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Objective: The authors describe the development of the Clinical Strate-
gies Implementation Scale (CSI), an instrument designed to help
providers measure the extent to which evidence-based strategies have
been implemented in the treatment of persons with schizophrenia spec-
trum disorders. Methods: Nine ordinal scales were devised to measure
key aspects of treatment strategies that have been associated with clin-
ical and social recovery from schizophrenia: goal- and problem-orient-
ed assessment, medication strategies, assertive case management, men-
tal health education, caregiver-based problem solving, living skills train-
ing, psychological strategies for residual problems, crisis prevention
and intervention, and booster sessions. A study of interrater reliability
was conducted with 15 trained raters from participating centers in
Athens, Auckland, Bonn, Budapest, Gothenburg, and Tokyo who as-
sessed 54 cases. Each treatment strategy was weighted according to its
effect size in clinical trials. Correlation analyses were conducted to ex-
plore associations between the total CSI score and ratings of clinical, so-
cial, and caregiver outcomes each year over four years of continued
treatment of 51 patients. Results: Interrater reliability ranged from .93
to .99. Four annual total CSI ratings were significantly correlated with
impairment, disability, functioning, work activity, and an index of re-
covery. Most correlations were stronger in years 3 and 4 than in years 1
and 2. Conclusions: Reliable and valid assessment of the implementa-
tion of evidence-based strategies in clinical practice is feasible. The
quality of integrated program implementation may be associated with
improved clinical and social recovery from schizophrenic disorders.
(Psychiatric Services 56:1584-1590, 2005)
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he benefits of evidence-based
I treatment can be replicated in
routine practice when the ap-
plication of such treatments approxi-
mates that provided in clinical trials
(1). A major criticism of the evidence-
based approach is that controlled tri-
als are poor models for clinical prac-
tice, because practitioners follow the
protocols rigidly and the flexibility
necessary for optimal treatment is
lacking (2,3). Although such criticism
is well founded in the case of fixed-
dosage trials of medication or psy-
chosocial strategies, adherence to
clearly defined manuals to ensure
that treatment is implemented in an
optimal way is a basic principle of
health science. Substantial deviations
from the tried and tested can be justi-
fied only when they are evaluated in
an experimental manner and shown
to be superior. Single-case designs
provide a means for such experimen-
tation in routine practice, and individ-
ualized assessment of benefits can fa-
cilitate early recognition of success or
failure of carefully chosen strategies.
This practical approach provides
guidance to adjust dosages or to
change to alternative strategies and is
likely to improve treatment effective-
ness and efficiency, potentially be-
yond that of clinical trials.
The Optimal Treatment Project
(OTP) began in 1995 as an interna-
tional collaborative attempt to assess
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long-term recovery from schizo-
phrenic disorders when patients re-
ceive the combination of evidence-
based biomedical and psychosocial
treatments that have shown major
benefits in controlled trials (4). This
pragmatic trial focused on continued
training and review of teams to ensure
that the manual-based program was
implemented in the optimal way (5,6).

The program included pharma-
cotherapy with adherence and side
effects management, assertive case
management, education of patients
and caregivers about schizophrenia
and its treatment, caregiver-based
problem solving, living skills training
in real-life settings, early detection of
exacerbations with intensive home-
based crisis management, and specif-
ic psychological strategies for treat-
ing persisting psychotic, nonpsychot-
ic, and deficit symptoms, as well as
for substance abuse or aggressive be-
havior. These strategies included
core evidence-based treatments for
schizophrenia spectrum disorders
(7-12) as well as several that have
been validated in clinical trials in
nonpsychotic populations (13). The
single-case approach that was used to
select and sequence the strategies
was based on an assessment of pa-
tients’ current personal life goals and
key problems and on comprehensive
psychiatric assessment (14).

Clinical decision making involved
not only the multidisciplinary treat-
ment team but also the patients and
key family members or friends whom
the patients chose to support them
throughout the program. To ensure
consistency and informed decision
making, all assessment and treatment
strategies and reviews were conduct-
ed with the aid of identical guide-
books for professionals, patients, and
caregivers (15,16).

Methods to ensure that this wide
range of treatment strategies was im-
plemented in the most effective and
efficient manner are not simple. This
article outlines the development, re-
liability, and predictive validity of a
preliminary set of scales to support
this process. The scales were de-
signed for use in two ways: for con-
tinuing individual case review and su-
pervision by the clinical team, pa-
tients, and their caregivers and for

annual external audits of treatment
implementation to explore teams’
strengths and weaknesses in the ap-
plication of specific strategies to a
random selection of their cases and
to clarify further training needs. In
addition, we were interested in ex-
amining whether implementation of
the treatment strategies improved
over time and contributed to clinical
and social recovery.

Methods

Developing the Comprebensive
Strategies Implementation Scale
First it was necessary to define crite-
ria for optimal application of each
treatment strategy as well as criteria
for potentially unsafe applications.
Various degrees of suboptimal appli-
cation may have fewer benefits with-
out proving harmful. However, some
interventions may be considered
harmful, such as excessive doses of
medications that produce unwanted
side effects or education that implies
that parents are to blame for the men-
tal disorders of their children. After
thorough study of treatment manuals
and the clinical research literature, an
initial consensus was reached among
the OTP’s multidisciplinary teams on
a series of scales that defined optimal,
suboptimal, and harmful criteria and
that were based on ratings ranging
from -1, potentially harmful, to 4, op-
timal. Two examples of the scales may
clarify the rating approach.

For the caregiver-based problem-
solving scale, a rating of —1 indicates
that confrontational interventions are
used with patients and caregivers; a
rating of 0 indicates that no such in-
terventions are provided and that key
caregivers are not involved in clinical
management plans. A rating of 1 indi-
cates that sessions are provided for
some skills that patients and care-
givers lack but that the interventions
are didactic and do not involve prac-
tice or coaching. A rating of 2 indi-
cates that skill-training sessions are
provided for most skills needed to en-
hance the stress management capaci-
ty of patients and caregivers but that
the skills are used only when partici-
pants are prompted by a clinician. A
rating of 3 indicates clear evidence
that all problem-solving and interper-
sonal communication skills are ac-
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quired but that they are applied with-
out prompting only in training session
practice. A rating of 4 indicates clear
evidence that skills are used in real
life and in household meetings held at
least once every two weeks.

For the medication management
strategies scale, a rating of —1 indi-
cates the unnecessary use of addition-
al medications or dosages outside the
recommended range. A rating of 0 in-
dicates that no specific medication
strategies are used when they are
clearly indicated. A rating of 1 indi-
cates that the choice of medication is
based on the patients current symp-
tom profile. A rating of 2 indicates ev-
idence of continued assertive man-
agement of adherence and side ef-
fects. A rating of 3 indicates that the
targeted dosage has been achieved,
that the patient and caregiver partici-
pate in medication management, that
the patient reports benefits and un-
wanted effects and early warning
signs, and that the benefits, effects,
and signs are all monitored continu-
ously. A rating of 4 indicates that plas-
ma levels are measured or that other
standardized procedures are used to
determine that a minimally effective
dosage is achieved and that nonre-
sponse to the medication is reviewed
and the problem solved effectively.

It can be seen that the ratings 1 and
2 reflect standard practice. However,
in the OTP it as been our aim to pro-
vide “optimal” practice by adding all
evidence-based refinements to the
program. For example, we do not
consider that we have achieved our
treatment goals if patients and care-
givers have merely acquired skills of
stress management to the level that
they can use them in treatment ses-
sions when prompted to do so by the
therapist. To have any lasting value
skills training must ensure that pa-
tients and caregivers use these specif-
ic skills in their everyday lives. Simi-
larly, patients benefit from continuing
medication only if OTP therapists en-
sure that they adhere to the treat-
ment program outside the hospital or
day hospital and suffer minimal addi-
tion stresses from side effects or in-
convenience in their everyday lives.
For this reason, therapists continue to
conduct collaborative problem solv-
ing with patients and their key care-
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givers until there is clear evidence
that the evidence-based biomedical
and psychosocial strategies have been
implemented competently in real-life
settings. All these “optimal” strategies
have been associated with improved
outcomes and are clearly outlined in
the treatment manuals that are pro-
vided for all professionals, patients,
and caregivers (15,16).

Some strategies are core treat-
ments in most cases, whereas others
are necessary for an individual’s spe-
cific residual symptoms and life
problems. The core strategies in-
clude assertive case management,
neuroleptic medication, education,
caregiver-based problem solving,
and crisis prevention and manage-
ment. Additional strategies include
specific cognitive-behavioral strate-
gies for residual symptoms or prob-
lems and living skills training, such
as supported employment and social
skills training. Last but not least,
continued comprehensive biomed-
ical and psychosocial assessment and
review are included to help target
the strategies to the phase of the dis-
order and the current needs of pa-
tients and caregivers.

Each scale was weighted according
to its estimated overall therapeutic po-
tency in the recovery process. After
studying the literature on the efficacy
of the strategies, including meta-analy-
ses and comparative effect sizes, an in-
ternational focus group of 12 experi-
enced clinicians reached a consensus
on the weightings. Weightings ranged
from X1 for assessment, education, liv-
ing skills, and specific psychological
strategies; X2 for assertive case man-
agement, crisis management, and
booster sessions; and X4 for care-
based problem solving, ranging to X6
for optimal medication. The sum of the
weighted scores on each of the nine
items that were considered relevant to
each patient’s treatment program at
each review point was expressed as a
percentage of the maximum score pos-
sible on those items. This calculation
gave an estimate of the quality of im-
plementation of the current treatment
plan and its therapeutic potential at
regular intervals in a readily under-
stood way—"the percentage of ‘opti-
mal’ treatment implemented for each
case,” or the “CSI index.”
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As noted, the complex decision of
which strategies are relevant for indi-
viduals at different phases of recovery
was made in conjoint reviews between
all team professionals, patients, and
caregivers. The annual external audit
provided an opportunity to discuss the
selection of strategies for individual
cases with an expert, particularly
those in which progress was limited.

Training

Training was conducted by the first
author in the context of annual exter-
nal audits of treatment implementa-
tion in centers in Australia, Canada,
Germany, Greece, Hungary, Italy,

-
This
study provides
preliminary support
Jor the bypotbesis that
the implementation of an
evidence-based treatment
program for schizophrenia
can be measured

reliably.
mn

Japan, New Zealand, Norway, and
Sweden. Each training course lasted
a total of four to six hours. Trainees
were all experienced providers of the
treatment methods. After they had
studied the CSI manual, each of the
ratings was discussed, examples were
given, and misunderstandings were
clarified. Small groups then prac-
ticed rating ten cases. Divergent rat-
ings were discussed, and a consensus
was reached.

An international study
of interrater reliability
Fifteen trained raters participated in
the reliability study. They included

seven men and eight women—three
psychiatrists, seven psychologists,
one nurse, three social workers, and
one occupational therapist. Two or
more raters from six centers (Athens,
Auckland, Bonn, Budapest, Gothen-
burg, and Tokyo) co-rated the CSI
scales for 54 patients who had DSM-
IV schizophrenic disorders and who
had received at least six months of
treatment. Ratings were conducted
in case reviews with the key clinician.
When further information about
treatment was needed, it was provid-
ed by other clinicians involved with
that case, by chart review, and, occa-
sionally, by patients and caregivers.
The manual-based assessment and
treatment methods facilitated this re-
view process.

The interrater agreement on each
scale and the overall weighted score
of optimal treatment implemented—
the CSI index—was measured.

Predictive validity
We examined the correlation be-
tween the CSI index and clinical and
social outcomes. This analysis was
conducted for 51 patients who were
consecutively admitted to one site,
the Kessariani Community Mental
Health Centre in Athens, where
none of the patients dropped out or
had missing data over four years
(1997 to 2001) of continued treat-
ment (in other sites only a small ran-
dom sample was reviewed annually).
The CSI index for individual cases
at one, two, three, and four years was
correlated with ratings at each of
these assessment points of symptom
severity, as measured by the Mental
Functions Impairment Scale; dis-
ability, as measured by the Disability
Index; the Global Assessment of
Functioning; work activity, as meas-
ured by the total time spent in week-
ly work activities; and caregiver
stress, as measured by the Carer
Stress instrument. These ratings
were made by independent reliable
raters (an intraclass correlation coef-
ficient greater than .80). The CSI
was also correlated with an index of
“recovery” at the four time points
(none, no improvement on impair-
ment or disability; partial, substan-
tial improvement on impairment or
disability but residual problems re-
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main; or full, no evidence of impair-
ment or disability). The outcome
measures are described in more de-
tail elsewhere (17,18).

Pearson’s correlation coefficient
was used whenever data were distrib-
uted normally.

Results

Reliability

As shown in Table 1, interrater agree-
ment on eight CSI scales ranged from
.93 to .99. The ninth scale that meas-
ured booster sessions had too few cas-
es to be included. The interrater
agreement on the weighted CSI index
was .87.

Predictive validity

Correlations between the CSI index
for each of 51 patients and their an-
nual outcome assessments over four
years are summarized in Table 2. The
CSI at 36 and 48 months correlated
significantly with all patient outcome
measures. However, at 12 and 24
months the associations were weaker.
Only work activity correlated strong-
ly with the CSI at each assessment
point. No significant correlations
with caregiver stress were found at
any point.

A repeated-measures analysis of
variance showed a linear improve-
ment of treatment implementation in
the Athens service over the four
years of monitoring (F=15.1, df=3,
150, p<.001). The mean CSI index
scores rose from 58.7+16.1 percent
in the first year of the program to

Table 1

Pearson’s correlation coefficients for agreement among 15 raters who rated 54 pa-
tients with a diagnosis of schizophrenia on eight scales from the Clinical Strategies

Implementation Scale

Scale Rt

Goal- and problem-oriented assessment 95
Medication strategies .98
Assertive case management .98
Mental health education .96
Caregiver-based problem solving .93
Living skills training .99
Specific psychological strategies for residual problems 95
Cirisis prevention and intervention .95
Overall weighted estimate of optimal treatment implementation .87

t p<.001 for all correlations

66.0+15.8 percent in the second
year, 69.7+19.0 percent in the third
year, and 70.3x18.6 percent in the
fourth year. Post hoc analyses indi-
cated that in years 2, 3, and 4 patients
were receiving significantly more op-
timal treatment than in the first year
of the program (p<.001).

Discussion

This study provides preliminary sup-
port for the hypothesis that the imple-
mentation of an evidence-based treat-
ment program for schizophrenia can
be measured reliably and that the CSI
may be a useful tool for monitoring
strategies associated with good clinical
and social outcomes. Clinical review
of treatment plans and progress is well
established in most mental health
teams. However, there is a tendency
to focus on the number and type of in-

terventions provided and the subjec-
tive experiences of service providers
and users rather than on criteria indi-
cating the effective implementation of
assessment and treatment strategies
that appear to contribute to optimal
outcome in clinical research (10). The
Clinical Strategies Implementation
scales are an initial attempt to quanti-
fy the core strategies used in the treat-
ment of schizophrenia spectrum dis-
orders and to weight them according
to their potency in facilitating clinical
and social recovery. The results sug-
gest that we have been modestly suc-
cessful in achieving this goal, at least
when the ratings were applied to indi-
vidual cases by assessors who were in-
dependent and blind to outcome
measures and in teams that were well
trained in a comprehensive manual-
based program.

Table 2

Correlations between total scores on the Clinical Strategies Implementation Scale and measures of impairment, disability,
functioning, work activity, and recovery at year 1, 2, 3, and 4 assessments of treatment of 51 patients with schizophrenia

Impairment? Disability? Functioning® Work activityd Recovery®
Year 1 2 3 4 1 2 3 4 1 2 3 4 1 3 4 1 2 3 4
1 B1F .23 34 34 26 .23 .32 33" .01 .08 .00 .01 35" .38 43" 46* .33* 23 33" .33"
2 25 .21 .35° 37 17 .22 36" .36 .12 .06 .15 .16 43" 42" 46" .50 .31* .30 .37 .37
3 28 .23 44* 53 20 .20 .31* .33* .14 .16 .31* .37% .39™ 49™ 55 57 21 25 40" 45
4 23 .23 44 53" .09 .15 .30 357 .17 .22 39" 44* 33* 41" 51™ 55 14 20 37 48"

4 As measured by the Mental Functions Impairment Scale

b As measured by the Disability Index

¢ As measured by the Global Assessment of Functioning
4 As measured by the total time spent in weekly work activities
¢ None, no improvement on impairment or disability; partial, substantial improvement on impairment or disability but residual problems remain; or full,

no evidence of impairment or disability
“p<.05
“p<.01l
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It remains to be seen whether these
scales have similar utility when ap-
plied in regular peer reviews by other
clinical teams that use somewhat dif-
ferent programs. Our observations
suggest that case reviews using the
CSI provide constructive feedback to
clinicians on treatment progress and
problems that has been generally well
received after the usual fear of nega-
tive evaluation has been overcome.
The annual reviews are conducted in
a supportive team meeting in the
form of case supervision, in which the
review and discussion of each case
lasts about an hour. When clear
deficits in implementation skills are
detected, remediation is provided ei-
ther during the discussion or in a con-
tinued training workshop usually
arranged during the external review-
er’s visit.

The lack of strong associations be-
tween treatment implementation and
benefits in the first two years of treat-
ment and caregiver stress may be
partly explained by the fact that the
Athens service that conducted this
substudy had already been applying
these strategies in a less systematic
way for several years before the start
of the evaluation project. However,
even though therapists in this service
were experienced with the evidence-
based methods, significant improve-
ments were measured over the four-
year period, which suggests that the
CSI reviews may have contributed to
treatment improvement.

To date, the CSI has been used
mainly to monitor the effectiveness of
implementing optimal treatment
strategies in individual cases and to
help pinpoint areas in which treat-
ment was not delivered according to
the manuals and guidebooks provid-
ed. This approach enabled further
training and supervision of members
of the teams treating these cases,
which may account for the stronger
associations with outcome in the lat-
ter years. We have hypothesized that
a 50 percent overall rating will pro-
vide good maintenance of benefits
and prevent deterioration and that a
rating of 80 percent or more will pro-
vide maximum benefits. To some ex-
tent this clinical hypothesis has been
validated by the data from Athens.
Patients who showed no tendency to-
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ward recovery after four years of
treatment had a mean CSI rating of
59 percent at the four-year assess-
ment, whereas those who were free of
significant symptoms or disability had
amean CSI rating of 79 percent, with
the intermediate group averaging 67
percent. This suggestion that there
may be a threshold of implementa-
tion associated with trends toward re-
covery may also help explain the
stronger correlations between the
CSI index and outcome measures
that were found as time progressed.
These results suggest that our prelim-
inary efforts may be on the right
track, even if much work is needed to
refine them.

-
In
addition to
assessing adhberence of the
professional team to optimal
practice, it is important to
conduct regular reviews
of progress with the
patient and key

caregivers.

An added strength of this initial at-
tempt to measure treatment imple-
mentation is its international applica-
tion. Centers in 12 countries partici-
pated, and many more were involved
in the earlier development phases.
No notable cultural differences in
treatment implementation have been
observed. The Athens center was
able to provide complete data, and at
other centers random sampling of
cases reviewed annually limited the
sample size for correlations between
the CSI index and outcome meas-
ures. Further cross-validation is un-
der way in Sweden, and results will
be reported.

The CSI fosters a flexible treat-
ment approach based on the personal
life goals and associated problems of
patients and caregivers, which change
at various phases of recovery. This
flexible focus on the quality of life of
all service users in a program that
aims to help them achieve their per-
sonal goals, rather than merely estab-
lish disease control and relapse pre-
vention, is consistent with recent rec-
ommendations for comprehensive
treatment (14,19,20). The focus is on
enabling patients and caregivers to
apply treatment strategies in their
real lives without the direct supervi-
sion of professionals. However, it is
recognized that for a few patients a
lack of personal resources may neces-
sitate more direct prompting to en-
sure optimal implementation (14,21).
Prompting may take the form of
home visits to ensure medication ad-
herence or telephone contacts to fa-
cilitate the application of specific psy-
chosocial strategies. Use of the CSI
enables teams to detect these needs
at an early stage and to make plans to
maximize the effectiveness of treat-
ment strategies.

In addition to assessing the imple-
mentation and adherence of the pro-
fessional team to optimal practice
through external audits, it is impor-
tant to conduct regular reviews of
progress with the patient and key
caregivers. This session-by-session re-
view of progress on personal goals
and problems has been a core compo-
nent of the Optimal Treatment Pro-
ject; however, it has not been formal-
ly assessed in controlled trials, al-
though it is a vital component of clin-
ical treatment (22). Some researchers
have suggested that some of the ther-
apeutic benefits observed in clinical
research may be attributed merely to
the use of structured assessment
strategies (23).

This study represents preliminary
work in progress and has several limi-
tations. The assessment of predictive
validity was conducted in only one
center. All the centers included in the
reliability study were committed to
using the manual-based strategies
considered optimal for this project,
and it cannot be assumed that the as-
sociations would have been robust if
they were examined at centers that
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used less structured or alternative ev-
idence-based methods. On the other
hand, the consistently high fidelity of
treatment implementation in most
cases reduced the variance for the
correlation analyses. Further re-
search is in progress to consolidate
these findings.

A second limitation is the disease-
specific nature of the scales and their
weightings. Clearly the same treat-
ment strategies would not be valid
for nonpsychotic disorders. The
scales of assessment, medication, ed-
ucation, assertive case management,
crisis management, and life skills
training strategies could all be ap-
plied to most mental disorders with-
out substantial modification, but
their relative weightings would differ.
For example, whereas pharma-
cotherapy is a cornerstone in the
long-term treatment of most cases of
schizophrenia and affective psy-
chosis, it has a less substantial role in
anxiety disorders, for which psycho-
logical strategies are more potent.
However, it is relatively simple to de-
velop a set of weightings for different
disorders through careful review of
the efficacy literature. More prob-
lematic are cases in which patients
have comorbid disorders and more
than one major syndrome needs ef-
fective treatment. Such cases often
present a clinical management
dilemma, and it is possible that the
CSI approach may help resolve some
of the confusion that often reduces
the efficacy of evidence-based strate-
gies in cases of schizoaffective or
bipolar disorders, as well as those in
which mixed anxiety and depressive
symptoms coexist. Controlled re-
search on complex cases is sparse, so
that clear guidelines on the choice
and prioritization of clinical strate-
gies are limited.

A major problem that has been
highlighted is the potential to con-
found process and outcome. We
have argued that optimal treatment
implementation does not finish as
soon as the manual-based approach
is applied according to the basic pro-
tocol. Instead, therapists must en-
sure that training and clinical prob-
lem solving continue until there is
clear evidence that strategies are be-
ing implemented in the real lives of

patients and their caregivers. In re-
cent years several specific strategies
have been developed to enhance ad-
hesion to pharmacologic and psy-
chosocial treatments. In the ap-
proach taken in this study, such pro-
cedures are integrated into the basic
treatment strategies and are there-
fore considered part of the process
of treatment.

Of course, implementation of treat-
ment strategies and their success in
enhancing clinical and social out-
comes will always be a collaborative
process between therapists and pa-
tients. For this reason, implementa-
tion of treatment strategies will de-
pend to a greater or lesser degree on
interactions between patients and
therapists. Factors such as therapist-
patient relationships, patient motiva-
tion, life stresses, supportive relation-
ships, and levels of cognitive impair-
ment may place limitations on the
rate at which treatment strategies
may be implemented in an optimal
way. When ratings of client-specific
implementation are made with the
CSI, the “difficulty” of patients is tak-
en into account; however, it is not
considered a reason for not continu-
ing to seek ways to achieve optimal
application of strategies that have
proven efficacy. The CSI encourages
teams to persist with “slow learners,”
even if it may take a considerable
time to achieve optimal implementa-
tion and improved clinical and social
outcomes. The close association be-
tween patients” treatment adherence
and clinical benefits is a potential
confounder of this method, at least
for cognitive-behavioral and skill de-
velopment strategies in which patient
and caregiver implementation in the
natural environment is considered to
be an integral part of treatment.
However, the outcome measures that
we describe in this article are those
related to reduced clinical and social
morbidity, not merely the acquisition
and application of skills.

A final difficulty is the need to con-
tinually update treatment strategies
and their relative potency. Recent ex-
amples include advances in medica-
tion, psychological strategies for
residual psychotic symptoms, and so-
cial strategies for employment
(24-26). The current version of the
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CSI is the tenth (CSI-1.10), but it
gives only limited importance to these
recently established psychosocial
strategies. It gives them the same
weightings as health education or
skills training and lower weightings
than case management or crisis man-
agement; for several such strategies,
conclusive evidence of benefits for
schizophrenia spectrum disorders has
yet to be provided (27,28). Our sys-
tem of weighting was based on a de-
tailed review of controlled treatment
trials in the mid-1990s, and it may not
be consistent with more recent inno-
vations. However, it has been our col-
lective experience that if the core
strategies are implemented effective-
ly over an extended period, fewer pa-
tients are likely to require more com-
plex interventions.

The outcomes achieved by the in-
ternational Optimal Treatment Pro-
ject at 24 months suggest strongly
that implementation of evidence-
based strategies in this manner may
contribute to clinical and social recov-
ery from schizophrenia (18,29). It
may be concluded that some of the
benefits may be attributable to use of
the CSI to enhance the quality of
treatment implementation in individ-
ual cases. It is hoped that similar
pragmatic studies that are currently
planned may refine this methodology,
which at this stage seems promising
but rather primitive (30). ¢
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