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Integrated pharmacological and psychosocial treatments, such as psychoeducation (PE) and shared decision-making (SDM), have been shown to significantly improve outcomes for people living with schizophrenia (PLWS). Underpinning the success of these interventions is a strong therapeutic relationship between PLWS, their carers, and their healthcare team. While many recognize the value of this relationship, implementation of the interventions necessary to facilitate its construction remain low. In this article, we identify the barriers to developing productive therapeutic relationships and explain how PE and SDM, taking into account cultural difference, can improve adherence to treatment, strengthen therapeutic relationships, and ultimately equip patients to achieve better functional outcomes.
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Introduction to the Biopsychosocial Model in Schizophrenia and the Importance of Psychoeducation

Schizophrenia is a complex disorder that is impacted by biological, social and psychological factors. Recent years have seen a shift towards how psychosocial factors, such as isolation, victimization, and substance abuse, can influence outcomes (1). The biopsychosocial model of schizophrenia considers the cause and course of schizophrenia as equally related to biological vulnerability interacting with social and psychological factors, e.g., isolation and low self-esteem, with recommended psychological interventions based on individual requirement (2, 3).

We believe that optimal outcomes for people living with schizophrenia (PLWS) arise when healthcare professionals (HCPs) consider both pharmacological and psychological interventions. This enables them to individualize each case and implement treatment plans tailored to their history, family, and cultural background. In clinical practice, pharmacological therapies are well understood and widely implemented however, psychosocial treatments are not. Therefore, we need to embed psychosocial treatment into standard care for PLWS and improve the therapeutic alliance between PLWS, their carers, and their healthcare team (4).

This article aims to identify barriers to the achievement of strong therapeutic relationships and highlight the benefits of consistently implementing psychosocial treatments such as psychoeducation (PE), and shared decision-making (SDM).

PE involves providing accurate, relevant and up-to-date information to PLWS as well as to their carers and family (5). PE focuses on improving insight and giving practical support on managing the condition. SDM promotes collaboration between patients and clinicians, where information is shared and patients are supported to express and achieve informed preferences about their treatment (6).

This review article uses the biopsychosocial model to discuss the personalization of care for PLWS, focusing on the importance of knowledge and expertise in pharmacological and psychosocial aspects of schizophrenia and the importance of implementing an individualized approach that is sensitive to patients’ history and cultural backgrounds. We believe that embedding PE and SDM into the interactions between PLWS and their healthcare teams will help improve therapeutic relationships and subsequently overall outcomes.



Establishing and Addressing a Need for Open Conversations and Strong Relationships

Clinicians should aim to build a strong therapeutic alliance between themselves, the patient and their primary carer(s). An alliance should be non-hierarchical, acknowledging the respective expertise of the individuals, with all members given respect and made to feel like partners with a common goal (7).

To construct a strong therapeutic alliance, open conversations, trust and respect play a fundamental role, with the ultimate goal being to establish a partnership to optimize patient outcomes. Strong therapeutic alliances have been shown to correlate with positive patient outcomes, notably symptom severity, hospitalizations, rates of drop-out from psychosocial treatment, and adherence to medication (8). This article discusses how various barriers specific to individual patients, such as social and cultural factors, influence the formation of strong therapeutic alliances.



Recognizing the Role of Carers

It is important to recognize all stakeholders involved in the care of PLWS; the role carers play should not be undervalued. Carers can relay important information about how the PLWS is coping, how the person is daily, and whether any change in wellness or behavior has occurred. It is important to note that carers may or may not be family members.



Barriers to Strong Relationships

There are numerous patient, carer, and clinician barriers that can impair the formation of relationships; these vary between cases and vary from misinterpretation of patient insight to appreciation of cultural background.



Patient Barriers to Strong Relationships


Insight

“Insight” describes the ability of PLWS to recognize that they have an illness and their ability to understand how their experiences relate to the illness (9). In our experience, insight exists on a continuum; patients often recognize some aspects of their symptomatology, but not others. For example, formal thought disorder and hallucinations are better recognized as pathological, while delusions are less so (10). Poor insight is a known feature of schizophrenia and has been linked to poorer perceived therapeutic alliance (8, 11, 12).

Impaired insight can hinder relationships, not least due to the negative effects this has on social interaction and perception of the actions of others (13). If a person does not believe that they have an illness, then any attempt to address it will be futile. Crucially, this can lead the person to distrust the help provided by carers and professionals. It is important to gauge the baseline level of insight to provide suitable individualized PE (14, 15). Although appreciation of insight prior to providing PE is beneficial, providing quality PE to all PLWS regardless of insight is beneficial. In PLWS, PE is one of the most consistently effective treatment modalities, with relapse rate reduction at 50%–60% over treatment as usual (5).



Stigma

Stigma describes a negative perception or judgement towards a person, which can lead to alienation and discrimination. For PLWS, stigmatization (from others and self) causes embarrassment, insecurity and stress. Stigma can lead to communication problems, including a reluctance to talk openly about their illness. Stigma changes how subjects perceive themselves—leading to feelings of incompetence and low self-esteem. Stigma correlates with poorer real-life functioning as measured by maintenance of close and extended social circles, productivity at work and independent living (16–18). PLWS often use social withdrawal as a mechanism for coping with stigma, which can have a negative impact on relationships and impede the desire to discuss and share during consultations.

Cultural context can affect family burden, stigma and the progression of schizophrenia. A predictor of poor course in schizophrenia is highly expressed emotion (EE), which varies widely across ethnic groups (19). Furthermore, differing levels of acceptance of schizophrenia and criticism towards PLWS exist between different cultural groups, e.g., Anglo-Americans tended to blame their affected relatives more than Latino Americans (20). Additionally, gender inequality is strongly affected by cultural factors and in certain regions, female PLWS may be devalued and submitted to excessive emotional stress, violence, isolation and denial of access to care (21). Cultural and gender-informed therapy should be offered to PLWS and their families. Therapists should be aware that PE, other psychological therapies and the therapeutic alliance may be severely impacted by these factors. For example, a delay in seeking help may be associated with high levels of stigma in some cultures, e.g., Afro-Caribbean immigrants in the UK delayed access to care for PLWS, with an increase in the duration of untreated psychosis associated with a subsequent worsening of outcome (22).




Healthcare System/Psychiatrist Barriers to Strong Relationships


Poor Provision of Information

Hesitancy from HCPs in sharing information with PLWS and their carers can have a negative impact on outcomes. In our experience, hesitancy occurs due to several factors including poor insight, insufficient training on PE technique, and the physician’s fear of offending and disrupting the relationship with the patient. Sometimes even core pieces of information, such as the diagnosis of schizophrenia, are initially omitted, with vague terminology, e.g., “a disorder of the brain” used, which may be confusing, or even inaccurate (23, 24). Avoiding use of “schizophrenia” may prevent PLWS from seeking the treatment and support required and delay the opportunity to build a strong relationship (24).

Most people with severe mental illness have a high desire for information. This information is associated with variables, such as therapeutic relationship and symptom severity, which are amenable to change during treatment (25).

Poor communication of information extends to conversations about treatments. Some clinicians fear that informing PLWS about options like long-acting therapies too early may be viewed as suggesting that PLWS are untrustworthy, their condition is more severe, or that clinicians do not want to see them (26–28). In our experience, open discussion about the need for pharmacological treatment is fundamental and should always happen as early as possible. Discussions around drug options can be influenced by poor insight of PLWS, especially during the acute phase, and PLWS with persecutory ideas involving carers and staff, with no illness insight, may not be able to fully consent to treatments.

A poor understanding of cultural context may inhibit a HCP’s ability to form an open, honest and transparent relationship with their patient. However, the integration of culturally-based treatment approaches with existing PE interventions are now available, or are being developed for PLWS from ethnic minority groups, including Hispanic, Latino, African, and Caribbean communities (29, 30). This is in accordance with the NICE Schizophrenia Guidelines, which state that “services should also ensure that all clinicians are skilled in working with people from diverse linguistic and ethnic backgrounds, and have a process by which they can assess cumulative inequalities through their routine clinical practice” (31).

Despite strong guideline recommendations of education for PLWS and carers, provision of PE remain low, with a minority of clinicians and nurses receiving relevant training (12, 31–34).



Lack of Patient-Centered Outcomes

PLWS generally value different outcomes to those considered by HCP’s and this can create barriers in forming therapeutic relationships. While HCPs value outcomes are usually symptom relief or relapse prevention, PLWS may desire outcomes such as acceptance by their family or peers, or a return to school or work. These valued outcomes are not addressed in certain therapeutic settings, yet are invaluable in building strong therapeutic relationships. Discussing and setting patient-centered outcomes may build hope and help trust in the therapeutic relationship (35).



Outdated Attitudes

Sometimes, important aspects of personal life, like sexual activity and illicit drug use, are avoided in clinical discussions, which can create distrust. Avoiding discussions about sexual activity might suggest to PLWS that sexual disturbances due to treatment are being overlooked. Interestingly, patients are often willing to talk about these aspects when prompted (36).

Cultural factors directly impact relationships. Individual perceptions of schizophrenia and cultural context may affect the likelihood of the PLWS to seek help or be transparent about their experiences and their views of the role of their loved-ones in helping to fulfil the carer role (37).

PLWS and clinicians sometimes differ when defining treatment goals and outcomes. Patients often prioritize life goals and real-world problems, whereas clinicians usually place emphasis on symptoms, such as hallucinations (4). Patient-related outcomes should be valued and complement other outcome measures (38). A patient’s job and housing situation should also be considered.




Carer Barriers to Strong Relationships

Carers’ behaviors and attitudes can have significant effects on social functioning and treatment success. Often, stigma and a lack of understanding or acceptance from families may result in poor support for PLWS, which can impact their condition.

The influence of cultural context also extends to the carer. In some cultures, it may be considered humiliating and/or offensive to involve a relative younger than the patient, or a female peer in therapy discussions (37, 39).

EE can refer to positive or negative communication strategies used by a carer towards PLWS. The construct of EE includes five components: critical comments, emotional over-involvement, hostility, warmth, and positive remarks (40). The first three components are associated with poor outcomes while warmth and positive remarks are protective factors (41). Higher levels of negative EE correlate with poorer compliance and predicts poorer social functioning for PLWS (41, 42). The presence of these aspects is also influenced by the cultural context, for example, EE rates are higher in Western cultures (43).



Socioeconomic Barriers

Clinicians should be mindful of the socioeconomic and organizational barriers to maximizing their contact time with PLWS. These are typically beyond the control of individual clinicians, but awareness may help guide practice. In our experience, barriers that can reduce contact time include frequent changing of facilities and staff, high caseloads for clinicians, unstable living situations for PLWS, or unavailability of accessible transport to get to appointments. A broader availability of well-organized outpatient and outreach mobile services can improve early detection and the quality of the first therapeutic relationship that is crucial for treatment adherence. Studies have shown that early recognition and treatment improves outcomes for PLWS and reduces individual and societal costs (12, 44).



Addressing the Barriers to Achieve Stronger Relationships


Greater Attention and Support for Carers

Studies have shown that having a family member or carer who provides informal support is associated with better treatment compliance (45, 46). Keeping carers closely involved in the treatment plan helps to open up other channels of communication for the clinician and PLWS.

It is important to make sure the patient-clinician-carer dynamic is positive; if this deteriorates, revisiting the roles of carers, when they should come to appointments, and whether changes are needed can help restore balance.



PE for Carers and PLWS


Benefits of PE for Carers and PLWS

PE is a useful tool for improving relationships within the care alliance. The clinical benefits of PE have been demonstrated in numerous studies and include positive impacts on clinical measures, e.g., relapse rates, relapse severity, and adherence (14, 47, 48). Regarding promoting strong therapeutic relationships, PE has been shown to improve patient insight, reduce self-stigma and improve social functioning (14, 49, 50). However, while improving insight is a key goal of PE, even patients with high levels of insight may still benefit (5).

PE also improves outcomes for the carers and family members of PLWS. Studies exploring family therapy approaches have shown that PE reduces carer stress and hostility towards other family members, while increasing warmth and reducing the perception of burden (51–53).



What Should PE Cover?

PE will inevitably include schizophrenia-specific information, such as how to recognize symptoms, the impact of the illness on real-life functioning and the importance of treatment for optimal outcomes. Clear and essential information should be provided, and basics of the vulnerability-stress model should be addressed to adequately present the need for treatment. Promoting healthy lifestyles, identifying causes of stress, and problem-solving and communication skills are equally important domains of PE (5).

A large part of the learning from a PE intervention will likely take place outside of the clinician consultation; the clinician plays a critical role in directing PLWS and their carers to reliable and easily-understandable sources of information, such as e-mental health interventions (54). Guidelines recommend that educational interventions, including those surrounding treatment options, are introduced as early as possible (31, 32).

Different PE approaches should be considered for PLWS and their carers. PLWS may benefit more from an approach that enhances problem-solving skills and promotes the identification and achievement of life goals. For carers, greater importance may be placed on the symptoms of schizophrenia, with a focus on promoting acceptance (51). Healthcare providers should consider how better access to PE can be provided in general to PLWS and carers (34). Importantly, all information should be accurate, fair and balanced, and, when possible, not influenced by preconceived attitudes and opinions of the clinician.




Shared Decision-Making and Patient Partnership

While clinicians are experts of the illness, PLWS, and carers are experts of themselves or experts by experience, and the contribution that each can bring to the decision-making process should be recognized and considered. Unfortunately, although there is strong support for SDM among PLWS and psychiatrists, evidence suggests that this does not routinely take place, often due to various different factors (55–57). Commonly-identified barriers to SDM include poor insight and lack of decisional capacity from the patient, societal and cultural expectations about psychiatric disorders, beliefs surrounding the effects of treatments, and financial and timing pressures which can limit options (35, 58).

There are a number of factors that can be incorporated into consultations to help facilitate SDM. These include honesty, trust, respect and politeness from all parties (7). Honesty is required from the clinician (e.g., regarding treatment options and potential side effects), but also from PLWS and carers (e.g., reporting symptoms or adherence) (7). In our view, a warm attitude from the treatment team, a manifest interest for the person and his/her opinions, and empathetic behavior towards distress caused by treatment or symptoms can help establish a correct and trustful therapeutic atmosphere even for PLWS with poor insight.

Open discussion of treatment options should happen as early as the patient is ready, with evidence suggesting that early introduction of both pharmacological and psychosocial treatments for schizophrenia can positively impact overall treatment success (27, 28, 32, 59), and positively impact SDM (32, 59).

In our view, following pharmacological treatment guidelines is the gold standard of treatment in schizophrenia in order to prevent hospitalization, relapse, and to promote community independent living which is imperative for patient recovery. When considering the recommended treatments, discussions should always include the pros and cons of different options, and the treating team should routinely consider whether the current treatment is optimal or whether there might be better needs-oriented options. Table 1 contains a list of questions, parameters and solutions that can be implemented to help uncover and address patients’ needs and attitudes towards their current treatment. Everyone should be open to the idea of revisiting treatment discussions to find the best option for the patient. Therefore, we believe that the shared view of schizophrenia and its treatment that has to be reached in the therapeutic relationship should address biological vulnerability and the positive role antipsychotics have in treatment.


Table 1 | Example questions, parameters, and solutions to consider when assessing the success of a patient’s treatment.



It is important to involve PLWS in treatment choices; you should openly discuss their attitudes towards drug or psychological treatment and allow their preferences to be stated without judgmental comments. Within this context, it is useful to frame pharmacological interventions as a way to reduce the distress related to symptoms and protect the patient against the stress-related development of these symptoms. A schizophrenia diagnosis should be discussed at the earliest opportunity, ideally when the team are confident of its veracity; if there is insufficient evidence, a provisional diagnosis should be communicated, explaining that further information is required for a definitive diagnosis.

Patients can be encouraged to take a more active role in their treatment by asking open-ended questions, taking time to consider their viewpoints, verifying their ability to understand information and instilling them with confidence about their involvement. PE and a strong patient partnership will often come hand in hand; more proactive and engaged patients are typically more informed regarding their treatment (7).



Formal PE Training for Clinicians

Psychiatrists should consider upskilling themselves and be aware of the benefits this could have for patient outcomes. Studies have shown that settings-based training programs can improve therapeutic relationships (60, 61).

Psychiatrists should be encouraged to access materials and courses that can further help them apply PE. Those who have more experience with PE should consider furthering their reach by advocating for widely available PE training within their countries, working closely with scientific professional societies to ensure that they produce more accessible opportunities for training, and promote awareness of the importance of PE within their healthcare communities.




Discussion

There are several key components that are necessary to create a strong treatment plan for PLWS including; a strong therapeutic alliance, SDM, and PE. Each of these components build on the benefits of the others; for example, patients that are more educated regarding their condition are able to build stronger therapeutic relationships and engage in SDM. Likewise, patients that are more active decision-makers are more likely to seek out education and adhere to their treatment plans.

We believe that the role carers play in the treatment of PLWS requires wider recognition. Carers can have positive and negative influences on outcomes for PLWS, which is why choosing the right person to support PLWS is imperative. As clinicians, we can help guide conversations about who is the patient’s primary carer and how much they are involved, while considering any socio-economic and cultural factors, but decisions around this should ultimately belong to the patient. Having a supportive, reliable, and engaged carer should be a key ambition for all those involved in treating PLWS.

There is an inherent challenge to creating sustained engagement with PLWS, due to the nature of schizophrenia itself. Many of the associated symptoms, including lack of insight, delusions, and social withdrawal, directly impede relationships and the desire to participate in decisions, ultimately presenting as significant therapeutic barriers. These barriers should not be seen as insurmountable, but rather factors that can be improved with PE and a focus on strong partnerships. Henceforth, the importance of individual empowerment obtained with psychosocial interventions integrated with psychopharmacological strategies should be emphasized, as this has been shown to most effectively improve patient outcomes.

This paper provides a review of the importance of therapeutic relationships and PE in the schizophrenia setting and how PLWS, clinicians and their carers need to construct a shared view relating to treatment options to increase adherence and improve outcomes. Interventions including PE can have a broad positive impact on clinical and social outcomes. We believe that future treatment can be enhanced by placing a greater emphasis on social interventions, and promoting specific training for clinicians in how to conduct difficult conversations involving delicate subject matters such as drug use.

In conclusion, we need to ensure that PLWS, carers and clinicians are properly equipped with the knowledge and skills to provide reciprocal support, increase the flow of communication, and allow PLWS to take greater ownership of their illness and its treatment.



Author’s Note

Editorial support was provided by a medical communications agency.



Author Contributions

All authors contributed to each stage of the development of the manuscript. Specifically, AM and WK provided input from a clinical perspective throughout. All authors contributed to the article and approved the submitted version.



Funding

This article was made possible with funding from Janssen Pharmaceutica NV. Janssen commissioned a first draft of this article from a medical communications agency, with editing and final copy approval performed by all authors.



Acknowledgments

We would like to thank all the participants, including the representatives of patient and family advocacy groups, Global Alliance of Mental Illness Advocacy Networks (GAMIAN) Europe, and European Federation of Associations of Families of People with Mental-Illness (EUFAMI), who offered their time and expertise to support this project by attending an advisory board.



References

1. Morgan VA, Waterreus A, Carr V, Castle D, Cohen M, Harvey H, et al. Responding to challenges for people with psychotic illness: Updated evidence from the Survey of High Impact Psychosis. Aust N. Z. J Psychiatry (2017) 51:124–40. doi: 10.1177/0004867416679738

2. Syvälahti EK. Biological factors in schizophrenia. Structural and functional aspects. Br J Psychiatry Suppl (1994) 23:9–14. doi: 10.1192/S0007125000292672

3. Cantor-graae E. The Contribution of Social Factors to the Development of Schizophrenia : A Review of Recent Findings. Can J Psychiatry (2007) 52:277–86. doi: 10.1177/070674370705200502

4. Harris BA, Panozzo G. Therapeutic alliance, relationship building, and communication strategies-for the schizophrenia population: An integrative review. Arch Psychiatr Nurs (2019) 33:104–11. doi: 10.1016/j.apnu.2018.08.003

5. Motlova LB, Balon R, Beresin E, Brenner AM, Coverdake JH, Guerrero APS, et al. Psychoeducation as an opportunity for patients, psychiatrists, and psychiatric educators: Why do we ignore it? Acad Psychiatry (2017) 41:447–51. doi: 10.1007/s40596-017-0728-y

6. Ishii M, Okumura Y, Sugiyama N, Hasegawa H, Noda T, Hirayasu, et al. Feasibility and efficacy of shared decision making for first-admission schizophrenia: a randomized clinical trial. BMC Psychiatry (2017) 17:52. doi: 10.1186/s12888-017-1218-1

7. Hamann J, Kohl S, McCabe R, Bühner M, Mendel R, Albus M, et al. What can patients do to facilitate shared decision making? A qualitative study of patients with depression or schizophrenia and psychiatrists. Soc Psychiatry Psychiatr Epidemiol (2016) 51:617–25. doi: 10.1007/s00127-015-1089-z

8. Johansen R, Iversen VC, Melle I, Hestad KA. Therapeutic alliance in early schizophrenia spectrum disorders: a cross-sectional study. Ann Gen Psychiatry (2013) 12:14. doi: 10.1186/1744-859X-12-14

9. Joseph B, Narayanaswamy JC, Venkatasubramanian G. Insight in schizophrenia: relationship to positive, negative and neurocognitive dimensions. Indian J Psychol Med (2015) 37:5–11. doi: 10.4103/0253-7176.150797

10. Telles-Correia D, Moreira AL, Marques JG, Saravia S, Moreira CA, Antunes F, et al. The proximity between hallucination and delusion dimensions: An observational, analytic, cross-sectional, multicentre study. Front Psychol (2016) 7:1–7. doi: 10.3389/fpsyg.2016.01642

11. Ruchlewska A, Kamperman AM, van der Gaag M, Wierdsma AI, Mulder NCL. Working Alliance in Patients with Severe Mental Illness Who Need a Crisis Intervention Plan. Community Ment Health J (2016) 52:102–8. doi: 10.1007/s10597-015-9839-7

12. Mohr P, Galderisi S, Boyer P, Wasserman D, Arteel P, Ieven A, et al. Value of schizophrenia treatment I: The patient journey. Eur Psychiatry (2018) 53:107–15. doi: 10.1016/j.eurpsy.2018.06.007

13. Vaz FJ, Bejar A, Casado M. Insight, psychopathology, and interpersonal relationships in schizophrenia. Schizophr Bull (2002) 28:311–7. doi: 10.1093/oxfordjournals.schbul.a006940

14. Xia J, Merinder LB, Belgamwar MR. Psychoeducation for schizophrenia. Cochrane Database Syst Rev (2011) 6:CD002831. doi: 10.1002/14651858.CD002831.pub2

15. Belvederi Murri M, Amore M. The Multiple Dimensions of Insight in Schizophrenia-Spectrum Disorders. Schizophr Bull (2019) 45:277–83. doi: 10.1093/schbul/sby092

16. Galderisi S, Rossi A, Rocca P, Bertolino A, Mucci A, Bucci P, et al. The influence of illness-related variables, personal resources and context-related factors on real-life functioning of people with schizophrenia. World Psychiatry (2014) 13:275–87. doi: 10.1002/wps.20167

17. Yanos PT, Roe D, Markus K, Lysaker PH. Pathways between internalized stigma and outcomes related to recovery in schizophrenia spectrum disorders. Psychiatr Serv (2008) 59:1437–42. doi: 10.1176/ps.2008.59.12.1437

18. Lysaker PH, Davis LW, Warman DM, Strasburger A, Beattie N. Stigma, social function and symptoms in schizophrenia and schizoaffective disorder: associations across 6 months. Psychiatry Res (2007) 149:89–95. doi: 10.1016/j.psychres.2006.03.007

19. Aguilera A, López SR, Breitborde NJK, Kopelowicz A, Zarate R. Expressed emotion and sociocultural moderation in the course of schizophrenia. J Abnorm Psychol (2011) 119(4):875–85. doi: 10.1037/a0020908

20. Weisman AG, López SR, Ventura J, Nuechterlein KH, Goldstein MJ, Hwang S.  A comparison of psychiatric symptoms between Anglo-Americans and Mexican-Americans with Schizophrenia. Schizophr Bull (2000) 26:817–24. doi: 10.1093/oxfordjournals.schbul.a033496

21. Yu S. Uncovering the hidden impacts of inequality on mental health: A global study. Transl Psychiatry (2018) 8. doi: 10.1038/s41398-018-0148-0

22. Pinto R, Ashworth M, Jones R. Schizophrenia in black Caribbeans living in the UK: An exploration of underlying causes of the high incidence rate. Br J Gen Pract (2008) 58:429–34. doi: 10.3399/bjgp08X299254

23. Clafferty RA, McCabe E, Brown KW. Conspiracy of silence? Telling patients with schizophrenia their diagnosis. Psychiatr Bull (2001) 25:336–9. doi: 10.1192/pb.25.9.336

24. Outram S, Harris G, Kelly B, Byluns CL, Cohen M, Lander Y, et al. “We didn’t have a clue”: Family caregivers’ experiences of the communication of a diagnosis of schizophrenia. Int J Soc Psychiatry (2015) 61:10–6. doi: 10.1177/0020764014535751

25. Loos S, Clarke E, Jordan H, Pushner B, Fiorillo A, Luciano M, et al. Recovery and decision-making involvement in people with severe mental illness from six countries: A prospective observational study. BMC Psychiatry (2017) 17:1–8. doi: 10.1186/s12888-017-1207-4

26. Potkin S, Bera R, Zubek D, Lau G. Patient and prescriber perspectives on long-acting injectable (LAI) antipsychotics and analysis of in-office discussion regarding LAI treatment for schizophrenia. BMC Psychiatry (2013) 13:261. doi: 10.1186/1471-244X-13-261

27. Kahn RS, Fleischhacker WW, Boter H, Davidson M, Vergouwe Y, Keet IPM, et al. Effectiveness of antipsychotic drugs in first-episode schizophrenia and schizophreniform disorder: an open randomised clinical trial. Lancet (2008) 371:1085–97. doi: 10.1016/S0140-6736(08)60486-9

28. Kahn RS, Winter van Rossum I, Leucht S, McGuire P, Lewis SW, Leboyer M, et al. Amisulpride and olanzapine followed by open-label treatment with clozapine in first-episode schizophrenia and schizophreniform disorder (OPTiMiSE): a three-phase switching study. Lancet Psychiatry (2018) 5:797–807. doi: 10.1016/S2215-0366(18)30252-9

29. De Mamani AW, Weintraub MJ, Gurak K, Maura J. A randomized clinical trial to test the efficacy of a family-focused, culturally informed therapy for schizophrenia. J Fam Psychol (2014) 28:800–10. doi: 10.1037/fam0000021

30. Lemetyinen H, Onwumere J, Drake RJ, Abel K, Haigh, Moulton G, et al. Co-production and evaluation of an elearning resource to improve African-Caribbean families’ knowledge about schizophrenia and engagement with services: A pilot randomised controlled trial protocol. Pilot Feasibility Stud (2018) 4:1–11. doi: 10.1186/s40814-018-0368-3

31. National Institute for Health and Care Excellence (NICE). Psychosis and schizophrenia in adults: prevention and management. Clinical guideline CG178. NICE (National Institute for Health and Care Excellence) (2014).


32. International Early Psychosis Association. International clinical practice guidelines for early psychosis. Br J Psychiatry (2005) 187:s120–4. doi: 10.1192/bjp.187.48.s120

33. Onwumere J, Grice S, Kuipers E. Delivering Cognitive-Behavioural Family Interventions for Schizophrenia. Aust Psychol (2016) 51:52–61. doi: 10.1111/ap.12179

34. Eassom E, Giacco D, Dirik A, Priebe S. Implementing family involvement in the treatment of patients with psychosis: a systematic review of facilitating and hindering factors. BMJ Open (2014) 4:e006108. doi: 10.1136/bmjopen-2014-006108

35. Slade M. Implementing shared decision making in routine mental health care. World Psychiatry (2017) 16:146–53. doi: 10.1002/wps.20412

36. McCann E. The expression of sexuality in people with psychosis: breaking the taboos. J Adv Nurs (2000) 32:132–8. doi: 10.1046/j.1365-2648.2000.01452.x

37. Asmal L, Mall S, Kritzinger J, Chiliza B, Emsley R, Swartz L. Family therapy for schizophrenia: Cultural challenges and implementation barriers in the South African context. Afr J Psychiatry (South Africa) (2011) 14:367–71. doi: 10.4314/ajpsy.v14i5.3

38. Sartorius N. Patient-reported outcomes in psychiatry. Dialogues Clin Neurosci (2014) 16:123–4.


39. Mantovani LM, Ferretjans R, Marçal IM, Oliveira AM, Guimarães FC, Salgado JV. Family burden in schizophrenia: the influence of age of onset and negative symptoms. Trends Psychiatry Psychother (2016) 38:96–9. doi: 10.1590/2237-6089-2015-0082

40. Amaresha AC, Venkatasubramanian G. Expressed emotion in schizophrenia: An overview. Indian J Psychol Med (2012) 34:12–20. doi: 10.4103/0253-7176.96149

41. Barrowclough C, Tarrier N. Social functioning in schizophrenic patients. I. The effects of expressed emotion and family intervention. Soc Psychiatry Psychiatr Epidemiol (1990) 25:125–9. doi: 10.1007/BF00782739

42. Sellwood W, Tarrier N, Quinn J, Barrowclough C. The family and compliance in schizophrenia: the influence of clinical variables, relatives’ knowledge and expressed emotion. Psychol Med (2003) 33:91–6. doi: 10.1017/S0033291702006888

43. Singh SP, Harley K, Suhail K. Cultural specificity of emotional overinvolvement: A systematic review. Schizophr Bull (2013) 39:449–63. doi: 10.1093/schbul/sbr170

44. Petersen L, Jeppesen P, Thorup A, Abel M-B, Øhlenschlæger J, Christensen TØ, et al. A randomised multicentre trial of integrated versus standard treatment for patients with a first episode of psychotic illness. BMJ (2005) 331:602. doi: 10.1136/bmj.38565.415000.E01

45. Olfson M, Mechanic D, Hansell S, Boyer CA, Walkup J, Weiden PJ. Predicting Medication Noncompliance After Hospital Discharge Among Patients With Schizophrenia. Psychiatr Serv (2000) 51:216–22. doi: 10.1176/appi.ps.51.2.216

46. O’Donnell C, Donohoe G, Sharkey L, Owens N, Migone M, Harries R, et al. Compliance therapy: a randomised controlled trial in schizophrenia. BMJ (2003) 327:834–40. doi: 10.1136/bmj.327.7419.834

47. Bäuml J, Pitschel-Walz G, Volz A, Engel RR, Kessling W. Psychoeducation in schizophrenia: 7-year follow-up concerning rehospitalization and days in hospital in the Munich Psychosis Information Project Study. J Clin Psychiatry (2007) 68:854–61. doi: 10.4088/JCP.v68n0605

48. Xiong W, Phillips MR, Hu X, Wang R, Dai Q, Kleinman J, et al. Family-based intervention for schizophrenic patients in China. A randomised controlled trial. Br J Psychiatry (1994) 165:239–47. doi: 10.1192/bjp.165.2.239

49. Çetin N, Aylaz R. The effect of mindfulness-based psychoeducation on insight and medication adherence of schizophrenia patients. Arch Psychiatr Nurs (2018) 32:737–44. doi: 10.1016/j.apnu.2018.04.011

50. Uchino T, Maeda M, Uchimura N. Psychoeducation may reduce self-stigma of people with schizophrenia and schizoaffective disorder. Kurume Med J (2012) 59:25–31. doi: 10.2739/kurumemedj.59.25

51. Falloon IR. Family interventions for mental disorders: efficacy and effectiveness. World Psychiatry (2003) 2:20–8.


52. Buchkremer G, Monking H, Holle R, Hornung W. The impact of therapeutic relatives’ groups on the course of illness of schizophrenic patients. Eur Psychiatry (1995) 10:17–27. doi: 10.1016/0767-399X(96)80071-X

53. Cheng L-Y, Chan S. Psychoeducation program for chinese family carers of members with schizophrenia. West J Nurs Res (2005) 27:583–99. doi: 10.1177/0193945905275938

54. Gaebel W, Großimlinghaus I, Kerst A, Cohen Y, Hinsche-Böckenholt A, Johnson B, et al. European Psychiatric Association (EPA) guidance on the quality of eMental health interventions in the treatment of psychotic disorders. Eur Arch Psychiatry Clin Neurosci (2016) 266:125–37. doi: 10.1007/s00406-016-0677-6

55. McCabe R, Khanom H, Bailey P, Priebe S. Shared decision-making in ongoing outpatient psychiatric treatment. Patient Educ Couns (2013) 91:326–8. doi: 10.1016/j.pec.2012.12.020

56. Seale C, Chaplin R, Lelliott P, Quirk A. Sharing decisions in consultations involving anti-psychotic medication: a qualitative study of psychiatrists’ experiences. Soc Sci Med (2006) 62:2861–73. doi: 10.1016/j.socscimed.2005.11.002

57. Hamann J, Neuner B, Kasper J, Vodermaier A, Loh A, Deinzer A, et al. Participation preferences of patients with acute and chronic conditions. Heal Expect (2007) 10:358–63. doi: 10.1111/j.1369-7625.2007.00458.x

58. Hamann J, Holzhüter F, Stecher L, Heres S. Shared decision making PLUS - a cluster-randomized trial with inpatients suffering from schizophrenia (SDM-PLUS). BMC Psychiatry (2017) 17:78. doi: 10.1186/s12888-017-1240-3

59. Robinson DG, Woerner MG, Alvir JM, Geisler S, Koreen A, Sheitman B, et al. Predictors of treatment response from a first episode of schizophrenia or schizoaffective disorder. Am J Psychiatry (1999) 156:544–9. doi: 10.1176/ajp.156.4.544

60. van Meijel B, Megens Y, Koekkoek B, de Vogel W, Kruitwagen C, Grypdonck M. Effective Interaction With Patients With Schizophrenia: Qualitative Evaluation of the Interaction Skills Training Programme. Perspect Psychiatr Care (2009) 45:254–61. doi: 10.1111/j.1744-6163.2009.00228.x

61. McCabe R, John P, Dooley J, Healey P, Cushing A, Kingdon D, et al. Training to enhance psychiatrist communication with patients with psychosis (TEMPO): cluster randomised controlled trial. Br J Psychiatry (2016) 209:517–24. doi: 10.1192/bjp.bp.115.179499



Conflict of Interest: The authors declare that this study received funding from Janssen Pharmaceutica NV. The funder had the following involvement in the study: the writing of this article and the decision to submit it for publication. CM and AW are both employees of Janssen and a fee for service was provided to AM for their contribution. WK did not receive a fee for their contribution.

Copyright © 2020 Mucci, Kawohl, Maria and Wooller. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/logo.jpg
, frontiers
in Psychiatry





OEBPS/Images/fpsyt.2020.00761_cover.jpg
, frontiers
in Psychiatry

Treating Schizophrenia: Open
Conversations and Stronger
Relationships Through
Psychoeducation and Shared
Decision-Making





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Treating Schizophrenia: Open Conversations and Stronger Relationships Through Psychoeducation and Shared Decision-Making

      

        		

          Introduction to the Biopsychosocial Model in Schizophrenia and the Importance of Psychoeducation

        



        		

          Establishing and Addressing a Need for Open Conversations and Strong Relationships

        



        		

          Recognizing the Role of Carers

        



        		

          Barriers to Strong Relationships

        



        		

          Patient Barriers to Strong Relationships

        

          		

            Insight

          



          		

            Stigma

          



        



        



        		

          Healthcare System/Psychiatrist Barriers to Strong Relationships

        

          		

            Poor Provision of Information

          



          		

            Lack of Patient-Centered Outcomes

          



          		

            Outdated Attitudes

          



        



        



        		

          Carer Barriers to Strong Relationships

        



        		

          Socioeconomic Barriers

        



        		

          Addressing the Barriers to Achieve Stronger Relationships

        

          		

            Greater Attention and Support for Carers

          



          		

            PE for Carers and PLWS

          

            		

              Benefits of PE for Carers and PLWS

            



            		

              What Should PE Cover?

            



          



          



          		

            Shared Decision-Making and Patient Partnership

          



          		

            Formal PE Training for Clinicians

          



        



        



        		

          Discussion

        



        		

          Author’s Note

        



        		

          Author Contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table1.jpg
Questions for the patient regarding their wellbeing
and troatment

How have you been feeng snco youe st appoiniment? What
achtes have you been dong Snce we st met? 00 you have any
questions you woud ke 10 5k?

Have you experisnced any probls snce your st Vst? (6. ever,
ash,fatigue, )

Have you noticed an increasa i appette or weghI? Has tris besna
protiem for you?

Have you notced any ireguiaty n your mensinal cyc (emaes
ony). any discharge of mik fom your breast o broast enlargomont
(@thor se, a reduction of soxual drve,or offer cyshnctons ated
0 your sexual fe?

Have you et demotated o ndiferent mave than usual? Has.
anyone noticed that you are 15 active or expressie than usual? D0,
you ool sad mostof th tme?

Do you ool cumsy or Slowed:down i your movements or
beianced when standng? Do you notce a emor when resting?

Have you bean abe 0 take your medicaions reguiary o i you
need to be promped?

Woud you prefe another schedue? Would you fes more.
comfortabie i we simpified your schedule?

Parameters to consider Side effect/emergent

for reviewingthe  condition o address.
treatment plan

A ‘Gonoral adhorenco.

Bood count, ‘Common or rare drg

eciocardogram sdo efcts

Body weight, waist Metabois synroms

crcunferonce, body mass
index (M. gycooma,

seum ipd profie

Protactn oves Hyparprocinema

NA ‘Secondary negative.
Symptoms dus to
oxapyramidal sdo
ofects or depression

Muscl siinoss Drg-nduced
parksonsm

NA Adnorence

Possible solution

Encourage patont empowermont

Reviso therapy taking nto consderaion
g neractions, nolecance, and
common o raro 600 ofects

Prescribe an anipsychotc vith less of
an mpact on metaboismiveght

Proscribo a deront antpsychotc o
prescribe an additonal agent 10 ower
protactn

‘Swich 0.2 second generation
antpsychote o reat depresson
soparatoy

Swtento.a second generation
antpsychote with ow potental to
oo parkinsonism: 204 an
antchoinergi drug

1 preforod by PLWS or doomed
important by the docto, a swich 0
ong-acting Ffectable anipsyohorc:
should be considerad






