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Abstract

The current state of the literature regarding psychosocial treatments for
schizophrenia is reviewed within the frameworks of the recovery model
of mental health and the expanded stress-vulnerability model. Interven-
tions targeting specific domains of functioning, age groups, stages of illness,
and human service system gaps are classified as evidence-based practices or
promising practices according to the extent to which their efficacy is cur-
rently supported by meta-analyses and individual randomized controlled
trials (RCT's). Evidence-based practices include assertive community treat-
ment (ACT), cognitive behavior therapy (CBT) for psychosis, cognitive re-
mediation, family psychoeducation, illness self-management training, social
skills training, and supported employment. Promising practices include cog-
nitive adaptive therapy, CBT for posttraumatic stress disorder, first-episode
psychosis intervention, healthy lifestyle interventions, integrated treatment
for co-occurring disorders, interventions targeting older individuals, peer
support services, physical disease management, prodromal stage interven-
tion, social cognition training, supported education, and supported housing.
Implications and future directions are discussed.
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PSYCHOSOCIAL TREATMENTS FOR SCHIZOPHRENIA

Schizophrenia is a serious mental illness characterized by psychotic symptoms (e.g., hallucina-
tions, delusions), negative symptoms (e.g., anhedonia, apathy), and impaired cognitive function-
ing (Heaton et al. 1994). A core feature of schizophrenia is its impact on reduced psychosocial
functioning, including self-care and independent living skills, quality of social relationships, and
the capacity to work, go to school, or parent (Ursano et al. 2004). Psychotic symptoms tend to
fluctuate over time, with periodic symptom relapses requiring temporary hospitalization for phar-
macological stabilization. Cognitive impairment and negative symptoms are more stable over time
and are more strongly associated with impaired functioning (Green 2006, Pogue-Geile & Harrow
1985). Mood problems are common, with depression being a common first sign of the illness
(Hifner & an der Heiden 2008), and increased rate of suicide of 5% to 7% is also associated with
schizophrenia (Inskip et al. 1998). The net impact of schizophrenia is that individuals often have
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difficulty getting their basic needs met and leading a fulfilling life, leading to heavy reliance on
family members and disability payments in Western countries (Mueser & McGurk 2004, van Os
& Kapur 2009).

The prevalence of schizophrenia is approximately 1% throughout the world, with moderate
variation across countries and cultures (Jablensky 1997, McGrath & Richards 2009). The onset
is usually early adulthood, between the ages of 18 and 35, although a later age of onset may also
occur (Almeida et al. 1995). Schizophrenia rarely develops before the age of 16, and onset during
childhood is considered to be a different disorder (Remschmidt et al. 1994). For most people,
schizophrenia persists over the long term, although many have partial or complete remission of
symptoms and restoration of functioning, usually later in life (Harrison etal. 2001). The prevalence
of schizophrenia is similar between men and women, but women have a later age at onset and
experience a more benign course of illness, including fewer hospitalizations and better functioning
(Riecher-Réssler & Hifner 2000).

The direct health costs of treating schizophrenia in the United States, including drugs, outpa-
tient care, all inpatient care, and long-term care, were $22.7 billion in 2002 (Wu et al. 2005). The
estimated indirect costs of schizophrenia are even larger: $32.4 billion in the United States in 2002
(Wu et al. 2005). These costs are due to lost productivity, premature mortality, and opportunity
costs for family caregivers.

Antipsychotic medications are the mainstay in the treatment of schizophrenia, substantially
reducing symptom severity and relapses (Lieberman et al. 2005). However, antipsychotics are most
effective at reducing psychotic symptoms, and they have minimal effects on negative symptoms,
cognitive impairment, or functioning. Furthermore, medication adherence is often poor (Weiss
et al. 2002), leading to high rates of relapse and hospitalization.

Psychosocial interventions are usually provided in addition to pharmacological management
and play an important role in the treatment of schizophrenia, especially in improving functioning.
Substantial research in recent decades supports the effectiveness of a range of psychosocial
treatments. This review summarizes both empirically validated and promising psychosocial
interventions. We also consider important topics for future research on treatment of schizophre-
nia. We first describe two conceptual frameworks that have influenced the development of
psychosocial programs.

CONCEPTUAL FRAMEWORKS GUIDING TREATMENT

Opver the past several decades there has been a sea change in how schizophrenia (and other serious
mental illnesses) is understood and treated. Two conceptual models have emerged that have
challenged the Kraepelinian assumption that schizophrenia is strictly a biological disease with
an invariably downward trajectory and little hope for improvement (Kraepelin 1919/1971). The
recovery model and the stress-vulnerability model have given individuals hope that meaningful
recovery from schizophrenia can occur and that they can learn how to improve the course of illness.

The Recovery Model of Mental Health

The modern origins of the recovery model date back to the consumer movement beginning in
the 1960s and 1970s, which emerged in the wake of deinstitutionalization and rose in objection
to traditional approaches to treatment. These challenges led to a reformulation of how serious
mental illnesses are viewed and the goals of treatment. Although the field is still in the midst of
change, this new conceptualization has had important treatment implications.
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The Consumer Movement. Coinciding with the discharge of large numbers of people from
long-term mental health settings beginning in the 1960s, and the trend toward community-based
treatment, laws were enacted to protect people from involuntary hospitalization in the absence
of evidence that they were a danger to themselves or others (Applebaum 1994). As people with a
mental illness regained basic civil rights, they also began meeting together to support one another
and express dissatisfaction with their treatment (Chamberlin 1978). These individuals objected to
the term “patient” as implying a passive role in treatment, with those in the United States opting
for the term “consumer” and those in Great Britain for “service user.”

Consumers objected to several aspects of the mental health system. They protested the
presumption of treatment providers that disorders such as schizophrenia were invariably chronic,
pointing to long-term follow-up studies showing significant rates of functional recovery (Hifner
& an der Heiden 2008), and noted that the frequent communication of this was demoralizing (or
“spirit breaking”) to individuals with these conditions (Deegan 1988). Consumers argued for a
more nuanced and personally meaningful definition of recovery not based on symptom remission
but instead on the process of learning and growing in spite of having a mental illness (Anthony
1993, Deegan 1996, Roe & Chopra 2003). Although the concept of recovery continues to be
debated (Bellack 2006), it has had a major impact on broadening the focus of treatment to areas
of functioning of concern to individuals. This shift was not solely the result of the consumer
movement but also reflected a growing understanding of the long-term course of schizophrenia
(Strauss & Carpenter 1977) and research on social learning theory demonstrating the feasibility
of improving psychosocial functioning (Ayllon & Azrin 1968, Paul & Lentz 1977).

Consumers also objected to the traditional hierarchical, often coercive nature of treatment
(Carling 1995). They noted that their concerns were often ignored, and rather than giving them
the care they needed, they were often traumatized by the very system that was supposed to serve
them (Fisher 1992, Jennings 1994). Consumers argued that they needed to be the ones to set
the goals of treatment, and they demanded respect and collaboration from treatment providers
(Segal et al. 1993).

Consumers began to look to their peers as critical to their own empowerment. Peer support
approaches developed, as did a growing body of writings by consumers testifying to the
importance of illness self-management for regaining control over their lives (Leete 1989). As the
focus on self-management approaches grew, so did curriculum, groups, and treatment services
responding to this need.

Recovery-oriented Services. The concept of recovery from serious mental illness has served as
a rallying point for recognizing the importance of each individual’s unique experience of learning
how to grapple with a mental illness as well as meeting their basic human needs and desires.
Recovery thus refers to the attainment of a meaningful and valued life, rather than recovery from
a disease, and the absence of symptoms (Deegan 1988, Roe et al. 2007).

Recovery-oriented services are mental health services that are informed by the values inherent
in this new understanding of recovery. Such services are person-oriented (rather than illness-
oriented), involve the individual in the planning and implementation of services, show respect for
self-determination and choice, and focus on health and resiliency (Farkas 2007). Thus, recovery-
oriented services address the nature of how individuals with serious mental illness are engaged
and involved in treatment.

Stress-Vulnerability Model

The stress-vulnerability model has had a major influence on how schizophrenia is conceptualized
(Nuechterlein & Dawson 1984, Zubin & Spring 1977). The model posits that the primary cause
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Figure 1

Components of the expanded stress vulnerability model, including recovery management.

of schizophrenia is psychobiological vulnerability, determined early in life by genetics and envi-
ronmental insults (e.g., obstetric complications), which is potentially precipitated by stress. Once
schizophrenia has developed, stress (e.g., life events, interpersonal conflict, impoverished living
conditions) can impinge on biological vulnerability, precipitating relapses. On the other hand,
coping skills and social support can reduce the effects of stress on symptom relapses.

The stress-vulnerability model suggests that relapses and hospitalizations can be prevented by
lowering biological vulnerability (e.g., prescribing antipsychotic medications, avoiding substance
abuse) or reducing stress. Building social support and resiliency to stress can also prevent re-
lapses. The targeting of these factors has played an important role in guiding the development of
psychosocial interventions for schizophrenia over the past three decades (Liberman et al. 1986).

The stress-vulnerability model has been expanded based on the recovery model (Mueser &
Gingerich 2011). As illustrated in Figure 1, the expanded stress-vulnerability model includes
recovery (e.g., role functioning, well-being) in addition to symptoms as an outcome. Furthermore,
recovery management skills are included (e.g., pursuit of personal goals, understanding of mental
illness). The expanded model highlights the importance of supporting the personal agency of
the client in the treatment process, including identifying desired outcomes, choosing treatment
methods, and helping individuals develop illness self-management skills in order to pursue their
personal goals.

Our review focuses on studies of people with schizophrenia, schizoaffective disorder, or
schizophreniform disorder, butit also includes heterogeneous samples of people with other serious
mental illnesses and similar functional impairments. We use the terms “psychiatric rehabilitation”
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and “psychosocial treatment” interchangeably to refer to nonpharmacological-based approaches
to improving psychosocial functioning. These methods primarily include teaching skills and de-
veloping environmental supports for improving functioning, either directly or indirectly through
reducing symptoms or cognitive impairments (Anthony et al. 2002, Corrigan et al. 2008).

EVIDENCE-BASED PRACTICES

The term “evidence-based practice” refers to interventions shown to be effective at improving the
course or outcome of a specific illness based on rigorously conducted research studies (Sackett
etal. 1997). For serious mental illnesses, there is a consensus that evidence-based practices require
the intervention is standardized, targets outcomes relevant to symptoms or impaired functioning,
and is supported by multiple randomized controlled trials (RCTs), at least two of which have
been conducted by different research teams (Drake et al. 2003). We review seven evidence-based
practices below, focusing, where possible, on meta-analytic reviews of the literature to support
each practice.

The RCT's supporting these evidence-based practices used intent-to-treat analyses, employed
standardized instruments with established psychometric properties in the schizophrenia literature,
included sample sizes of at least 50 clients, and generally had relatively low dropout rates (e.g.,
<30%) in both experimental conditions and overall research. The meta-analyses of RCT's in this
review generally required as an inclusion criterion 70% or more of each study sample to have a
schizophrenia spectrum disorder. Most of the meta-analyses evaluated the effects of rigorous study
design features on outcomes, such as the blinding of raters and use of an active control group.

Although the meta-analyses generally reported sound inclusion and exclusion criteria, future
meta-analyses in this area should clearly and fully report on the validity assessments used, charac-
teristics of the RCT's included, and considerations of bias (e.g., publication bias) to enable readers
to determine the methodological rigor of the studies included. The Quality of Reporting of Meta-
analyses statement provides guidelines for reporting practices of meta-analytic reviews of RCT's
(Moher et al. 1999). For a more detailed discussion of the effect of methodological rigor of RCT's
on meta-analytic results, see Wykes et al. (2008, 2011).

Assertive Community Treatment

As deinstitutionalization shifted the primary locus of treatment for schizophrenia from hospitals
to the community (Johnson 1990), local mental health centers were established throughout the
United States. However, many people did not access these services and were prone to frequent
crises, relapses, and rehospitalizations (Pepper et al. 1981). The assertive community treatment
(ACT) model was developed to address this problem (Stein & Santos 1998).

ACT was based on the rationale that if clients did not access community-based treatment on
their own, these services would be brought to them in their natural living environments (Stein &
Santos 1998). The ACT model differs from usual case management and other psychiatric services
in the greater intensity of staffing (1:10 ratio of clinicians to clients compared to 1:30 or more
in standard case management), the provision of most services in the community, the sharing of
caseloads across clinicians to reduce burnout, and full-time coverage by the ACT team, including
emergencies. ACT teams are interdisciplinary (i.e., including a psychiatrist, nurse, and specialists
in areas such as vocational rehabilitation and co-occurring substance abuse) and typically serve 50
to 150 clients. A wide range of services is provided, including medication management, practical
supports (e.g., securing housing, paying bills), and rehabilitation. ACT is an alternative method
for delivering services to clients who otherwise do not receive them rather than a rehabilitation
model per se (Mueser et al. 1998).

Mueser et al.
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Research. More than 30 RCT's have been conducted evaluating ACT. Almost all studies were
conducted in the United States and focused on individuals living in the community with a pattern
of frequent hospitalizations, extended periods of inpatient treatment, or homelessness. Research
has shown that ACT is effective at stabilizing housing in the community and reducing hospital-
izations and homelessness, and it produces modest reductions in symptoms (Bond et al. 2001).
Economic analyses suggest that ACT is cost-effective because of its primary effects on reducing
costly hospitalizations (Latimer 1999). The beneficial effects of ACT have been more consistently
demonstrated in research in the United States than abroad (Williams et al. 2011), suggesting that
it may provide a solution to gaps in the U.S. mental health and social service systems.

Despite the evidence that ACT improves stable living in the community, research also indicates
that it has a limited impact on other outcomes (e.g., social functioning, employment). One reason
is that historically ACT programs have not targeted these areas of functioning by providing
the relevant rehabilitation methods (e.g., supported employment for work). More recently, the
standards of ACT have been upgraded to ensure that evidence-based practices are incorporated
(Monroe-DeVita et al. 2011).

Cognitive Behavior Therapy for Psychosis

Many people with schizophrenia have persistent psychotic symptoms despite taking medication
(Lindenmayer 2000). Chronic hallucinations and delusions contribute to high levels of distress
and are a frequent impediment to functioning (Racenstein et al. 2002). An important focus of
treatment has been developing interventions to reduce the severity of psychotic symptoms or the
interference they cause in functioning.

Cognitive behavior therapy for psychosis (CBTp) was first reported in a case study more than
60 years ago (Beck 1952), but it was not until the 1990s that controlled studies were conducted
in the United Kingdom. CBTp differs from the traditional CBT used to treat mood and anxiety
disorders primarily in its explicit focus on psychotic symptoms and the strategies used to reduce
either delusional conviction or associated distress and interference (Fowler et al. 1995, Morrison
et al. 2004). However, CBTp is also used to reduce negative symptoms, depression, and anxiety.

Multiple treatment manuals have been developed for CBTp, which can be provided in either an
individual or group format, with most approaches sharing a common set of components (Wright
etal. 2005). The clinician begins by developing a therapeutic alliance aimed at understanding the
individual’s subjective experience and identifying goals for treatment, without challenging beliefs
or colluding with delusions. The clinician may then provide information about the psychotic
symptoms, such as how they may emerge in response to stress, and the fact that they are common
in the general population. This normalization can reduce the sense of isolation and embarrassment
many people have about psychotic symptoms and facilitate their ability to talk about them. The
client is then engaged in learning the ABC model applied to psychotic symptoms: antecedents
or triggers precede psychotic symptoms, which are then accompanied by the individual’s beliefs
about them, which lead to the subsequent emotional, cognitive, or behavioral consequences. This
facilitates awareness and modification of triggers and teaches people how to challenge inaccurate
or self-defeating beliefs (i.e., cognitive restructuring), leading to more effective coping strategies.
Attention then turns to exploring coping strategies that clients naturally use to deal with their
psychotic symptoms, increasing underutilized strategies, and then teaching more effective ones.
The goal is not to get the individual to admit to having symptoms but rather to reduce symptom
severity and associated distress.

Research. More than 40 RCTs of CBTp have been published, and the literature has been fre-
quently reviewed. Most of the reviews have reached the same conclusions: CBTp is more effective
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than either usual treatment or attention-control therapy in reducing symptoms and improving
functioning. The most comprehensive meta-analysis of 33 RCT's showed that CBTp produced
significant effect sizes in the moderate range for reducing psychotic symptoms (d = 0.37), neg-
ative symptoms (4 = 0.44), and mood disturbance (4 = 0.36), and for improving psychosocial
functioning (4 = 0.38) (Wykes et al. 2008). Granholm et al. (2009) extended these findings by
examining 18 RCTs that included measures of functional outcomes and found significant im-
provements in approximately two-thirds of the studies. Despite the strong evidence supporting
the efficacy of CBTp, two meta-analyses with dissenting conclusions have recently been pub-
lished (Jones et al. 2012, Lynch et al. 2010). The Lynch et al. meta-analysis has been criticized
on a number of grounds, such as the inappropriate inclusion of certain studies and the failure
to evaluate treatment effects at follow-up (Kingdon 2010). Furthermore, the conclusions of both
meta-analyses are limited in two other ways. First, both focused only on RCTs that compared
CBTp to active comparison interventions intended to control for nonspecific therapeutic factors
and ignored research that compares CBTp to usual treatment. This is a higher standard of eval-
uation considering evidence that supportive therapy produces modest benefits for schizophrenia
(Penn et al. 2004), and the Wykes et al. (2011) meta-analysis found that the use of an active con-
trol group moderated the impact of CBTp on outcome. Thus, including only trials with active
control groups likely underestimated the impact of CBTp compared to usual care, the standard of
treatment in the field. Second, owing to restrictive inclusion criteria, both meta-analyses included
only a small number of studies, limiting the power to detect significant effects.

In summary, CBTp is associated with reductions in psychotic symptoms, negative symptoms,
and mood problems, and improvements in social functioning, particularly when compared to usual
services. There is mixed evidence on whether it confers any advantages in these domains over other
psychological treatments, but it appears to be well tolerated in individuals with schizophrenia.

Cognitive Remediation

Impaired cognitive functioning in areas such as attention, memory, psychomotor speed, and ex-
ecutive functions is common in schizophrenia (Heaton et al. 1994) and is a major concern for
several reasons. First, cognitive functioning is associated with psychosocial functioning (Green
1996). Second, impaired cognitive functioning is related to an attenuated response to psychiatric
rehabilitation programs such as social skills training (Mueser et al. 1991, Smith et al. 1999) and
vocational rehabilitation (McGurk & Mueser 2004). Third, cognitive impairment is associated
with the overall severity of schizophrenia, especially negative symptoms (Liddle 1987). Thus,
improving cognitive functioning has been a major treatment focus for many years.

A variety of methods have been used to improve cognitive functioning in schizophrenia. Most
cognitive remediation programs employ cognitive practice exercises (either computer based or pa-
per and pencil), often combined with teaching strategies to improve performance on the exercises
(Krabbendam & Aleman 2003). Some programs also teach strategies for coping with (or compen-
sating for) the effects of cognitive impairments on psychosocial functioning (McGurk et al. 2005).
Cognitive remediation programs vary in length and intensity, with most providing two training
sessions per week and lasting between three and six months. Some programs combine cognitive
training with another rehabilitation approach in an integrated or parallel fashion (Hogarty et al.
2004, McGurk et al. 2005), whereas others are designed to stand alone (Wykes & Reeder 2005).

Research. More than 40 RCTs of cognitive remediation for schizophrenia have been completed.
Two meta-analyses of the literature have been published (McGurk et al. 2007, Wykes et al.
2011), including 26 and 40 RCT's, respectively, which resulted in similar findings. Both reported
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significant effect sizes of cognitive remediation on improving cognitive (d’s = 0.41, 0.45) and
psychosocial functioning (d’s = 0.36, 0.42), and smaller but significant effects on reducing
symptoms (d’s = 0.28, 0.18).

Both meta-analyses found the effects of cognitive remediation on cognitive functioning were
homogeneous, and therefore analyses were not conducted on moderators of treatment effects.
However, the impact of cognitive remediation on psychosocial functioning was much more het-
erogeneous. Exploration of moderators identified one significant variable in both meta-analyses:
provision of psychiatric rehabilitation to study participants. Studies in which all participants
received psychiatric rehabilitation, and which then evaluated the added benefits of cognitive
remediation (compared to psychiatric rehabilitation alone), had significantly stronger effects on
psychosocial functioning (d’s = 0.47, 0.59) than stand-alone cognitive remediation programs
provided without psychiatric rehabilitation (d’s = 0.05, 0.28). Examples of rehabilitation pro-
grams that were integrated with cognitive remediation include supported employment (McGurk
et al. 2005), social skills training (Silverstein et al. 2008), and psychosocial intervention for the
early period of the disorder (Hogarty et al. 2004). Thus, cognitive remediation may potentiate the
effects of psychiatric rehabilitation by facilitating the ability to learn new skills in opportunities
provided through involvement in rehabilitation.

Family Psychoeducation

Family work has the potential to improve schizophrenia for several reasons. Many clients either live
at home or have close contact with relatives when they first develop the illness. Despite this high
level of contact, most relatives know little about schizophrenia (Mueser et al. 1992) and have little
contact with mental health professionals. The challenge of coping with impaired social behavior
and psychotic symptoms, compounded by poor understanding of the disorder and minimal contact
with professionals, leads to high levels of family burden (Karp 2001) and family stress (i.e., expressed
emotion) which can increase risk of relapse and rehospitalization (Hooley 2007).

Family psychoeducation is a set of psychotherapeutic strategies for working with the relatives of
someone with schizophrenia, aimed at developing a collaborative relationship between the family
and the treatment team in order to help clients make progress toward recovery. Several approaches
to family psychoeducation have been developed and empirically validated in RCT's (Anderson etal.
1986, Barrowclough & Tarrier 1992, Falloon et al. 1984, Kuipers et al. 2002, McFarlane 2002).
Although these models differ in their theoretical orientation (e.g., cognitive behavioral versus
broad-based systems theory) and modality (single family versus multiple family versus combined),
they are all long term (lasting 9 to 24 months) and share other features, including delivery by mental
health professionals, focus on the whole family (including the client), education about schizophre-
nia and treatment, teaching strategies to reduce stress and improve communication and problem
solving, and looking toward the future rather than delving into the past. Shorter-term family
interventions have also been developed for schizophrenia (Cohen et al. 2008).

Research. More than 50 RCTs conducted throughout the world have shown that family psy-
choeducation is effective for schizophrenia (Pharoah et al. 2010). Because early research linking
relapse in schizophrenia to high levels of expressed emotion in families (Hooley 2007) served as the
impetus for the development of family programs, most studies have focused on clients who have
had a recentrelapse or hospitalization. Research on longer-term family programs (>5 sessions) has
shown significant effects in the moderate-to-small range on reducing relapses and hospitalizations,
and small effects in other areas such as improved psychosocial functioning (Pharoah et al. 2010).
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Illness Self-Management Training

The mental health recovery model (previously described) emphasizes the importance of people
with schizophrenia being actively involved in their own treatment, including learning self-
management strategies. Illness self-management programs target several related needs. First,
individuals are provided information about schizophrenia and its treatment in order to make
informed decisions about their care. Second, because medication nonadherence is a common
cause of relapse (Yamada et al. 2006), leading to disruption in independent living, work, or school,
strategies are taught to facilitate taking medication as prescribed. Third, since relapses can occur
despite medication adherence, relapse prevention strategies are taught (e.g., monitoring early
signs of relapse and developing a plan to respond to these signs such as evaluating need for a tem-
porary increase in medication dosage) (Herz 1984). Fourth, to address the problem of persistent
symptoms despite medication adherence, coping strategies are taught to reduce the distress and
interference they cause (Tarrier et al. 1999).

Numerous programs have been developed to teach illness self-management skills (e.g., Hogarty
2002, Kopelowicz & Liberman 1994). In order to develop a program that incorporated the broad
range of empirically supported strategies for illness self-management, Mueser and colleagues
(2002a) conducted a systematic review of 40 controlled studies. Four strategies were associated
with improved illness self-management across multiple studies, including (#) providing psycho-
education about mental illness and its treatment, () behavioral tailoring to facilitate adherence by
incorporating taking medication into one’s daily routine, (c) developing a relapse prevention plan,
and (d) teaching coping strategies for persistent symptoms.

The Illness Management and Recovery (IMR) program (Gingerich & Mueser 2011) was devel-
oped to integrate the four empirically supported illness self-management strategies identified by
Mueser et al. (2002a) into a single package. In order to motivate people to learn self-management
skills, clients first set personal goals based their own vision of recovery and then learn how to
manage their illness more effectively in the context of pursuing their goals. Information and skills
are taught using a combination of educational, motivational, and cognitive-behavioral techniques,
with a curriculum based on a core set of “modules” addressing topics such as information about
schizophrenia, medication, relapse prevention, and coping with symptoms; 40 to 50 individual or
group sessions are required to complete the program over 5 to 10 months.

Research. Several avenues of research support the efficacy of training clients with schizophrenia
illness self-management. In addition to the Mueser et al. (2002a) review of RCT's of illness self-
management components, a later review conducted by Lincoln et al. (2007) reported similar
findings. RCTs of several multicomponent programs providing psychoeducation and targeting
symptoms and relapse prevention have been shown to be effective, including personal therapy
(Hogarty etal. 1997), skills training for community re-entry following hospitalization (Kopelowicz
etal. 1998), and Wellness Recovery Action Planning (Cook et al. 2012).

Since the development of the IMR program, three RCT's have been completed, each conducted
in a different country, including the United States (Levitt et al. 2009), Israel (Hasson-Ohayon
et al. 2007), and Sweden (Firdig et al. 2011). Across all three studies, clients in IMR improved
significantly more in illness self-management and related outcomes, such as community function-
ing, than those who received usual care. Although the data in support of IMR as an evidence-based
practice are less abundant than other interventions in this section, the presence of three RCT's
by different research teams led us to include IMR as an evidence-based practice rather than as a
promising practice.
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Social Skills Training

Problems in psychosocial functioning in schizophrenia are related to impairments in social skill
that often predate the illness, and they persist over the long term in the absence of rehabilitation
(Mueser & Bellack 1998). According to the expanded stress-vulnerability model, coping skills and
social support, both of which are related to social skills, can reduce the effects of stress on relapses
and help people achieve their goals (Addington et al. 2010). Thus, improving social skills is a
common treatment target.

The social skills model (Liberman et al. 1986) posits that there are three components neces-
sary for social competence: receiving skills (i.e., social perception), processing skills (i.e., social
cognition), and sending skills (i.e., behavioral responses). Social skills training (SST) programs
have been designed to address deficiencies in these elements of social competence. Though SST
programs differ in implementation setting, duration, and content, they all use a similar approach
to teaching skills, including goal setting, role modeling, behavioral rehearsal, positive reinforce-
ment, corrective feedback, and home assignments to practice skills and promote generalization
(Bellack et al. 2004). The generalization of social skills to clients’ natural environments can be
further supplemented by community-based in vivo skills training (Glynn et al. 2002) and en-
listing “indigenous supporters” to prompt the use of skills in real-life situations (Tauber et al.
2000).

Research. More than 23 RCTs of SST have been conducted, and multiple reviews of the
literature have been published, with most concluding there are positive outcomes associated with
SST. Two recent meta-analyses provide strong evidence for the effectiveness of SST. Pfammatter
etal. 2006) examined 19 RCT's and found positive effects of SST on skills acquisition (d = 0.77),
assertiveness (d = 0.43), social functioning (d = 0.39), and general psychopathology (d = 0.23).
Kurtz & Mueser’s (2008) review of 23 RCT's found SST had a large impact on content mastery
(d = 1.20), a moderate impact on social and daily living skills (4 = 0.52), community functioning
(d = 0.52), and negative symptoms (4 = 0.40), and a small but significant impact on relapse
(d = 0.23) and other symptoms (d = 0.15).

Opverall, evidence from meta-analyses supports the efficacy of SST in improving certain aspects
of social competence. There is room for improvement, however, and it has been suggested that
deficits in attention that are associated with schizophrenia may hinder the effectiveness of SST
programs (Kurtz & Mueser 2008). To address this issue, Silverstein et al. (2008) evaluated the
effects of combining attention shaping and SST in 82 individuals with schizophrenia with im-
paired attention. Participants were randomized to receive SST with or without attention shaping.
Individuals who received attention shaping were significantly more attentive and acquired more
skills. Furthermore, skill acquisition was significantly related to attentiveness. This study shows
the potential benefits of attention shaping and suggests that future research should evaluate other
methods for improving skill acquisition in SST.

Supported Employment

A major effect of schizophrenia is on reduced capacity to work (Wu et al. 2005), with competitive
employment rates usually in the 10% to 20% range (Marwaha & Johnson 2004). However, most
people with schizophrenia want to work (Mueser et al. 2001). Furthermore, work is associated
with a range of benefits for people with schizophrenia aside from improved economic standing,
including modest improvements in self-esteem, sense of purpose, and reductions in symptoms
(Mueser et al. 1997a).
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Traditional approaches to vocational rehabilitation have involved extended periods of skills
or vocational training in sheltered workshops, with the aim of teaching the requisite skills for
succeeding in the competitive workplace. These approaches, often described as train-place models
(Corrigan et al. 2008), have been generally found to be unsuccessful in helping clients join the
competitive workforce (Bond 1992). Supported employment was developed as an alternative,
place-train model, aimed at helping people find competitive jobs and then providing them with
the support and training needed to maintain those jobs or move on to other jobs.

The most well-standardized and empirically validated model of supported employment is the
Individual Placement and Support (IPS) model (Becker & Drake 2003). IPS employment endorses
a zero-exclusion criterion for clients to receive services, with the only requirement for participation
being that clients want competitive work. IPS focuses on rapid search for competitive jobs in
integrated community settings and the provision of follow-along supports to facilitate optimal
work performance. Respect for client preferences in terms of desired job type and whether to
disclose one’s psychiatric disability to an employer is another defining element of IPS, as well
as the integration of vocational and clinical services, including weekly meetings between service
providers. Benefits counseling is provided to inform clients about the impact of working on their
disability income and health insurance.

Research. Extensive research supports the effectiveness of supported employment for improving
competitive work outcomes for people with schizophrenia. More than 17 RCTs have been con-
ducted in the United States, Canada, Europe, and Australia, comparing supported employment
to a variety of other vocational rehabilitation models, including group skills training, transitional
employment, and diversified work service models, with most studies employing the IPS model
(Bond et al. 2008, 2012). Across all studies, supported employment has led to significantly higher
rates of overall competitive work, more hours of competitive work, and more wages earned than
comparison programs. A recent meta-analysis of 15 RCTs of IPS-supported employmentindicated
that an effect size of 0.77 on competitive work compared to alternative vocational rehabilitation
approaches (Bond et al. 2012).

PROMISING PRACTICES

Substantial research has been conducted on other practices that suggest promise but do not cur-
rently meet criteria for an evidence-based practice. Some address problem areas that have not
been targeted, are insufficiently improved, or are costly to improve with existing evidence-based
practices (e.g., housing, education), whereas others focus on special populations (e.g., first-episode
psychosis). The promising practices discussed below are not a comprehensive list and are limited
to interventions for which there is at least some rigorous empirical support.

Cognitive Adaptive Therapy

Some individuals with severe symptoms have pervasive functional impairments that persist fol-
lowing lengthy inpatient treatment and discharge into the community. Cognitive adaptive ther-
apy (CAT) was developed to address these impairments by providing adaptive environmental
strategies to prompt or organize appropriate self-care behavior (Velligan et al. 2002). CAT is
implemented by mental health practitioners who go into the homes of recently discharged clients
on a weekly basis and help them organize and arrange their living quarters in order to pro-
mote independent living skills such as grooming and hygiene, meal preparation, and medication
adherence.
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Three RCTs have been conducted of CAT (Velligan et al. 2002, 2006, 2008). Across the
three studies, the results have shown that CAT leads to significant gains in clinical outcomes and
functioning during the active period of the intervention. When the intensity of CAT is reduced,
or the program is stopped altogether, its effects on improved medication adherence and associated
clinical outcomes tend to be maintained at follow-up, consistent with studies of behavioral tailoring
reviewed in the previous section on Illness Self-Management Training. However, reduction in
intensity or cessation of CAT results in a loss of functional gains, suggesting that continued
provision of environmental supports is critical to sustain improvements in daily functioning.

Cognitive Behavior Therapy for Posttraumatic Stress Disorder

Exposure to traumatic events such as physical and sexual abuse or assault is ubiquitous in
the lives of people with schizophrenia, both before and after the onset of their disorder
(O’Hare & Sherrer 2011, Read et al. 2005). Trauma exposure has been linked to a variety of
negative outcomes, including more severe symptoms and functional impairment, substance abuse,
and relapses (Lysaker & Larocco 2008, Picken & Tarrier 2011). Furthermore, trauma is related
to high rates of posttraumatic stress disorder (PTSD) in schizophrenia and other serious mental
illnesses, with estimates of current PT'SD ranging between 25% and 50% (Grubaugh et al. 2011)
compared to 8% to 12% lifetime PTSD in the general population (Kessler et al. 1995b).

One approach to addressing this problem has been to adapt evidence-based treatments for
PTSD in the general population for people with serious mental illness (Bisson & Andrew 2007),
based on the rationale that PTSD mediates the effects of trauma on mental health outcomes
(Mueser et al. 2002b). Frueh et al. (2004) developed an exposure-based treatment program for
PTSD in people with schizophrenia that also includes skills training. An open clinical trial demon-
strated the feasibility of the program and found positive effects on improved PTSD symptoms.
Mueser and colleagues (2009) developed a cognitive restructuring program that also includes
breathing retraining and education about PTSD. The individual version of the program has been
shown to be feasible and associated with improvements in PTSD and other symptoms in two
open pilot studies (Lu et al. 2009, Rosenberg et al. 2004) and one RCT (Mueser et al. 2008).
A group version of the program has also been found to be feasible and associated with similar
improvements (Mueser et al. 2007).

Comorbid Medical Disorders

The high comorbidity of schizophrenia with medical disorders such as diabetes and cardiovascular
disease (Chwastiak et al. 2006) has led to efforts to improve medical disease management. Interven-
tions have been informed by evidence that people with schizophrenia receive poorer care for their
medical disorders (Druss etal. 2001) and have in part sought to bolster the ability of clients to com-
municate their symptoms and needs more effectively. In addition, medical illness self-management
programs for chronic diseases such as diabetes, arthritis, and asthma that have been validated in
the general population have been adapted for people with schizophrenia (Newman et al. 2004).
For example, a brief (six-session) peer-led program for teaching chronic disease self-
managementin the general population (Lorig etal. 2005) was adapted for the Health and Recovery
Peer (HARP) program by training mental health consumers to lead groups. An RCT of the HARP
program found that it was both feasible to implement and associated with improvement in physical
health-related quality oflife and other related outcomes (Druss etal. 2010b). Another approach was
the adaptation of the IMR program (see previous section on Illness Self-Management Training)
to incorporate information and skills about the management of medical diseases into psychiatric
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illness self-management. An open pilot study of this program indicated high levels of retention
and improvement in several areas of physical illness management (Mueser et al. 2012).

First-Episode Psychosis Intervention

Early detection and intervention for psychosis are critical since the greatest psychosocial and
clinical declines occur in the first five years after the onset of schizophrenia (Lieberman etal. 2001).
In addition to low-dose antipsychotic medication, there are two common psychosocial approaches
to treating the first episode of psychosis: single-element interventions, such as cognitive behavior
therapy, and multi-element interventions, including components such as community outreach,
case management, individual therapy, and family therapy.

Reviews of RCTss of single-element intervention indicate that family psychoeducation is supe-
rior to standard care in reducing relapse rates and hospital readmissions (Alvarez-Jimenez et al.
2008, Bird et al. 2010). CBT for psychosis has been shown to be effective at reducing positive and
negative symptoms, auditory hallucinations, hopelessness, and improving quality of life, but not
at reducing relapses or readmissions (Bird et al. 2010, Morrison 2009).

Multi-element programs for first-episode psychosis are more effective than standard care at
improving the broad range of outcomes at one- to two-year follow-up (Alvarez-Jimenez et al.
2008, Bird et al. 2010, Griwe et al. 2006, Petersen et al. 2005). However, the gains made in these
programs may not be sustainable in the long term for most clients (Bosanac et al. 2010), suggesting
the need for more extended or more potent interventions (McGorry et al. 2010). Despite the
promise of multi-element treatment for early psychosis, there has been no controlled research
of such programs in the United States. A recent open clinical trial found that a multi-element
program in North Carolina, Outreach and Support Intervention Services, was associated with
reductions in psychotic and negative symptoms and improvement in global and role functioning
at one year (Uzenoff et al. 2012).

Evidence for the efficacy of multi-element treatment will be forthcoming following the comple-
tion of the Early Treatment Program (see http://raiseetp.org/), funded by the National Institute
of Mental Health Recovery After an Initial Schizophrenia Episode initiative. The Early Treatment
Program is comparing the NAVIGATE program for first-episode psychosis with community care
in a multisite RCT conducted at 35 sites in 21 states, with randomization at the level of site. The
NAVIGATE program includes guideline-based pharmacological treatment, individual and family
therapy, and supported employment/education delivered by five-person team.

Healthy Lifestyle Interventions

People with schizophrenia have an average life expectancy that is 20 to 30 years less than that
of the general population (Brown et al. 2010). This premature mortality is not due mainly to
suicide but rather to high medical comorbidity in individuals with schizophrenia for reasons such
as sedentary lifestyle, high rates of smoking and substance abuse, and the metabolic side effects
of antipsychotic medication (Scott & Happell 2011). Cardiovascular disease is the single largest
medical disorder contributing to the premature mortality in people with schizophrenia (Colton
& Manderscheid 2006).

Increased attention has been paid to reducing the cardiovascular risk of individuals with
schizophrenia through healthy lifestyle interventions including exercise and improved nutrition.
A recent review of 11 RCTs of healthy lifestyle programs provided support for the feasibility of
these programs and found modest, though generally not clinically significant, improvements in
cardiovascular fitness or weight reduction (Verhaeghe et al. 2011). Limitations of these studies
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included the small sample sizes, the short treatment periods, and the lack of follow-up assessments.
More work is needed to develop more potent programs for improving healthy lifestyles in people
with schizophrenia (Beebe etal. 2011, Van Citters et al. 2010), which may also have modest clinical
benefits in mental health functioning (Gorczynski & Faulkner 2010).

Integrated Treatment for Co-occurring Substance Use Disorder

Substance abuse and dependence are common in schizophrenia, with about 50% having a lifetime
substance use disorder, compared to only about 15% of the general population (Kessler etal. 1997,
Regier etal. 1990). Substance abuse is associated with a wide range of negative outcomes, including
relapses and hospitalizations, impaired social functioning, legal problems, family burden, housing
instability and homelessness, medical problems, and premature death (Drake & Brunette 1998,
Schmidt et al. 2011). Therefore, reducing substance abuse in this population is a high priority.

Historically, mental health clinicians referred their clients with schizophrenia and substance use
problems elsewhere for treatment of their substance abuse. Numerous problems were associated
with this approach (Polcin 1992), including lack of follow-through on referrals, poor communica-
tion between treatment providers working for different agencies, and high rates of dropout from
substance abuse treatment (Ridgely et al. 1990). To address these problems, integrated treatment
models were developed (Drake et al. 1991, Minkoff 1989), defined as treatment of both disorders
at the same time, by the same clinician or team of clinicians (Barrowclough et al. 2010, Bellack
et al. 2007, Mueser et al. 2003, Ziedonis et al. 2005). Although integrated programs differ along
a variety of parameters, including modality, length and intensity, and location of service, most
share several common elements, including minimization of treatment-related stress, motivational
enhancement to address substance abuse, cognitive-behavioral strategies to facilitate substance
use reduction and abstinence, and the use of harm-reduction methods.

Extensive research has been conducted on integrated treatment. However, the literature has
proved challenging to review because of the broad range of programs evaluated, including in-
dividual, group, family, and comprehensive interventions, the diagnostic heterogeneity of client
samples, differences in treatment setting, and the use of both experimental and quasi-experimental
designs. As a consequence, the results of major reviews of research differ, with broader reviews
concluding that evidence supports integrated treatment (Drake et al. 2008, Kavanagh & Mueser
2007), but not more restrictive reviews (Cleary et al. 2008).

Group-based programs have been most empirically supported (Mueser et al. 2005). Residen-
tial treatment programs have demonstrated beneficial effects, but research designs are primarily
limited to quasi-experimental ones (Brunette et al. 2004). RCT's comparing more intensive and
outreach-based models for delivering integrated treatment, based on the ACT model, have found
minimal benefit over less-intensive, standard case-management delivery approaches (Drake et al.
1998, Essock et al. 2006, Morse et al. 2006). However, the secondary analysis of one RCT sug-
gested that integrated treatment delivered by an ACT team may be more effective than when
delivered through standard case management for clients with co-occurring disorders who also
have antisocial personality disorder (Frisman et al. 2009).

Interventions Targeting Older Individuals

The population of older individuals with schizophrenia is rapidly growing, with numbers expected
to double by 2050 (U.S. Census Bur. 2008). Although symptom severity and functioning tend
to improve over the lifespan (Hifner & an der Heiden 2008), many people continue to have
poor functioning as they age. Furthermore, impaired psychosocial functioning is associated with
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premature nursing home placement in older individuals with serious mental illness (Bartels et al.
2003b). Psychiatric rehabilitation approaches need to be adapted to address the needs of these
older individuals, both to improve their functioning and well-being and to facilitate community
living over the long term (Pratt et al. 2008).

Several recent efforts to adapt psychosocial interventions for older people with schizophrenia
have been conducted. The Helping Older People Experience Success (HOPES) program was
developed to improve community and health functioning of clients with serious mental illness
(Mueser et al. 2010). HOPES includes one year of weekly social skills training sessions combined
with biweekly community trips to practice skills, followed by a maintenance year with declining
frequency of sessions and community trips. In addition, a nurse meets with clients regularly to
evaluate their health needs, coordinate referrals, and monitor receipt of health services. An RCT
comparing the HOPES program to usual services found at two years that the clients who received
HOPES had better social skills, improved community functioning and self-care skills, and lower
levels of negative symptoms than clients who received usual services (Mueser et al. 2010). A three-
year assessment, conducted one year after the treatment program had ended, indicated that these
improvements had been sustained (Bartels et al. 2012).

Two RCTs of other programs targeting functional outcomes in older individuals with
schizophrenia have reported similar improvements, including cognitive behavioral social skills
training (Granholm et al. 2005) and functional adaption skills training (Patterson et al. 2006).
This research indicates that specially tailored programs can improve the functioning of older peo-
ple with schizophrenia and have the potential to extend community tenure and even life. More
research is needed on interventions for this population, including their longer-term impact on
health and community living.

Peer Support Services

Peer support services have become increasingly common in the treatment of serious mental illness
(Davidson et al. 2006). These programs differ in the interventions used and in the nature of the
relationship between the people participating in the services. However, all peer support programs
are based on the rationale that people who have the “lived experience of mental illness” (Deegan
1988) are uniquely qualified to provide support and hope to others grappling with similar chal-
lenges. The concept of recovery is central to peer support and shapes both the interventions and
goals of peer-based services. Peers focus on helping others become active participants in their own
recovery process, breaking out of the passive “mental patient” role, and identifying their personal
goals (Mead & Copeland 2000). By becoming involved in the recovery process of others, peers
who provide support services model community integration as well as personal autonomy and
self-worth.

There is no general consensus about what the goals of peer support should be, although some
suggestions include building mutually empowering relationships, strengthening self-advocacy,
breaking down social isolation, and improving quality of life (Mead & Copeland 2000). There
are also many modes of delivering peer support, including mutual support groups, consumer-run
services, and peer support services administered in clinical settings (Davidson et al. 2006). When
peer support is provided in the context of other clinical services, peers collaborate with other
members of the treatment team and are viewed as members of the professional staff (Daniels et al.
2010).

Several RCT's have been conducted suggesting beneficial effects of peer support and consumer-
operated services. One RCT compared a 16-session guided peer support program delivered over
eight months to a waitlist control and reported that peer support was associated with greater
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improvements in social networks and social support than the waitlist, with greater gains associated
with more participation in the program (Castelein et al. 2008). Another RCT compared a peer-
led recovery education program, Building Recovery of Individual Dreams and Goals through
Education and Support (BRIDGES), delivered over an eight-week period to a waitlist control and
found at posttreatment and six-month follow-up that clients in the BRIDGES program reported
more improvement in self-perceived recovery and hopefulness (Cook et al. 2012). Yet another
RCT found that clients with multiple recent hospitalizations who were assigned a peer mentor
were less likely to have a hospitalization over the next nine months than were clients who received
usual care (Sledge et al. 2011). Finally, one RCT showed that the two-year outcomes of clients
who received consumer-delivered case management were comparable to those delivered by mental
health professionals (Solomon & Draine 1995). These findings suggest there may be unique and
beneficial effects of peer support services and that peers may be able to deliver some services
as effectively as professionals. More research is needed to better understand the impact of peer
support on client outcomes as well as its effects on other members of interdisciplinary treatment
teams in areas such as attitudes toward mental illness, hope, and optimism.

Prodromal Stage Intervention

Research on the course of schizophrenia indicates the onset of florid psychotic symptoms is usually
preceded by a prodromal period lasting between several months and years (Hiifner et al. 2003).
This has led to an interest in early identification and treatment of at-risk individuals who are in
the prodromal stage. Several RCT's have been conducted to evaluate such interventions. A recent
meta-analysis examined five RCT's that evaluated (#) omega-3 supplementation versus placebo;
() intensive community care (home visits, regular assessments, psychoeducation, social skills train-
ing, and substance abuse aid) versus standard care; (¢) cognitive therapy versus monitoring; (d)
CBT plus risperidone versus needs-based intervention; and (e) olanzapine versus placebo (Preti
& Cella 2010). When all the studies were combined, individuals who were randomized to one of
the experimental interventions had significantly lower rates of conversion to psychosis at one-year
follow-up (11%) than those who received the control condition (31.6%). However, evaluation of
the individual studies indicated that this difference was statistically significant for only two of the
interventions: omega-3 supplementation and intensive community care.

Two other RCTs, not included in the above meta-analysis, provide some encouragement for
the potential benefits of CBT for at-risk individuals. Hifner et al. (2004) studied 123 people
in early prodromal stages and found significantly fewer conversions at 16-month follow-up for
those receiving CBT (5.3 %) than those receiving clinical management (14.8%). In 51 individuals
assessed over 18 months, Addington et al. (2011) reported three conversions in the supportive
therapy group compared to no conversions in the CBT group, although this difference was not
statistically significant. Although time-limited interventions may delay rather than prevent con-
version to psychosis, reductions in psychotic and other symptoms may be sustained for longer
periods (Addington et al. 2011, Preti & Cella 2010).

Social Cognition Training

Abundant research shows that individuals with schizophrenia have significant impairments com-
pared to the general population in the social cognitive areas of emotion perception, theory of
mind (ToM), social perception, and attributional style (Penn et al. 1997). Furthermore, poor
social cognition is associated with worse functioning in areas such as quality of social relationships
and community living (Couture et al. 2006, Fett et al. 2011).
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Social cognitive training programs can be conceptualized as comprising three models: proof of
concept, targeted treatments, and broad-based treatments (Horan et al. 2008). Proof-of-concept
studies are single-session, laboratory-based treatment probes aimed at improving a specific so-
cial cognitive skill, such as emotion perception (e.g., via imitating facial expressions) (Penn &
Combs 2000). Targeted treatments focus on a specific domain of social cognition (e.g., emotion
perception) and comprise multiple sessions (Fiszdon 2012). Broad-based programs focus on mul-
tiple social cognitive processes either alone (e.g., the Social Cognition Training Program; Penn
et al. 2007) or in conjunction with cognitive remediation and/or skills training [e.g., integrated
psychological treatment (IPT); Roder et al. 2011a,b].

A small but growing body of research supports the efficacy of social cognition training. Two
narrative reviews concluded that proof-of-concept studies are associated with improved perfor-
mance in emotion perception and ToM (Fiszdon 2012, Horan et al. 2008), although many of the
studies had methodological limitations (e.g., small sample sizes, outcomes that resembled tasks
used in training). A recent meta-analysis of 19 controlled studies comprising 692 participants with
schizophrenia found that social cognitive training programs had a medium-large effect on emotion
identification (4 = 0.71) and discrimination (4 = 1.01), ToM (d = 0.46), and community and
institutional functioning (d = 0.78) (Kurtz & Richardson 2012). There was no impact on attri-
butional style, social perception, or symptoms. Kurtz and Richardson tempered their conclusions
by noting that many of the studies had small sample sizes and utilized social cognitive measures
that did not have established psychometric properties.

Finally, a meta-analysis summarized the findings for IPT based on 36 studies (21 RCTs) and
1,601 individuals with schizophrenia (Roder etal. 2011a). The results showed that IPT had a mod-
erate impact (d’s = 0.42-0.70) on cognition, social cognition, functioning, and symptoms, which
was consistently larger than that for controls. However, IP'T provides a combination of social cog-
nition training, cognitive remediation, and social skills training and thus is not a stand-alone social
cognitive intervention. In addition, only two studies were published in the United States, so replica-
tion within the context of U.S. health care is needed. Thus, the research suggests that social cogni-
tive training programs have promise for improving social cognition and psychosocial functioning.

Supported Education

Increased attention has begun to be paid to improving the educational standing of people with
schizophrenia in order to increase their competitiveness in the job market (Rudnick & Gover
2009). Helping clients establish and pursue careers in areas of interest is one approach to giving
them something meaningful to do and a sense of purpose. However, one factor related to the low
level of jobs most people with schizophrenia obtain is curtailed educational level due to the early
age of onset (Kessler et al. 1995a).

Supported education is a broad set of approaches to help clients complete degree or certification
requirements for specific professions (Carlson et al. 2003, Unger 1998). Supported education
programs are typically situated at a university, serving individuals with a disability who have been
admitted there, or at a community mental health center, serving the broader population of people
with serious psychiatric disorders. Most research set in mental health centers has been on programs
in which supported education was integrated with IPS-supported employment. Two RCTs of
such integrated programs for people with a first episode of psychosis have shown significantly
greater improvements in both work and school compared to usual services (Killackey et al. 2008,
Nuechterlein et al. 2008). Less rigorous research has focused on improving the education level of
clients across the broader age range (Gutman 2009).
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Supported Housing

Homelessness is a common problem in schizophrenia (Leshner et al. 1992) that is often related to
co-occurring substance abuse (Morse et al. 2006). Although the ACT model is effective at reducing
homelessness (Bond et al. 2001), the staffing intensity of ACT can make it expensive to deliver,
and there is a need for more efficient approaches to the problem. Supported housing is a general
approach to helping people with a mental illness establish and maintain stable residences with the
ongoing support of mental health professionals (Chilvers etal. 2010). Similar to supported employ-
ment and education, supported housing approaches emphasize the importance of helping people
who are homeless get housing as soon as possible, and then providing ongoing support as needed.

Several approaches to supported housing have been developed. Critical time intervention (CTT)
involves a team of practitioners who work intensively with the homeless person for a six-month
period in order to help him/her obtain stable housing. CTT is similar to ACT, except after six
months the service reverts to the usual supports to maintain stable housing (Herman et al. 2011).
Some controlled research has supported the effectiveness of CTT on improving housing outcomes
of homeless individuals, including those with schizophrenia (Herman et al. 2011, Kasprow &
Rosenheck 2007).

The housing-first approach prioritizes helping homeless individuals find housing regardless of
the nature of any problematic behaviors, such as ongoing substance abuse, and then attending to
treatment and other needs (Newman & Goldman 2008). Critical to this approach is the ability
to secure subsidized housing for these individuals. Similar to CTT, some controlled research sup-
ports the effectiveness of housing-first programs for improving the housing outcomes of homeless
individuals, including those with serious mental illness. More research is needed to examine the
possible cost offsets and benefits of providing supported housing to homeless individuals (Rosen-
heck et al. 2003).

SYNTHESIS AND FUTURE DIRECTIONS

What has been learned about the treatment of schizophrenia, and what are the clinical implications
of these findings? As can be gleaned from the foregoing, the range of empirically supported
psychosocial interventions (and promising practices) differs with respect to their focus and intended
clinical population. These interventions can therefore be conceptualized as three broad types that
focus on domains of functioning related to schizophrenia (Table 1) and those that focus on specific
age groups/stage of illness and human service system gaps (Table 2). We conclude this review
with a discussion of future directions framed by these broad intervention areas.

Treatments Targeting Domains of Functioning

A general trend in psychiatric rehabilitation is that the effects of interventions tend to be specific to
the domain they target, with limited impact on other, nontargeted domains (Mueser et al. 1997b).
In line with this, most of the psychosocial treatments for schizophrenia are distinguished by their
focus on one or more specific domains of functioning related to the disorder. These domains in-
clude the core psychopathology (e.g., symptoms, cognitive impairment), psychosocial functioning
(e.g., role functioning, social relationships, self-care), and comorbid conditions (e.g., substance
abuse, PTSD, physical health conditions). As summarized in Table 1, four of the six evidence-
based treatments target core psychopathology as well as two of the seven promising practices.
In addition, four of the promising practices focus on the treatment of comorbid conditions. Of
note, only two established interventions have their primary focus on improving specific areas of
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Table 1 Primary domains targeted by psychosocial interventions for schizophrenia

Core psychopathology Psychosocial functioning Comorbid conditions

Cognitive
Symptoms/|  impair- Work/ | Social/ Substance | Trauma/ | Physical
relapses ment Overall | school | leisure | Self-care abuse PTSD | disease

Evidence-based
treatments

CBT for
psychosis

Cognitive
remediation

Family psychoed-
ucation

Tllness self-
management
training

Social skills

training

Supported
employment

Promising
practices

Cognitive
adaptive therapy

CBT for PTSD

Healthy lifestyle

interventions

Integrated
treatments for
co-occurring
disorders

Physical disease
management

Social cognition
training

Supported
education

Abbreviations: CBT, cognitive-behavior therapy; PT'SD, posttraumatic stress disorder.

psychosocial functioning (social skills training, supported employment) as well as two promising
practices (supported education, CAT), whereas four other approaches target functioning as a sec-
ondary focus (CBTp, family psychoeducation, illness self-management training, social cognition
training).

Although only a minority of interventions focus primarily on psychosocial functioning, our
review suggests that their impact is as strong as or stronger than the effects of other interventions
targeting either psychopathology or cognitive functioning. For example, the recent meta-analysis
of the effects of supported employment on competitive work found an effect size of d = 0.77
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Table 2 Primary targets of psychosocial interventions for schizophrenia

Human service
system gap Stage of illness Specific age group

Evidence-based
treatments

Assertive community X
treatment

Promising treatments

First-episode psychosis X
intervention

Interventions targeting X
older individuals

Peer support services X

Prodromal stage X
intervention

Supported housing X

(Bond et al. 2012), whereas the two meta-analyses of social skills training (Kurtz & Mueser 2008,
Pfammatter et al. 2006) reported effect sizes of 4 = 0.52 and 0.39, respectively. In contrast, the
meta-analyses of CBTp and cognitive remediation found effect sizes on psychotic symptoms of
d = 0.37 (Wykes et al. 2008) and on cognitive functioning of 4 = 0.45 (Wykes et al. 2011), with
effect sizes of d = 0.38 and 0.42 on psychosocial functioning, respectively.

The clinical implications of these findings are that psychosocial treatments do not need to
target either the core psychopathology of schizophrenia or associated comorbidities in order
to improve psychosocial functioning in areas such as work, social relationships, or independent
living skills. Considering that impaired psychosocial functioning is the primary reason people with
schizophrenia require financial and other supports for their disability, and that individuals with
the disorder are often more motivated to improve their functioning in these areas than to simply
manage their symptoms or avoid relapses and hospitalizations (Bellack 2006, Mead & Copeland
2000, Mueser et al. 2002a), priority should be given to targeting psychosocial outcomes even in
symptomatic or cognitive-impaired clients. There is also a need for work developing additional
interventions that target psychosocial functioning in the aforementioned areas and addressing
specific topics such as parenting, intimate relationships, and healthy lifestyles (e.g., diet, exercise).

Interestingly, there is some evidence that interventions that target core cognitive impairments
in schizophrenia may improve the impact of treatments focusing on psychosocial functioning.
Meta-analyses of cognitive remediation have found that it only improves psychosocial functioning
when it is added to another program that specifically targets such functioning (e.g., supported
employment, social skills training; McGurk et al. 2007, Wykes et al. 2011), raising the question of
whether interventions that target psychopathology may operate synergistically with those targeting
functional outcomes. This hypothesis needs to be investigated for other interventions that focus
on other aspects of psychopathology (e.g., symptoms) or comorbid conditions (e.g., co-occurring
substance abuse).

Although the primary focus of psychosocial treatment has been on the three broad domains
of core psychopathology, comorbid conditions, and functioning, it may be important to broaden
the focus to address other areas of life functioning and satisfaction. For example, perceptions of
personal agency and self-determination are critical to personal growth (Adler 2012, Ryan & Deci
2000) and could foster improved coping and progress toward personal goals. Similarly, attention
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to the cultivation of positive emotions, hope, sense of purpose, and mindfulness, using or adapting
methods developed in applications of positive psychology (Linley et al. 2006), could lead to a
better quality of life and contribute to better psychosocial functioning and improved management

of the disorder.

Interventions for Different Stages of Disorder or Age Groups

The notion thatinterventions for schizophrenia need to be specifically tailored to the unique needs
and circumstances of people at different ages or stages of the disorder has intuitive appeal. Three
of the interventions reviewed were aimed at addressing needs based on stage or age. Intervention
during the prodrome of schizophrenia is in its infancy, and it is unclear at this time whether it has
the potential to reduce the likelihood of a transition into psychosis. Research on the longitudinal
course of schizophrenia indicates that decrements in cognitive performance (e.g., school grades)
precede the onset of psychotic symptoms by many years (Reichenberg et al. 2010, van Oel et al.
2002), raising the question of whether interventions targeting prodromal symptoms are already
too late in the course of the illness to prevent onset.

Research on the treatment of individuals experiencing their first episode of psychosis has sug-
gested beneficial effects of a variety of different interventions, although most studies have examined
multicomponent, bundled programs. Many programs targeting the first episode of psychosis have
incorporated assertive outreach into the community to engage and retain clients in treatment, have
emphasized client goals appropriate to the developmental stage when their illness developed (e.g.,
school, independent living, close relationships), and have striven to engender a strong sense of
hope for the future with both clients and family members (Edwards & McGorry 2002, McGorry
et al. 2006). However, the core ingredients of these programs are similar to those provided in
more multi-episode populations. Early intervention following the onset of psychosis may be most
important in terms of reducing the significant disability following the illness, although it does
not appear that time-limited intensive intervention produces lasting benefits if the service inten-
sity is significantly reduced (Bertelsen et al. 2008), in contrast to the “critical period hypothesis”
(Birchwood et al. 1998).

Recent work on psychosocial treatment specifically targeting older individuals with schizophre-
nia also indicates that successful adaptations can be provided in the areas of social skills training
and CBTp. Less work has addressed other adaptations that may be needed for this population.
However, the recent focus on interventions aimed at improving the management of comorbid
physical diseases (Druss et al. 2010a, Mueser et al. 2012) has clear relevance for older individuals,
given that medical comorbidity is a major contributing factor to institutionalization and high-cost
care in this population (Bartels et al. 2003a).

Human Service System Gaps

Some of the interventions reviewed here are aimed at addressing gaps in human services, including
the mental health system (Table 2). The ACT model was specifically developed to address the
problem in the early years of deinstitutionalization of former state hospital clients who were living
in the community but failed to access local mental health services and were prone to frequent
hospitalizations (Stein & Santos 1998). Bringing treatment directly to clients in their natural living
settings (e.g., homes, parks, restaurants) and providing practical assistance as needed was effective
at preventing relapses and stabilizing housing in the community. However, ACT was developed
to address a subgroup of clients in the U.S. mental health system, and ACT has not been found
to produce similar benefits in the British mental health system (Molodynski & Burns 2011).
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Similarly, approaches to reducing homelessness and stabilizing housing in people with
schizophrenia involve the provision of practical supports to compensate for limitations in the
“safety nets” in many societies that protect disabled and other indigent people from the conse-
quences of poor social supports and inability to sustain independent living. Interventions that ad-
dress these needs are important to ensuring a basic quality of life for individuals with schizophrenia.
However, these programs are driven by problems in human service systems and are not especially
informative about the nature and treatment of schizophrenia.

Peer support services for people with a major mental illness have become an increasingly
common service, and yet the impact of these services on client outcomes remains largely unknown
(Davidson et al. 2012). Interest in peer support and the proliferation of programs is tied to the
recovery movement and the vocal rejection by mental health consumers of traditional treatment
approaches that failed to attend to their own preferences or to even actively involve them in their
own treatment. The demand, “Nothing about us without us!” (Chamberlin 1978) summarizes the
insistence of consumers that mental health service planning and implementation be conducted
collaboratively, including consumers as both recipients of services and as service providers. Thus,
the involvement of consumers as providers of peer support services has emerged as one approach to
addressing the pessimistic viewpoints of mental health professionals on the long-term outlook of
serious mental illness, their failure to attend clients’ personal needs and desires, and their exclusion
of clients from treatment decision making. Peer support services may provide a remedy for the
disempowering and marginalizing nature of traditional mental health services and give voice to
the consumer’s perspective on mental illness. A fuller understanding of the effects of peer support
requires evaluation of its impact on clients as well as its effects on professional service providers
in areas such as attitudes about mental illness, collaboration, and hopefulness.

CONCLUSIONS

Substantial progress has been made in establishing empirically supported psychosocial interven-
tions for schizophrenia. These interventions have been shown to improve a broad range of out-
comes related to different dimensions of psychosocial functioning (e.g., work, social relationships,
independent living skills), psychopathology (e.g., psychotic symptoms, relapses, and hospitaliza-
tions), and associated impairments (e.g., cognitive functioning). Promising practices may sup-
plement or even enhance these evidence-based treatments, with the ultimate goal of helping
individuals with schizophrenia achieve their highest quality of life possible and recover from this
illness.

There is also exciting progress in treating individuals at clinical high risk to develop psychosis
(i.e., those in the prodromal stage) and early in the course of the illness. This is consistent with the
view of serious mental illnesses as being “developmental brain disorders,” such that intervention
early may potentially stave off the chronic course of the disorder (Insel 2009). However, the
challenge for these types of treatments, as well as evidence-based ones, is accessibility; many
promising and established treatments are just not available in typical outpatient mental health
settings. Some, such as specialized first-episode treatment programs, may require a reconfiguring
of mental health services, both in provision and reimbursement. Others, such as CBTp, have not
been readily disseminated in the United States (Mueser & Noordsy 2005), rendering them more
of a “boutique” than standard intervention for psychosis. Thus, one can argue that dissemination
is perhaps the greatest need in future work on psychosocial treatment for schizophrenia (Drake
et al. 2009). This translation of services from research to the field may be the most important
factor in improving the outcome of schizophrenia in the future.
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