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Predicting Rehabilitation Outcome
Among Patients With Schizophrenia
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Introduction by the column editors:
Efforts to identify variables that
predict outcomes among clients
with serious and persistent mental
illness span a quarter of a century
(1–3). Within the realm of psychi-
atric rehabilitation, vocational per-
formance has been the main out-
come measure. For example, pre-
vious employment history has been
found to be the best predictor of
subsequent employment status (4).
Most studies have found that the
presence of psychotic symptoms
predicts a negative vocational out-
come, especially when symptoms
and vocational status are measured
concurrently (5–7). Mediating vari-
ables, such as a positive relation-
ship between client and therapist
and monetary incentives, have also
been correlated with favorable vo-
cational outcomes (8,9).

In this month’s column, Andrew
Ferdinandi, Ph.D., and his col-
leagues at the Queens Day Cen-

ter, a division of the Long Island
Jewish Medical Center, venture
off the beaten track of vocational
performance by defining success-
ful rehabilitation in other do-
mains of community living such as
socializing, learning, and devel-
oping independent living skills.
The evaluation methodology used
by the authors highlights the role
of variables focused on subjective
experience, in this case their
clients’ desire to make changes in
their life circumstances, as an im-
portant predictor of rehabilita-
tion outcomes. Thus to optimize
the prediction of rehabilitation
activities, the authors have
merged their interest in objec-
tively assessing community func-
tioning with the subjective, self-
stated goals of clients.

Although a few studies have exam-
ined the characteristics of per-

sons with serious and persistent men-
tal illness that correlate with vocation-
al outcome (4–9), an untapped area of
inquiry in predicting vocational suc-
cess is an individual’s readiness to
make changes in his or her life (10).
For example, some people may have
their symptoms under control, suc-
cessful life experiences, and intact so-
cial and independent living skills, but
they are still unwilling to pursue job
opportunities. Understanding the
variability in subjective attitudes to-
ward work and incorporating those
attitudes into the overall clinical as-
sessment may be essential for devel-
oping an individualized treatment
and rehabilitation plan (11).

Furthermore, a focus on vocational
endpoints may be too narrow a deter-
minant of rehabilitative success. For

example, few studies have addressed
the academic, recreational, and inter-
personal aspects of rehabilitation.
Such an omission may underestimate
the effectiveness of a rehabilitation
program, unnecessarily constrict its
comprehensiveness, and lessen the
relevance of psychiatric rehabilitation
for participants (12). Expanding out-
come measures beyond vocational re-
habilitation, to include a wider variety
of domains where change can take
place, may broaden clinicians’ per-
spectives on the goals of psychiatric
rehabilitation.

At the Queens Day Center, we have
used rehabilitation readiness assess-
ment, an eight-session, one-hour-a-
week group intervention, to provide a
forum for clients to explore their atti-
tudes and capacities for improving
their functioning across the spectrum
of community endeavors. Each group
consisted of six to eight participants
who were capable of engaging in an
interactive and didactic group process
and who could, with staff guidance
and support, make thoughtful deci-
sions about their level of dissatisfac-
tion and motivation to make changes
in their life roles. This process accom-
modated participants with various
levels of cognitive functioning.

At the end of eight weeks, partici-
pants met individually with the group
leader, who evaluated them using the
Overall Readiness Scale (13). The
scale is divided into four content ar-
eas: living, learning, working, and so-
cializing. Within each content area
there are five categories: need for
change, commitment to change, self-
awareness, environmental awareness,
and personal closeness. The need for
change is defined operationally as the
client’s internal or external pressure
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to make a change and the time frame
in which that change needs to take
place. Commitment to change is de-
fined as the degree to which the
client believes change is positive, pos-
sible, and supported by his or her en-
vironment. Self-awareness is the abil-

ity to describe interests, values, and
how choices were made in the past.
Environmental awareness is the de-
gree to which a client can talk about
future environments in which he or
she may want to get involved. Person-
al closeness is the positive or negative
feelings that the client has toward the
rehabilitation coordinator and the
ability to work together toward the
goal of assessing readiness. Each cat-
egory is rated on a 5-point Likert-type
scale, with higher scores reflecting a
greater degree of readiness to pursue
change.

A pilot study was done to examine
how well the Overall Readiness Scale
predicted participants’ actual change
toward successful rehabilitation six
months after they completed the re-
habilitation readiness assessment
group. Thirty-nine persons with
schizophrenia were recruited from
the continuing day treatment pro-
gram. They joined the rehabilitation
readiness assessment group after ex-
pressing an interest in rehabilitation
or being referred by their case man-
ager for assessment of rehabilitation
readiness. All 39 subjects completed
the eight sessions of the group inter-
vention.

Besides the data obtained through
the Overall Readiness Scale, data
were collected on the participants’
number of past psychiatric hospital-
izations, age, and length of time in the
current day treatment program. The

mean age of the subjects was 36.1±
8.9 years, the mean number of past
psychiatric hospitalizations was 2.5±
1.6, and the average length of time in
the day treatment program was
44±16 months. Other demographic
and clinical characteristics of the sub-
jects are shown in Table 1.

Six months after completing the
scale, participants in the group were
interviewed (32 in person and seven
by telephone) to determine if they
had made changes in any of the four
areas. Change was rated by an inter-
viewer who was blind to the results of
the scale. The ratings were made on a
4-point scale, ranging from 0 to 3.
The anchor points for the scale are
given in Table 2. Each of the four ar-
eas was rated separately on a scale
from 0 to 3, with higher scores indi-
cating more change.

The mean ratings on the Overall
Readiness Scale in the four areas were:
living, 14; learning, 14.88; working,
14.57; and socializing, 14.78. There
were no significant correlations be-
tween rehabilitation readiness and
number of hospitalizations, age, or
length of time at the day treatment
program. Positive correlations (Pear-
son coefficients) were found between
rehabilitation readiness scores and
outcome in the areas of living (r=.62,
p<.001), learning (r=.53, p<.001), and
working (r=.66, p<.001). In the work-
ing domain, anecdotal data lend valid-
ity to the correlational results in that
subjects with the highest readiness
scores actually obtained jobs. Four
found full-time paid employment, four
found part-time paid employment,
and one volunteered part time. Only
the correlation between rehabilitation
readiness in the social area and social
functioning outcome did not reach sta-
tistical significance.

Although other studies have exam-
ined predictors of occupational func-
tioning for persons with schizophre-
nia (14), this study was the first to test
whether a standardized format for as-
sessing rehabilitation readiness was a
valid predictor of rehabilitation out-
come. Results of this study suggested
that an essential element in determin-
ing an individual’s potential to make a
change in one or more domains of
functioning was the degree to which
that person expressed a readiness to
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Demographic and clinical characteris-
tics of 39 subjects with schizophrenia
who participated in a rehabilitation
readiness assessment group

Characteristic N %

Gender
Male 25 64.0
Female 14 36.0

Race
White 24 61.5
Black 14 35.9
Asian 1 2.6

Diagnosis
Schizophrenia, 

undifferentiated 17 43.6
Schizophrenia, paranoid 

type 14 35.9
Schizoaffective disorder 7 17.9
Schizophrenia, catatonic

disorder 1 2.6
Education

Did not complete high
school, no GED 6 15.4

Graduated from high school 19 48.6
One year of college 6 15.4
Two years of college,

no degree 6 15.4
Completed associate-of-arts

degree 1 2.6
Four years of college 1 2.6

TTaabbllee  22

Anchor point criteria for ratings of participants’ six-month change in areas mea-
sured by the Overall Readiness Scale

Rating Criterion

0 Subject has not made any changes in that area. No discussion of change
has occurred with friends, family, or staff. No initiative has been taken
to gather information, organize a plan, or review options.

1 Subject is in the consideration or talking phase of change. Subject may be
sharing ideas with others, gathering information and collecting data
through use of a library or by interviewing people. Subject may be able 
to articulate what he or she wants to do, but the plan has not been put 
into action.

2 Subject is in the implementation phase. A decision has been made about
a particular direction, and measurable, defined process toward a specific
goal has begun, but has not been completed.

3 Subject has completed the change process. Subject achieved the desired
outcome and is currently experiencing the new environment.
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make a change. Consequently, a for-
mal assessment of rehabilitation readi-
ness using a method such as the reha-
bilitation readiness assessment and
the Overall Readiness Scale should
be included in the functional evalua-
tion of seriously mentally ill clients for
psychiatric rehabilitation.

Afterword by the column editors:
Mentally disabled individuals who re-
ceive treatment in community-based
facilities have deficits in more than
one area of their lives. Yet clinicians
often identify skill deficits and then
try to ameliorate them before they
have determined the degree of dissat-
isfaction and motivation to change
that a client may have in one or more
domains of functioning. One reason
for this tendency may be that clini-
cians use faulty assumptions that are
driven by their own values and biases
rather than by clients’ preferences. A
clinician may wrongly assume that a
client who is not working prefers to
be in competitive employment, or
that a client with few friends wants a
larger social network. The study by
Dr. Ferdinandi and his colleagues
suggests that an individual’s subjec-
tive readiness to change should be
considered as part of the rehabilita-
tion assessment.

Although preliminary, these find-
ings suggest that practitioners can
profitably use the rehabilitation readi-
ness assessment in determining their
clients’ readiness to make changes in
their lives. By merging the results of
the rehabilitation readiness assess-
ment or similar interventions with a
client’s subjective experiences, ser-
vice planners may be able to maxi-
mize the “hit rate” for linking specific
rehabilitation modalities to assessed
needs with better biopsychosocial
outcomes.

In the current era of fiscal con-
straint, with its emphasis on cost-ef-
fectiveness of service delivery, accu-
rately predicting which intervention
is most likely to benefit a client has
taken on a new level of urgency. New
methods of predicting social and vo-
cational outcomes of psychiatric
treatment and rehabilitation may be
found in neurocognitive tests (3).
How neuropsychological functioning
can be informative in psychosocial re-

habilitation has been recently demon-
strated (15,16).

Although Dr. Ferdinandi and his
colleagues provide a compelling ra-
tionale for the use of multidimension-
al treatment planning and evaluation,
more comprehensive assessment and
treatment planning instruments are
required to tailor an effective, indi-
vidualized rehabilitation program.
For example, the Client Assessment
of Strengths, Interests, and Goals
(CASIG) consists of a battery of in-
struments designed to help therapists
plan, document, and evaluate biopsy-
chosocial rehabilitation (17). The as-
sessment information is collected
during a 60- to 90-minute interview
with the client, with corroborating in-
formation collected from the client’s
significant others and from treatment
personnel who know the client well.
The assessment examines functional
living skills, subjective quality of life,
psychiatric symptoms, compliance
with medication, and unacceptable
community behaviors. In addition,
the client’s preferences for changing
his or her behavior in each area are
elicited.

The fundamental assumption un-
derlying the CASIG is that the plan
for services must integrate the goals,
needs, and constraints of all the rele-
vant stakeholders—the client, his or
her significant others, individuals in
the living environment, and the payer
or payers. Moreover, the CASIG eval-
uation system has been designed with
the presumption that treatment plan-
ning does not end with the collabora-
tive development of the client’s ser-
vice plan. Instead, treatment consists
of continuous cycles of assessment,
planning, and service delivery. These
cycles reflect the ever-changing na-
ture of the client’s clinical status; as
the client changes, so too does the
treatment. In such a fluid environ-
ment, treatment cannot be successful
unless assessment and services are in-
tertwined partners in an ongoing
process. ♦
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