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

Schizophrenia is classed as a chronic mental health disorder that effects 20 million people worldwide. Schizophrenia can be characterised by a disturbance in perception, thought and behaviour involving a range of emotional, behavioural and cognitive symptoms. Schizophrenia can be associated with structural and functional changes in a number of different brain systems. These include the prefrontal and medial temporal lobe region’s and these are specific to memory (Karlsgodt et al., 2010).
This can make it extremely difficult for clinicians to diagnose as there is physical examination or laboratory test that can prove an individual is living with schizophrenia. Therefore, to provide a thorough diagnosis, this would involve recognising a number of symptoms that are negatively impacting social or occupational functioning. 
Schizophrenia is a type of psychosis mental health disorder which is characterised by distortions in an individual’s thoughts, language, emotions, sense of self and behaviour. Common symptoms include hallucinations, delusional behaviour, abnormal behaviour, disturbances of emotions and disturbances of speech. These symptoms must last for at least a month and an individual must experience more than two continuing symptoms. (DSM-5, 2013). These symptoms can range from mild to extreme and this will vary from person to person. There are more than 69% of people who are living with schizophrenia that are not receiving the appropriate care and this may be due to stigma, fear and not acknowledging symptoms. The stigma that is attached to schizophrenia is why many individuals will not seek help or acknowledge that they are unwell. This is due to how schizophrenia was treated by health care professionals (Lora, 2012). 
There is no cure for schizophrenia, but it is treatable. Treatment normally consists of medicines and psychosocial support and this is effective. The treatment for schizophrenia has changed drastically over the last 100 years. There are mental health remedies and treatments that can be traced back to the mid-1700s. This is the beginning of the asylum era where the most inhumane treatments would take place. Due to lack of understanding, the earliest institutions were not cure or treatment, they were used to segregate said individuals from society. (Heinrichs, 2003). It was common in mental asylum institutions that hydrotherapy would be used in the hope that the distressed patient becomes senseless once they were submerged in a bath for hours at a time, wrapped in a bed sheet and sprayed with cold water. Asylums would rely on mechanical restraints, straight-jackets and leather wristlets for days at a time (Heinrichs, 2003).
By the 1940s, a treatment that was commonly used was shock therapy. Shock therapy was used to cause convulsions and a coma through injecting high levels of insulin into patients. This would be repeated every day for months at a time, and around 50 to 60 doses of insulin was given to the patient. Electroconvulsive shock therapy was a common treatment procedure for any mental illness, especially schizophrenia and this replaced earlier treatment methods as this carried less of a risk fracture. Due to lack of understanding the mental health disorder, physicians like Walter Freeman, was experimenting with lobotomies which required damaging neural connections in the prefrontal cortex area of the brain that was thought to have caused mental illnesses (Roosevelt, 2015). The hypothesis of this treatment was that if they were to damage these neural connections, that the behaviour deemed as abnormal would stop. However, these procedures would damage people’s memories and personalities. By the time Freeman died in 1972, there was over 500,000 lobotomies performed on patients in asylums in the United States. In the 1970s, there were less than 350 lobotomies performed as by then, medication dominated mental health treatment. 
Drugs have been used in treating individuals with mental health disorders, such as schizophrenia, for many years. Doctors in the 1940s/50s would administer opium and morphine, two medications that carried side effects and a high risk of addiction. In a new generation of medicine, pharmacotherapy with antipsychotic medication is the keystone of treatment of schizophrenia. Since chlorpromazine was introduced in the 1950s, there has been a number of advancements in antipsychotics, these have been developed and are available across the world. A recent study (Oh et al., 2020) examined 3,257 antipsychotic episodes of 1, 458 patients that were prescribed an oral antipsychotic medication between the 1st of March, 2005 and the 24th of February, 2014. Over this time, patients had an average of 2.2 antipsychotic episodes during this period, 32% had one antipsychotic episode, 34.9% had two antipsychotic episodes, 17.5% had three antipsychotic episodes and 15.1% had four or more antipsychotic episodes. The frequent medications that were prescribed were risperidone, aripiprazole, olanzapine and clozapine. During this study, 2, 659 of antipsychotic episodes were triggered due to a change in medication, change in dosage or a discontinuation of medication. This study suggests that the combination or using just either aripiprazole or clozapine. Clozapine was the medication that was deemed most likely to stabilise mood and provide a form of antidepressant. 
Clozapine has become the ‘gold standard’ in treating schizophrenia. Clozapine is the only antipsychotic that is approved by the Food and Drug Administration (FDA) when 20% to 30% of cases are treatment resistant (Meltzer, 2012) where they do not respond to any other medications, and especially those who are suicidal and or violent. Clozapine has been found to have the lowest mortality of any antipsychotic drug as it mainly effects the ability to reduce the risk of suicide, as found in two large epidemiological studies (Meltzer, 2012). All medications come with side effects, and the side effects of using Clozapine can be extreme. The most common side effects include dizziness/vertigo, hypotension, sweating, fever, weight gain, changes in blood pressure and a reduced white blood cell count. 
In a study by Raguraman (2005), where the aim of study was to assess the improvement in psychopathology of individual who are treatment resistant with their schizophrenia with clozapine, to study the relationship between sociodemographic and other psychopathology variables. There were 22 patients participating in this study, and they were evaluated using the Positive and Negative Syndrome Scale (PANSS) for schizophrenia, Calgary Depression Scale, Global Assessment of Functioning (GAF) scale and Abnormal Involuntary Movement Scale (AIMS). These scales were used to determine the level depression, overall functioning, psychopathology and severity of abnormal involuntary movements in patients. The twenty-two patients were evaluated after over an observation period of twenty months. Among the 22 patients, 14 were men and 8 were women. The mean age of 32.4 years old. Fifteen were single and seven were married. The result of this study was that 50% of the study group responded to clozapine therapy during the observation period of 20 months. Four patients continued to have a paranoid schizophrenia subtype while 18 patients had an undifferentiated subtype. In conclusion of this study, the result is consistent with previous studies on clozapine therapy, which suggests that clozapine is therapeutically efficient in some but not all patients with schizophrenia who are resistant to standard antipsychotic drugs. None of the patients demonstrated any deterioration in behaviour or involuntary movements and even demonstrated a slight improvement (Raguraman, 2005). In a follow up study that took place in 2020, (Verma et al., 2020) this study evaluated 52 participants at a baseline and 3 months after introducing clozapine. The study was evaluated on the Positive and Negative Syndrome Scale for schizophrenia, Calgary Depression Scale and the Beck Cognitive Insight Scale. The treatment with clozapine resulted in a positive significant change in the quality of life, functioning and ability, compulsive behaviour, cognitive insight and reduction in psychopathology. 
It is evident that the use of an antipsychotic like Clozapine is beneficial to those who are living with schizophrenia to enable them to maintain their independence and dignity. 
Cognitive behaviour therapy is a talking therapy that is evidence based. It concentrates on how an individual’s behaviours, emotions and thoughts are connected. Cognitive behavioural therapy can help individuals become aware of their behaviours and thoughts, and a way of focusing on how this impacts their emotions. Cognitive behavioural therapy is the recommended psychological treatment for schizophrenia. In a study by Guo (2014), with a randomised and controlled parallel-group trial with 192 patients with schizophrenia. All patients had 15 sessions of cognitive behavioural therapy over 24 weeks, and then a follow up at 60 weeks. The Positive and Negative Syndrome Scale (PANSS) was used to assess symptoms of schizophrenia in each patient. The Schedule for Assessing Insight was also used to assess patients’ insight and the Personal and Social Performance Scale (PSP) was used to assess their social functioning. The analysis had showed that the patients in this study had made rapid improvements in all symptoms, insight and social functioning. The PANSS, SAI and PSP was measured at 12 and 24 weeks. Participants in the CBT group had shown a significant improvement in their PANSS total score. It is evident that the use of cognitive behavioural therapy is beneficial to those who are living with Schizophrenia with an overall positive outcome with regards to social functioning and positive symptoms. 
Using both antipsychotic medication and cognitive behavioural therapy as a form of treatment for being diagnosed with schizophrenia, it may be beneficial for an individual to experience both treatment methods at the same time. There is little evidence available for psychosocial interventions and pharmacological interventions used together in order to improve the quality of life of those living with schizophrenia. In a study by Morrison et al., 2018 based in Greater Manchester, UK. A randomised drug trial in people living with schizophrenia who are using National Health System (NHS) services. Participants were 16 years old or order, they had all met the ICD-10 criteria for schizophrenia, schizoaffective disorder or delusional disorder. Participants were assigned into three groups. Group one with 24 participants delivered antipsychotics, group two with 26 participants delivered cognitive behavioural therapy and group three with 25 participants delivered a mixture of antipsychotics and cognitive behavioural therapy. Cognitive behavioural therapy consisted of 26 sessions over 6 months and the choice and dose of antipsychotic was at the discretion of their treating consultant. The participants were then followed for twelve months. Of all participants, 11 were not prescribed a regular antipsychotic following this study. A PANSS total score was taken and the result of this was significantly less in the combined group with cognitive behavioural and using antipsychotics. There was also less effects, measured by the Antipsychotic Non-neurological Side Effects Rating Scale, were noted in the cognitive behavioural therapy group than in the antipsychotic group. This study has clearly suggested that the use of both forms of intervention treatment will enable an individual to become more independent and have an improved quality of life. 
Schizophrenia is an extremely complex mental health disorder that affects every individual in a different way. It has been suggested in previous studies that using cognitive behavioural therapy as a form of treatment for schizophrenia is in no way beneficial to a patient. The National Institute for Health Research (2018) has recently researched the possibility that using cognitive behavioural therapy will not work with individuals who have not responded to drug treatment. There was a controlled trial that was conducted at 5 sites across the United Kingdom that included 487 adults with schizophrenia. The mean age of the participants was 42 years old and they had been living with schizophrenia for 11 to 25 years.  They were randomly assigned to receive their normal treatment, with an additional 9 months of cognitive behavioural therapy. This study found that cognitive behavioural therapy did improve symptoms at the end of the 9-month treatment period according to Positive and Negative Syndrome Scale (PANSS) and this score decreased from 82.8 to 75.2 in the CBT group. After 12 months, there was no difference in the PANSS score. This study unfortunately did not find any evidence that cognitive behavioural therapy caused any adverse events. The NICE (2014) guidelines recommend that when an individual is diagnosed with schizophrenia, that they should be offered the chance to explore the avenue of cognitive behavioural therapy. This includes people who are in remission, withdrawn or have persistent psychotic symptoms. 
In conclusion, schizophrenia is a life limiting disorder that can and will affect an individual’s day to day life. It is evident that schizophrenia is an extremely complex and difficult mental health disorder that can become difficult to diagnose and if not caught in time, individuals who live with this disorder are 2.5 times more likely to die by their own hand within 10 years of their symptoms beginning. Those who are living with schizophrenia experience a huge amount of stigma as not many people understand the complexity of the disorder. This may have set back many individuals on their treatment plans, with an increasing amount of fear for health care professionals. It is clear that clozapine is extremely beneficial in treating manic symptoms of schizophrenia as this is classed as the ‘gold standard’ of the antipsychotic’s but this is the last resort if the individuals schizophrenia has become treatment-resistant. Cognitive behavioural therapy is deemed to be beneficial with those who experience depression and anxiety, and this form of treatment is introduced alongside medication when diagnosing schizophrenia. There are conflict in opinions that cognitive behavioural therapy is a therapy that could compliment the treatment of schizophrenia. In result, cognitive behavioural therapy should be given as an option for all individuals, regardless if it will work or not in addition to using antipsychotics. Looking back on the history of diagnosing and treating schizophrenia, health care professionals owe it to their patients to explore all avenues of treatment in order to improve their quality of life and independence. 
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