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HISTORICAL AND CONTEMPORARY TREATMENT AND PROVISION



Aim
Aim
To explore how classification, treatments and provision for schizophrenia have evolved over time, and how these changes have impacted on stigma, inequality and outcomes.
Discuss how classification, treatments and provision of schizophrenia has evolved over time and nowadays and how these change has impacted on stigma, inequality and outcomes.





Stigma, Discrimination and Inequality

[bookmark: _GoBack]The level of biomedical knowledge has not eliminated schizophrenia as one of the most stigmatised mental health conditions. The perception of schizophrenia among the general population tends to connect such people with the threat, uncertainty, and inability, which supports social exclusion and self-stigma (Clement et al., 2015). Although biomedical explanations have decreased moral blame by explaining schizophrenia as an illness, and not as a personal failure, they have had a paradoxical effect of increasing perceptions of chronicity and risk, and creating fear and social distancing (Angermeyer et al., 2009). This is a symbol of the two-sidedness of medicalisation in the sense that it justifies sufferings but perpetuates cultural discourses of continuity and otherness.
More importantly, stigma is an intersectional phenomenon in the social, cultural, and political levels. The Mental Health Act is disproportionately used on ethnic minority groups and especially black men in the UK (Keating, 2019). These imbalances are structural and not biological susceptibility. Poverty, racism, unemployment, and poor housing are some of the factors that lead to the development of psychosis as well as worse treatment outcomes (Beck-Felts, 2024). Nevertheless, emphasis on services is usually on reducing the symptoms instead of treating these underlying social determinants. Addressing the issue of stigma, thus, involves the necessity to move away individualised biomedical paradigm to the socially accountable framework that considers equity, community inclusion, and culturally competent care.
Historical Trajectory of Care
Prior to the 19th century, psychotic patients were mostly treated within family/community settings, and the interpretations were based on spiritual/moral systems as opposed to medical (Porter, 2003). This is a communal strategy that was curtailed in most instances but enabled social integration and cultural knowledge. Nevertheless, as industrialisation and urban poverty increased in the 18th and 19th centuries, the asylum system was established, and the so-called mad people were isolated to be taken care of. These schools, which were legitimized as humanitarian, became quickly overwhelmed and disciplinary, as political and economic devices aimed at dealing with social deviance instead of attending to it (Scull, 2015).
Between the 1930s and 1960s, other somatic therapies that developed as the modern cure are insulin coma therapy, lobotomy, and early electroconvulsive therapy (ECT). Although these interventions were praised as a breakthrough in the field of science, they had dire side effects and were often linked with ethical violations, exposing medicine to the problem of coercive control.
The 1970s saw the beginning of the deinstitutionalisation movement that promised to change the system to one based in the community. Although this was conceptually progressive, it was ruined due to a lack of funding, lack of coordination and housing (Gowda & Isaac, 2022). As a result, a significant number of people were moved out of the hospitals to homelessness or prison and this revealed the disconnect between policy words and actual assistance.
Brief Definition and Classification
The International Classification of Diseases, 11th Revision (ICD-11) defines schizophrenia as recurrent delusions, hallucinations, disorganised thoughts, the feeling of passivity, and a significant affective and behavioural disturbance that persist longer than one month and cannot be explained by other mental, behavioural, or substance-related disorders (World Health Organization [WHO], 2019). The ICD-11 also breaks its predecessors in subtypes (e.g., paranoid, catatonic, disorganised) of the ICD-10, and instead acknowledges a single disorder with different dimensions of symptoms. This dimension model shows an attempt to enhance the reliability of the diagnosis and reflect on symptom overlap between psychotic disorders.
Nevertheless, as much as the ICD-11 has become a step toward a more adaptable and clinically useful framework, it continues to maintain a categorical difference between what is considered as normal and disorderly, and may therefore be seen as a simplification of the heterogeneity of psychotic experiences. Studies indicate that psychotic symptoms are present in a continuum of the general population indicating that stringent diagnostic indices have the potential to pathologise the distress instead of situating it (Van Os et al., 2009).














Legal and Policy Framework

The legal structure defining the process of detaining and treating mentally ill individuals in England and Wales is the Mental Health Act (MHA) 1983 as amended in 2007. Although this was meant to protect the patients and the people at large, it has been subjected to unending criticism due to its perpetuation of coercive modalities and a violation of the civil liberties. The number of people detained under the Act has grown consistently, and Black people are four times more likely to be detained and be placed into Community Treatment Orders (CTOs) in comparison to White people (NHS Digital, 2023). This disparity brings up the issue of institutional bias, a problem of diagnostic inequity, and culturally insensitive care (Barnett et al., 2019).
More importantly, the MHA portrays a longstanding conflict between protectionism and paternalism. Despite the existence of safeguards like tribunals and advocacy services, they are ineffective because not all patients detained have equal access and awareness. Nonetheless, current improvements are quite sluggish, and policy discourses around the least restrictive practice are usually not met because of the shortage of the workforce and risk-averse cultures (Department of Health and Social Care, 2021). Therefore, the mental health legislation has remained the determinant of the coercive service prioritization that has in many ways negated the recovery based and person-centred service provision.
Biological and Psychological Models
The psychiatric discourse has been dominated by biological models of schizophrenia with a focus on heredity and neurochemical imbalance. Gottesman and Shields (1972) and Heston (1966) in their twin and adoption studies argued that there are a heavy genetic contribution and the concordance rates of about 50 in monozygotic twins versus 10-15 in dizygotic twins showed a strong genetic contribution. Nevertheless, 100% concordance is not present meaning that genetics is not the cause but makes one susceptible and environmental stress factors including trauma, urban life and migration are important as well. Excluding social determinants and stigmatizing effects of genetic labelling based on focusing on biology would be a risky move to make toward strengthening the view of chronicity and dangerousness.
Diathesis stress model tried to combine the biological vulnerability and the stress of the environment. Although conceptually useful, it has been criticised as having poor definitions of the stress and conceptualising social adversity (e.g., poverty, racism) as a risk factor, instead of a structural circumstance (Ingram and Luxton, 2005).
Psychological theories, especially Cognitive Behavioural Therapy of psychosis (CBTp) is a person-centred therapy that addresses distress related to delusions and hallucinations. Meta-analyses indicate a small but significant increases especially in coping and insight, but little efficacy in severe positive symptoms (Jauhar et al., 2014). Therefore, although both the biological and psychological approach play a role in getting to know schizophrenia, neither one of them can explain the complexity of schizophrenia as a social and expressed phenomenon.


Epidemiology and Impact

Schizophrenia is a disease that occurs in about 1 per 300 of the world population, with lifetime prevalence of 0.32% (WHO, 2019). The condition develops in late adolescent or early adulthood, although men tend to develop the disorder slightly earlier than women. The death rates among people with schizophrenia are considerably high and the lifespan of patients with schizophrenia is reduced by 10-20 years, mostly because of cardiovascular disease, suicide, and poor access to physical medical care (Laursen et al., 2014). Schizophrenia is socially linked with unemployment, social isolation, and homelessness, which are not only the functional disorders of the disease but also the disparities in healthcare and social support services across society.
These prevalence statistics however mask a lot of heterogeneity in incidence and outcomes. Along with other social determinants (poverty, urbanicity, migration, and racial discrimination), research suggests that these aspects are powerful factors that cause and shape schizophrenia (Beck-Felts, 2024). As an illustration, ethnic minority groups in the UK are over-diagnosed and more prone to coercive access to care. These types of inequalities challenge the idea of treating schizophrenia as a strictly biological phenomenon and point out how structural inequalities contribute to the process of diagnosis and recovery. Thus, the interpretation of epidemiological evidence should be seen in the context of more general social and cultural backgrounds to guarantee the equitable and effective mental health care.












Gaps, Limitations and Contested Debates

However, even with the significant progress in diagnosis and treatment, care of schizophrenia is still characterized by discussion gaps and systemic constraints. Among them is the over-medicalisation of psychosis, in which policy and practice are dominated by biological explanations. Although such a strategy validates distress, it exposes it to the risk of marginalising social causation evidence, which can be trauma, deprivation, and discrimination (Read et al., 2009). The prevalence of the biomedical model may distract the focus of preventive measures against the social circumstances leading to the development of psychosis. Additionally, methodologically limited evidence is available in the evidence base supporting a number of psychosocial interventions, including CBT to psychosis and family therapy as well as supported employment. Short-term gains are most of the time reported in literature, but long outcomes are limited, which casts doubt on the sustainability and generalisability (Jauhar et al., 2014). The development of genetic studies, despite its usefulness has also developed ethical conflict. The growing definition of genetic risk can unwillingly promote monitoring, stigma, and determinist labelling, especially within the susceptible population. Lastly, the lack of funding and constraints of the workforce are detrimental to the accomplishment of community-based and recovery-oriented care. The uneven distribution persists between the policy expectations and service delivery, where overworked teams are focused on crisis management and not on long-term recovery initiatives. Future research and policy should then go beyond the symptom reduction into socially based, ethically sensitive, and sustainable care model.


Contemporary Treatments and Service Models
Clinical Interventions
Social / Rehabilitation Interventions
Pharmacological Treatment
Cognitive Behavioural Therapy for Psychosis (CBTp)
Antipsychotics (e.g., risperidone, olanzapine) effectively reduce positive symptoms.
Focuses on coping strategies, reality testing, and reducing distress linked to psychotic experiences.
Long-term use linked to metabolic syndrome, impacting physical health (Leucht et al., 2012).
Meta-analyses show modest symptom improvement and high dropout rates (Jauhar et al., 2014).






[image: Epidemiology of schizophrenia and its management over 8-years ...]Recommendations
Relapse and hospitalisation can be minimised by increasing early intervention in psychosis (EIP) services and combining housing, education and employment programmes. The fact is that the timely and socially inclusive support has a great effect on the functional recovery and the long-term quality of life (Bird et al., 2010). Multidisciplinary teams, which include psychiatrists, psychologists, nurses, social workers and peer support workers, would be better coordinated and held to account through sustainable funding. Routine outcome auditing will be able to decrease geographical inequality and advance evidence-based practice (NHS England, 2019). Physical health disparities and co-morbidities can be reduced by using co-produced medication plans and systematic surveillance of metabolic side effects (e.g., weight gain, diabetes) so that service users can gain control in shared decision-making (Lecht et al., 2017). Specific education, culturally competent service delivery are also necessary to lower the number of coercive detentions and enhance interaction among minority groups (Keating, 2019). The future research would focus on large, long-term randomised controlled trials comparing community-based and trauma-informed models to guarantee that interventions can be used to consider both clinical and social outcomes of recovery.
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