Schizophrenia. 

Schizophrenia is a common and life-long mental illness (Pickard, 2011) identified as a psychotic disorder which effects approximately 20 million people worldwide (WHO, 2019) and is probably the most debilitating psychological disorder (Demily et al, 2008) and this disorder is defined by abnormalities in one or more of the following categories: hallucinations, disorganized thinking (speech), delusions, grossly disorganized or abnormal motor behaviour and negative symptoms (American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed). 
Individuals with Schizophrenia may experience different forms of delusions such as referential, persecutory, grandiose, somatic and religious. Delusions are fixed false beliefs that cannot be changed by rational arguments and also not accounted for by the cultural background of the individual.  The DSM-5 explains that Persecutory delusions are most common where the individual believes that they will be harmed and targeted by other whether it be by an individual or group. In relation to harm, Nihilistic delusions are seen to have the individual believe that devastation will occur.  Referential delusions are also common, and these are beliefs that comments made and gestures are directed at oneself.  Some individuals may feel that they have great wealth and fame and have remarkable abilities and this is categorised as Grandiose delusions and along with this a Schizophrenic may have strong beliefs that another individual is in love with him or her. Finally, Somatic delusions are where the individual will be completely engrossed with their health and organ function. It is also explained that delusions are believed to be ‘bizarre’ and ‘non-bizarre’ whereby a bizarre delusion is where it is not understood by same culture peers and also obtained from life experiences. An example of a nonbizarre delusion is where an individual may feel that they are being watched by the police or under surveillance despite there being a lack of evidence. 
Hallucinations are seeing, feeling and hearing things that are not there (WHO, 2019). There are different forms of hallucinations, visual, auditory, olfactory, gustatory and tactile (Mueser et al, 1990). One study by Dudley et al, 2018, have found that visual hallucinations are less common that auditory hallucinations in individuals with schizophrenia and Mueser et al, (1990) found a strong correlation between tactile and olfactory and gustatory hallucinations. 
Disorganised thinking (speech) is identified as displaying incoherent or irrelevant speech (WHO, 2019). The individual may alter between topics whilst engaging in conversation with others and may give unrelated answers to questions asked (DSM-5, 2013).  It has been found that disturbances in one speech may impact the communication with another individual thus having an effect on their relationships with others which in turn has an effect on their satisfaction with life (Tan et al, 2014). 
Grossly Disorganised or abnormal motor behaviour can be displayed in many ways from displaying a childlike behaviour to erratic agitation (DSM-5, 2013). Individuals may talk and laugh to oneself and appear to be unkempt and display an image of self-neglect (WHO, 2019). 
Along with the above behaviours individuals with Schizophrenia also experience negative symptoms. The two most common symptoms are diminished emotional expression and avolotion. One may express diminished emotional expression by demonstration a lack of facial expressions and lack of eye contact. Avolitition is displayed by no longer showing motivation in what is described as self-initiatied meaningful activities and having a lack in social interest (DSM-5, 2013). 
Schizophrenia is found to begin in adolescence has an implication on the social, cognitive and functional aspects of an individual with the mental illness (Brambillia & Tansella, 2007). It is understood that the onset of schizophrenia is associated with environmental factors such as adverse childhood and early experiences, being raised in an urban environment and being included in a minority group and these suggest that that early exposure may have an effect on the developing social brain (Van Os et al, 2010).  It has also been found that certain studies have found some evidence to support the theory that genetic factors play a role in the etiology of Schizophrenia (Kendler & Diehl, 1993). 
The last two decades has seen magnetic resonance imaging (MRI) to be the chosen method to study brain images finding structural, chemical and functional brain changes. In addition to MRI, non-invasive methods such as functional MRI (fMRI), magnetic resonance spectroscopy (MRS) and diffusion weighted imaging (DWI) are also used and have found to enhance the understanding of the human brain (Brambilla & Tansella, 2007). 



Cognitive Behavioural Therapy (CBT). 

Cognitive Behavioural Therapy (CBT) is a talking therapy that targets the thoughts, behaviours and emotions of an individual (Hardy, n.d) and has been identified as a promising form of therapy for individuals with Schizophrenia and has been used as an important tool in psychotherapy for Schizophrenia since the 1990’s (Škodlar et al, 2013). The National Institute for Clinical Excellence (NICE) have guidelines suggesting that all people who are diagnosed with Schizophrenia be offered CBT (Haddock et al, 2014).
CBT is a non-invasive and safe way to treat those with Schizophrenia, and family members and primary and secondary caregivers can support the individual with exercises provided to do in the home setting and through the use of CBT an individual can improve their management of their symptoms (Turkington et al, 2006). 
The process of CBT for an individual with Schizophrenia will typically follow certain phases consisting of: Engagement and Befriending, whereby the therapist will engage with the individual to develop a therapeutic relationship to gain the trust of the client especially if one has had previous negative experience with a therapist in the past and failure in developing this human relationship may be unhelpful and harmful (Brabban et al, 2016).  Assessment of experiences; the therapist will then model a flexible and open approach to what may be said and collaborate with the individual. Following this, the therapist will help the client by gaining an understanding of thinking patterns, previous experiences and also the maintenance of current symptoms. The therapist will then target the issues identified by the client and with a range of cognitive and behavioural interventions available to target psychotic symptoms such as managing voices, coping with distressing and unusual beliefs and addressing negative symptoms. Finally, a consolidation of skills put together by the therapist and client whereby the client will take the skills learnt from the therapist and test them in their day to day life and report back to amend or adjust accordingly. 
To target Schizophrenia, Cognitive Behavioural Therapy for Psychosis (CBTp) has been developed to reduce the distress that is associated with Schizophrenia (Hardy, n.d) and this form of therapy has been found to have a significant effect on the negative and positive symptoms (Wykes et al, 2008). 
Early intervention to those who display onset behaviours of psychosis have found evidence to support that CBTp is effective in prevention and delaying the possibility of developing psychosis (Hardy, n.d), although it is suggested that CBT should be advanced to include strategies using a phenomenological approach for the effectiveness of treatment in individuals with Schizophrenia (Škodlar et al, 2013) and more research is required to test the efficacy of long term effectiveness of the therapy (Rector & Beck, 2001).  


Treatment with medication – antipsychotic drugs AKA neuroleptic drugs.  

Neuroleptic drugs were discovered in 1952 and provided a biological approach to the treatment of Schizophrenia (Seeman, 1987) and evidence was found in 1974 that the use of neuroleptics selectively blocked dopamine receptors (Seeman, P., 1987). 
 They are categorised into first-generation (typical) and second-generation (atypical) antipsychotic medication although atypical medication is commonly used today (Lieberman et al, 2005). 
Antipsychotics principle is to attach to the D2 receptor in the brain yet with typical antipsychotics this may induce extrapyramidal signs and symptoms (EPS) (Seeman, P., 2015) which are physical symptoms such as akathisia (restlessness), dystonia (abnormal facial movements) and tremors (APA Dictionary of Psychology, 2015., p. 402). Typical antipsychotics also bind to the D2 receptor and can increase the level of serum prolactin which is a hormone made by the pituitary gland which is situated at the base of the brain and this may produce lactation in some individuals (Halbreich et al, 2003).  
It is found that atypical antipsychotics bind loosely, in comparison to the typical medication which bind tightly to the D2 receptor, which allows the dopamine to transmit normally which then allows normal levels of prolactin and eliminates extrapyramidal symptoms. 
Antipsychotics are used to lower excess levels of dopamine that is produced in the brain and takes effect in the mesolimbic pathway. The mesocortal pathway and the nigrostatial pathway are also affected due to them being dopamine pathways. The mesolimbic pathway is where excess levels of dopamine transmits from the ventral tegmental area (VTA) to the Nucleus Accumbens (NA) and positive symptoms such as hallucinations are a result of an overactive mesolimbic pathway. The mesocortical pathway is the connection from the VTA to the cortex and an individual with schizophrenia has decreased levels of dopamine to the cortex in comparison to your average person. Decreased dopamine levels to the cortex produces negative symptoms such as facial expressions and pleasure. By treating Schizophrenia with Antipsychotics, it affects the Nigrostriatal pathway which is responsible for coordination and movement (TachyTutorials, 2020). Decreasing the levels of dopamine causes Parkinsonism. Parkinson’s originates originally from low levels of dopamine and by lowering the dopamine levels to treat Schizophrenia, Parkinsonism is caused (Seeman, P., 2015). 
The use of antipsychotic drugs has been available for more than 40 years yet is has been found that relapse percentage in individuals with schizophrenia is 50% after receiving treatment within a year of their last episode. Antipsychotic medication is important defence against relapse and one study has found that relapse rates can be reduced from 75% to 15% with preventative treatment using antipsychotics (Ayuso-Gutiérrez & Río Vega, 1997). 


CBT and Medication. 

It has been found that Cognitive Behavioural Therapy in addition to antipsychotic medication and also personal training in social skills can aid the management of residual symptoms in those with Schizophrenia (Turkington et al, 2006). Although it has been found that CBT and the use of Neuroleptic medication together may treat the symptoms of Schizophrenia, there are studies suggesting that Family intervention given to the families surrounding those individuals with Schizophrenia and assertive community treatment can aid the prevention of relapse and rehospitalization (Bustillo et al, 2001). 
Individuals with Schizophrenia and their family members experience stigma and discrimination due to their diagnosis which then can lead to social avoidance and isolation (González-Torres et al, 2007). One study by Dickerson, (2002) found that 58% of individuals with Schizophrenia avoid telling others of their diagnosis and 70% worried about being viewed unfavourably therefore educating the public on Schizophrenia is encouraged to decrease the stigma and discrimination associated with the illness (WHO, 2019). 
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