aged between 14
and 35 years.

The pre-psychotic or prodromal stage can be associated with structural brain changes,
mild or non-specific symptoms of psychosis, neurocognitive deficits and high propensity
towards progression to first episode psychosis.

Rationale for Intervention

A significant portion of individuals having ultra-high-risk mental state or at-risk mental state
will eventually develop psychotic disorders (22% at 1year and 36% at 3 years). So proactive
interventions are worthwhile.

Proactive intervention could result in attenuation of psychotic symptoms and delay or even
prevent the onset of psychosis in some individuals.

Many people with at risk mental state may engage in self-harm or have suicidal ideation.
This vulnerable group can be saved through prior intervention.
Suggested Interventions

Among the strategies investigated, CBT showed benefit in most cases followed by low-dose
antipsychotics. Family therapy, needs-based support is also helpful.
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Principles for ph acotherapy for at-risk mental state (ARMS)

® This should be treated as off-label prescribing

® The prescription should be treated as a short-term, individual trial

® Very low doses should be used, even lower than used in first episode psychosis
® Expected benefits and potential side effects should be explained to the patient

® |t should be prescribed by specialist psychiatric services, such as an early
intervention team

® |ndividual CBT should always be considered as an acceptable alternative
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First episode psychosis

First episode psychosis is defined as one week or more of sustained positive symptoms
above the psychosis threshold for delusions and hallucinations in particular.

Principles of management

® |n first episode psychosis, treatment with antipsychotics should be introduced with
great care due to the higher risk of extrapyramidal symptoms (EPS).

® Early intervention in psychosis, services should be accessible to all people with first
episode or first presentation of psychosis, irrespective of the person’s age or duration
of untreated psychosis. SGA is preferred due to low EPS.

® Metabolic parameters need to be closely controlled during treatment with
antipsychotics. Skilled nursing care, a safe and supportive environment, and liberal
doses of benzodiazepines may be essential to relieve distress, insomnia and
behavioral disturbances secondary to psychosis.

® Early intervention in psychosis, services should aim to provide a full range of
pharmacological, psychological, social, occupational, and educational interventions
for people with psychosis according to the availability of service.
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