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Introduction to Schizophrenia
This essay aims to evaluate the efficacy of biological and cognitive treatments for schizophrenia based on available empirical evidence. After a brief overview of current beliefs and discussions around schizophrenia, the effectiveness of both drug therapy and Cognitive Behavioural Therapy for psychosis are discussed before finally considering the efficacy and feasibility of a combined approach.
In 2001 the World Health Organization reported that schizophrenia was the eighth leading cause of disability world-wide for 15-44 year-olds (Haddad & Correll, 2018). The term ‘schizophrenia’ was first coined by Eugen Bleuler (Nolen-Hoeksema, 2014) and literally means ‘split mind’ (Bennett, 2011). Whilst it encompasses a wide variety of symptoms, one of the main characteristics is a disturbance of thought processes.
Schizophrenia is considered one of the most controversial mental health disorders and arguably has been one of the hardest to define (Bennett, 2011). It has a history of substantial debate (Bentall, 1993; Crow, 1980; Liddle et al., 1994), and its nature has been called into question many times, continuing even in current psychopathology (Bennett, 2011). Currently the DSM-5 classifies schizophrenia as a single disorder under the umbrella of Schizophrenia Spectrum and Other Psychotic Disorders, however, it acknowledges the heterogeneous nature of its effects (5th ed.; DSM-5; American Psychiatric Association, 2013). Whilst listing a whole host of potential symptoms, the DSM identifies five key areas which it considers characteristic of schizophrenia – delusions, hallucinations, disorganised speech, grossly disorganised or catatonic behaviour, negative symptoms – and requires that at least two of these characteristics be persistent for a minimum of six months for a diagnosis of schizophrenia. However, over the last few decades alternative and more dimensional views have gained a great deal of interest and support (Bennett, 2011). In 1980, Crow hypothesised that schizophrenia may actually be two syndromes rather than one with the key symptomatic difference being between positive behaviours (e.g. delusions, hallucinations, disordered thoughts) and negative behaviours (e.g. affective flattening, poverty of speech, loss of drive). This hypothesis has continued to be explored with further research providing significant supporting evidence (Bentall, 2011). In his research, Liddle (1987) suggested a third separate disorder which he simply called ‘disorganisation’, and, in 1993, Bentall called the whole concept of schizophrenia invalid and proposed instead that studies should revolve around the separate symptoms.
However the nature of schizophrenia is characterised, its cause is equally as hotly disputed (Nolen-Hoeksema, 2014). The dominant belief is biological – mainly genetic – however, this is not without controversy (American Psychiatric Association, 2013; Bennett, 2011). There is also evidence that pregnancy and birth complications can have an effect (American Psychiatric Association, 2013). Although not mentioned in the DSM-5, the primary and most persistent biological argument is an abundance of dopamine or overly sensitive dopamine receptors (Bennett, 2011). The beliefs surrounding this theory have come from and been supported by studies using dopamine-blocking drugs (Liddle et al., 1994), and whilst there is some evidence to support this theory, evidence can also be found to the contrary (Bennett, 2011). On the other side of the debate lies the psychological approach which is more interested in psychological, social and environmental factors. According to Bennett, the highest rates tend to be found in low socioeconomic groups which clearly implies an impact from environmental factors. He claims stress and trauma have also been shown as predictive factors. Evidence suggests that in reality both biological and psychological factors play a significant role in the development of schizophrenia (Mahone et al., 2016; Wahlberg et al., 2000).
Around 1% of adults are diagnosed with schizophrenia (Bennett, 2011; Royal College of Psychiatrists, 2015). Prevalence tends to vary between men and women, with men under 45 having twice the rate of women (National Institute for Health and Care Excellence, 2015), experiencing more negative symptoms and having a poorer prognosis (American Psychiatric Association, 2013). Onset is most frequently between adolescence and mid-30s with earlier onset often indicative of worse outcomes. Life expectancy is often reduced for those with schizophrenia due to associated medical or psychological conditions as well as an increased risk of suicide. It has been estimated in the United States that there is a potential average life loss of 28.5 years per person (National Institute for Mental Health, 2018).
Schizophrenia carries a poor prognosis in most cases (American Psychiatric Association, 2013; National Institute for Health and Care Excellence, 2015). Although outcomes are exceptionally hard to predict due to the varied nature of symptoms, their severity and the response to treatment, it is estimated that only around 20% of those diagnosed will experience a positive outcome with an even smaller number recovering fully. Most people require ongoing support and fluctuate between good and bad periods. For some chronically ill, symptoms will persist throughout life (American Psychiatric Association, 2013; Royal College of Psychiatrists, 2015). 

Biological Treatment
Given the significant and ongoing debate around causality and development of schizophrenia, it is no surprise that there are still large question marks over its treatment. As traditionally schizophrenia has been approached from a biological standpoint, its primary treatment has long been, and continues to be, biological in the form of drug therapy using antipsychotic medications (Bennett, 2011). This type of treatment has made a substantial difference in the development and outcomes of schizophrenia and the lives of those dealing with it (Bennett, 2011; Haddad & Correll, 2018). It has reduced hospital admissions and significantly cut stay lengths. Bennett also reports that it has aided against potential relapses, although he claims it seems to delay rather than prevent them. 
Although most individuals diagnosed with schizophrenia are prescribed medication, around a third of people have little to no response to the recommended drug therapy (Bennett, 2011). This is known as treatment-resistance and can sometimes be present from onset, but more commonly develops over a period of time. The most effective antipsychotic for both positive and negative symptoms, and therefore the preferred choice in most instances, is clozapine (Pyle et al., 2016). Studies have demonstrated good results of clozapine on treatment-resistant schizophrenia (Lally & MacCabe, 2015; Morrison et al., 2019). However, those studies have also found that in 30-40% of cases response remains insufficient even to this medication.
In 2017, Leucht et al. conducted a thorough review of antipsychotic drug trials for acute schizophrenia over the previous 60 years. They measured “any” effect as well as “good” effect. Findings showed that 51% of patients prescribed antipsychotics showed some level of response compared with 30% of patients given a placebo – a clear increase. However, patients who experienced a “good” response were 23% versus 14% with the placebo – a much lower figure. However, the antipsychotics still showed a greater effect. They also analysed effect on quality of life and social functioning and found a small to medium improvement in those receiving the antipsychotics.
The relative effectiveness of antipsychotics along with the fact that they are more cost-effective than psychological treatments (Morrison et al., 2019) make them a valid treatment option. However, there are significant drawbacks to their use and their place as the primary course of treatment. Aside from the fact that their efficacy varies significantly from person to person and also tends to decrease over prolonged use (Lally & MacCabe, 2015), the biggest drawback to their use is their significant side effects (Bennett, 2011). Just as with the treatment’s efficacy, side effects also vary substantially from person to person (Lally & MacCabe, 2015). One of the most common is a sedative effect (Bennett, 2011). As a result of the significant debilitating effects of early medications, known as first generation antipsychotics (FGAs), a new wave of drugs were developed around the 1990s (Lally & MacCabe, 2015). These second generation drugs (SGAs) are not linked to the same levels of extrapyramidal side effects (e.g. acute dystonias, Parkinsonism and tardive dyskinesia) as FGAs which cause significant problems for over 25% of those receiving these treatments over medium to long term periods (Bennett, 2011) . However, SGAs, which include clozapine, cause other unwanted symptoms such as weight gain or loss, dry mouth and throat, photosensitivity, constipation and depression as well as some more dangerous conditions such as cardiometabolic abnormalities and even agranulocytosis, a potentially fatal disorder affecting the immune system (Bennett, 2011; Lally & MacCabe, 2015).
For these reasons, many who receive antipsychotics often minimise or cease taking their medication (Bennett, 2011). Whilst understandable, this non-adherence to treatment obviously poses issues as schizophrenic symptoms then often remain untreated. Clinicians are continually working to address this problem (Mahone et al., 2016). There are a limited number of methods which have been developed to minimise medication usage in a healthy way. One such method is known as ‘early signs’ in which, during periods of wellness, patients receive a reduced dosage or are withdrawn from medication (Bennett, 2011). They are then required to work with their support team to stay alert to any changes which could be early indicators of a relapse. If this should happen, the individual would then re-engage with their clinician and receive appropriate treatment according to their treatment plan such as medication or psychological therapy. This approach has shown signs of positive outcomes. Another alternative to continuous medication is long-acting injections that release medication over a period of days or weeks (Bennett, 2011; Mahone et al., 2016). These are particularly useful for those who may struggle with remembering to take medication. According to Mahone et al, this method has had very promising results. 

Cognitive Treatment
The cognitive approach is mainly concerned with the psychological factors influencing a person’s behaviours and experiences (Bennett, 2011). It is accepted that an individual’s beliefs and cognitions directly impact how they interpret their emotions, experiences, social interactions and the world around them (Pyle et al., 2016). These interpretations will then influence how they respond and behave, therefore faulty cognitions can have a perpetuating effect on these distressing or damaging behaviours.
Cognitive Behavioural Therapy for psychosis (CBTp) is the primary and most effective psychological therapy for treating schizophrenia at least in the short-term (Pyle et al., 2016; Valmaggia et al., 2005). It has been endorsed in the UK by the National Institute for Health and Care Excellence and in the US by the American Psychiatric Association and the Schizophrenia Patient Outcomes Research Team (Jauhar et al., 2014). However, there is a lack of large-scale robust studies into its true effectiveness (Morrison et al., 2019) leading many researchers to question its use as a valid treatment option (Jauhar et al., 2014). Compared with studies for treatment using antipsychotics alone and antipsychotics with CBTp, treatment with CBTp alone is significantly under-researched (Law et al., 2017). A number of studies have shown that CBTp can make small improvements in the areas of mental state, reducing positive symptoms, improving mood, easing social anxiety and reducing hospital readmissions as well as duration of admission and symptom severity (Jauhar et al., 2014). Although it seems that these benefits are short-lived (Valmaggia et al., 2005), at long-term follow-up, patients have reported lower levels of distress due to greater understanding of delusions and other symptoms (Morrison et al., 2019). 
In 2017, a pilot and feasibility study was conducted comparing antipsychotics, CBTp and combined antipsychotics plus CBTp (Law et al.). Results showed that there was no statistically significant difference between treatment with medication alone and treatment with CBTp alone (Morrison et al., 2018). Outcomes were better for the combined approach, however. 
Further large-scale research into the efficacy of CBTp alone is necessary before a true comparison can be made and for clinicians to have sufficient information to advise patients who would like an alternative to medication or who are treatment resistant, particularly clozapine resistant (Morrison, 2019; Morrison et al., 2019). 
Aside from the lack of empirical research, there are other considerations to be made when it comes to acceptance of CBTp as a viable treatment for schizophrenia - one of the primary ones being the cost (Morrison, 2019). For the greatest chance of a positive outcome, it is estimated that treatment should be delivered over a 6-12 month period. Given the high skill that is required for delivery of this therapy, it can be a very expensive treatment. An additional obstacle is the high rates of disengagement from CBTp which have been estimated at between 30-60% (Richardson et al., 2019). This is a significant drop out rate, especially given the high financial cost of providing such treatment. There is some tentative evidence of reasons for disengagement as well as predictors of engagement, however, further research is required for any reliable conclusions to be drawn (Morrison et al., 2019; Richardson et al., 2019).

Combining Treatments
Although medication and CBTp both have their merits and achieve a degree of successful treatment, an increasingly common approach is to use these two interventions together (Morrison et al., 2018). When combined, the antipsychotics can help to stabilise acute symptoms, bringing a patient into a better position to be able to access the CBTp which can then allow them to learn how to better live with their condition (Valmaggia et al., 2005). 
Over the last couple of decades a number of studies have been conducted to test the efficacy of combined medication and CBTp for treating schizophrenia with favourable results (Bennett, 2011; Morrison et al., 2019; Pyle et al., 2016). The previously mentioned COMPARE trial by Law et al. (2017) compared three separate treatment groups – those receiving antipsychotics alone, those receiving CBTp alone and those receiving a combination of both treatments. Their findings showed that, whilst symptoms were reduced in all three groups, the combined treatment was significantly more effective than both standalone treatments (Morrison et al., 2018), although interestingly, there was no difference between groups by six weeks into treatment, which is a common length for drug trials. It was also found that there was a significantly lower rate of adverse effects in the CBTp only group. However, by 12 weeks in, three participants had moved from a standalone treatment (two from antipsychotics, one from CBTp) to the combined treatment after experiencing deterioration, further endorsing the combined approach. Although this study lacked the large-scale sample to give it substantial clinical weight, it provides favourable results for the combination of treatments and a good basis for further research.
Based on the available evidence, it is recommended by many health guidelines, including the National Institute for Health and Care Excellence (2014), that both antipsychotics and CBTp are offered to patients with a diagnosis of schizophrenia (Morrison, 2019). In the results of the FOCUS RCT for clozapine resistant schizophrenia, Morrison et al. (2019) strongly recommended that patients be involved in making decisions about types and course of treatment. However, in a separate paper, Morrison (2019) stated that this is often not the case and that, in reality, patients are often only offered the standard drug therapy with no discussion of alternative or additional treatments.

Conclusion
In conclusion, just as the effects of schizophrenia are unique to every person, the experience and efficacy of treatments can be equally so. This makes treatment a complex and often lengthy process. Research shows that whilst both antipsychotic medication and Cognitive Behavioural Therapy for psychosis both show comparably effective results, they can both be limited in their efficacy and, for different reasons, can have significant non-adherence. Research is beginning to show promising results for a combined approach using both treatments. However, the overall lesson is that there does not seem to be a one-size-fits-all model. For this reason, it is essential that patients have a voice in their treatment and also that further research and evidence-based treatment development are a priority.
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