Psychological treatment for schizophrenia
Cognitive behavioural therapy (CBT)

What is CBT? 

This is a psychotherapy (talking therapy) based on ideas and principles from:
Learning theories

The behavioural element 
is about 
changing what people do 
and how they behave.


Cognitive psychology

The cognitive element 
is about the 
thoughts people have.














Our thoughts, emotions and behaviour and are all connected. If our thoughts are unsuitable then this will affect how we feel and how we act. 

	Key term: Maladaptive thinking

This is faulty thinking that is not helpful and not suitable for the situation.
It maintains the emotional distress and behavioural problems.
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If we can change our thinking and / or our behaviour we can break the cycle. This is the aim of CBT. 

CBT for schizophrenia aims to:

· Address the thinking and behaviour involved with the disorder. 
· Focus on the way someone structures their world cognitively and then challenge this e.g. putting them to the reality test by presenting them with evidence that contradicts their delusions.  
· Help with the negative symptoms of schizophrenia, as well as the positive symptoms. 
· Reduce the stress and distress people often feel as a consequence of the illness.
· Teach people coping mechanisms so that they learn how to manage their illness, rather than curing it. 

The therapy
· The therapy usually involves one-to-one weekly sessions with a therapist over a number of weeks. 
· It is very important for there to be a positive therapeutic relationship. One in which the client and therapist work collaboratively together in a non-threatening and supportive environment. 
· The client will be expected to complete ‘homework’ such as keeping a diary of their thoughts.

	CBT approach
	Explanation
	Research evidence
	Evaluating the research evidence 

	Belief modification
	Delusional thinking is challenged directly. 

The therapist will: 

· Test thoughts against reality.
· Explore whether there are other versions of events.
· Contest any evidence for the delusions.
	Chadwick, Birchwood and Trower (1996) – The case study of Nigel

Nigel believed that he had the power to know what people would say before they said it.  

To test this videos were put on pause and he had to predict what would be said next.

After 50 failed attempts Nigel concluded that he did not have the power of prediction.

	As a case study this takes an idiographic approach to understanding a complex disorder, so providing insight and detail in the form of qualitative data.

There are issues with generalising the results to others – this approach may not work with other people. 

	Focusing and reattribution
	This can be used in order to try to reduce the frequency of auditory hallucinations and to reduce the distress they bring. 

The therapist will focus on:
· Physical attributes of the voice (number, loudness, tone, gender etc.)
· The content – the client will write down what the voices say as a homework task.
· Client’s beliefs and thoughts about the voice(s).

The aim is to show that the voices are self-generated (and not to be feared but accepted). 
	Bentall, Haddock and Slade (1994)
Looked at the effectiveness of CBT using reattribution of auditory hallucinations:
· 3 out of 6 clients did reattribute the voices to themselves. 
· Some also reported experiencing fewer hallucinations and a reduction in the stress they experienced as a result of the voices. 
	This is a very small sample size so there are issues with generalising the results to other people with schizophrenia.

There was no follow-up in this study so we are unable to assess whether this improvement was long-lasting. 

	Normalising
	This involves destigmatising the psychotic experience by thinking about the symptoms more rationally and seeing them as less of a catastrophe. This should help to reduce the client’s fear and distress. 
	Kingdon et al. (1991)
Looked at the effectiveness of standard CBT used with normalising techniques for people with schizophrenia:
· 33 of 65 clients (54%) in a five-year follow up were free of symptoms.
· 62 were living in the community.
	The longitudinal aspect of this study allowed for the researchers to assess how beneficial this treatment was in the long-term. 


Evaluation

	Strengths
	Weaknesses

	CBT has been developed from the ideas of cognitive psychology and behaviourist principles. These are both well-substantiated approaches in psychology, and so this gives credibility to the therapy. 
	As a talking therapy it requires the client to be able to be articulate their thoughts and listen carefully in order to fully comprehend what the therapist is asking them to do. Therefore, it is not suitable for people with severe schizophrenic symptoms.

	CBT works on the negative symptoms of schizophrenia, as well as the positive symptoms (such as delusions and hallucinations) so maybe it is a more appropriate treatment than antipsychotic drugs which tend to only alleviate the positive symptoms.

	CBT requires effort on the part of the client. They have to carefully consider their thoughts and behaviour and they need to complete ‘homework’. In order for this therapy to be successful a person needs to invest time and effort into it, as well as having a real desire to change, but this is not always easy.

	CBT does not just focus on the disorder but also on the stress, distress and anxiety that accompanies it. A reduction in these will benefit the general well-being of the client.



	The evidence is far from perfect and this makes assessment of the real value of CBT difficult to objectively measure. For example, studies tend to rely on self-report measures which can lack reliability and validity. They are typically carried out using small samples and therefore the results also lack generalisability. What is needed is large-scale randomised-controlled trails, using matched comparison and control groups.

	Numerous studies have shown CBT to be effective for helping people with schizophrenia. The evidence for it being beneficial is so strong that CBT is recommended as a treatment by The National Institute for Health and Care Excellence (NICE) guidelines. 
	This form of therapy can be very upsetting for the individual because they have to focus on distressing symptoms such as hallucinations and question their own sanity which can obviously be stressful.


	CBT promotes a non-threatening and supportive relationship between the client and the therapist so they can work collaboratively together. Therefore, it is seen as more ethical than chemotherapy because the person is more involved with their treatment. They have more power and control in the process, rather than treatment being something that is just done to them.  
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