‘Using empirical evidence, evaluate the efficacy of a range of treatments for schizophrenia’.


    Schizophrenia is often perceived as a very complex mental health disorder which can be difficult to treat. Symptoms usually develop in early adulthood and can continue throughout life. (Patel, Cherian, Gohil & Atkinson, 2014). Schizophrenia is more common among men with the average onset age of 18. For women, 25 years old is the average. There is also an increased risk of schizophrenia developing in women in their mid-forties. (Sie, 2011). Many suffer from various symptoms such as hallucinations, delusions, impaired cognitive ability and disorganized speech and behaviour. Considering the pathophysiology of the illness, it is apparent that malformation in neurotransmission have provided the basis for theories. These abnormalities may appear as an overabundance of neurotransmitters such as dopamine, serotonin and glutamate. An individual may also have a deficiency of these which causes the neurochemical imbalance of schizophrenia. (Patel, Cherian, Gohil & Atkinson, 2014). Psychosis occurs in individuals who have a vulnerable predisposition. The onset for this can be influenced by many factors such as traumatic experiences, life events, adverse environments, periods of isolation or illicit drug use. These could potentially cause obvious emotional changes, disturbance in cognitive processes of attention, judgement and perception. The most prominent symptoms are hallucinations and delusional beliefs. (Garety, Kuipers, Fowler, Freeman & Bebbington, 2001). Symptoms need to be present for at least 6 months in order to be diagnosed with schizophrenia. These symptoms could look like a low level of functioning in work, relationships and even self-care. (Patel, Cherian, Gohil and Atkinson, 2014). Individuals suffering with schizophrenia often feel that they have lost touch with reality and the symptoms are categorised into three groups which are Positive, Negative and Cognitive. (Rasool, ZeeshanZafar, Ali & Erum, 2018). Positive symptoms of schizophrenia include hallucinations, delusions or strange experiences such as hearing voices. Others may also experience feeling or seeing things that might not be real. Negative symptoms are not as prevalent as positive symptoms. Many individuals with negative symptoms suffer with lack of concentration, reduced energy and constantly withdrawn from everyday activities. (Parker, 2013). Negative symptoms of schizophrenia have a higher burden of illness whereas positive symptoms can be managed in many patients with available dopamine. The impact that negative symptoms have on individuals can range from poor academic performance to a poor quality of life. Neurocognitive dysfunction and negative symptoms affect from 40% to 80% of individuals with schizophrenia. Although negative symptoms do not need to be present in order to diagnose an individual with schizophrenia, negative symptoms such as diminished emotional expression and avolition is seen as one of the five symptom criteria in the DSM-5. Clinicians will often look for signs such as limited emotions, communication difficulties, low motivation or a flat affect in sessions which suggests the presence of negative symptoms. In order to attain more information, clinicians will also communicate with family members or caregivers for possible input to the assessment. (Correll and Schooler, 2020). Schizophrenia is diagnosed in less than 1% of the population, but there is a 10% chance that an individual may be diagnosed with schizophrenia if a first degree relative, such as parents or siblings also have it. (Rasool, ZeeshanZafar, Ali & Erum, 2018). Pre-molecular and molecular genetic studies also emphasise that genetics form a strong risk factor for individuals who have schizophrenia (Henriksen, Nordgaard & Jansson, 2017).
  Individuals with schizophrenia can be perceived as being violent, however most people with the disorder are not dangerous and there is only a high risk of this when schizophrenia is untreated. There are three different molecular mechanisms of schizophrenia. The first is Dopamine Hypothesis. This is the most widely contemplated neurochemical hypothesis. This theory emphasises that excess dopaminergic neurotransmission especially in striatal and mesolimbic brain regions result in positive symptoms and develop into schizophrenia.  Secondly is Neurodevelopmental Hypothesis which focuses on the embryonic and fetal stage in brain development which leads to defective neutral activity and adapted neuronal functioning later on in life. Finally, is the Glutamate Hypotheses. This hypothesis argues that dysfunctioning will lead to an opening effect in the thalamocortical loop. This evidently causes psychotic symptoms and dopamine concentration changes. It is essential that individuals displaying symptoms of schizophrenia seek treatment as soon as possible. (Rasool, ZeeshanZafar, Ali & Erum, 2018). It is estimated that the cost for treatment for individuals in the UK with schizophrenia is near 2 billion pounds. (Sie, 2011). This cost is near 2-fold higher than the cost of treatment for major depression and more than 4-fold higher than anxiety disorder treatment. (Zhu et al., 2008). 
    There are two main types of treatment available for individuals with symptoms: antipsychotic medications and psychological treatments. Family intervention can also be seen as crucial for the wellbeing and treatment for individuals with schizophrenia. (Rasool, ZeeshanZafar, Ali & Erum, 2018). There has been substantial evidence which supports family intervention as it reduces the chances of patient relapse. It can also improve the patients functioning and family well-being. (Dixon & Lehman, 1995).
      Cognitive behavioural therapy (CBT) is used as an adjunction to antipsychotic medication in order to treat individuals with schizophrenia. (Turkington, Dudley, Warman and Beck, 2006). The use of CBT for individuals with schizophrenia is based on the cognitive model of the disease. Together with neurobiological evidence, it provides a rationale for the psychopathology of the illness. (Candida et al., 2016). Previous literature emphasises the effectiveness of cognitive behavioural therapy and it proves that it can be used safely in patients with schizophrenia. (Turkington, Dudley, Warman and Beck, 2006). CBT is the most widely studied psychological intervention which assists the patient to be aware of the link between their behaviours, thoughts and feelings in order to attempt change in symptoms and functioning. (Correll and Schooler, 2020). The use of CBT for this disorder has been developed since 1952, and over the last 20 years impressive research into interventions has proved the effectiveness of using this therapy. Positive and negative symptoms, as well as depressive symptoms have reduced in patients receiving this form of treatment. (Avasthi, Sahoo and Grover, 2020). 
    The London-East Anglia group conducted one of the largest designed studies which focused on the effectiveness of CBT. The study focused on treating medication resistant psychotic symptoms such as delusional beliefs and hallucinations. The initial trial consisted of 13 participants and the results highlighted that CBT reduced their delusional beliefs. The trial then expanded to a full randomised controlled trial with a large number of patients, then followed up over a longer period. The trial proved to be a success, with remarkable improvements of the measure of psychotic symptomatology. The results were compared to the level of success in the use of clozapine treatment for psychotic patients. (Smith et al., 2003). The use of CBT for patients with schizophrenia has been a part of official treatment guidelines in England and Wales since 2002. Considering that CBT has had high success rates, it is recommended that CBT should be offered to all people with schizophrenia, in addition to patients who are first episode patients or who are actively symptomatic and in remission. This is also the guidelines for several other countries. (Jauhar, S., Laws, K., & McKenna, P. 2019). 
    CBT is viewed as a valuable resource that helps the needs of patients with schizophrenia. Some of the prime conceptions of CBT and behavioural techniques are cognitive restructuring, gradual exposure, systematic desensitization, breathing and relaxation techniques. (Rector and Beck, 2001). Establishing a trustworthy relationship is considered as one of the most important steps in a psychotherapeutic contract between the therapist and the patient. The strong alliance should encourage the patient to engage in the CBT process, as this will often be an unfamiliar process for them. CBT for psychosis is similar to CBT for anxiety and depression. The sessions usually last between 6-9 months and are very structured. Each session could last between 15-30 mins. At the beginning of each session, it is vital to review and evaluate the patient’s mood, mental state and how they have been feeling since the last session. At the end of each session, a brief overview of the next session should be discussed and the topic of conversation should be agreed by both the patient and the therapist. (Avasthi, Sahoo and Grover, 2020). The aim of the sessions is to amend their levels of distress and their symptoms using strategies that are tailored to the individual. (Norman and Townsend, 1999)
  Many may argue that the use of CBT is more efficient for patients with schizophrenia in comparison to the use of other treatments such as medication. Data suggests that 5-10% of patients fail to benefit from antipsychotic medications. This evidently could lead to higher rates of suicide and to the diagnosis of depression. (Avasthi, Sahoo and Grover, 2020). CBT has proven to have large clinical effects on measures of positive and negative symptoms of schizophrenia. (Rector and Beck, 2001). CBT has also highlighted a reduction of apathy and improved motivation in patients. (Correll and Schooler, 2020). Although many papers argue the effectiveness of CBT, there is also need for additional research to test the efficacy of CBT, long term durability, and the impact it has on relapse rates and quality of life. (Rector and Beck, 2001).
    Despite some views of medication, others may argue that antipsychotics are the most successful in treating patients with schizophrenia. Antipsychotics have been used in the UK as a form of treatment since the 1950’s. Over the years, the aim has been to develop the antipsychotics available in order to reduce the number of side effects and to enable administration of agents with greater efficacy. There are near 30 antipsychotics licensed for use in the UK, 13 of these can be used for schizophrenia in children (Parker, 2013).  Many argue that drug treatment is vital especially for first episodes in individuals with schizophrenia. These individuals need to receive medication within the first five years after their episode considering this is when the most illness-related changes occur in the brain. Drug therapy should be used immediately for an individual experiencing a first-time episode in order to reduce aggressiveness and being withdrawn. The aim of this is to enable the patient to return to their normal functioning. This can include sleeping or eating patterns. Clinicians should decide on the dosage of the antipsychotics for the individual depending on their response. The use of drug therapy should then be continued for at least 12 months after the patients first episode. According to the American Psychiatric Association, antipsychotics is the first-line treatment for individuals with schizophrenia. (Patel, Cherian, Gohil and Atkinson, 2014). Antipsychotics can be successful in helping acute symptoms and furthermore they can maintain remission from the illness. (Parker, 2013).
      For patients with treatment-resistant schizophrenia, clozapine is the favoured choice of antipsychotic. Clozapine is a second-generation antipsychotic which is efficacious with treatment-resistant schizophrenia, as well as many other disorders such as bipolar disorder, borderline personality disorder or psychotic disorder. Existing literature emphasises that it is more beneficial for patients and it manages negative symptoms of schizophrenia. Studies conducted have proved that patients have exhibited improvement in negative symptoms such as judgement, avolition, disorganization, affect, insight and furthermore an improvement in psychotic symptoms. Evidently, an improvement in negative symptoms would result in improvements of positive symptoms such as disorganized thoughts, delusions and hallucinations. Clozapine is arguably the best choice of antipsychotic considering it has less adverse effects than other antipsychotics such as tardive dyskinesia. Other antipsychotics can worsen the quality of life for many patients and they can also be disabling, debilitating and embarrassing for the individual. Clozapine can also decrease levels of aggression and agitation for individuals with schizophrenia. Self-harm is often associated with schizophrenia. Data highlights that the use of clozapine lowers the rates of suicide in patients as the medication reduces suicidal thoughts. (Khan and Zaidi, 2017). 
   Many may argue that the use of antipsychotics is the best option for individuals with schizophrenia as they outperform other forms of treatment. They impact greater on positive and negative symptoms, as well as depressive symptoms, social functioning and quality of life. (Haddad and Correll, 2018). On the other hand, some may argue against the use of antipsychotics as a form of treatment due to the risks such as the increased chances of diabetes, hyperprolactinemia, seizures, weight gain and cardiovascular-related mortality. (Patel, Cherian, Gohil and Atkinson, 2014).
   Morrison et al (2018) study implies that the use of antipsychotics versus the use of cognitive behavioural therapy proved to have similar results. The study highlights that the use of antipsychotics and CBT were more efficacious together than the use of CBT alone. (Morrison et al,. 2018). Many others also agree that the combination of both antipsychotics and CBT have the greatest outcomes for patients with schizophrenia. The results suggest that the positive symptoms certainly decrease for most individuals. (Pinninti, Rissmiller and Steer, 2010) Trials emphasise that patients had a better quality of life after undertaking both forms of treatment together (de Paiva Barretto et al., 2009). Previous literature also indicates that there has been lower rates of treatment discontinuation or change, with improved insight and lower risk of relapse which is the main goal when clinicians are looking for ways to improve the quality of life for individuals with schizophrenia (Guo et al., 2010).
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