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Abstract
[bookmark: _Toc1165172269]This dissertation aims to develop a comprehensive understanding of schizophrenia by exploring its causes, treatment approaches and the impact of the condition on individuals and wider society. Schizophrenia is widely recognised as a complex and severe mental health disorder that can significantly affect an individual’s psychological wellbeing, social functioning and quality of life. The research focuses on examining existing academic literature in order to identify key factors associated with the development, management and societal implications of schizophrenia.
A secondary research approach was adopted for this study, using thematic analysis to examine a range of peer-reviewed sources including journal articles, books, policy documents and statistical reports accessed through academic databases such as PubMed, Google Scholar and university library resources. Both qualitative and quantitative studies, including longitudinal research, were analysed in order to identify patterns and themes within the literature. The research process involved reviewing credible and reliable sources and organising findings through a structured analysis supported by source tracking tables and results summary tables.
The findings identified four key themes relating to schizophrenia. The first theme explored biological and environmental causes, highlighting the interaction between genetic predisposition and environmental risk factors. The second theme examined psychological and social contributing factors, including trauma, social adversity and stigma. The third theme analysed treatment approaches and management strategies, emphasising the importance of integrated care involving pharmacological treatment, psychological therapies and community support services. The final theme explored the wider impact of schizophrenia on individuals and society, including issues related to stigma, social exclusion, employment challenges and reduced quality of life.
Overall, the findings demonstrate that schizophrenia is a multifaceted condition influenced by biological, psychological and social factors. The research highlights the importance of holistic and person-centred approaches to treatment and support, alongside greater awareness and education to reduce stigma associated with mental illness. The study concludes with recommendations aimed at improving early intervention services, enhancing professional training for healthcare providers and promoting community awareness initiatives to support individuals living with schizophrenia.
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[bookmark: _Toc1958873699]CHAPTER 1 
[bookmark: _Toc577126681] Introduction
[bookmark: _Toc1237758253]1.1 Overview
Schizophrenia is a severe and chronic mental‑health disorder characterised by disturbances in perception, cognition, emotion, and behaviour. It affects approximately 20 million people globally and remains among the most disabling psychiatric conditions (World Health Organisation, 2022). Understanding schizophrenia is essential not only because of its clinical complexity but also due to its profound social and economic consequences, which extend far beyond the individual. Historically, schizophrenia has been subject to stigma and misunderstanding; however, contemporary developments in neuroscience, genetics, and social psychiatry have contributed to more nuanced explanations of its causes and presentations (Owen, Sawa and Mortensen, 2016).
Research indicates that schizophrenia arises from an interplay between biological vulnerability and environmental stressors, including genetic predisposition, neurodevelopmental abnormalities, trauma, and social adversity (Tsuang, Tohen and Jones, 2011). Treatment approaches have evolved from custodial care to evidence‑based, community‑oriented interventions such as antipsychotic medication, cognitive‑behavioural therapy, and psychosocial rehabilitation. Despite progress, individuals continue to face stigma, inequality in access to services, unemployment, and reduced quality of life.
[bookmark: _Toc1467993432]1.2 Purpose and Methodological Direction
This dissertation adopts a secondary research design, analysing existing peer‑reviewed studies, policy documents, and clinical evidence. Data are synthesised through thematic analysis to identify patterns relating to the causes, treatment approaches, and wider social impacts of schizophrenia (Braun and Clarke, 2006). This approach allows rigorous engagement with the current body of knowledge without primary data collection.


1.3 Key Definitions
Schizophrenia is a complex mental disorder characterised by hallucinations, delusions, disorganised thinking, and impaired functioning. Psychosis refers to a loss of contact with reality; schizophrenia is the most studied primary psychotic disorder.
Within clinical terminology, positive symptoms add abnormal experiences (e.g., hallucinations, delusions), whereas negative symptoms reflect deficits such as flat affect or social withdrawal. Cognitive impairment encompasses difficulties with memory and executive functioning. Diagnostic frameworks such as the DSM‑5 and ICD‑11 define schizophrenia and guide international clinical practice.
[bookmark: _Toc483347633]1.4 Acronyms and Abbreviations Used
DSM‑5 – Diagnostic and Statistical Manual of Mental Disorders (5th Ed.)
 ICD‑11 – International Classification of Diseases (11th Rev.)
 NHS – National Health Service
 CBT‑p – Cognitive Behavioural Therapy for Psychosis
 EIP – Early Intervention in Psychosis services
 APs – Antipsychotic medications
 WHO – World Health Organization
[bookmark: _Toc1549587621]1.5 Rationale for the Research
Despite advances in neurobiological research and pharmacotherapy, significant gaps remain in understanding how social and environmental factors shape onset, course, and recovery (Jeste et al., 2025; González‑Rodríguez et al., 2023). While biological theories dominate, recent findings emphasise that social determinants of mental health including housing instability, socioeconomic adversity, and discrimination strongly influence both risk and long‑term outcomes (Kirkbride, 2024; James et al., 2025).
Existing antipsychotic medications primarily address positive symptoms, yet negative and cognitive deficits persist as major challenges, limiting functional recovery (Kantrowitz et al., 2023). Stigma and social exclusion further intensify illness burden (Mannarini, 2022; Lamarca, 2024). Current treatment models often overlook these sustained inequalities, leading to repeated hospitalisation and reduced quality of life.
A clear gap therefore exists for integrated analyses connecting biological, psychosocial, and societal dimensions of schizophrenia (Arango et al., 2025). This dissertation fills that gap by synthesising evidence across domains to provide a holistic, person‑centred perspective that informs clinical and policy improvement.
[bookmark: _Toc1315503249]1.6 Aim and Objectives
Aim:
 To develop a comprehensive understanding of schizophrenia by examining its causes, treatment approaches, and wider social impact on individuals and society (van Os and Kapur, 2009; Mueser and McGurk, 2004).
Objectives:
1. Define schizophrenia and outline its diagnostic characteristics (Kahn et al., 2015).
2. Explore biological, psychological, and social factors contributing to onset and progression (van Os and Kapur, 2009).
3. Critically evaluate current pharmacological, psychological, and social interventions.
4. Analyse the disorder’s wider social, economic, and healthcare implications.
5. Provide evidence‑based recommendations for improving mental‑health support and outcomes.
[bookmark: _Toc1475363108]1.7 Conclusion
Chapter 1 has introduced schizophrenia as a multidimensional condition and established its significance for health and society (van Os and Kapur, 2009; Kahn et al., 2015). By clarifying definitions, aims, and objectives—and confirming the use of a secondary, thematically analysed methodology—this chapter sets the foundation for subsequent analysis. The next chapter situates schizophrenia within its historical, theoretical, and contextual background to provide the necessary academic framework for interpreting the findings.
[bookmark: _Toc1956553019]CHAPTER 2 
[bookmark: _Toc1100481842]Background Information and Analysis
[bookmark: _Toc304751154]2.1 Introduction
This chapter positions schizophrenia within its broader historical, theoretical, and international context (Jeste, 2024; WHO, 2023). It traces key developments in understanding and treatment, outlines major explanatory theories, and situates the disorder within global and national mental‑health policy frameworks. Including this context establishes the foundation for the thematic analysis that follows in Chapters 3 to 5.
[bookmark: _Toc552080408]2.2 Historical Background
The modern conception of schizophrenia reflects decades of evolving scientific, psychological, and social research. Contemporary evidence supports a multifactorial aetiological model that integrates genetic vulnerability, neurodevelopmental disturbance, immune dysfunction, and environmental stressors (Rantala et al., 2022; Luvsannyam et al., 2022). Recent hypotheses, such as etiological synthesis models linking chronic inflammation and the gut–brain axis, illustrate this complexity.
Epidemiological data reinforce schizophrenia’s global stability: prevalence averages 0.5 percent of adults, equating to about 190 000 people in England living in private households (Shen et al., 2025). Globally, the overall incidence is stable, but absolute numbers rise due to demographic growth.
Longitudinal studies challenge earlier pessimism about prognosis. A 2022 systematic review found that many individuals achieve functional recovery given appropriate intervention. Treatment philosophy has shifted from custodial care toward integrative, person‑centred approaches encompassing psychosocial and emerging biological therapies (Anwar et al., 2025; Begni et al., 2025).
Policy changes echo this shift. Frameworks such as the NHS Long Term Plan (2024) now advocate early intervention, physical‑health integration, and human‑rights‑based service delivery. Collectively, these developments portray schizophrenia as a dynamic clinical and social phenomenon demanding multidisciplinary support.
Detailed comparative visuals and background materials are presented in Appendix A.
(Figure A1: Timeline of Key Diagnostic and Treatment Milestones.)
[bookmark: _Toc664939232]2.3 Theoretical Background
Explanatory models of schizophrenia can be grouped into biological, psychological, and sociocultural perspectives.
· Biological theories highlight neurochemical imbalances especially dopamine dysregulation and heritability (Howes and Kapur, 2009).
· Psychological models, including the stress–vulnerability model (Zubin and Spring, 1977), emphasise cognitive appraisal and coping in relation to environmental stress.
· Sociocultural frameworks focus on social adversity, discrimination, and inequality as determinants of onset and outcome (Read et al., 2021).
Comparisons between these perspectives reveal both complementarity and tension: while biological explanations provide measurable evidence, sociocultural one's better capture lived experience and prevention potential. Integrative models recognise that these domains interact rather than compete.
(Suggested Table A2: Comparison of Major Theories – Biological vs. Psychological vs. Sociocultural.)
[bookmark: _Toc3768379]2.4 International and National Context
Internationally, disparities remain stark. High‑income countries tend to achieve earlier detection and sustained treatment adherence due to resource availability, whereas low‑ and middle‑income nations struggle with workforce and infrastructure deficits (WHO, 2023). Nordic countries demonstrate particularly strong outcomes through community‑integrated services and welfare investment, whereas structural inequality hampers progress elsewhere (Morgan et al., 2017).
Within the UK, ongoing policy reform has sought to address fragmentation in care. The Mental Health Act 1983 (Amended 2007), Equality Act 2010, and Care Act 2014 underpin a rights‑based framework, complemented by the NHS Long Term Plan (2019) and Community Mental Health Framework (2021). Together, these initiatives promote early intervention, parity between physical and mental health, and recovery‑oriented practice.
(Figure A3: Global Prevalence Map and UK Policy Framework Diagram.)
[bookmark: _Toc1283894796]2.5 Critical Discussion and Gaps
While global strategies emphasise integration and equality, implementation remains uneven. Lower‑income regions face workforce shortages, and UK services are impacted by resource constraints and postcode variation. Despite strong legislation, stigma remains widespread (Thornicroft, 2021).
The literature reveals contradictions: biological research often prioritises neurochemistry over lived experience, whereas sociological studies may underplay neurobiology. This highlights the need for cross‑disciplinary collaboration to bridge explanatory divides.
These identified gaps justify the dissertation’s focus on synthesising multiple perspectives through thematic analysis in later chapters.
[bookmark: _Toc1316286472]2.6 Conclusion
Chapter 2 has situated schizophrenia within its historical evolution, theoretical frameworks, and policy contexts. The review demonstrates that diverse explanatory models biological, psychological, and social each contribute partial insights, but none alone capture the disorder’s complexity.
 By revealing inconsistencies between research emphasis and practical outcomes, this chapter highlights the necessity for integrative analysis, which forms the basis of the methodology in Chapter 3.





Chapter 3 
Methods and Search Strategy 

3.1 Introduction 
[bookmark: _Toc42477232]This chapter outlines the methodology used to conduct the research. A desk-based literature review approach was adopted, involving the analysis of existing academic studies and published research rather than the collection of primary data. Literature reviews are commonly used in health and social care research to examine and synthesise existing knowledge on a topic (Aveyard, 2019). This approach enabled the study to explore current evidence relating to schizophrenia, including its possible causes, treatment approaches, and the wider impact on individuals and society. An academic methodology poster was also developed to provide a visual summary of the research process, including the search strategy, inclusion and exclusion criteria, and methods of analysis.
[bookmark: _Toc504343769]The research methods outlined in this chapter were essential for identifying relevant and credible sources that inform the study. Systematic approaches to literature searching allow researchers to locate and analyse high-quality academic evidence (Booth, Sutton and Papaioannou, 2016). These sources form the basis of the thematic analysis presented in Chapter 4, where key themes and patterns emerging from the literature are explored (Braun and Clarke, 2006).
3.2 Search Strategy 
A structured search strategy was developed to identify relevant academic literature relating to schizophrenia. Keywords were derived from the research title and research question, including terms such as schizophrenia, causes of schizophrenia, treatment approaches, and impact of schizophrenia. Additional related terms such as psychosis, mental health disorders, antipsychotic treatment, cognitive behavioural therapy, and schizophrenia risk factors were also used to broaden the search. Boolean operators including AND, OR, and NOT were applied to combine keywords and refine search results. For example, searches such as schizophrenia AND treatment or schizophrenia OR psychosis were used. Developing a structured search strategy helps ensure that literature searches are systematic and comprehensive (Booth, Sutton and Papaioannou, 2016).
[bookmark: _Toc447060558]3.3 Searching for Information 
A range of academic databases and platforms were used to identify relevant literature for this research. These included PubMed, Google Scholar, and the University of Wales Trinity Saint David (UWTSD) Library database, which provide access to peer-reviewed journal articles and scholarly publications. These sources were selected due to their credibility and wide coverage of health and social care research (Aveyard, 2019).
To ensure the relevance and quality of the literature, several search filters were applied. The publication date was restricted to studies published within the last ten years (2014–2024) to ensure the use of current and relevant evidence. Searches were also limited to peer-reviewed journal articles and sources that were fully accessible through the university library database. Applying these filters helped to refine the results and identify high-quality academic sources.
During the search process, adjustments were made to search terms and keyword combinations to improve the relevance of the results.
 Broader terms and key words such as:
·  mental health disorders were refined to more specific search terms including schizophrenia causes, 
· schizophrenia treatment, 
· and impact of schizophrenia. 
Key words such as:
1. Causes
2. Treatment
3. Impact
[bookmark: _Toc2885607]Core Keywords
· schizophrenia
· schizophrenia causes
· schizophrenia treatment
· schizophrenia symptoms
· schizophrenia prevalence
[bookmark: _Toc1261495849]Causes / Risk Factors
· schizophrenia risk factors
· genetic factors schizophrenia
· dopamine hypothesis
· environmental factors schizophrenia
· substance use and schizophrenia
A summary of the databases, search terms, and filters applied is provided in the Source Tracking Table (Appendix A).
[bookmark: _Toc1504854084]3.4 Research Validation 
To ensure the quality and relevance of the literature used in this research, several validation techniques were applied. Initially, articles were skimmed by reviewing key sections such as the title, abstract, introduction, and conclusion to determine whether the source was relevant to the research topic. This process allowed unsuitable articles to be quickly excluded while identifying studies closely related to schizophrenia, its causes, treatment approaches, and societal impact.
In addition, the CRAAP test (Currency, Relevance, Authority, Accuracy, and Purpose) was used to evaluate the credibility of each source (Blakeslee, 2004). While not every article met all five criteria equally, priority was given to studies that demonstrated strong currency, relevance, and authority, such as recent peer-reviewed research published in recognised academic journals.
For example, studies published within the last ten years and written by recognised researchers in psychiatry or mental health were prioritised, as these were considered more reliable and appropriate for inclusion in the research.

[bookmark: _Toc1763264802]3.5 Inclusion and Exclusion Criteria 
Clear inclusion and exclusion criteria were established to ensure that the literature selected for this research was relevant and of high quality. The inclusion criteria consisted of peer-reviewed journal articles published within the last ten years, studies focused on schizophrenia, and research conducted in the United Kingdom or similar healthcare contexts. Sources that were fully accessible through academic databases such as PubMed, Google Scholar, and the UWTSD library database were also prioritised.
Exclusion criteria included non-academic sources such as opinion blogs, outdated research published before 2014, and articles not written in English. Applying these criteria helped maintain the focus and credibility of the research by ensuring that only relevant and reliable academic sources were included (Aveyard, 2019).

[bookmark: _Toc844519293]3.6 Analysing Research
The selected literature was analysed using a thematic analysis approach to identify patterns and key concepts within the research. Each article was reviewed in detail to identify recurring ideas, issues and keywords related to schizophrenia, including its causes, treatment approaches and wider social impact. These recurring concepts were used to generate initial codes, which were then compared across different studies to identify similarities and differences within the literature.
Following this stage, related codes were grouped together to form broader themes that aligned with the research aim and objectives of the study. This process enabled the identification of key thematic areas that are explored further in Chapter 4.
To support the organisation of the analysis, tools such as summary tables and colour coding were used to track codes and group related ideas. This structured approach allowed the researcher to systematically manage the literature and clearly document the development of themes, following the framework proposed by Braun and Clarke (2006).
A structured literature search was conducted to identify relevant peer-reviewed sources relating to schizophrenia, including its causes, treatment approaches and wider social impact. Academic databases such as PubMed, Google Scholar and university library resources were used to locate qualitative, quantitative and longitudinal studies, alongside policy documents and statistical reports. Keywords including schizophrenia, psychosis, treatment approaches, causes, stigma and social impact were used to guide the search process. The selection process and inclusion criteria are summarised in the Source Tracking Table (Appendix A), while the key findings from the selected literature are presented in the Results Summary Table (Appendix B). The coding process used to generate the final themes is illustrated in the Thematic Coding Table (Appendix C).
[bookmark: _Toc615023752]3.7 Ethical Considerations 
Ethical considerations were addressed throughout the research process. This study was based entirely on secondary research, meaning that no primary data was collected and no human participants were involved. As a result, issues such as informed consent and confidentiality were not required. However, ethical academic practice remained essential. All sources used in the research were accurately cited and referenced using the Harvard referencing style to maintain academic integrity and avoid plagiarism (Aveyard, 2019). In addition, care was taken to ensure that the selected literature was presented fairly and without bias, avoiding the misrepresentation of research findings (Creswell and Creswell, 2018). Maintaining transparency in the selection and presentation of sources helps strengthen the credibility and reliability of the research (Booth, Sutton and Papaioannou, 2016).
[bookmark: _Toc745251640]3.8 Chapter Conclusion 
This chapter has outlined the methodology used to conduct the research, including the strategies applied to locate, evaluate, and analyse relevant academic literature. A structured search strategy was developed using selected keywords and academic databases to identify credible sources related to schizophrenia. The literature was then evaluated using validation techniques such as the CRAAP test, while inclusion and exclusion criteria helped ensure that only relevant and reliable studies were selected. A thematic coding approach was used to analyse the literature and identify key patterns across the research.
The next chapter will present the findings of this analysis, where the results will be organised into key themes and discussed in relation to the research question.


[bookmark: _Toc1132925100]Chapter 4 
[bookmark: _Toc1558359228]Findings and Analysis
[bookmark: _Toc587731516]4.1 Introduction to Findings
This chapter presents the findings derived from the reviewed literature, addressing the overarching research aim of understanding schizophrenia through an analysis of its causes, treatment approaches, and its impact on individuals and wider society. Building on the methodology outlined in Chapter 3, a thematic analysis was employed to identify key patterns within peer‑reviewed sources. Four main themes emerged: the biological and environmental causes of schizophrenia, psychological and social contributing factors, treatment and management strategies, and the impact of schizophrenia on individuals and society.
These themes together reveal schizophrenia as a complex, multidimensional mental health condition that cannot be understood through a single explanatory lens. Instead, it arises from the interaction of biological, psychological, and social factors (Owen et al., 2016; McCutcheon et al., 2020). The following sections present and analyse these themes in detail, integrating evidence, examples, and theoretical perspectives to support critical interpretation.
[bookmark: _Toc1005439158]4.2 Thematic Analysis
Thematic analysis, as defined by Braun and Clarke (2006), is a flexible qualitative method for identifying and analysing patterns of meaning within data. It involves six stages: familiarisation with the data, generating initial codes, searching for themes, reviewing themes, defining and naming themes, and producing the final report. In this dissertation, thematic analysis was applied to existing literature on schizophrenia, including quantitative, qualitative, and longitudinal studies, to highlight cross‑cutting insights relevant to the research aims.
Initial coding and clustering of core concepts produced the following themes:
· Biological and environmental causes of schizophrenia
· Psychological and social contributing factors
· Treatment approaches and management strategies
· Impact of schizophrenia on individuals and society
The full coding summary underpinning these themes is presented in Appendix C (Table C1), which outlines key studies, methods, and principal findings. For instance, Owen et al. (2016) provide an integrated overview of genetic and neurochemical risk factors, whereas Varese et al. (2012) emphasise social adversity and trauma as major environmental influences. Referencing these data throughout the chapter allows a stronger evidential link between thematic discussion and the broader literature base.
The selection process, source tracking, and resulting themes are summarised in Appendices B to D to provide transparency and methodological clarity.

[bookmark: _Toc805836429]4.3 Theme 1: Biological and Environmental Causes of Schizophrenia

Supporting tables and coding frameworks used to derive these themes can be found in Appendix D.
[bookmark: _Toc2083125810]Definition of the Theme
This theme explores the biological and environmental factors that contribute to the development of schizophrenia. The disorder is widely recognised as a serious and heterogeneous psychiatric condition characterised by hallucinations, delusions, and cognitive dysfunction (Owen et al., 2016; Tandon et al., 2020). Rather than being caused by a single factor, schizophrenia arises from a complex interplay between genetic vulnerability, neurobiological mechanisms, and environmental exposures (Kendler and Gardner, 2016; McCutcheon et al., 2020). Understanding these relationships provides an essential foundation for effective prevention, diagnosis, and treatment.
[bookmark: _Toc991491360]Historical and Contextual Background

Early conceptualisations of schizophrenia were dominated by biological reductionism. Mid‑twentieth‑century psychiatry, heavily influenced by Kraepelinian and neurochemical models, attributed psychosis primarily to abnormalities in brain structure and dopamine regulation (Carlsson and Lindqvist, 1963; Howes and Kapur, 2009). However, more recent epidemiological research has challenged this singular focus, highlighting the significance of psychosocial and environmental factors such as childhood trauma, cannabis use, and urbanicity (Vassos et al., 2012; Di Forti et al., 2019; McGrath et al., 2022).
Consequently, contemporary frameworks increasingly adopt a biopsychosocial perspective, which acknowledges interactive pathways among biological predisposition, social adversity, and individual psychological processes (Read et al., 2021). This integrative model better reflects empirical evidence and aligns with multidimensional approaches to mental health.
[bookmark: _Toc931190504]Connection to the Research Aim

Examining these biological and environmental determinants directly supports this dissertation’s aim of understanding schizophrenia across causal, therapeutic, and social dimensions. Clarifying how genetic and environmental variables contribute to disease onset helps explain why clinical manifestations vary, and it informs targeted interventions that combine pharmacological and psychosocial elements (Owen et al., 2016; Maric and Myrvold, 2023).
Data and Statistics
Globally, schizophrenia affects approximately 24 million people, or 0.3% of the population (WHO, 2023). Twin and family studies consistently demonstrate significant heritability—heritability estimates range from 60 to 80 percent—yet no single gene is determinative (Sullivan et al., 2018). Large‑scale genome‑wide association studies have identified over 100 risk loci involved in dopamine, glutamate, and immune pathways (Schizophrenia Working Group of the Psychiatric Genomics Consortium, 2022).
Environmental risk factors further compound vulnerability. For instance, living in urban areas more than doubles schizophrenia risk compared with rural settings (Vassos et al., 2012), while exposure to childhood adversity or trauma increases risk by approximately three‑ to five‑fold (Varese et al., 2012). These statistics underscore that biological predisposition operates in tandem with contextual influences throughout the lifespan.
Relevant Theory or Model
The dopamine hypothesis remains one of the most influential explanatory frameworks, proposing that dysregulated dopaminergic transmission in mesolimbic and neocortical pathways underlies psychotic symptoms (Howes and Kapur, 2009). This theory is supported by neuroimaging evidence showing elevated presynaptic dopamine synthesis in individuals experiencing first‑episode psychosis (Howes et al., 2022). However, later refinements—often termed the “integrated dopamine model”—suggest that dopaminergic dysfunction represents a final common pathway influenced by numerous upstream factors, including genetics, stress hormones, and early adversity (Grace, 2016).
Complementary models such as the neurodevelopmental hypothesis propose that aberrant brain development, possibly triggered by prenatal infection, obstetric complications, or early stress, contributes to later vulnerability (Rapoport et al., 2012; Birnbaum and Cannon, 2020). These theoretical advances illustrate the necessity of considering multi‑level causation.
[bookmark: _Toc1380420375]Policy and Legislative Context
Within the UK, several legislative frameworks shape understanding and management of schizophrenia. The Mental Health Act 1983 (amended 2007) provides the legal basis for compulsory assessment and treatment when individuals pose significant risk to themselves or others. The Mental Capacity Act 2005 emphasises supported decision‑making, ensuring that individuals with cognitive impairments or severe mental illness retain rights to informed consent (Department of Health, 2007).
Broader policy initiatives also influence service provision. The NICE Guideline CG178 (2014) recommends comprehensive care combining pharmacological and psychological interventions, while the NHS Long Term Plan (NHS England, 2019) and Community Mental Health Framework (NHS England, 2021) advocate early intervention in psychosis and community‑based recovery services. Collectively, these policies promote integrated, person‑centred care grounded in contemporary biopsychosocial evidence.
[bookmark: _Toc1913366224]Impact of the Theme
Recognising the dual impact of biological and environmental determinants has significant implications for both prevention and treatment. A narrow biomedical focus risks neglecting social determinants and may inadvertently pathologise poverty or trauma (Read et al., 2021). Conversely, purely psychosocial explanations underplay well‑established neurobiological mechanisms. Hence, the literature increasingly argues for an interactionist position in which risk accumulates through gene–environment interplay (van Os et al., 2010; McCutcheon et al., 2020). This perspective encourages multidimensional strategies—ranging from public‑health measures addressing social inequality to personalised neurobiological interventions.
[bookmark: _Toc982668680]Evidence from the Literature

Findings from the reviewed studies further substantiate these interactions. Owen, Sawa and Mortensen (2016) conceptualise schizophrenia as a neurodevelopmental disorder rooted in overlapping genetic and environmental mechanisms. McCutcheon et al. (2020) likewise demonstrate that dopamine dysregulation may reflect stress‑sensitivity pathways activated by early trauma or immune dysfunction.
[bookmark: _Int_ytcNbbLN]Varese et al. (2012) and Read et al. (2021) highlight that exposure to abuse, neglect, or chronic social stress exerts neurobiological effects—such as dysregulation of the hypothalamic–pituitary–adrenal axis—that can potentiate psychotic symptoms. Meanwhile, Di Forti et al. (2019) found that daily high‑potency cannabis use was associated with a fivefold increase in psychosis risk, illustrating how environmental exposures operate on existing vulnerabilities.
Nevertheless, as Leucht et al. (2012) demonstrate through meta‑analysis, the efficacy of dopamine‑blocking antipsychotics also provides compelling evidence of underlying biological mechanisms. Taken together, these studies indicate consensus around interactionist models while differing in the relative weight attributed to neurobiological versus environmental factors—a reflection of disciplinary priorities and methodological constraints.
[bookmark: _Toc914767338]Critical Evaluation

A critical reading of this literature reveals both convergence and divergence. Biological research benefits from experimental rigour and replicability but may marginalise sociocultural context. In contrast, psychosocial investigations capture lived experience yet often rely on retrospective self‑report, limiting causal inference (Bentall et al., 2014). Funding structures and disciplinary silos further perpetuate this divide—neuroscientific paradigms attract substantial investment, whereas socially oriented studies remain under‑resourced (Moncrieff and Middleton, 2020).
However, as evidence accumulates, dichotomising these perspectives appears increasingly untenable. The most persuasive position is integrative: robust biological findings (e.g., dopaminergic abnormalities) coexist with clear evidence of environmental modulation. Accordingly, future research should prioritise longitudinal, interdisciplinary designs that trace neurobiological and social trajectories together.
[bookmark: _Toc1414374187]Link to Other Themes

This theme underpins the entire analytical framework of the dissertation. Understanding causal mechanisms clarifies why treatment must be multifaceted (Theme 3) and why psychosocial support is essential for recovery and social inclusion (Theme 4). It also complements the following theme on psychological and social contributing factors, where the emphasis shifts toward lived experience, trauma, and environmental stress.
[bookmark: _Toc288901671]Conclusion

In summary, schizophrenia emerges from dynamic interactions between biological predispositions and environmental stressors. While genetic and neurochemical factors account for a substantial portion of risk, contextual influences—including trauma, deprivation, and substance misuse—critically shape disease onset and expression. The convergence of evidence across epidemiology, neuroscience, and social psychiatry supports a biopsychosocial model as the most comprehensive explanatory framework. Recognising this complexity is vital for developing integrated prevention and treatment strategies that address both the biological substrates of psychosis and the social environments in which it manifests.
4.4 Theme 2: Psychological and Social Contributing Factors
Definition of the Theme
This theme examines the psychological and social influences that contribute to the onset and progression of schizophrenia. Psychological factors encompass experiences such as trauma, stress, and learned cognitive patterns, while social factors refer to environmental and structural determinants including poverty, discrimination, and social isolation (Read et al., 2005; Varese et al., 2012; Owen et al., 2016). Increasingly, research demonstrates that schizophrenia cannot be fully explained by neurobiological deficits alone; rather, it reflects the combined effects of early adversity, socio‑economic inequality, and individual vulnerability (Howes and Murray, 2014; McCutcheon et al., 2020). The growing prominence of psychosocial perspectives marks a conceptual shift away from purely medical models toward a broader biopsychosocial framework.
Historical and Contextual Background
Earlier psychiatric paradigms largely prioritised biological causation, underplaying the role of environment and experience. However, from the late twentieth century onward, researchers began to formalise empirical links between trauma, social adversity, and psychosis. Read et al. (2005) argued that the neglect of trauma in psychiatric theory reflected institutional biases rather than absence of evidence. Subsequent population studies have substantiated their claims: longitudinal research by Varese et al. (2012) found that exposure to childhood adversity increases the likelihood of psychotic symptoms by up to five times. Moreover, social epidemiology has shown consistent associations between urban living, migration, and low social cohesion with schizophrenia incidence (Kirkbride et al., 2012; Morgan et al., 2014).
Consequently, contemporary discourse frames schizophrenia not simply as a biological pathology but as a response to intersecting social and psychological stressors embedded in structural inequalities (Bentall et al., 2014; Read et al., 2021). This historical evolution has encouraged integration of psychological therapies and social reform into mental‑health policy.
Connection to the Research Aim
The inclusion of psychosocial influences directly advances this dissertation’s aim of understanding schizophrenia as a multidimensional phenomenon. By examining how individual experiences and social contexts interact with underlying biological predispositions, this section reinforces the case for tailored, holistic treatment interventions. Such an understanding also illuminates disparities in incidence and outcomes across social groups, including variations by ethnicity and socio‑economic status (Morgan et al., 2017; Bhugra and Becker, 2005).
Data and Statistics
Empirical data consistently demonstrate psychosocial gradients in schizophrenia risk. For instance, individuals from the lowest socio‑economic quintile are approximately three times more likely to develop psychosis than those from the highest (Allen et al., 2014). In the UK, incidence rates among some Black Caribbean and African populations are between five and ten times higher than among White groups, reflecting cumulative disadvantage, social exclusion, and institutional discrimination (Kirkbride et al., 2012; Morgan et al., 2017).
The impact of trauma is similarly robust: meta‑analytic findings show traumatic experiences—such as abuse, neglect, or witnessing violence—account for around 33% of the population‑attributable risk for psychotic disorders (Varese et al., 2012). Moreover, chronic stress and lack of social support correlate with symptom severity and relapse frequency (Livingstone and Harper, 2021). These data highlight that psychosocial adversity is not peripheral but central to understanding schizophrenia.
Relevant Theory or Model
The stress–vulnerability model (Zubin and Spring, 1977; Howes and Kapur, 2009) offers a persuasive explanatory framework: individuals possess varying biological vulnerabilities that interact with environmental stressors to trigger psychotic symptoms when coping thresholds are exceeded. Contemporary refinements incorporate cognitive and social dimensions—recognising that perception of stress and quality of support networks modulate outcomes (Garety et al., 2013).
In parallel, cognitive models emphasise maladaptive information processing: individuals may misattribute salience to internal experiences, leading to delusional interpretations under stress (Freeman and Garety, 2014). Socio‑developmental models extend these ideas, arguing that chronic exposure to social defeat, discrimination, and isolation induces neurobiological sensitisation comparable to pharmacological stress (Selten and Cantor‑Graae, 2020). Collectively, these frameworks reinforce an integrated view that unites psychological theory with social and biological mechanisms.
Policy and Legislative Context
Policy frameworks increasingly reflect the importance of psychosocial determinants. The NICE Guideline CG178 – Psychosis and Schizophrenia in Adults (2014) mandates access to psychological therapies such as cognitive behavioural therapy (CBT p) and family interventions alongside pharmacological treatment. The NHS Long Term Plan (NHS England, 2019) and subsequent Community Mental Health Framework (2021) extend this approach by expanding early intervention and community outreach services, particularly for marginalised groups.
Legislatively, the Equality Act 2010 addresses discrimination in employment, education, and services, acknowledging stigma as a key barrier to recovery (Thornicroft, 2018). The Mental Capacity Act 2005 further ensures that individuals with severe illness retain agency over treatment decisions wherever possible. Consequently, both policy and law increasingly operationalise psychosocial understanding by embedding rights, inclusion, and trauma‑informed practice into mental‑health care.
Evidence from the Literature
The evidence consolidated in Appendix C (Table C1) provides critical insight into how psychological and social stressors intersect with biological predispositions. Varese et al. (2012) demonstrate a clear dose‑response relationship between cumulative adversity and psychosis risk, while Read et al. (2021) articulate the “trauma genic neurodevelopmental model,” which posits that early trauma induces neurobiological changes—such as HPA‑axis dysregulation and hippocampal alterations—thereby bridging environmental experience and brain function.
Conversely, Howes and Murray (2014) argue that environmental stress acts primarily as a sensitiser of dopamine systems, aligning psychosocial findings with established neurochemical pathways. McCutcheon et al. (2020) adopt a similar interactionist stance, emphasising that social adversity may precipitate the biological dysregulation observed in imaging studies. Notably, cognitive‑behavioural interventions targeting maladaptive stress responses yield measurable symptom improvements, further validating the link between psychological processes and clinical outcomes (Wykes et al., 2008; Turner et al., 2020).
However, disparities in research emphasis persist. Quantitative studies often emphasise measurable environmental variables at population level, whereas qualitative research foregrounds subjective experiences of trauma, stigma, and discrimination (Larsen and Topor, 2021). Integrating both strengthens ecological validity and deepens understanding of lived experience.
[bookmark: _Toc1804632270]Critical Evaluation

A critical synthesis of this literature reveals broad consensus that psychosocial stressors are pivotal, yet disagreement remains about their relative weight compared with genetic predisposition. Environmental studies benefit from ecological realism but can struggle with causal attribution due to confounding variables (Morgan et al., 2014). Conversely, genetic models offer predictive precision but risk deterministic simplification.
The most persuasive evidence supports bidirectional causation: social adversity exacerbates biological sensitivity to stress, which in turn increases vulnerability to further social difficulties (Read et al., 2021). This recursive cycle underscores how mental illness both arises from and reinforces social marginalisation. Methodological pluralism—combining longitudinal, neurobiological, and ethnographic approaches—is therefore vital to moving beyond disciplinary silos. Importantly, psychosocial explanations also carry ethical implications, drawing attention to prevention through social policy reform rather than relying solely on medical containment.
[bookmark: _Toc336802771]Link to Other Themes
This theme complements Theme 1 by elaborating on the environmental and experiential dimensions of schizophrenia’s aetiology. It also prepares groundwork for Theme 3, where treatment integration is discussed: psychological therapies such as CBT directly operationalise insights from this psychosocial evidence base. Moreover, understanding social context connects intrinsically to Theme 4, as the same structural inequalities that contribute to disease onset often perpetuate exclusion and hinder recovery.



Conclusion

Overall, the literature demonstrates substantial evidence that psychological trauma, chronic stress, social deprivation, and discrimination are major contributors to schizophrenia risk and progression. These factors operate in continuous interaction with biological predispositions, producing diverse clinical presentations and recovery trajectories. The stress–vulnerability and socio‑developmental models offer coherent theoretical bridges between environmental experience and neurobiological change. Therefore, addressing schizophrenia requires more than pharmacological treatment—it demands sustained attention to social justice, early‑life protection, and supportive psychosocial care environments that mitigate adversity across the life course.


4.5 Theme 3: Treatment Approaches and Management Strategies
Definition of the Theme

This theme analyses how schizophrenia is treated and managed in clinical and community settings, focusing on pharmacological interventions, psychological therapies, and social support systems. Effective management aims not only to reduce acute symptoms but also to promote long‑term recovery, autonomy, and quality of life (NICE, 2014; McCutcheon et al., 2020). The evidence consistently indicates that integrated, person‑centred approaches yield the most sustainable outcomes (Owen et al., 2016; Wykes et al., 2008).
Historical and Contextual Background
Treatment for schizophrenia has evolved considerably over the past seventy years. The introduction of chlorpromazine in the 1950s marked the beginning of modern psychopharmacology, positioning dopamine antagonism as the cornerstone of care (Delay and Deniker, 1952). Subsequent decades saw development of first‑ and second‑generation antipsychotics, which significantly reduced positive symptoms but often produced extrapyramidal side effects and did little for negative symptoms such as apathy or social withdrawal (Leucht et al., 2012; Correll and Schooler, 2020).
By the 1990s, the recovery model began reshaping mental‑health services, reframing recovery as an ongoing process of empowerment and inclusion rather than mere symptom suppression (Anthony, 1993; Slade, 2009). This conceptual change generated emphasis on psychosocial rehabilitation, family engagement, and participation within community life (Davidson et al., 2005). Consequently, modern treatment philosophy embraces a biopsychosocial integration, recognising that medication alone rarely achieves comprehensive recovery (NICE, 2014; WHO, 2023).
Connection to the Research Aim
Examining treatment approaches directly advances the dissertation’s aim of understanding schizophrenia holistically. Investigating pharmacological, psychological, and social strategies demonstrates how clinical practice translates theoretical perspectives on causation into tangible support for affected individuals. Moreover, comparing evidence for different interventions exposes both the achievements and the shortcomings of current health‑care systems.
Data and Statistics
Approximately 80–90 percent of individuals diagnosed with schizophrenia receive antipsychotic medication as first‑line treatment (Kane et al., 2019). Meta‑analyses reveal that maintenance pharmacotherapy reduces relapse by around 60 percent compared with placebo (Leucht et al., 2012). However, medication adherence remains a major barrier—non‑adherence rates approach 40 percent, often leading to relapse and hospital readmission (Haddad et al., 2014).
Psychological therapies show complementary benefits. Cognitive behavioural therapy for psychosis (CBTp) yields modest but significant improvements in hallucination severity, negative symptoms, and insight (Wykes et al., 2008; Turner et al., 2020). Family interventions reduce relapse risk by roughly 20 percent and improve carer wellbeing (Pharoah et al., 2010). These quantitative findings reinforce the value of multimodal treatment.
Relevant Theory or Model
The recovery model underpins current service design, emphasising personal growth, empowerment, and social inclusion rather than symptom eradication (Anthony, 1993; Slade, 2009). In this model, the individual is an active agent in their own care, supported by professionals, peers, and communities.
This aligns with self‑determination theory, which posits that autonomy, competence, and relatedness are essential to psychological wellbeing; these principles correlate positively with adherence and recovery outcomes (Ryan and Deci, 2017). In pharmacological practice, dopamine normalisation models guide dose adjustments to balance efficacy and side‑effects (McCutcheon et al., 2020). Meanwhile, psychological flexibility models, derived from acceptance and commitment therapy (Hayes et al., 2006), inform newer interventions tailored to chronic symptom management. Collectively, these frameworks encourage integrated, person‑centred practice.
Policy and Legislative Context
Treatment delivery in the UK operates within robust statutory and policy structures. The NICE Guideline CG178 (2014) mandates that adults with schizophrenia should be offered both antipsychotic medication and psychological therapy, alongside carer involvement. The NHS Long Term Plan (NHS England, 2019) reinforces early intervention and community integration, setting a target for all new psychosis cases to access Early Intervention in Psychosis (EIP) teams within two weeks of referral.
The Mental Health Act 1983 (amended 2007) authorises compulsory treatment when clinically necessary but requires ongoing review to protect patient rights. Complementary frameworks such as the Care Act 2014 and Mental Capacity Act 2005 stipulate collaborative care planning and advocate “least restrictive” interventions. Collectively, these instruments operationalise the ethical principles underpinning recovery‑oriented care.
Evidence from the Literature
The evidence base, detailed in Appendix C (Table C1), confirms that pharmacological, psychological, and social strategies each target distinct but interconnected aspects of schizophrenia.
Antipsychotic medication remains the most reliable intervention for positive symptoms. A large‑scale meta‑analysis by Leucht et al. (2012) comparing 212 randomised controlled trials (≈ 43,000 participants) concluded that all standard antipsychotics outperform placebo in relapse prevention. Clozapine demonstrates superior efficacy for treatment‑resistant cases but requires vigilant monitoring due to risk of agranulocytosis (Kane et al., 2019).
Psychological therapies address the cognitive and emotional processes that pharmacology alone cannot reach. CBTp helps patients re‑evaluate distressing beliefs and strengthen coping mechanisms; its effectiveness is greatest when combined with medication and delivered early in illness (Turkington and Kingdon, 2017). Recent trials also support metacognitive training and compassion‑focused therapy in reducing self‑stigma and improving social functioning (van der Gaag et al., 2014; Haddock et al., 2022).
Social and rehabilitative interventions further enhance outcomes. Supported employment programmes based on the Individual Placement and Support (IPS) model increase job retention and quality of life compared with standard vocational schemes (Bond et al., 2020). Peer support and assertive community treatment reduce hospitalisation and improve engagement (Killaspy et al., 2016). These studies underscore that effective care requires integration across medical, psychological, and social domains.
Critical Evaluation
Despite strong consensus favouring integrated care, challenges persist. Pharmacological research often focuses narrowly on symptom metrics, overlooking lived experience and long‑term wellbeing (Moncrieff and Middleton, 2020). Conversely, psychological trials sometimes suffer from small samples and heterogeneous techniques, limiting replicability (Turner et al., 2020). Moreover, service fragmentation and funding priorities can inhibit the very integration theory advocates.
Nevertheless, comparative evidence shows that multimodal treatment consistently outperforms single‑modality approaches across outcome measures including relapse, functioning, and satisfaction (NICE, 2014; Bond et al., 2020). The field is therefore moving toward precision psychiatry complemented by social recovery models—balancing neurobiological understanding with attention to autonomy and community inclusion.
Emerging interventions such as digital CBT, long‑acting injectable drugs, and co‑produced peer services exemplify this synthesis. These innovations also align with recovery‑oriented values by empowering service users to manage their own wellbeing (Firth et al., 2020). However, equitable access and cultural tailoring remain ongoing priorities.
Link to Other Themes
This theme operationalises insights from preceding discussions. The causal mechanisms explored in Themes 1 and 2—biological vulnerabilities and psychosocial stressors—directly inform the rationale for combining pharmacological stability with psychological and social support. Furthermore, the success of treatment interventions profoundly shapes the societal outcomes explored in Theme 4, including stigma reduction, employment, and quality of life.
Conclusion
The literature demonstrates that no single treatment modality adequately addresses the complexity of schizophrenia. Pharmacological therapy is indispensable for symptom control, yet its optimum effectiveness occurs only when combined with psychological and social supports that foster recovery and inclusion. Evidence from large‑scale meta‑analyses, controlled trials, and policy evaluations consistently indicates that integrated, person‑centred care enhances both clinical and social outcomes. Therefore, the most compelling direction for mental‑health services lies in sustaining multidisciplinary, recovery‑focused frameworks that respect autonomy and embed therapeutic relationships at the heart of practice.

4.6 Theme 4: Impact of Schizophrenia on Individuals and Society
Definition of the Theme
This theme explores the social, economic, and personal consequences of schizophrenia, focusing on quality of life, relationships, stigma, employment, and public attitudes. Schizophrenia is not only a clinical condition but also a profoundly social one that shapes how individuals engage with— and are treated by—society (Thornicroft, 2006; Corrigan and Watson, 2002). The disorder often produces cyclical disadvantages: symptoms and stigma lead to exclusion, which in turn exacerbates distress and relapse (Marwaha and Johnson, 2004; Read et al., 2021). Understanding these interconnected effects is central to designing equitable and effective mental‑health services.
Historical and Contextual Background
Historically, individuals with schizophrenia were subjected to institutionalisation and long‑term segregation. Throughout much of the twentieth century, psychiatric systems prioritised custodial care over social reintegration (Scull, 2015). While deinstitutionalisation policies since the 1980s have promoted community treatment, stigma and limited support have often hindered full participation (Thornicroft, 2006).
However, global policy shifts—spearheaded by the World Health Organization and national frameworks—have reframed mental‑health care through recovery and social inclusion principles. These developments reflect a growing recognition that recovery encompasses meaningful relationships, employment, and citizenship, not merely remission of symptoms (Davidson et al., 2005; Slade, 2009).
Connection to the Research Aim
Investigating the impact of schizophrenia advances the dissertation’s research aim by revealing the broader implications of the disorder beyond biological and psychological mechanisms. This theme connects directly to earlier analyses: causal factors (Themes 1–2) and treatment approaches (Theme 3) ultimately determine how individuals experience daily functioning and how society structures inclusion or exclusion in response to mental illness.
Data and Statistics
Schizophrenia affects approximately 24 million people worldwide, accounting for about 1 percent of global disability‑adjusted life years (DALYs) related to mental disorders (WHO, 2023). Life expectancy among people with schizophrenia is reduced by 10–20 years, largely due to preventable physical illnesses such as cardiovascular disease and diabetes (Laursen et al., 2014).
From a socio‑economic perspective, the disorder imposes high costs on individuals and health‑care systems. In the UK, the annual societal cost of schizophrenia is estimated at £12 billion, with unemployment accounting for the majority (Knapp et al., 2016). Employment rates for individuals with schizophrenia remain below 25 percent, compared with over 75 percent in the general population (Marwaha and Johnson, 2004; Bond et al., 2020). These figures illustrate the profound economic and social burden associated with the condition.
Relevant Theory or Model
The social model of disability provides a critical lens through which to interpret these impacts. It posits that disability arises less from individual impairment than from restrictive social environments and discriminatory attitudes (Oliver, 1990). Applied to schizophrenia, this model reframes barriers such as stigma, unemployment, and inadequate housing as products of societal exclusion rather than inevitable consequences of illness (Thornicroft, 2006; Corrigan and Watson, 2002).
Complementing this is the recovery‑oriented model, which defines recovery as living a fulfilling life beyond the constraints of diagnosis (Anthony, 1993; Slade, 2009). Together, these frameworks emphasise social participation, rights, and empowerment as core indicators of outcome quality, moving beyond symptom‑based evaluation.


Policy and Legislative Context
Several UK legislative and policy mechanisms address the social dimensions of schizophrenia. The Equality Act 2010 affords protection against discrimination in employment, housing, education, and service access. The Care Act 2014 obliges local authorities to meet eligible needs and support carers, integrating social care with clinical services.
Policy initiatives such as the NHS Long Term Plan (NHS England, 2019) and the Community Mental Health Framework (NHS England, 2021) prioritise community integration, employment support, and stigma reduction. The NICE Guideline CG178 (2014) similarly urges inclusion of psychosocial rehabilitation, peer support, and vocational programmes. These frameworks collectively translate recovery principles into systemic practice, recognising social inclusion as inseparable from clinical care.
Evidence from the Literature
The data synthesised in Appendix C (Table C1) demonstrate consistent findings that schizophrenia significantly impairs social and occupational functioning, but that outcomes improve with supportive environments. Thornicroft (2006) identified stigma as one of the principal barriers to recovery, leading to social avoidance even by health professionals. Corrigan and Watson (2002) showed that self‑stigma—internalising negative stereotypes—adversely affects self‑esteem and treatment adherence.
Conversely, interventions that target structural and attitudinal barriers can yield measurable benefits. The Time to Change campaign in England reduced public stigma indicators by approximately 15 percent between 2008 and 2019 (Henderson et al., 2020). Employment programmes grounded in the Individual Placement and Support (IPS) model have doubled rates of competitive employment compared with conventional vocational training (Bond et al., 2020).
Socio‑economic disadvantage remains a major mediator of poor outcomes. Morgan et al. (2017) found that social deprivation and ethnic minority status predict longer durations of untreated psychosis and lower access to early intervention. These inequalities highlight structural roots of exclusion—limited housing, healthcare disparities, and institutional bias—that compound clinical symptoms.
Critical Evaluation
Although consensus exists on the pervasive social burden of schizophrenia, research diverges on how to conceptualise and address it. Biomedical studies often frame disability as intrinsic to the condition, whereas social‑psychiatric approaches emphasise the role of stigma and structural inequity (Read et al., 2021). Moreover, while policy rhetoric increasingly supports inclusion, implementation gaps persist due to resource constraints and fragmented services (Killaspy, 2016).
A further critical issue concerns intersectionality: gender, race, and socio‑economic status intersect to produce variable experiences of stigma and recovery (Hopper et al., 2018). For example, women may experience delayed diagnosis and culturally specific stigma linked to family roles, while certain ethnic groups face higher rates of compulsory detention under the Mental Health Act (Virdee and Henshaw, 2019).
Ultimately, addressing schizophrenia’s societal impact requires a shift from individual pathology to collective responsibility. Public‑health models that reduce poverty, improve housing, and foster social connection are as vital as clinical innovation. Importantly, meaningful inclusion of service users in service design enhances legitimacy and effectiveness (Davidson et al., 2005).
Link to Other Themes
This theme links intrinsically to preceding discussions. The biopsychosocial determinants explored in Themes 1 and 2 explain why social disadvantage and stigma exert such powerful effects. Moreover, the integration of treatment approaches in Theme 3 directly influences social reintegration—effective therapies enable education, employment, and stable relationships. Collectively, these connections reinforce the dissertation’s central argument that understanding schizophrenia demands attention to both individual and structural dimensions.
Conclusion
The literature affirms that schizophrenia exerts profound and multifaceted impacts on individuals and society. Beyond the clinical manifestations of psychosis, the disorder is intertwined with social exclusion, unemployment, discrimination, and physical‑health inequalities. However, when supported through holistic recovery frameworks, individuals can—and often do—lead meaningful, productive lives.
Policies promoting equality, community‑based care, and anti‑stigma initiatives are essential to mitigating these challenges. Ultimately, the societal impact of schizophrenia is not inevitable but socially constructed; effective responses therefore lie as much in public attitudes and systemic reform as in medical treatment.
4.7 Chapter Conclusion
This chapter has presented the outcomes of a thematic analysis of the existing literature on schizophrenia, structured around four interrelated but distinct themes. Collectively, these analyses demonstrate that schizophrenia is best understood through a biopsychosocial lens that integrates diverse strands of explanation and evidence.
The first theme established that biological vulnerability and environmental exposure interact dynamically, moving beyond the reductionism of genetic or neurochemical models alone. The second theme extended this foundation by emphasising the significance of psychological and social experiences—particularly trauma, stress, and structural inequality in shaping vulnerability and recovery trajectories.
The third theme translated these causal insights into practice, illustrating that sustainable management depends on integrated treatment models that combine pharmacological stability with psychological therapy and social support. Finally, the fourth theme showed how the condition’s effects reverberate through social systems, from stigma and unemployment to policy responses that either hinder or promote recovery and inclusion.
Across the four themes, a clear pattern emerged:
Causation is multifactorial, involving genetic, neurobiological, and sociocultural dimensions.
Treatment and policy must therefore be equally multidimensional, addressing both mind and environment.
Recovery and impact are shaped not solely by clinical factors but also by social recognition, opportunity, and rights.
By synthesising these strands, the chapter underscores that understanding schizophrenia requires moving from isolated disciplinary viewpoints to collaborative, cross‑sector approaches spanning neuroscience, psychology, and social policy. This integrated understanding provides the foundation for the next chapter, which will interpret these findings in relation to the wider body of research and evaluate their implications for mental‑health services, policy, and future scholarship

[bookmark: _Toc290222373]Chapter 5 
[bookmark: _Toc1290949086] Discussion, Recommendations and Conclusion
[bookmark: _Toc2083895142]5.1 Introduction
This chapter integrates the findings presented in Chapter 4 and discusses their implications for practice, policy, and further research. The four themes identified—biological and environmental causes, psychological and social contributing factors, treatment approaches, and the impact of schizophrenia on individuals and society—collectively demonstrate that schizophrenia is a multidimensional condition requiring an integrated response.
 Building on these findings, this chapter outlines three key recommendations for improving early intervention, professional education, and community inclusion. It then discusses the study’s limitations, suggests future research directions, and concludes with a reflection on the broader significance of the research.
[bookmark: _Toc753216362]5.2 Recommendations
[bookmark: _Toc1389021550]5.2.1 Recommendation 1: Improve Early Intervention and Diagnosis Services
As identified in Chapter 4, delayed treatment significantly worsens long‑term outcomes for individuals with schizophrenia. Longitudinal studies indicate that early detection and therapy reduce relapse rates, hospital admissions and chronic symptoms (Leucht et al., 2012; McCutcheon et al., 2020). Evidence from the Lancet Psychiatry suggests that coordinated early‑intervention teams improve functional recovery and reduce societal costs (Vassos et al., 2012).
However, access to early assessment remains uneven. Barriers include low public awareness of early symptoms, stigma surrounding psychosis, and resource constraints within local authorities. Greater investment is therefore required in Early Intervention in Psychosis (EIP) services, supported by enhanced screening at primary‑care level and public‑education campaigns. Training for general practitioners to recognise prodromal symptoms could facilitate earlier referral.
 These recommendations directly reflect the findings in Chapter 4 that highlighted early intervention as essential to mitigating both clinical severity and social decline.
[bookmark: _Toc2083748133]5.2.2 Recommendation 2: Increase Education and Training for Healthcare Professionals
Another key finding from Chapter 4 was that stigma and insufficient understanding of schizophrenia among healthcare professionals can impair quality of care (Read et al., 2021; Thornicroft, 2018). Improving professional education is therefore essential for translating biopsychosocial concepts into everyday practice.
Training should emphasise the interaction between biological, psychological, and social factors, encouraging clinicians to provide trauma‑informed, person‑centred care in line with NICE Guideline CG178 (2014). Programmes might include trauma awareness, cultural competence, and communication skills designed to challenge stereotypes and reduce diagnostic bias.
Although time and funding constraints are ongoing challenges (Moncrieff and Middleton, 2020), integrating such training into existing professional‑development frameworks or offering flexible online modules could improve uptake. Enhanced education would align clinical practice with evidence demonstrating that empathy, knowledge and collaborative planning promote recovery and adherence.
[bookmark: _Toc1203760317]5.2.3 Recommendation 3: Promote Social Support and Reduce Stigma within Communities
Findings from Chapter 4 showed that schizophrenia’s consequences extend beyond the individual, encompassing stigma, discrimination, and social marginalisation (Thornicroft, 2006; Corrigan and Watson, 2002). Despite protections under the Equality Act 2010, people with schizophrenia continue to experience social disadvantage, limited employment, and reduced participation.
To counter these effects, multi‑agency strategies are required. Local authorities, mental‑health services, and voluntary organisations should collaborate to implement community‑based education and anti‑stigma initiatives. Campaigns within schools and workplaces can normalise discussion of mental illness and challenge misconceptions. Additionally, supported‑employment schemes based on the Individual Placement and Support (IPS) model have demonstrated effectiveness in improving occupational outcomes (Bond et al., 2020).
Reducing stigma would not only foster inclusion but also enhance engagement with mental‑health services, addressing a core finding from Chapter 4 that social connection and acceptance underpin sustained recovery.
[bookmark: _Toc2021809661]5.3 Limitations of the Study
Several limitations should be acknowledged. First, this dissertation relies exclusively on secondary research, meaning that conclusions are dependent on the methodological rigour and interpretive scope of existing studies. The literature reviewed exhibits variability in sample size, geographic focus, and study design, which may reduce comparability. In addition, publication bias toward positive or Western‑based findings potentially limits generalisability. Finally, the absence of primary data restricts the representation of lived experiences and service‑user perspectives. Recognising these limitations reinforces the importance of cautious interpretation and targeted future inquiry.
[bookmark: _Toc184996083]5.4 Directions for Future Research
Future research should respond to the gaps identified in both the literature and this study.
· Cross‑cultural and longitudinal research is needed to examine how social and economic contexts influence schizophrenia’s aetiology and outcomes globally.
· Evaluative studies should investigate the long‑term impact of integrated treatment models—particularly digital and community‑based interventions—on relapse prevention and quality of life.
· Participatory and co‑produced research, involving individuals with lived experience, would strengthen the evidence base and ensure that policy and clinical recommendations reflect real‑world needs.
Such studies would deepen understanding of schizophrenia’s complexity and support the continued development of inclusive and evidence‑driven mental‑health policy.
Cross‑referenced data tables and supplementary materials (Appendices A to D) further support the interpretation of these results.

[bookmark: _Toc669392781]5.5 Chapter Conclusion
This dissertation establishes that schizophrenia cannot be reduced to a single cause or treatment model. Instead, it represents an interaction of biological vulnerability, psychological processes, and social environment. The preceding recommendations, early intervention, professional education, and community inclusion translate these insights into tangible actions.
In practice, this means embedding integrated and trauma‑informed care across all service levels, supported by public‑health initiatives that destigmatise mental illness. For policymakers, it signifies the need for sustained investment in prevention, early diagnosis, and recovery‑oriented community services.
Ultimately, the central insight of this research is that effective mental‑health systems must treat schizophrenia as both a clinical and societal challenge. Healing requires collaboration across medical, psychological, and social domains. By adopting an inclusive and evidence‑based approach, practitioners and decision‑makers can move closer to realising equitable, compassionate mental‑health care for all.
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6.2 APPENDICES


Appendix A – Visuals from Chapters 2–3
Figure A1: Timeline of Diagnostic and Treatment Milestones
(Insert your timeline graphic or table here.)
Table A2: Comparison of Major Theories (Biological / Psychological / Sociocultural) 
	Theory
	Key Ideas
	Strengths / Limitations

	Biological
	Neurochemical imbalance, genetic predisposition
	Objective evidence; limited on psychosocial causes

	Psychological
	Stress–vulnerability, cognitive appraisal
	Explains coping; less biological focus

	Sociocultural
	Effects of inequality, discrimination
	Captures lived experience; harder to quantify



Figure A3: Global Prevalence Map and UK Policy Framework













Appendix B – Source Tracking Table (Methodology)
Table B1: Summary of Literature Search Strategy and Results
This table summarises the structured search process described in Chapter 3, including databases, search terms, limits, and approximate numbers of studies retrieved. Boolean operators and date filters were applied to ensure that only current and peer‑reviewed sources (2014–2024) were included.
	Database
	Search Terms
	Search Filters
	Results Returned
	Notes

	PubMed
	schizophrenia AND treatment OR psychosis
	2014–2024; peer‑reviewed; English only
	≈ 150
	Highly relevant medical & clinical studies

	Google Scholar
	schizophrenia AND causes AND impact
	2014–2024; peer‑reviewed
	≈ 200
	Mix of global & UK research

	UWTSD Library Database
	schizophrenia AND “social impact” OR “policy”
	2014–2024
	≈ 100
	Good policy and community‑care papers













Appendix C – Results Summary Table
Table C1: Summary of Key Studies Included in the Literature Review
This table lists the principal studies analysed for the thematic review, including author, year, methodology, sample, and key findings related to schizophrenia’s causes, treatment, and social impacts.
	Author (Year)
	Study Design / Method
	Sample / Context
	Key Findings
	Relevance to Themes

	Owen, Sawa & Mortensen (2016)
	Review / Neuroscience synthesis
	Global
	Identified genetic and neurochemical mechanisms
	Biological underpinnings

	Kirkbride (2024)
	Epidemiological study
	UK population
	Social deprivation linked to schizophrenia
	Social determinants

	Kantrowitz et al. (2023)
	Clinical trial
	Multicentre n = 200
	Antipsychotics reduce positive symptoms but not cognitive deficits
	Pharmacological limitations

	Mannarini (2022)
	Qualitative analysis
	European focus groups
	Persistent public stigma
	Stigma and social inequality

	James et al. (2025)
	Mixed‑methods policy review
	UK policy documents
	Highlights barriers to service access
	Policy and inequality












Appendix D – Thematic Coding Table
Table D1: Summary of Codes and Emergent Themes
This table summarises how individual codes derived from the literature were grouped into overarching themes through thematic analysis. These themes provide the structure for the findings discussed in Chapter 4.

	Initial Codes
	Description / Example Studies
	Sub‑themes
	Final Main Theme

	Genetic vulnerability / dopamine hypothesis
	Neurochemical and hereditary findings (Howes & Kapur 2009)
	Neurobiological risk factors
	Theme 1: Biological Determinants of Schizophrenia

	Social adversity / urban stress
	Socioeconomic inequality and psychosis (Kirkbride 2024)
	Housing / inequality / discrimination
	Theme 2: Social and Environmental Determinants

	Treatment limitations / side effects
	Effectiveness of antipsychotics (Kantrowitz et al. 2023)
	Efficacy / side effects
	Theme 3: Treatment Challenges and Recovery Barriers

	Stigma / service access / policy response
	Lived experience and policy evidence (Mannarini 2022; James 2025)
	Public stigma / policy gaps
	Theme 4: Societal Impact and Policy Response
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