	
	
	



[bookmark: _GoBack]Essay on Diagnosing and Treating Schizophrenia in the NHS

This essay will discuss the diagnosis and treatment of an individual living with schizophrenia, particularly considering the humanistic approach towards treating the individual. Schizophrenia is a severe mental illness that can cause individuals living with it to act irrationally and display behaviours which are not easily understood. This can be distressing for the individual and those around them (Frith and Johnstone, 2003). It can be described as a disease that can alter an individual’s emotions and behaviours as their ability to make sense of the world around them may be impaired. This can therefore affect their relationships as they can become easily withdrawn (Ming et al, 2011). Beuler aimed to find a definition of schizophrenia and concluded it was the absence of the boundaries between one’s ‘self’ and their external world which can be characterised through delusions of being controlled and as a result, can lose their sense of autonomy (Weinberger et al, 2011). It has been suggested that the disease may have causative implications for leaving an individual vulnerable to the disorder through genetics as well as environmental factors and the use of recreational drugs (Edwards et al, 2016). These symptoms may therefore present differently from person to person (William et al, 2012). As individual experiencing of schizophrenia may vary from each person, it is important that this is considered when exploring necessary interventions for an individual living with the mental disorder. This essay will explore whether these considerations are within the assessment and treatment plan for those living with schizophrenia.

Initial signs of schizophrenia could include an individual isolating themselves, social withdrawal, hallucinations and delusions and can be prevalent in both males and females arising from ages of late teens to early thirties. It is important that the disorder gets treated as soon as possible to ensure a diagnosis is in place to allow for treatment to commence (Mattingly, 2017). If these signs and symptoms arise, an individual or their family should contact their GP. If a GP suspects an individual is suffering from schizophrenia, they will refer onto a team which contains a number of mental health specialists such as a psychiatrist. This team is called the Community Mental Health Team (CMHT). There has been a shift within the field of psychiatry moving away from the controlling approach of a professional towards one that empowers the client to have control of their treatment and recovery. This multidisciplinary approach allows for this as it combines a range of professional l. As schizophrenia is considered a severe psychotic disorder, meaning it can lead to psychosis, a term that refers to delusions and withdrawal from reality through hallucinations, disorganisation, it is important an individual seeks access to treatment and support as early as possible. N.I.C.E recommend that after the first episode of psychosis, an assessment must be carried out to evaluate areas such as social, psychiatric, economic and medical areas. (Prentice, 2013) (N.I.C.E, 2010) . Therefore, this multidisciplinary team can assess all of these needs to ensure they are being met.  WHO (2019) have stated that 69% of people living with the condition are not receiving the correct treatment as they ar s with various expertise to work towards the recovery model together to promote the well-being and functioning of a patient living with schizophrenia via communication conducted by a formulated care plan. (Winton and Robinson, 2005).  Due to the complex and varying needs of schizophrenia this approach ensures all the needs are met whether they are medical or sociae less likely to seek the care that they may require. Referrals may come from a friend or relative as the individual may not realise that they are unwell or do not seek the support they need as many symptoms can cause withdrawal (Feltham and Horton 2012). Despite this statistic, WHO (2009) reported that due to recent advances in treatments for those living with this serious mental disorder about half of those who develop the condition will see complete recovery without any relapse with only one in five of those who do not experiencing considerable impact on their daily functioning. As schizophrenia can affect all aspects of an individual’s life, this multidisciplinary team is important to provide the support needed for all areas of their lives. Therefore, it is necessary for an individual presenting with symptoms of the illness to contact the GP as soon as possible to seek assessment and referral into this multi-disciplinary team for the individual to access the necessary diagnosis and treatment.


All aspects of an individual’s experiencing and symptoms must be assessed to decide on the appropriate course of treatment once the diagnosis is in place. To diagnose schizophrenia, practitioners must use a diagnostic checklist which includes the following; patients must display symptoms such as hallucinations, flattening of emotions, disorganised speech for one month, a clear impact on the individual’s ability to function to go to work and daily tasks and that other mental illnesses with similar symptoms must be ruled as well as the use of recreational drugs (NHS, 2019). The psychiatrist will be able to assess whether or not the individual may have another mental health disorder such as bipolar disorder and schizoaffective disorder which can present with similar symptoms of psychosis (e.g delusions and hallucinations) but are different mental illnesses which would require different treatment (NHS 2020) (Badcock and Paulik, 2019).

The diagnostic checklist above is used by practitioners in the NHS who are informed by the classification method developed by the World Health Organisation (WHO) called the Internal Classification of Diseases (ICD-10) which also has many similarities to the DSM-5.  This is a system developed by the Americal Psychiatric Association and stands for Diagnostic and Statistical Manual which was published in 1952 and, like the ICD-10, was published to enable mental health practitioners to have an understanding of symptoms and diagnosis of mental health disorders (NHS, 2013). Mental health initiatives seek to improve the services for those suffering with mental illness and as a result, classification systems such as the ICD-10 and DSM-5 were developed to assist health care practitioners to allocate appropriate resources and make decisions for treatments (Patel and Jacob, 2014) (Cosgrove and Suppes, 2013). Cooper and Satorius (2013) also asserted that classification systems could also provide a consistent approach when diagnosing and providing treatment of mental disorders as it would minimise the differences in diagnosing amongst different practitioners. Rogers and Pilgrim (2010) suggest that as no two cases of schizophrenia are experiences and presented the same and as a result it is difficult to apply a classification system to fit such varying cases.
For this reason, systematic procedures in diagnosing mental disorders such as schizophrenia outlined in such classification systems comes under much critisism for over medicalising mental illnesses and providing the treatment in the same way as you would a physical illness. Klerman (2016) argued this process of diagnosing is with the intent of labelling the individual living with the illness and places power on the medical professionals to medicate and strip the autonomy of the patient. Thus, dehumanising them. Existential psychiatrists believed that schizophrenia is caused by the lack of close and meaningful relationships which leads to hallucinations and voices, in psychosis as an attempt by the individual to achieve this connection. This classification system does not consider such views of the cause and symptoms of schizophrenia (Mearns and Cooper, 2018).
However, Pies (2017) asserted that biological and medical explanations can often compliment social and environmental explanations to mental illness. He believes the medical model does not reduce human experiences, such as hearing voices in cases of schizophrenia, to have no meaning attached. However, despite this view, he does acknowledge that some professionals adopt a reductionist view and place symptoms down to biological reasoning and as a result, and over medicate despite talking therapies having positive measurable outcomes for such symptoms. Stah and Mountain (2018) on the other hand simply described this medical model approach as a system informed by research by health care professionals which aims to achieve the best outcome for health of patients.

Psychiatry of the past focused on the clinical symptoms alone when diagnosing symptoms and accessing outcomes of mental illnesses. Now, it can be said that the classification systems supporting the medical model are looking at social and occupational implications when it comes to assessing and diagnosing schizophrenia. It is important that schizophrenia as well as other severe mental illnesses are diagnosed and treated as soon as possible. Although it is in the NHS’s best interest to put in place early intervention for treated the disorder, with the intention of preventing long term illness generating more cost (Claringbull, 2010), it is considered it has a poor outcome of treatment due to late identification.  This is mainly down to symptoms such as social withdrawal developing to the point of it being too difficult to overcome (Ming et al, 2013). This highlighting the importance of early diagnosis of the illness to ensure necessary treatments are in place to avoid symptoms impacting on an individual’s functioning and disabling them from carrying out daily tasks.

Different presenting symptoms of schizophrenia may require different forms of Symptoms of Schizophrenia and psychosis are groups into ‘positive’ and ‘negative’ symptoms. Negative symptoms are classed as the absence of elements of ‘normal’ functioning such as social withdrawal and lack of speech in comparison to positive symptoms which are ‘present’ such as the hallucinations and delusions. Often, negative symptoms sustain even after the successful treatment of the positive symptoms (Karadag and Aggarwal, 2019). In order to di intervention including pharmacological or psychotherapeutic, or a combination of both. agnose the symptoms schizophrenia, a psychiatrist will carry out clinical interview with the patient as well as carrying out observations (WHO 1998) (NHS, 2020). Once schizophrenia has been diagnosed, the psychiatrist will initially medicate with anti-psychotic medication, allowing several weeks to record any improvement, as this is deemed to be the most effective treatment for reducing symptoms of psychosis (I.e the ‘positive’ symptoms of schizophrenia). Once the positive symptoms recede, the psychiatrist may refer to therapy, family therapy and training on social skills to overcome the negative symptoms which are considered to have to most impact on an individual’s functioning (Mayo Clinic, 2020). WHO (2009) also assert the effectiveness of anti-psychotic medication to treat positive symptoms presented with schizophrenia and psychosocial interventions being an effective treatment for negative symptoms. On the other hand, Abou-Setta et al (2012) explored the use of different anti-psychotic medication and provides an explanation differentiati A recent piece of research into the use of Clozapine anti-psychotic medicine on negative symptoms found that although negative symptoms can be difficult to identify, and therefore treat, they were significantly reduced and coincided with the reduction of positive symptom. Therefore, it was concluded that negative symptoms could respond to pharmaceutical interventions. However, it was also stated that it would work better combined with social skills training and psychotherapy. (Khan et al, 2017). However, ng between first generation and second generation anti-psychotics. The first being the initial form of medication developed in the 1950’s effective for treating positive symptoms and the latter developed more recently to treat both positive and negative symptoms. Although second generation anti psychotics are considered to have less side effects, the study records patients are prone to weight gain, sedation and continued lack of interest in pleasure. With this in mind, it would seem there is a risk of psychiatrists prescribing medication in order to provide relief of both positive and negative symptoms of schizophrenia which could impact a patient’s access to social and therapeutic interventions. despite findings showing there is a lower mortality rate when schizophrenia is treated with anti-psychotics, it is suggested that the management of schizophrenia always needs a treatment plan tailored to the patient’s needs whilst placing consideration on that anti-psychotics are less favourable with mild schizophrenia as they present with the same level of side effects combined with the need for psychosocial support (Haddard et al, 2018). This could also suggest that mild schizophrenia may be more effective being treated with therapy alone to reduce the risk of side effects of medication. Despite this, antipsychotics are generally the first form of intervention used in order to manage symptoms as soon as possible. 

As schizophrenia has high cost implications for the NHS due to the lasting disabling effects symptoms can have on patients and relapse rate, it is important that treatments provided are effective to reduce these costs as well as the patient making a full and lasting recovery. However, the NHS is currently deemed to be financially overstretched and with that in mind, over 60% of GP’s will prescribe medication over exploring alternatives (Brown, 2017). Addington et al (2012) discuss the high relapse rate with using only anti psychotics to treat schizophrenia and promotes the use of Cognitive – Behavioural Therapy, one of the most common forms of psychological therapies for treating schizophrenia. This is because CBT aims to alter abnormal thinking, thoughts, beliefs and behaviour patterns so can assist in a full functioning recovery. This could imply that CBT assists with treating the negative type symptoms and effects of suffering with schizophrenia. These outlined benefits of CBT could be due to the coping skills this form of therapy provides which has also been found to reduce relapse rates (Mental Health Foundation, 2019). In addition to this, findings show that those who do relapse spend less time in hospital than those who did not receive CBT (Turkington et al, 2006). CBT is not considered effective in entirely reducing the symptoms of psychosis in schizophrenia but effective in treating negative symptoms and therefore has a place in the treatment of schizophrenia. Morrison (2018) argues that CBT can be an effective form of treatment alone for treating symptoms, despite medication being more widely available and accessibly. He also states that should be patient have the capacity to, they should be involved in decision making processes on whether to accept anti-psychotic medication or not. However, despite his paper drawing on recent research, it must be noted that the author receives fees to deliver workshops and books on the use of CBT on psychosis for the NHS. In response to this, Hutton (2018) acknowledges the effectiveness of CBT but feels the risk of CBT causing harm to the patient was not considered and argues that 50% to 80% of patient with psychosis is not in a position to make informed decisions on their treatment and lack capability on making such judgement. This can support the reasons why anti-psychotics are so heavily prescribed on the NHS. 

Due to this strong reliance of antipsychotic medication for patients suffering with schizophrenia and other mental health disorders, it is becoming apparent that psychotherapists must have an awareness of the medication clients could be using. Research suggests that psychotherapy alone is not enough which has implications on the need for counsellors to possess this knowledge and to be aware of possible side effects of medication can cause; anxiety, sedation and motor dysfunction should they arise in therapy. Counsellors may need to address these psychopharmacological issues whether it is recognising the side effects or noticing they are not taking their medication (King and Anderson, 2004).  The British National Framework (2019) outlines the medication prescribed to patients and their side effects. Cariprazine, Clozapine, Amisulpride, Olanzapine, Lurasidone Hydrochloride, Zuclopethixol acetate are some of the anitpsychotic medications outlined for the treatment of schizophrenia and psychosis listed with multiple common side effects such as anxiety, depression, muscle complaints and risk of suicidal tendencies (BNF, 2019). Therefore, is it clear to see how a counsellor should be aware of such side effects as these could be prevalent in therapy sessions. Many side effects go unrecognised and misinterpreted as being symptoms of the initial mental health diagnosis (Richardson and Mandana, 2017). These side effects could also impact on the client’s engagement in the therapeutic setting as many can add to the original symptoms, working against recovery and not alleviating any burden for the client. Although it has been recorded that patients feel the reduction of hallucinations and paranoia are the most important reasons to take this medication, many report feelings of not wanting to take the prescribed medication due to reports of sedation, anxiety, uncontrollable movement and restlessness (Achtyes et al, 2018). These effects can impact client engagement in psychosocial support as a study by Salem et al (2017), found that symptoms of uncontrollable movement and restlessness (akathisia) and dysphoria were present in 24% of those who had taken antipsychotic medication and such symptoms often are present soon after the patient begins the course of medication. These can be distracting symptoms for both the therapist and the client in making therapeutic contact which would particularly impact on humanistic interventions such as person-centred therapy as the depth of the therapeutic relationship is what is required for change. However, some side effects may not impact the process of therapy and counsellor may simply need to be aware of them so they are not misinterpreted to be part of the condition (Salem et al, 2017). In many cases antipsychotic medication may compliment the therapeutic process. Clozapine has been found to improve patient’s attention, problem solving and fluency in speech. (McCabe, 2018). Therefore, this could suggest that medication would allow the patient to be able to be more open to therapy as well as enhance the therapeutic process as they would be more attentive and have clear communication. 


In addition to recognising side effects, therapists should also be able to recognise signs that a client is not taking the prescribed medication to ensure that they are receiving the full treatment required. As many patients do not recognise that they are unwell, they often do not take their medication with prompt from another person (Mattingly, 2017). Studies have shown that a strong therapeutic relationship increased patient’s adherence to other aspects of treatment such as taking their medication (McCabe et al, 2012). This could be put down to the trust built up in the relationship and elements of CBT may stress the importance of taking the prescribed medication to increase concentration to plan and set goals. Intervention from family and friends are also relied upon to ensure that medication and treatment is being accessed to allow those living with schizophrenia to continue to be or get back into the community.
The Matrix Cymru 2017 outlines a range of intervention for treating symptoms of schizophrenia such as medication, CBT, Art Therapy and also Family Therapy. The matrix highlights the benefits of family intervention therapy to support those in the early stages of the illness (National Psychological Therapies Management committee, 2017). Family therapy interventions provide stress reduction techniques, cognitive reappraisal and psychotherapeutic strategies which are delivered in a collaborative format between the CMHT and the family of the individual suffering. Although there have been encouraging findings of the use of this type of therapy, a high relapse rate has also been found when patients return to their families in the community. This could be put down to the immense strain being a caregiver can have which in turn impacts on the family environment (Caqueo-Urizar, 2015). This could imply that more consideration and support should be given to the care givers to ensure there is not a detrimental effect on their quality of life. A recent consultation document by Welsh Government outlines their plans for mental health services and how they aim to increase access to mental health services whilst using greater involvment from the carers and patients (Welsh Government, 2019). Meanwhile. the NHS state that family therapy is incorporated into the care plan to reduce the strain on families by implementing coping strategies and working through practical problems that arise from symptoms of schizophrenia by conducting regular meetings with the family (NHS, 2019). Bustillo (2016) states that although there are clear benefits of family therapy supporting individuals getting back into the community. He found that CBT to be more effective with a larger number of patients with psychotic symptoms despite whether they were on medication or not. However, it is still clear that the aim of Family Therapy is to support the individual living with the illness to be supported in a community setting and away from institutions and avoid relapse rates when in the community.

The WHO have outlined clinical implications within their ‘action plan 2013-2020' which emphasises steps needed to support patients living with schizophrenia which includes treatments and support moving into community-based settings and away from institutions (WHO 2009). This can also be supported as studies have found practitioners in community settings, such as psychiatric nurses, are effectively able to deliver interventions such as CBT to patients (Turkington et al, 2002). Drawing on findings from a study conducted in Finland, mental health staff based in the community were trained in family therapy intervention to allow patients to be supported at home to promote their well-being and found that only 30% of patients required antipsychotics (Seikulla et al, 2006 cited in Feltham et al, 2012). This supports the use of therapeutic interventions for patients as this decreases the humanistic burdens for both patients and their families.

Family therapy is an element of a care plan for those living with schizophrenia that gives the most attention to humanistic perspectives of those suffering with the illness despite it, alongside other non-pharmacological interventions, not being adequately used, as it seeks to reduce the humanistic burden rather than looking at the medical burden (Millier and Cadi – Soussi, 2014) alone. In terms of individual therapy for the illness, NICE guidelines recommended against using humanistic non-directive therapies on those suffering with psychosis (NICE, 2014) Despite the advances in achieving psychological contact with such clients, Elliott et al (2013) assert this could be put down to a lack of research and experience in the area and found that some studies showed these supportive therapies to be as effective or better than CBT. Humanistic practitioners would support a client with schizophrenia different from a behavioural practitioner delivering CBT. Person-centred stances on those suffering with this mental distress believe therapy should allow clients to find meaning and understanding their own experiencing of them and not being told by a professional. This is carried out using the idea that the client receives the treatment they require and not made to fit into a classification system (Joseph, 2017). This viewpoint stands against the currently systems using the DCM-5, ICD-10 and the N.I.C.E guidelines. Some humanistic theorists believe that all mental health disorders can be cured with therapeutic skill and creation of human solidarity. They also believe that schizophrenia is a “different kind of human experience with internal voices deserving respect” (Feltham, 2010, p, 166). This would also demonstrate the humanistic standpoint being the use of antipsychotics on these clients as such medications aim to eliminate those voices so in turn would mask the phenomenological experience that the humanistic therapist would aim to explore with the client throughout the therapeutic process. However, a study conducted in 2002 provided disappointing results to Carl Rogers and other Person Centred therapists by suggesting that client-centred therapies do not work on those suffering with schizophrenia as they are unmotivated to “meet” the therapist at relational depth for the core conditions, the curative elements of person centred therapy, to work (Feltham, 2010, Joseph, 2017). Hewitt and Coffey (2015) also presented finding that although a strong therapeutic relationship is necessary for change with these clients, it is not sufficient. Therefore, it is evident how humanistic therapies are not widely used or recommended for treating individuals living with schizophrenia. Both the meaning of the human experiences and the symptom classification can be important to consider as the phenomenological aspects considered alone does not allow practitioners to access a diagnosis with allows them to refer to appropriate treatment, despite how this places a label on the patient (Pilgrim, 2020). Therefore, it is clear why a classification system is used in the NHS for all mental illnesses to allow practitioners to have a clear set of guidelines to help patients living with mental illnesses. However, it also demonstrated the difficulties of applying humanistic therapies in a medicalised classification and diagnostic system.

To conclude this essay, it is evident that the current system of assessing, diagnosing and treating symptoms of schizophrenia follows a medicalised classification system within the NHS. Although there has been a shift so that the system considers the social impact and burden on the individual and their families, the system still very much goes against humanistic values for causes and treatment of schizophrenia as this standpoint does not value labelling individuals and treating the symptoms of the medicalised illness as this takes away from the phenomenological human experiencing of the individual. Therefore, the humanistic therapist would aim to allow the client to explore the meaning behind the voices, delusions and other symptoms linked with psychosis. However, N.I.C.E guidelines 2014, the Matrix Cymru as well as the DSM-5 and ICD-10 all favour the use of antipsychotic medication combined with CBT and family therapy. This can be put down to the research discussed above outlining the success of using antipsychotics reducing positive and often negative symptoms and CBT particularly allowing the patient to work through negative symptoms which they are often left with once the symptoms of psychosis have gone so this therapy has been found to reduce relapse rate. The N.I.C.E guidelines do state that humanistic therapies can be used if all other treatments fail but even within the current framework, antipsychotics are still considered to be over prescribed and therapy is still not as accessible as it should be. 
It is clear that antipsychotics work better combined with therapy as therapy alone is not sufficient. As discussed, this aims to reduce the symptoms of psychosis which in some viewpoints allows the client to connect with the therapist. However, finding still do not support the conditions of person-centred approach sufficient for therapeutic change for those suffering with schizophrenia. We can conclude from this discussion that it is difficult to apply humanistic principles of viewing and treating mental illness in a system that medicalises mental health conditions as though they were a physical condition. 
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