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Introduction by the column editors:
The pervasive impairments in so-
cial, cognitive, affective, and daily
functioning that are disabling for
persons with schizophrenia re-
quire the integration of pharmaco-
logical and psychosocial interven-
tions (1,2). In past Rehab Rounds
columns, we have highlighted a va-
riety of psychosocial interven-
tions— social skills training, case
management, and vocational reha-
bilitation— that have empirical val-
idation and some level of accep-
tance among mental health
providers in North America.

This month’s Rehab Rounds fo-
cuses on cognitive-behavioral ther-
apy, a psychotherapeutic inter-
vention originally developed by
Aaron Beck for depression and
recently adapted for use with in-
dividuals with schizophrenia (3,
4). Dr. Pinto and his colleagues
from the treatment research unit
of the Department of Mental
Health of the Province of Naples
in Pollena, Italy, present their ra-
tionale for using cognitive-behav-
ioral therapy plus social skills
training with this population and

provide results of a randomized,
controlled trial of cognitive-be-
havioral therapy for patients with
treatment-refractory schizophre-
nia who were receiving clozapine.

A typical antipsychotic medica-
tions have several advantages

over conventional neuroleptic agents
in the treatment of schizophrenia.
The atypical antipsychotic medica-
tions induce fewer extrapyramidal
side effects and are better able to
ameliorate the cognitive deficits of in-
dividuals with schizophrenia (5). The
salutary effects of atypical antipsy-
chotics in these areas may allow indi-
viduals with schizophrenia to derive
greater benefit from psychosocial in-
terventions such as vocational reha-
bilitation, social skills training, and
family psychoeducation, thereby ex-
tending the efficacy of the medica-
tions to the domains of social rela-
tionships, vocational functioning, and
overall quality of life (6).

One psychosocial approach that
may prove effective in the long-term
management of schizophrenia is cog-
nitive-behavioral therapy. Cognitive-
behavioral therapy for schizophrenia
addresses the dysfunctional informa-
tion processing of individuals with
this disorder.

For example, Perris (7) noted that
clients’ negative experiences and con-
victions about themselves often pro-
duce self-stigmatization and result in
poor outcomes such as isolation and a
lack of social competence. In his pro-

gram, therapists encouraged clients
to identify their negative self-views
and world views, allowing more effec-
tive assumptions and behaviors to be
gradually introduced. More recently,
British researchers have used cogni-
tive-behavioral therapy to help clients
identify and manage psychotic symp-
toms (8). These techniques have been
shown to help individuals with schizo-
phrenia cope with residual delusions
and hallucinations (9). However,
none of these studies have attempted
to combine cognitive-behavioral ther-
apy with the newer, atypical antipsy-
chotic agents.

In this report, we present findings
from a study in which we randomly
assigned clients with treatment-re-
fractory schizophrenia who had re-
cently started clozapine to receive ei-
ther cognitive-behavioral therapy
plus social skills training or individual
supportive psychotherapy. Clients
who were assigned to the experimen-
tal group received individual, one-
hour sessions of cognitive-behavioral
therapy weekly for six months.

Study design
Clients were selected for the study
from among inpatients and outpa-
tients who were consecutively re-
ferred to the program on atypcial an-
tipsychotic drugs of the treatment re-
search unit of the Department of
Mental Health of the Province of
Naples in Pollena, Italy. To be eligible
for the study, clients had to have a
DSM-IV diagnosis of schizophrenia,
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to show no evidence of current sub-
stance abuse or organic pathology, to
have a treatment-refractory psycho-
sis, and to provide informed consent.
Evidence that the client had a treat-
ment-refractory psychosis consisted
of documentation of failure to re-
spond to at least two previous neu-
roleptic drug trials, each at least six
weeks in duration, at a dose of more
than 600 mg per day of chlorpro-
mazine equivalents.

The study took place between Oc-
tober 1996 and February 1998. Twen-
ty clients were randomly assigned to
the experimental condition to receive
the cognitive-behavioral therapy plus
social skills training, and 21 were as-
signed to supportive therapy. As
Table 1 shows, the groups did not dif-
fer significantly on demographic or
clinical history variables.

The initial cognitive-behavioral ther-
apy session focused on facilitating en-
gagement in treatment. Special efforts
were made to foster the cooperation of
clients who initially required hospital-
ization. For example, treatment was
not begun until the client felt able to
cope with the treatment program. The
frequency and duration of the sessions
were adapted flexibly to meet the indi-
vidual needs of each client.

The early phase of treatment fo-
cused on building a therapeutic al-
liance within an empathic and coop-
erative atmosphere. After the clinical
team obtained a detailed analysis of

the client’s problems, the stress-vul-
nerability paradigm was explained to
the client. The aim of using this mod-
el was to change the clients’ perspec-
tive of the illness from “symptoms to
treat” to “problems to solve.”

Using individualized case formula-
tions, clinicians implemented ele-
ments of cognitive-behavioral therapy
or social skills training such as model-
ing, rehearsal, positive reinforce-
ment, in vivo exercises, and home-
work assignments (10). Skills training
methods were utilized to improve so-
cial behaviors including self-care,
medication self-management, social
conversation, interpersonal problem-
solving, self-directed recreation, fam-
ily communication, and management
of personal resources.

Following the guidelines posed by
Fowler and colleagues (11), specific
interventions focused on improving
clients’ abilities to manage their cur-
rent psychotic symptoms. The clients’
own coping strategies were pointed
out, and the behavioral and emotion-
al consequences of psychotic symp-
toms were delineated. Maladaptive
strategies for managing symptoms,
such as social withdrawal, were dis-
couraged, and more helpful ones,
such as distraction and relaxation,
were promoted.

Whenever possible, disputation of
irrational beliefs related to delusions
and hallucinations was tried. The
therapist actively encouraged clients

to talk about their understanding of
psychotic symptoms. Clients were
asked to demonstrate the justification
of their beliefs, and then the therapist
would propose an alternative explana-
tion. The possible links between cur-
rent symptoms and earlier real-life
events were discovered. Reality test-
ing was undertaken if feasible.

During treatment sessions, special
effort was devoted to enhancing
clients’ abilities to identify and moni-
tor their stress levels, based on the
recognition that stressors may either
exacerbate psychotic phenomena or
provoke inappropriate behaviors.
Furthermore, signs and symptoms
that might precede psychotic relapse
were examined. Therapists sought to
improve clients’ direct or indirect
control over the sources of stress us-
ing coping methods such as appropri-
ate avoidance, seeking help, and
medication compliance.

Clients who were assigned to the
comparison group received individual
supportive therapy provided by a
well-trained psychiatrist or psycholo-
gist. Supportive therapy sessions were
provided for the same duration and
frequency as the sessions of cogni-
tive-behavioral therapy plus social
skills training and included basic psy-
choeducation about the nature and
the treatment of schizophrenia, active
listening, empathy and reassurance,
reinforcement of clients’ health-pro-
moting initiatives, help in managing
crisis situations, and advocacy for
clients’ needs and preferences.

Monthly support meetings for fam-
ily members were available for the
families of clients in both groups.
These meetings addressed the symp-
toms of schizophrenia, the effects of
treatment with clozapine, and the
progress of the client.

Demographic and clinical history
information was assessed at baseline.
All clients were assessed using the
Brief Psychiatric Rating Scale
(BPRS) (12), the Scale for the Assess-
ment of Positive Symptoms (SAPS)
(13), and the Scale for the Assess-
ment of Negative Symptoms (SANS)
(14) at baseline and after the inter-
vention. Records were also kept on
each client’s dosage of clozapine, at-
tendance at therapy sessions, and use
of inpatient services.

Table 1

Demographic and clinical characteristics of clients with treatment-refractory
schizophrenia started on clozapine who were randomly assigned to receive indi-
vidual cognitive-behavioral therapy plus social skills training or individual sup-
portive therapy

Cognitive-behavioral 
therapy plus social Supportive
skills training (N=20) therapy (N=21)

Characteristic Mean SD Mean SD

Age (years) 33.9 10.1 35.8 11.9
Gender (%) 70 67
Education (years) 9.2 3.3 8.2 2.9
Illness duration (years) 11.6 7.9 11.7 6.6
Hospital admissions (N) 4.3 4.1 4.7 4.1
Schizophrenia subtype

Paranoid (%) 50 58
Nonparanoid (%) 50 42

Clozapine dosage (mg) 552.6 129.6 547.2 109.1
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Results
Outcome measures were analyzed us-
ing data from all clients who provided
information at both baseline and post-
intervention— 19 clients in the experi-
mental group and 18 clients in the
comparison group. None of the clients
relapsed or required rehospitalization
during the course of the study. One
subject in the cognitive-behavioral
group did not complete the study; the
client developed leukopenia, and
clozapine was discontinued. In the
supportive therapy group, two subjects
withdrew because of refusal to partici-
pate further, and a third developed
seizures and his clozapine was stopped.

As Table 2 shows, the two study
groups did not differ in symptomatol-
ogy at baseline. Both groups showed
statistically significant improvement
on the BPRS, SAPS, and SANS from
baseline to postintervention. Howev-
er, comparisons between the groups
showed that at postintervention,
clients who had received cognitive-
behavioral therapy plus social skills
training had lower BPRS and SAPS
scores than the clients who received
supportive therapy. No significant dif-
ferences between treatment groups
were found on SANS scores during ei-
ther evaluation period.

Adherence to the therapeutic regi-
men was high in both groups, ranging
between 75 and 85 percent, but the
clients in the experimental group at-
tended more sessions than the clients
in the comparison group. At the end
of the study, there was no significant
difference between the groups in dai-
ly clozapine dose.

Case vignette
Mr. L, a 28-year-old high school grad-
uate who had been an avid body
builder and a successfully employed
electrician, was diagnosed as having
paranoid schizophrenia at age 20. De-
spite continuous treatment with con-
ventional neuroleptic medications, he
was hospitalized repeatedly and suf-
fered from persistent psychotic symp-
toms, including visual and auditory
hallucinations and mystical delusions.
He was also depressed and had low
self-esteem. He had not worked or
socialized for several years, and he
was completely dependent on his rel-
atives for all his self-care needs.

Mr. L was started on clozapine and
randomly assigned to the experimen-
tal condition of the study. In the first
phase of therapy, Mr. L was helped to
express his needs and to formulate a
list of problems that required assis-
tance from the treatment team. At
this point, the team did not try to
challenge the core of his delusional
beliefs, thus avoiding any rifts in the
collaborative process. However, as
the therapy progressed, Mr. L and the
therapist agreed to work on coping
strategies such as using headphones
to listen to music, watching TV or lis-
tening to the radio, engaging in dia-
logue with friends and family, and
reading the newspaper.

The next step in therapy was help-
ing Mr. L identify relationships be-
tween the emergence of psychotic
symptoms and stressful life events.
For instance, he noted that argu-
ments with his father often led to an
increase in his paranoid ideation as
well as to his withdrawing from other
people. He learned problem-solving
and assertiveness skills and practiced
them at home. He was instructed to
experiment with a number of differ-

ent strategies until he developed a
useful coping repertoire.

In the next phase of treatment, the
vulnerability-stress model of mental
illness was presented. The model was
used to help Mr. L understand his
condition and to provide a rationale
for why he should take antipsychotic
medication. With this foundation, Mr.
L was enrolled in an illness self-man-
agement course aimed at helping him
develop strategies for recognizing the
warning signs of relapse and learning
techniques for avoiding relapses. Ad-
ditional skills learned as part of this
course were grooming and self-care,
use of public transportation, and ba-
sic conversational techniques.

More advanced cognitive-behav-
ioral therapy techniques were the fo-
cus of the next few sessions. For ex-
ample, the therapist used Socratic
questioning to engage Mr. L in talk-
ing about his psychotic ideas. The aim
was to help him identify rational ex-
planations for the occurrence of his
psychotic experiences. This process
entailed eliciting Mr. L’s views of the
reasons for the development and
maintenance of his beliefs. In an at-

Table 2

Baseline and six-month follow-up measures of symptoms for clients randomly as-
signed to receive individual cognitive-behavioral therapy plus social skills training
or individual supportive therapy

Cognitive-behavioral
therapy plus social Supportive ther-
skills training (N=19)1 apy (N=18)2

Baseline Six months3 Baseline Six months3

Measure Mean SD Mean SD Mean SD Mean SD

Brief Psychiatric Rating Scale
(BPRS)4 83.1 21.7 38.1 9.7 81.7 20.6 45.7 11.0

Scale for the Assessment of 
Positive Symptoms (SAPS)5 74.7 28.5 17.9 17.0 65.7 31.1 29.9 12.1

Scale for the Assessment of
Negative Symptoms (SANS)6 89.1 22.1 46.9 19.4 71.4 29.4 53.5 19.1

1 Significant difference between baseline and six months in mean BPRS scores (t=8.28, df=18,
p<.001, paired-group t test), mean SAPS scores (t=7.33, df=18, p<.001, paired-group t test), and
mean SANS scores (t=5.08, df=18, p<.001, paired-group t test)

2 Significant difference between baseline and six months in mean BPRS scores (t=6.48, df=17,
p<.001, paired-group t test), mean SAPS scores (t=4.68, df=17, p<.001, paired-group t test), and
mean SANS scores (t=3.47, df=17, p=.001, paired-group t test)

3 Significant differences between cognitive-behavioral therapy group and supportive therapy group
at six months in mean BPRS scores (t=2.25, df=35, p=.03, independent-groups t test) and in mean
SAPS scores (t=2.39, df=35, p=.02, independent-groups t test)

4 Scored on a scale from 24 to 168, with higher scores indicating more severe symptoms
5 Scored on a scale from 0 to 170, with higher scores indicating more severe symptoms
6 Scored on a scale from 0 to 125, with higher scores indicating more severe symptoms
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mosphere of trust, the collaborative
therapeutic relationship that had
been fostered over time allowed Mr.
L to consider alternative interpreta-
tions of specific events, such as the
possibility that his relatives were not
really turning into monsters but were
simply behaving in ways that he could
not understand.

Next, the therapist targeted Mr. L’s
dysfunctional assumptions about
himself, including his feelings of
worthlessness and uselessness and his
belief that he was unlovable. Through
a process of guided discovery, Mr. L
slowly realized the implications of his
dysfunctional assumptions and was
gradually able to develop a more real-
istic and salutary viewpoint.

By the end of the study, Mr. L had
developed an increased ability to man-
age his psychotic symptoms. His
symptoms gradually decreased while
his quality of life improved. After six
months of therapy, he was able to use
public transportation independently.
Soon after he moved to a nearby city
and got a license to teach body-build-
ing skills, which allowed him to work
as a teacher in a fitness center. His
newly found social contacts there
helped him to develop friendships
with men and women. He also devel-
oped much better grooming skills and
the ability to keep his apartment clean.

Afterword by the column editors:
Although replication and generaliza-
tion studies are needed, the benefits
accrued from integrating clozapine
with cognitive-behavioral therapy
plus social skills training for the client
with treatment-refractory schizo-
phrenia are intriguing because of the
difficulty in engaging these clients in
therapy. The improved cognitive
functioning and symptom stabiliza-
tion that result from clozapine could
enhance the effectiveness of cogni-
tive-behavioral therapy and social
skills training in ameliorating the irra-
tional beliefs that distort clients’ view
of the world and impede social com-
petence. These latter goals are no-
table prerequisites both for mobiliz-
ing clients to form stronger collabora-
tions with their treatment team and
for helping them achieve successful
adaptation in their community.

It is perhaps expected that the

symptom improvement over time due
to clozapine was much greater than
the effects of the cognitive-behavioral
therapy plus social skills training.
Treatments in schizophrenia tend to
be domain specific, with medications
having a greater impact on symptoms
than psychosocial treatments, and
psychosocial treatments having a
greater effect on psychosocial func-
tioning. We eagerly await a follow-up
report from Dr. Pinto and his col-
leagues about the changes in psy-
chosocial functioning brought about
by cognitive-behavioral therapy plus
social skills training. Even though
psychosocial interventions are used
with some of the most disabled and
highly symptomatic patients with
schizophrenia, the interventions have
shown benefits beyond those that
could be accounted for by medication
(15,16). ♦
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