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No longer deemed a divine punishment or demonic possession, schizophrenia continues to be imbued with social stigma, isolation and discrimination. Certainly, society seems to have progressed from the barbaric treatment of schizophrenics over the centuries using physical torture and segregation from general society.  “The presence of the mad appears as an injustice; but for others.”(Foucault, 1967, p 228).  No longer confined in general hospitals together with the poor and the criminal, Foucault posits that at this point in history the mad were feared to the extent that they now had their own special kind of confinement – the asylum.  Some would argue, contentiously, that people with a diagnosis of schizophrenia continue to be segregated from society in hospital, and that medicating those patients in an acute stage of psychosis often by coercion to the extent that they are deprived of their life-force, is equally inhumane.  This essay will attempt to provide a brief history of the disorder and look at current treatment and medical guidelines within the National Health Service: quality standards formulated by WHO, NICE and other health organisations; current drug treatments and interventions and their impact on clients; cultural factors affecting treatment; psychotherapeutic services; and alternative approaches to treatment and recovery by support groups and charities.

If we consider the diagnosis, treatment and interventions currently available within the NHS, most people believed to have a diagnosis of schizophrenia are referred by their GP to a local community mental health team (CMHT).  This consists of a multi-disciplinary team of health professionals including a psychotherapist.  Schizophrenia is usually diagnosed if the patient has experienced one of more of the following symptoms for a significant part of one month – delusions, hallucinations (auditory, visual or somatic), disordered thinking and speech or negative symptoms (avolition).  For people who experience acute schizophrenic episodes, more intensive care is provided by a psychiatric ward at a hospital or clinic where patients are treated with antipsychotic medication. The NHS recommends that if the common adverse effects become severe, patients are offered alternative antipsychotics and can also take supplementary drugs to mitigate these adverse effects.  Antipsychotics may impair the patient’s ability to engage in therapy due to the sedative effects of this medication, or alternatively they may feel too agitated (akathisia).  Concomitant drugs, such an antidepressants, to combat the adverse effects of prescribed antipsychotics may further impair the patient’s cognitive ability, and render engagement in a therapeutic relationship problematic.

Current psychotherapeutic treatment offered may include CBT, family therapy and arts therapy. Psychotherapists working within the NHS may also be members of a professional body such as the British Association for Counselling and Psychotherapy.  Consequently, they will also work within the ethical framework of the BACP (2018) with particular reference to ensuring clients are participating in therapy on a voluntary basis and with their informed consent, to create a collaborative and professional relationship aimed at increasing clients’ wellbeing.  In addition to the level of care offered by the CMHT, other NHS services available may include trained peer support, early intervention teams and crisis services.  Quality standards formulated by NICE on schizophrenia that inform guidelines followed by professional and mental health care practitioners within the NHS, propose services for early detection and promoting individuals’ choices about managing their condition.  NICE quality standards also recognise the important role families and carers have in supporting adults with schizophrenia. “If appropriate, health and social care practitioners should ensure that family members and carers are involved in the decision‑making process about investigations, treatment and care” (NICE 2015, Psychosis and Schizophrenia in Adults).  Interestingly, NICE recommend the following: “Do not routinely offer counselling and supportive psychotherapy … to people with schizophrenia …”.  They advise taking patients’ preferences into consideration, especially if “other more efficacious psychological treatments, such as CBT, family intervention and arts therapies, are not available locally” (2009).


NHS Wales Matrics Cymru defines quality standards and guidance for delivering evidence-based psychological therapy in Wales.  Its Evidence Tables (2017) provide information on the efficacy and EBP of psychological therapies specific to certain mental issues.  In terms of humanistic therapeutic modalities, CBT is offered as standard to people with schizophrenia due to the fact that at present it has the widest evidence base.  Reviews for both positive and negative symptoms indicate small to moderate effect sizes for hallucinations, and very small effect sizes for delusions.  However there are positive outcomes for both the use of CBT in the early stages of the condition and for family intervention.  Music therapy and mindfulness for negative and positive symptoms are also recommended.  Matrics Cymru highlights the fact that societal and personal costs of schizophrenia are high, with lost employment, social isolation, lower life expectancy and higher rates of disability and suicide.  The research charity, Mental Health Foundation (2016), reports that the annual savings from early diagnosis and intervention for schizophrenia over a period of 6 – 10 years is around £14 to £69 million based on a reduced need for inpatient care.  The charity, Rethink Mental Illness, campaigns for policy change, support and better services for people affected by mental illness.  Its Schizophrenia Commission (2017) emphasised the need for shared decision-making, with people having a greater role in building their care and treatment plans. The Commission points to the success of the early intervention in psychosis (EIP) services whereby a person can be seen within two weeks of an initial episode of psychosis and all service users including their families should potentially have access to all the interventions recommended by NICE.

Looking at a brief history of this condition, in 1883 German psychiatrist Emil Kraepelin posited a detailed classification of mental illnesses including dementia praecox (premature dementia), now known as schizophrenia.  This classification still forms the basis of a diagnosis for schizophrenia and the WHO includes this classification in its International Classification of Diseases (ICD-10, 2016).  Often credited as the founder of modern medical psychiatry, Kraepelin’s view that a significant number of mental illnesses are strictly biological in origin has exerted a lasting influence on the field of psychiatry.  Swiss psychiatrist Eugen Bleuler (1911) disagreed with Kraepelin’s insistence on chronicity and renamed the disorder schizophrenia to emphasise the fact that the disorder leads to severe fragmentation of thinking and personality.  Asylum, a group that campaigns for the abolition of the label of schizophrenia, contends that “all outcomes are possible from chronicity to complete recovery” (September 2017).  Like Freud before him, in the 1960s Scottish psychiatrist, R D Laing, challenged the fundamental tenets of psychiatry by rejecting the focus on mental illness as a biological phenomenon and emphasising the importance of the cultural, social and familial experiences that shape personal experience.  Mearns and Cooper (2017) cite Laing and other existential psychiatrists (Trüb, 1964; von Weizsäcker, 1964) who challenged the medical model by suggesting that the development of schizophrenia may be ascribed to the lack of “close dialogical relationships with others” (Mearns and Cooper 2017, p 25). Laing and David Cooper’s contributions to the anti-psychiatry movement, particularly in family therapy, appear to have had an enduring impact. 

The term anti-psychiatry is described by Pilgrim (2017) as criticism of traditional psychiatric theory and practice.  During the 1990s psychiatrists in opposition to orthodox psychiatry highlighted concerns similar to those relating to anti-psychiatry.  According to Pilgrim their criticism were founded mainly on the work of Foucault (1967) and has been deemed post-psychiatry.  Pilgrim asserts that the common themes that link both anti- and post-psychiatry encompass the definition of madness, coercion, stigmatization, social exclusion and psychiatry’s uncompromising position on physical treatments (ie, overuse of drugs, ECT).  These concerns are, in essence, the same demands for alternative treatment and social change that mental health service user groups and charities are making in terms of service improvements.  One of the significant areas of contention continues to be the definition of madness.  The orthodox medical view of madness is the disease model of illness as a result of the genetic degradation of the brain.  Critics such as Laing (1965) and Cooper (1968) viewed psychosis as an expression of distress, signifying an attempt to communicate a person’s concerns that can be better understood if that person’s social context is taken into consideration.

The service users’ group, Hearing Voices (2020), challenge the view of traditional psychiatry that auditory hallucinations are the pathological corollary of schizophrenia.  They encourage people to listen to their voices within the context of their own life experiences.  As Pilgrim (2017) explains, the move away from regarding patients as examples of an unreliable pathology to human beings who need personalised support and understanding, is a central tenet of anti-psychiatry.  In a study of auditory hallucinations (AH) Waters et al (2017) examined DSM-5 (OSSSOPD) where the diagnostic criteria for schizophrenia are met in the presence of persistent AH even in the absence of all other psychotic symptoms.  In this study the authors argue that a DSM-5 diagnosis for Schizophrenia Spectrum Disorder identified by AH should also include a minimum of one further symptom such as disorganised thinking and speech, delusions, negative symptoms or catatonic behaviour. With more rigorous criteria in place, they argue that this may help to differentiate between patients with persistent AH who would benefit from antipsychotic drugs, and patients who exhibit AH as a symptom who would benefit from different approaches, eg, drug treatment, coping strategies or psychotherapy. The authors assert that a distinction should be made between AH as part of a psychotic disorder, and AH experienced by individuals as psychotic symptoms, ie, bipolar and borderline personality disorders, sleep disturbances, loss of hearing and autism.  Causes of AH can be related to neurological disorders including stroke and Parkinson’s disease, and also develop from alcohol and substance misuse.  The authors assert that there is increasing evidence that causes of AH are not always associated with abnormal dopamine functions and this raises doubts about the routine use of antipsychotics for all symptoms considered to be psychotic.  Research into psychological and environmental factors such as bereavement and the social isolation elderly people and the vulnerable can lead to AH.  Childhood psychological trauma may be another potential cause for AH, and psychosocial treatments such as CBT, coping mechanisms and mindfulness are preferable to treating psychosocial-induced AH with pharmaceutical interventions, namely anti-psychotics.

Eleanor Longdon, Psychologist, eloquently describes her own recovery from a diagnosis of schizophrenia and hearing voices.  Following several hospital admissions, taking antipsychotic medication and being told that normal people don’t hear voices, she began to view her voices as meaningful responses to her own traumatic life experiences and the emotions she never gave herself the opportunity to process at the time.  She began to engage directly with the voices and study the metaphorical rather than the literal meaning behind the words.   With the support of her family and her doctors, in approaching her own voices with compassion and care and starting her own healing process, she feels it was the voices that took the place of the shame, anger and low self-esteem associated with her traumatic life events.  As a representative of Intervoice, part of the global Hearing Voices movement, Longdon continues to argue for the relevance in psychiatry of asking clients not ‘what is wrong with you?’ but rather, ‘what happened to you?’  Longdon further advocates not habitually regarding hearing voices as an abnormal symptom of schizophrenia but as unique, meaningful, complex experiences of distress to be respectfully explored with the individual.

In terms of the access to and level of care provided to clients, diverging cultural understanding of schizophrenia and cultural interpretation of auditory hallucinations (AH), in particular, play a significant role.  Cultural and societal factors affect the way in which normality and abnormality are understood, and the way schizophrenia is perceived varies from culture to culture.  For example, Jacobs (2012) asserts that whereas speaking with ‘the spirits’ is regarded as normal and healing by people of African-Caribbean origin, in some other religions it may be seen as a sign of sacredness or satanic possession.  In western-based psychiatry it is likely to be regarded as a sign of auditory hallucinations.  Jones and Luhrmann (2016) maintain that the socio-environmental and cultural risk factors for developing schizophrenia point to inner city living, migration, childhood trauma and poverty amongst others.   For ethnic minority groups, particularly black minority groups and people of South-Asian origin in the UK and northern Europe there is a significantly higher risk of psychosis, and this is also true for African Americans in the US.  The heightened risk for psychosis in first and second-generation immigrants is attributed to the increased risk of social poverty rather than a genetic predisposition. The findings for outcomes for patients with schizophrenia receiving care in developing countries appear to show better recovery rates.  The reasons for this vary but in India, for example, it may be due to greater social inclusion (patients tend to be treated at home by family members) and psychiatrists tend not to use diagnostic labels when discussing illness with patients.  Social environment, ie, the difference in living conditions – squalid city streets as opposed to family home – may also be more significant for outcome than any treatment provided, especially in the case of homeless persons.  In terms of hearing voices, many Native Americans may experience them as spirits of familial ancestors, particularly following bereavement.  Luhrmann cites evidence of patients in Ghana and India experiencing auditory hallucinations as less distressing and less aggressive in content compared with American patients.  Experiences of hearing voices that the patient may regard as spiritual or positive may be dismissed as psychopathology in Western psychiatry.  For those who experience hearing voices, Jones and Luhrmann propose establishing communication with the voices to explore meaning they may have for individuals who hear them.  CBT and hearing voices movement groups can help people negotiate a new and positive relationship with their voices.  This type of approach is contrary to the previously held assumption within the medical world that exploring a patient’s psychopathology risks aggravating the symptoms.   There appears to be a paradigm shift in approaches to treatment with the focus on addressing distress rather than concentrating on targeting, and ultimately eliminating every one of the patient’s symptoms irrespective of the significance of these symptoms for the patient.  

 A report commissioned by the British Psychological Society (2017) entitled Understanding Psychosis and Schizophrenia proposes that it is possible to understand auditory hallucinations, disordered thinking and speech and delusions in the same way as cognitive issues such as shyness or anxiety.  It suggests that labeling them a mental illness is only one way of regarding them, and that these symptoms may be partly or entirely due to traumatic events in an individual’s life.  The authors of the report maintain that it is not possible to tell for certain what has caused a person’s problems and the only way to find out is to spend time talking to that individual.  From an etiological perspective, the authors advocate investment in prevention, ie, the need to address economic and social adversity and deprivation, racism, homelessness and childhood abuse, neglect and bullying.  The report also highlights the continued discrimination towards ethnic minorities in the UK – every year mental health services detain almost four times as many black people in comparison to white people.

Cooke and Kinderman (2017) discuss an alternative approach to the disease model perspective favoured by psychiatry towards schizophrenia, namely the psychosocial model.  The disease model views the unintelligible behaviour and confused speech of schizophrenics as symptoms of a mental illness, an illness that can be diagnosed and treated in the same way, for example, as diabetes or pneumonia.  This view is being increasingly challenged from evidence that psychotherapeutic approaches can be very effective in helping patients and that psychotropic medicines are not always required.  Collaboratively developed psychosocial formulations are suggested as an alternative.  As Pilgrim (2017) clarifies, a psychiatric diagnosis is predicated on symptoms identified by clinicians and only where the pathology is present or absent.  Any biographical information outside of this process is ignored or dismissed.  A psychological formulation relies on dialogical development based on the individual and their social context where the pathology “may or may not be present” (Pilgrim, 2017).  The premise that mental disorders can be accurately diagnosed through symptoms was controversially challenged in a field study by American clinical and social psychologist, David Rosenhan (1973).  Rosenhan arranged for 8 researchers (including himself) to pose as pseudopatients hearing voices (using words such as ‘hollow’, ‘empty’, ‘thud’) to gain admission to different mental hospitals.  All the pseudopatients were admitted to hospital and given a diagnosis of schizophrenia despite any indication of any other symptoms of the disorder. Unlike a medical diagnosis, psychiatric diagnosis lacks biological markers and is reliant on what patients say and do which his clearly open to interpretation.  Rosenhan challenged the validity of psychiatric diagnosis by clearly indicating that it is not objective.  

Cooke and Kinderman (2017) assert that there is no evidence to indicate an unambiguous dividing line between normality (mental health) and abnormality (mental illness), rather there appears to be a continuum for everyone.  In terms of diagnosis for schizophrenia, they posit that diagnosis varies between hospitals, clinicians and countries and that the reliability, validity and utility of the diagnosis for schizophrenia remains questionable and does not meet the scientific criteria it claims.  Boyle (2007) concurs with this view, “ …a diagnostic model which still lacks evidence in support of its most basic assumption of conceptual equivalence between bodily, and behavioural and emotional problems” (The Problem with Diagnosis, 2007). Cooke and Kinderman maintain that one reason why the disease model approach for schizophrenia continues to be so well established may be due to the indisputable vested interests at stake.  The pharmaceutical industry continues to make vast profits from the sale of drugs intended for the treatment of schizophrenia.  Much of the public information about the condition is sponsored by drug companies.  The relationship between drug companies and research sponsorship could be described as symbiotic. American research and development consultancy NeuroSchiR&D (2020), for example, provides guidance to drug companies and promotes developments in neuroscience.  It claims to be an independent company and the information on its website states that schizophrenia is a biological condition like diabetes or high blood pressure, and that once a patient finds the right medication it “probably should never be stopped”.  It does, however, provide accurate information on Clozapine for treatment-resistant patients on this drug’s rare but potentially fatal adverse reaction in terms of agranulocytosis.  For a patient’s negative symptoms, it recommends supplementary medication such as Ritalin or an amphetamine to help with mental focus.  In a recent study into the management of adverse effects of antipsychotics, Stroup and Gray (2018) highlight that the advantages of antipsychotics are hindered at times by the adverse effects of the drug.  This study lists effects that range from minor problems experienced by patients to disagreeable (sexual dysfunction), painful (various dystonias), distorting (obesity, tardive dyskinesia which can be permanent,) and potentially fatal (agranulocytosis, myocarditis) effects.  The authors conclude that prescribing supplementary drugs to combat these adverse effects, whilst undesirable, appears to be necessary in many cases.  Boyle (2002) posits that the dominant conceptualization of the medical model for the diagnosis for schizophrenia has meant that distress and unusual experiences have been attributed to a biological abnormality.  The author maintains that research has been focused on biomedical factors at the expense of research into the psychological and social context of the individual.  In relation to research into the immune theory for schizophrenia, Çakici, N. et al (2019) propose there is growing evidence to suggest abnormalities in the immune system of the brain may be fundamentally associated with the condition.  A meta-analysis of the use of anti-inflammatories (including aspirin) reduced the severity of symptoms, with the best results obtained during the initial phase of psychosis.  However there was little evidence for cognitive improvement.  The authors state that although evidence of the effectiveness of certain anti-inflammatory drugs in reducing the severity of symptoms may validate this theory, further research is still required.

From the point of view of a service user, Reka Krieg (2013) describes in a MIND.org.uk podcast her experience of being the subject of a compulsory Community Treatment Order (Mental Health Act, 2007) due to being deemed non-compliant, and being made to undergo antipsychotic injections for almost a year.  As a result of the drug treatment, her weight gain was such that she had difficulty moving.  An almost complete lack of self care and sedated to the point of being, in her words, ‘zombified’ left her feeling that she had no quality of life.  Shame, stigma, fear and embarrassment are words she associated with her condition for herself and her family.  She states that her recovery has been the result of taking her antipsychotic medication on a PRN basis (as and when required), better self management and the support from her family who are prepared to step in when she recognizes early warning signs of her psychosis.  She now works as a peer trainer for a mental health trust helping people recover from mental health issues.

As part of the growing social movement that aims to end the stigma and discrimination experienced by people with mental health problems, Time to Change Wales (2020), promotes changing attitudes through education and raising awareness.  The Welsh mental health charity, Platfform (2020), believes that a radial reform of mental health services in the public sector is a necessity, and disagrees with the continued use of orthodox psychiatric diagnosis.  It works with individuals and communities and adopts a trauma-informed model to mental health.  Working collaboratively with service users, it focuses on identifying and using individuals’ own resources and strengths to manage and maintain their wellbeing, with a strong emphasis on community involvement and experiences.  A report published by Public Health Wales and Bangor University (2019) highlights an increasing body of evidence to indicate that Adverse Childhood Experiences (stressful and traumatic childhood events) have a long-lasting impact on individuals as adults.  People who have experienced ACEs are 6 times more likely to need treatment for mental illness. Recommended interventions for adults are community based with an emphasis on building resilience through access to sports and other community activities, and fostering supportive friendships.  The need to address ACEs to promote lifelong wellbeing is supported by current WAG legislation and policy that includes the Wellbeing of Future Generations (Wales) Act (2015). 

From the perspective of practice-based evidential psychotherapeutic modalities, a study of group music therapy undertaken with 6 people with mental illnesses hospitalized for psychiatric treatment, reveals interesting findings. MacDonald (2015) explains that based on patients’ experiences of participating in the music group, 16 themes were identified including releasing stress, healing qualities, sense of clarity, safe space, sense of hope.  Patients disclosed the ways in which music revealed abilities and strengths in themselves, and how it helped them to connect to others.  The author asserts that the therapeutic effect of music on patients appears to convey a sense of empowerment and a chance to discover that they can change, in contrast to the often negative self image people with mental illnesses tend to have, and advocates further systematic research into what patients find therapeutic or helpful in music therapy groups.  

According to Demily and Franck (2016), CBT remains the most effective psychosocial intervention for psychotic symptoms and advocate this approach in conjunction with the use of antipsychotic drugs.  They maintain that controlled trials have shown CBT to be effective in the treatment of schizophrenia and advocate its use for patients with 22q11.2DS microdeletion, a syndrome that shares major clinical features with schizophrenia to the extent that it is, at times, regarded as a genetic model for this condition.  An integrative, evidence-based form of psychotherapy - metacognitive reflection and insight therapy (MERIT) - can, according to Lysaker et al (2019), be used flexibly by different humanistically trained therapists.  MERIT assumes that all human experiences have meaning and that communications and experiences of those affected by schizophrenia can come to be understood using this approach, and help in patients’ recovery.  Qualitative analyses of patients’ experiences to date have indicated a sense of agency, meaning making of personal history and increased ability to tolerate painful emotions and feelings.   The outcomes of a long-term research project based on integrative family therapeutic interventions for initial-onset psychosis, indicate some evidence of diminished need for psychiatric treatment and improved work capacity, but no appreciable difference in suicide rates.  This psychotherapeutically-oriented treatment model used within the Finnish psychiatric public health sector is described by Bergström et al (2018) as being tailored to the therapeutic needs of each patient and their family, and relies on maintaining dialogical contact between the patient and his or her personal network and all the members of the patient’s psychiatric mental health team. The authors maintain that this treatment model would benefit from further evidence-based RCTs to determine its efficacy.

Implementing mental health best practice guidelines, quality standards and recommendations remains a challenge in an era of continuing austerity in government policy.  Hopefully, the integration of psychosocial interventions and early intervention alongside the medical model for patients within the NHS will lead to better outcomes for patients.   Enhanced services and more positive outcomes and recovery for those affected by schizophrenia is indicated by the increasing collaboration between public services, support groups and national charities.  It could be argued that treating patients as a disease and not as human beings, and having their emotions, feelings and reactions regarded as symptoms of their disease, continues to act as a barrier to patients being empowered to own their recovery.  A more collaborative approach, using psychosocial formulations that take into account the individual’s cultural and social context, may help those patients who prefer this to a medical diagnosis.  As psychotherapists we respect the humanity of patients whatever psychotherapeutic modality is adopted, and encourage clients to make sense of experiences that may previously have been overpowering.  Support from family and friends, and finding a meaningful purpose or activity appear to be significant predictors in a patient’s self management and recovery.  It also seems evident that providing patients with the opportunity to talk about their experiences in order to make sense of them, and affording them a choice of treatment and interventions, will allow them more autonomy in their journey to recovery. Perhaps, in future, all medical health professionals will be better able to meet the challenge of understanding the human being behind the symptoms, label and diagnosis.
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