`Using empirical evidence, evaluate the efficacy of a range of treatments for schizophrenia`.
This essay will look at the efficacy of treatment for schizophrenia. Schizophrenia affects 1% of the world population and it has been placed as a sixteenth highest cause of years lived with disability out of the 25 most common diseases worldwide (Zhang et al., 2018). Hence the importance of development of an effective treatment for this mental health disorder. 
Symptoms of schizophrenia consists of three groups: positive (delusions, hallucinations, and other reality distortions), negative (impairments in affective experience and expression, abulia, alogia, anhedonia, avolition, apathy, and reduced social drive), and cognitive (e.g., learning and attention disorders) (Skodlar et al., 2013). Schizophrenia disorder often start in an early adulthood and can last a lifetime, bringing a lot of distress and affecting every aspect of the daily life of the patient and they family (Addington & Lecomte, 2012). 
Diagnostic and Statistical Manual of Mental Disorders (5th edition) diagnosis criteria consist of five main characteristic symptoms: delusions, hallucinations, disorganized speech, cationic behaviour, negative symptoms. Two or more of these symptoms must be present for at least a month before the individual can be diagnosed. However, as a heterogeneous disorder patient can display different symptoms. Therefore, to ensure that a correct diagnosis is placed at least one of those reoccurring symptoms must be: delusion, hallucinations, or disorganised speech (American Psychiatric Association [APA], 2013). There are few theories that argue the ethology of this mental health disorder. Unfortunately, it is still unclear what is the main cause of schizophrenia. Likelihood is that schizophrenia is a combination of genetic, personal, and environmental factors. Nevertheless, despite an extensive research there is still no set of valid and reliable biomarkers which can prove the origin of the symptoms (Zhou, Millier & Toumi, 2018)
Antipsychotics and Cognitive Behavioural Therapy are two treatment which are often used in treatment of schizophrenia. The pharmacological treatment is mainly used in the USA, in the UK however more people are referred to the psychotherapy (Tarrier, 2005)
Pharmacological treatment for schizophrenia is one of the primary treatments. Over 60 different types of antipsychotics have been developed since they have been introduced on to the treatment. Antipsychotic can be divided in to two groups which are often categorized as typical (1st generation) or atypical (2nd generation). Both types of antipsychotic drugs come in various forms: tablets, dissolving tablets, capsules, and injections. The main tasks of antipsychotic medication is to block the dopamine D2 receptors (Lieberman, 2007) 
The typical (or first-generation) antipsychotic drugs were introduced back in the 1950s and have transformed the treatment for schizophrenia. Chlorpromazine has become the primarily drug treatment for the disorder. The efficiency of the typical drugs has been proven especially on the positive symptoms of schizophrenia. However, this type of antipsychotics did not demonstrate any effect on the negative or cognitive symptoms. Furthermore, the typical antipsychotic drugs caused a variety of side effects. Most common ones are drowsiness, dry mouth, and weight gain. It has also been reported that extrapyramidal side effects (EPS) which consist of involuntary abnormal movements like muscle spasm, shaking or rigidity (Hooley, 2020)
In the 1980s atypical (or second generation) antipsychotic drugs were developed (Zhang et al., 2018). Clozapine was the first atypical antipsychotic drug to be introduced and wildly used. Other examples of atypical antipsychotics are risperidone, olanzapine, quetiapine, ziprasidone, aripiprazole and asidone (Hooley, 2020). Despite its effectiveness, taking clozapine can also develop some major side effects like myocarditis, aspiration pneumonia, ileus and agranulocytosis (Seppälä et al., 2014).  Patients taking clozapine are more likely to suffer from hypersalivation, drowsiness and elevated body temperature than those taking conventional neuroleptics. They also more often suffer from hypersalivation, nausea and orthostatic dizziness than patients taking other atypical medications.
Initially there was a belief that the atypical antipsychotics were more effective than the typical antipsychotics. However, Liberman and Stroupt (2011) have described that both types are as effective. The difference however lays within the efficiency, safety and they side effects. 
Even though the cognitive symptoms are recognised in 80% of individuals with schizophrenia, the long-term effect of the antipsychotics on those symptoms has not been fully explored. This impairment affects individual’s daily life, social interaction, and the ability to find a stable employment and it should be researched further (Dong at el., 2020). Dong et al., 2020 focused their study on examining the effectiveness of antipsychotic drugs on cognitive impairment. The study demonstrated that even though clozapine has a great effect on the positive symptoms, its effects on cognitive function remain unclear. Furthermore, vary studies focused on the effects of clozapine on cognition, however they have demonstrated inconsistent results.
Another study commenced by Liberman (2007) focused on the effectiveness of antipsychotic drugs in patients with chronical schizophrenia.  Nearly 1500 patients took part in this study who were randomly prescribed olanzapine, perphenazine, quetiapine, ziprasidone, or risperidone. Treatment lasted for up to 18 months. Amongst the researched drugs were perphenazine which is typical antipsychotic all the remaining drugs used in this study were atype (second generation) antipsychotics. Olanzapine, quetiapine, ziprasidone and risperidone are used in treatment of schizophrenia as well as bipolar disorder. The main limitation of this study was the withdrawal rate. Most of the individuals taking part decided to discontinue the treatment due to the negative side effects or no noticeable results of the prescribed treatment. Patients that were assigned olanzapine had the highest withdrawal rate (18 precent) in comparison risperidone had the lowest withdrawal rate of ten percent. The high withdrawal rates can also be viewed as limitations in the effectiveness of the drugs. Olanzapine was also linked to higher weight gain, increased glycosylated hemoglobin, cholesterol, and triglycerides. These side effects can have serious health implications such as metabolic syndrome. However, despite all the above olanzapine proven to be most effective in treatment of chronic schizophrenia. Deliberating further, during the treatment there were no significant differences were presented in the effectiveness between the perphenazine and the second-generation drugs. The visible difference however occurred at the time of discontinuation of the treatment due to the intolerable side effects. 
As previously mentioned, Clozapine was the first a typical antipsychotic drug used in treatment of schizophrenia, it has also been proven to be the most effective (Seppälä et al., 2014). In comparison to other antipsychotic drugs the withdrawal rates are considerably low as well as the mortality rates. However, as every pharmacological treatment there are side effects assigned to the antipsychotic. In comparison with the typical antipsychotics, individuals taking clozapine more often display hypersalivation, drowsiness and elevated body temperature. In comparison to other atypical medications, side effect such as hypersalivation, nausea and orthostatic dizziness have been more often reported.
Seppälä et al., 2014 commenced a study that investigated the connection between the dosage of clozapine in combination and the side effects. Liverpool University Neuroleptic Side Effect Rating Scale (LUNSERS) was used to measure the results of this study. The results presented on the LUNSERS scale demonstrated that the high dosage of the drug can increase the anxiety-depression side effects. Furthermore, the results showed that sedation and increased dreaming has been reported more often at the start of the treatment and it affected mainly younger individuals. Sympatichotonia – tension, which consisted of tension, muscle stiffness, palpitations, slowing of movements, diarrhoea, shakiness, and pins and needles were also reported. 
As demonstrated the pharmacological treatment has its limitations which is reflected in the effectiveness which mostly depends on patient itself and the stage of the disorder. Furthermore, the pharmacological treatment also has a limited or no effect on the cognitive or negative symptoms of schizophrenia.  
Despite the improvement of antipsychotics, they are still not fully effective in all schizophrenia patients. Around forty percent of individuals diagnosed with this mental health disorder demonstrates a minimal or no response to the treatment. This led to research in the effectiveness of psychotherapy on the symptoms of schizophrenia (Tarrier, 2005). The main goal of psychotherapy is to place personal perspective of the patient in the centre of the treatment and focus on the recovery process rather than a specific goal. Many traditional forms of psychotherapy have had limited results in treatment of schizophrenia Therefore, in the 1980s upon the UK government recommendation Cognitive Behavioural Therapy (CBT) has been introduced as a treatment for the affective disorders. They referral led to an extended theoretical research which then retrospectively led to controlled studies of Cognitive Behavioural Therapy for psychosis (CBTp) (Wykes et al., 2007).
[bookmark: _Hlk61429978] CBT main emphasis lays on how an individual understands life events and how the negative biases influence they interpretation and what are the consequences of them. Furthermore, the CBT emphasise the life experience, as a thought to demonstrate how these negative biases are formed. It is designed to provide an alternative view and understanding of the situations which have occurred and reduce the distress which is associated with the event (Kurtz, 2015). CBT treatment for schizophrenia follows the same principles. At the start the CBT was mainly used to treat the, medication-resistant delusions and hallucinations. With time use of this treatment was expanded to treat psychosis and social withdrawal. To be more effective in treatment of schizophrenia a number or theories and conceptual bias was developed and implemented into the CBT. Coping skills approach for example approach was developed by a team of researchers in Manchester. This finding was influenced by Karoly and Kanfer who proposed a self- regulation process which was viewed as crucial in the treatment of schizophrenia disorder. Furthermore, to allow better understanding of individuals' experience of psychosis a specific assessment or case formulation has been introduced on to the coping skills approach. There are many more approaches to CBT which have been implemented into the treatment of schizophrenia, one of them is Acceptance and Commitment Therapy (ACT) (Tarrier, 2005). Today CBT is used to treat all the aspects of schizophrenia disorder (Wykes, 2007). 
In his review, Tarrier (2005) evaluated twenty clinical trials, sixteen of which have been carried out in the UK. The purpose of this review was to measure the effectiveness of CBT on the positive symptoms of schizophrenia. Sixteen precent of the studies have demonstrated a high efficiency of the treatment, thirty-two moderate and seventy-four percent achieved only a small effect. Furthermore, he has also demonstrated that CBT in addition to the standard psychiatric care presents better results then psychiatric care alone. Benefits are showed in reducing both positive and negative symptoms, where results were still visible 2 years after the treatment has discontinued. 
In the meta-analyst Wykes and colleagues have reviewed thirty-three randomized controlled trials which focused on the effectiveness of CBT. The evaluation concentrated on positive symptoms of schizophrenia. In the general aspect of the review demonstrated a modest result of CBT on positive symptoms. The interesting fact which emerged from it demonstrated that close consideration must be given to when the CBT is introduced into the treatment. It would appear that the best time to introduce the CBT is after the following the stabilization period. This is when the treatment appears to be most effective. Furthermore, they have also noted that the more rigours treatment of CBT is applied, the effectiveness of the treatment may be compromised (Wykes, 2007). 
There have been many studies through the years that have focused on the efficiency of the CBT treatment. However according to Addington & Lecomte (2012) the focus should be placed on which patients should receive the treatment and at which stage should the therapy be offered to have the biggest impact and be therefore the most effective. Once again it appears that the effectiveness of the CBT depends on the introduction stage of the treatment and how well dose it fit in to the stage of the disorder. For example, individual experiencing acute psychosis will not respond well on to the self-reflective aspect of the treatment. 
Pinninti et al. (2010) investigated the effectiveness of a treatment which consisted of a cognitive behavioural therapy and a typical antipsychotic drug. The randomized controlled trial focused on two groups of patients; one group received a combined treatment of second-generation antipsychotics alongside cognitive-behavioural therapy. Second group would only receive a pharmacological treatment. The result demonstrated that the cognitive-behavioural therapy in combination with the second-generation antipsychotics was effective in reducing the severity of delusions. Furthermore, the improvement continued three months after completion of therapy.
In a summary antipsychotics and CBT treatments did not demonstrate a high efficiency rate. Additionally, they are only effective for certain number of patients diagnosed with schizophrenia. However, the importance of those treatments has to be recognised and further research is needed. The pharmacological treatment can provide results in the positive symptoms where cognitive behavioural therapy can reduce the psychological disability associated with the disorder (Kurtz, 2015). How clinicians, patients, families, and policymakers evaluate the trade-offs between efficacy and side effects, as well as drug prices, will determine future patterns of use of both treatments. It would be beneficiary if each patient diagnosed with schizophrenia would have an individual treatment plan. This would address the complexity of the disorder and it would allow for any psychological or drug treatment to be decided upon closer evaluation of the symptoms. This would allow to optimise the outcome of the treatment and it will give the patient a better understanding of the illness and they treatment. As it was presented within this essay the pharmacological treatment or CBT alone is not sufficient enough. There is not a clear outcome of any of the research. Therefore, more research should be completed to help the mental health practitioners to identify and implement psychological treatments that can efficiently balance the effects of medication (Pilling et al., 2002).  
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