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This column describes the devel-
opment of a treatment, the Social
Cognition and Interaction Train-
ing (SCIT) program, a group-
based intervention delivered
weekly over a six-month period,
with the purpose of improving
both social cognition and social
functioning among persons with
schizophrenia spectrum disor-
ders. SCIT comprises three phas-
es: emotion training, figuring out
situations, and integration. Initial
pilot testing of 17 inpatients
showed that SCIT was associated
with improved emotion percep-
tion, improved theory of mind,
and a reduced tendency to attrib-
ute hostile intent to others, with
effect sizes being in the medium-
large range. Although research is
still in the early phases, SCIT is a
potential best practice. (Psychi-
atric Services 58:449-451, 2007)

Impairments in social functioning
are among the hallmark characteris-
tics of schizophrenia. A majority of
outpatients report having few, if any,
close friends, and they rate social func-
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tioning as their area of greatest unmet
need (1). Thus focusing on social im-
pairments may address a basic need
among individuals with schizophrenia,
which may impact long-term recovery.

Given the importance of social dys-
function in schizophrenia, an impor-
tant clinical goal has been to elucidate
best practices for improving social
functioning. This interest has led to
recent enthusiasm for the role of so-
cial cognition in schizophrenia as a
potential treatment target (2), espe-
cially given its association with func-
tional outcomes (3). Social cognition
is a domain of cognition that has been
defined as the “mental operations un-
derlying social interactions, which in-
clude the human ability and capacity
to perceive the intentions and dispo-
sitions of others” (4).

In this column, we describe the de-
velopment of a new treatment, the So-
cial Cognition and Interaction Train-
ing (SCIT) program, which is a group-
based intervention that is delivered
weekly over a six-month period, with
the purpose of improving both social
cognition and social functioning for in-
dividuals with schizophrenia spectrum
disorders. The development of SCIT
as a potential best practice for rehabil-
itating persons with schizophrenia fol-
lowed a stage-model approach, which
views manual and treatment develop-
ment as comprising three phases: con-
ceptualization, standardization, and
pilot testing (5,6).

Treatment conceptualization
Development of SCIT was informed
by both literature reviews (2,3) and
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basic research from our laboratory,
which has been involved in research
on social cognition in schizophrenia
for the past 15 years. Social cognition
in schizophrenia is conceptualized as
being composed of three broad do-
mains: emotion perception (that is,
the ability to identify the affect ex-
pressed by others), attributional style
(that is, the causal explanations given
for positive and negative outcomes),
and theory of mind (that is, the abili-
ty to understand others’ intentions or
perspectives).

We have learned that individuals
with schizophrenia are impaired in
emotion perception, even when per-
formance on non-social perception
tasks is accounted for. Furthermore,
they do not utilize context during so-
cial information processing, which
may be the result of looking at less
essential aspects of social stimuli. In-
dividuals with persecutory delusions
are unique in terms of their attribu-
tional biases, because they blame
others rather than situations for neg-
ative outcomes, which is known as a
“personalizing bias.” This personaliz-
ing bias may be a result of difficulties
in theory of mind, cognitive rigidity,
and a tendency to jump to conclu-
sions, which reflects an intolerance of
ambiguity.

The next step was to examine
whether other treatment programs
addressed social cognitive deficits in
schizophrenia. Extant social cogni-
tive interventions can be classified as
either targeted or broad based (3).
Targeted interventions focus on a
specific social cognitive domain (for
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Table 1

Scores of social cognition and functioning among 17 inpatients with schizophrenia
spectrum disorders before and after completion of the Social Cognition and

Interaction Training program

Pretest Posttest
B — Effect
Measures M SD M SD size
Emotion perception® 11.71 2.71 13.88 2.98 .76*
Theory of mind® 13.04 3.46 17.94 3.13 1.49**
Attributional style¢ 1.91 71 1.45 37 .82%*

* As measured by the Face Emotion Identification Task. Possible scores range from 0 to 19, with
higher scores indicating better emotion perception.
b As measured by the Hinting Task. Possible scores range from 0 to 20, with higher scores indicat-

ing better theory of mind.

¢ As measured by the Ambiguous Intentions Hostility Questionnaire. Possible scores range from 1
to 5, with higher scores indicating a greater hostility bias. Data were missing for one person.

“p<.05
p<.01

example, theory of mind), whereas
broad-based interventions combine a
variety of psychosocial approaches,
including cognitive remediation, so-
cial skills training, and social cogni-
tion training. Although both ap-
proaches improve social cognition,
several key issues remain unad-
dressed. First, can we expect the nar-
row focus of targeted interventions to
yield improvements across social
cognitive domains or to generalize to
social functioning? Second, if target-
ed interventions are too narrow, are
broad-based interventions too bur-
densome? That is, is it necessary to
stack social cognitive training atop in-
tensive cognitive remediation and so-
cial skills training, or might social
cognitive training alone be sufficient
to improve social functioning?

To address these issues, we devel-
oped a comprehensive, stand-alone
intervention that targeted emotion
perception, theory of mind, and attri-
butional style, as well as the processes
underlying them (for example, cogni-
tive rigidity, jumping to conclusions,
and intolerance of ambiguity).

Treatment standardization

The development of SCIT was based
on guidelines from the stage model of
psychotherapy development (5), with
the goal of creating a manual that had
the following elements: overview and
rationale of SCIT; a description of the
phases of SCIT; elements of treat-
ment that are essential, recommend-
ed, and proscribed; session format
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and structure; content and goals; and
clinical vignettes. We used seed funds
to hire university actors to portray
various social cognitive difficulties
(for example, jumping to conclu-
sions). These portrayals were used in
a DVD or VHS supplement that
could be implemented throughout
the SCIT protocol.

SCIT is composed of three phases:
emotion training, figuring out situa-
tions, and integration. Training is de-
livered by one or two therapists over
24 weeKkly sessions, with each session
lasting 50 minutes. During emotion
training, our goals are to provide in-
formation about emotions and their
relationship to thoughts and situa-
tions, define the basic emotions, im-
prove emotion perception via com-
mercially available computer-based
programs, and teach clients to distin-
guish between justified and unjusti-
fied suspiciousness.

Our primary goals during figuring
out situations are to teach clients
about the potential pitfalls of jumping
to conclusions, improve cognitive
flexibility in social situations, and help
clients distinguish between personal
and situational attributions and be-
tween social “facts” and social “guess-
es.” We use a variety of supporting
materials and activities to achieve
these goals. For example, we ask
clients to independently generate
facts based on photographs of people
interacting (for example, “there are
two women in this picture”) and to
compare this list to a second, inde-

pendently generated list of guesses
about what is happening or what the
relationship is between the people.
This exercise typically shows excel-
lent agreement among clients regard-
ing facts but more variability regard-
ing guesses, with the lesson being that
it is best to draw conclusions from
facts rather than guesses. We also
play a variation of the game 20 ques-
tions, whereby clients are encouraged
to ask more questions (and are penal-
ized for making early guesses), so as
to improve tolerance of ambiguity
and thereby reduce the tendency to
jump to conclusions.

The purpose of the final phase, in-
tegration, is to put into practice what
clients have learned in SCIT. During
this phase, clients are encouraged to
bring up troubling interpersonal situ-
ations, and then they are walked
through the process of identifying the
other persons affect, distinguishing
facts from guesses, avoiding jumping
to conclusions, and coming up with a
solution or action plan. For example,
a client might believe that his room-
mate had been angry with him. In
collaboration with the group, the
client would discuss the roommate’s
facial features and how they corre-
sponded to the emotions that had
been discussed. Then the client is
prompted to distinguish facts (for ex-
ample, the roommate said that he was
too busy to talk to him) from guesses
(for example, the roommate couldn’t
talk to him because he was angry) and
then generate possible solutions,
which could be to do nothing, to get
more information (for example, ask a
friend of the roommate about his
mood), or to “check it out” (for exam-
ple, ask the roommate if something is
wrong). For the latter solution, the
client would participate in a series of
role plays with the therapist or other
clients, so as to strengthen his social
skills in this situation.

Pilot testing

Pilot testing, a requisite step in estab-
lishing SCIT as a best practice, is
composed of two stages: open clinical
trials to evaluate feasibility and clini-
cal benefits and a randomized con-
trolled trial to evaluate whether un-
controlled clinical findings are due to
the intervention or to extraneous fac-
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tors. SCIT is still in stage one of pilot
testing. Therefore, the results should
be interpreted very cautiously.

Over a two-year period two groups
of inpatients have completed the
SCIT program: seven individuals at
Dorothea Dix Hospital in Raleigh,
North Carolina (7), and ten individu-
als at the Oklahoma Forensic Center
in Tulsa, Oklahoma, who were the
first cohort from a larger treatment
study (8). A majority of the individu-
als had a diagnosis of schizophrenia
(12 clients, or 71%), were male (12
clients, or 71%), and were Caucasian
(13 clients, or 76%). Because of the
small samples, we have combined the
results from these two samples
(N=17) in Table 1, although these
preliminary results, reflecting two
different samples, should be inter-
preted carefully. Results showed that
SCIT was associated with improved
emotion perception (as measured by
the Face Emotion Identification
Task) (9), improved theory of mind
(as measured by the Hinting Task)
(10), and a reduced tendency to at-
tribute hostile intent to others (as
measured by the Ambiguous Inten-
tions Hostility Questionnaire) (11),
with effect sizes being in the medi-
um-large range.

Discussion

An important component of manual
development is to include clients and
clinicians early in the process, be-
cause this can promote treatment dis-
semination and acceptance (12).
Therefore, after treatment, we ad-
ministered a short questionnaire to
clients asking them to indicate how
much they agreed with the following
statements: the materials were under-
standable, the program was useful,
the program helps you to think about

social situations, and the program
helps you to relate to other people.
Nearly all clients (16 of 17 clients, or
94%) indicated that they agreed or
strongly agreed with these state-
ments, suggesting that SCIT was well
tolerated by participants.

We have recently implemented
SCIT in an outpatient setting in col-
laboration with two agencies in New
York: the Federation Employment
and Guidance Services and the
Bridge. This gave us an opportunity to
obtain feedback from clinicians who
were not affiliated with our research
group. Three outpatient groups were
led by five clinicians, who were asked
to indicate how much they agreed with
the following statements: the manual
was helpful, the program improved
the clients” social cognition, and the
program improved clients’ social inter-
actions. The feedback was very posi-
tive, as all five responding clinicians ei-
ther agreed or strongly agreed with all
the statements.

Conclusions

SCIT has shown promise in improv-
ing social cognition for inpatients
with psychotic disorders and appears
to be well tolerated by clinicians and
clients. Although randomized con-
trolled trials have not been per-
formed yet and replication across dif-
ferent settings and laboratories is still
needed, our initial findings indicate
that SCIT has promise as a best-prac-
tices candidate. We hope that the
processes delineated in this col-
umn—conceptualization, standardi-
zation, and pilot testing—are the ini-
tial steps in that direction.
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