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E CAMDEN SCHIZOPH

Introduction

Nowadays, almost 26 million people suffer from schizophre-
nia worldwide (Fleischhacker et al., 2014). Schizophrenia is 
a lifelong condition with acute exacerbations and varying 
degrees of functional disability, due to an interaction of bio-
logical, genetic and environmental factors. As a conse-
quence, people with schizophrenia may need integrated 
treatments including psychopharmacotherapy, psychosocial 
interventions, care of physical health and treatment of 
comorbidities (Altamura et al., 2015). Antipsychotic drugs 
are a key element in the acute and long-term treatment of 
psychosis (Remington et al., 2010). A lifetime pharmaco-
logical treatment for schizophrenia patients is essential to 
reduce the frequency and severity of relapses, to dampen the 
cognitive impairment and consequences on patient’s per-
sonal functioning (Barry et al., 2012; Miyamoto et al., 2012). 
Psychosocial interventions aim to potentiate the effect of 
pharmacological treatments and are focused on specific 
areas of personal functioning, to improve the clinical out-
comes and contribute to reduce the number of relapses and 
hospitalizations. According to the stress-vulnerability model, 

schizophrenia may be explained by a personal psychological 
and biological vulnerability, as the result of genetic and envi-
ronmental interactions, including perinatal stressful events 
(e.g. obstetrical complications; Zubin & Spring, 1977). In 
fact, stressful events may trigger the biological vulnerability 
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leading to the outbreak of psychosis and may have an impact 
on the lifetime course of illness in terms of relapses (Zubin & 
Spring, 1977). Nonetheless, the empowerment of personal 
coping strategies and social support may decrease the effects 
of stress on the outcome of illness with a reduction of relapses 
and hospitalizations (Liberman et al., 1986; Mueser et al., 
2013). This evidence encourages the development and 
employment of psychosocial interventions in the treatment 
of schizophrenia and supports their role in the recovery-ori-
ented approaches (Liberman et al., 1986; Mueser et al., 
2013).

This narrative review reports on the available guide-
lines and recommendations regarding the efficacy and 
employment of psychosocial interventions in the individu-
alized and recovery-oriented treatment of schizophrenia. 
The article provides evidence-based suggestions for men-
tal health care professionals, patients and their caregivers, 
all involved in residential or community rehabilitation 
programs.

Methods

We reviewed and commented the international guidelines 
reporting evidence from the literature on the efficacy of 
psychosocial interventions (adherence therapy, art therapy, 
cognitive behavioral therapy (CBT), cognitive remediation 
therapy (CRT), family interventions, social skills training 
(SST), psychoeducation, vocational rehabilitation interven-
tions, peer support, self-management interventions, asser-
tive community treatment (ACT)) in the treatment of 
schizophrenia patients. The last updated version of each 
following guideline on schizophrenia has been considered: 
the National Institute for Health and Care Excellence 
(NICE) guidelines; Scottish Intercollegiate Guidelines 
Network (SIGN) guidelines; Royal Australian and New 
Zealand College of Psychiatrists (RANZCP) guidelines; 
Schizophrenia Patient Outcomes Research Team (PORT) 
guidelines; American Psychiatric Association (APA) 
guidelines.

Adherence therapy

It is well described that non-adherence to prescribed treat-
ments is significantly associated with psychotic relapses, 
hospitalizations in schizophrenia patients with a negative 
impact on their clinical outcome and quality of life 
(Lambert et al., 2008). Also, antipsychotic treatments are 
considered to be effective in treating acute episodes of 
psychosis in the early stage of illness, with a significant 
reduction of symptoms in 85% of patients (Lambert et al., 
2008), as well as in the long-term treatment, reducing the 
risk of relapses and suicidal behavior by 60% (Crocq et al., 
2010; Leucht et al., 2012). Adherence therapy is a brief 
and pragmatic intervention, involving techniques and prin-
ciples of motivational interviewing, psychoeducation and 

cognitive therapy, aimed to improve adherence to pre-
scribed medications to increase their efficacy in reducing 
symptoms, improving the outcome with higher quality of 
life and lower number of relapses (NICE, 2014).

Even if it is internationally recognized that adherence is 
a crucial aspect of psychopharmacological treatments, evi-
dence regarding those interventions aimed to improve 
adherence is not conclusive, as reported by the following 
international guidelines.

NICE guidelines (NICE, 2014): The Guideline 
Development Group concludes that there is limited 
evidence (based on a lack of clinical effectiveness) for 
the use of adherence therapy to support patients 
affected by schizophrenia and improving their out-
come of illness.

SIGN guidelines (SIGN, 2013): Based on a body of evi-
dence including high-quality systematic reviews, 
guidelines conclude there is no consistent evidence to 
recommend adherence therapy as an effective interven-
tion for improving clinical outcomes as well as quality 
of life or relapse prevention in schizophrenia.

PORT guidelines (PORT, 2009): The guidelines do not 
provide any specific recommendation even if environ-
mental support for improving adherence to treatments 
is suggested.

APA guidelines (APA, 2019): The guidelines recognize 
that all strategies aimed to promote adherence are cru-
cial for a patient-centered treatment plan, for improv-
ing clinical outcomes and reducing risks of relapse, 
rehospitalization, suicidal and aggressive behaviors 
and mortality. They report that, even if adherence-
based interventions are clinically considered as impor-
tant, the evidence on a wide range of approaches is still 
limited.

RANZCP guidelines (RANZCP, 2019; Galletly et al., 
2016): The guidelines recommend to assess and dis-
cuss adherence to medications continually (in the acute 
phase of illness as well as in the long-term treatment), 
and if non-adherence is identified, clinicians need to 
address it. Also, the working group recognizes three 
different clusters of factors associated with poor adher-
ence: (a) personal: cultural and family issues, experi-
ences of illness and treatment, support network, 
personality issues, psychological reactance, intelli-
gence and views of illness; (b) related to the treatment: 
therapeutic alliance, treatment setting, effectiveness, 
complexity, side effects and stigma; (c) related to the 
illness: delusional beliefs, positive effects of illness 
experience, depression/anxiety, cognitive impairment 
and lack of motivation. Discussion between patient 
and doctor and shared-decision making is the base of 
any adherence-centered intervention; checking for side 
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effects and motivation is also useful as well as infor-
mation and simplification of medication regimens 
(including long-acting formulations).

Authors’ comment: Even if the adherence to medica-
tions is a crucial key element for the successful treat-
ment of schizophrenia, the international guidelines 
conclude the data on effectiveness are still not consist-
ent. This might suggest the lack of specific high-level 
evidence (e.g. randomized clinical trials (RCTs)) in the 
international literature, and this would be in contrast 
with the clinical daily practice, based on a set of practi-
cal interventions aimed to improve the level of treat-
ment adherence among patients with psychosis, 
including the employment of long-acting antipsychotic 
medications on a full scale. Also, this may suggest that 
there may be an urgent need to update guidelines 
according to the recent, emerging clinical and research 
evidence.

Art therapies

Art therapies are a set of psychological interventions based 
on psychotherapeutic techniques associated with activities 
that promote creative expression, communication, insight 
and ability to socialize. They include art psychotherapy, 
dance movement therapy, body psychotherapy and drama 
and music therapy . The intervention is given by ad hoc 
trained art therapist and may involve groups of schizophre-
nia patients (NICE, 2014). Specific laboratories and mate-
rials are employed in the execution of these rehabilitation 
activities.

NICE (2014): They recommend the use of art therapies 
in all patients with schizophrenia or other psychoses, 
during the acute phase of illness as well as in the long 
term, especially for the reduction of negative symp-
toms. Goals of art therapies include allowing patients to 
experience themselves diversely and to be familiar with 
new ways of connections with other people, to translate 
patient’s state of mind into a form of creative expres-
sion and to support patients in understanding their own 
feelings through the creative process.

SIGN (2013): After considering high-quality meta-
analyses of six RCTs based on art therapies, and a 
multi-center study named Art Therapy in Schizophrenia–
Systematic Evaluation (MATISSE; Crawford et al., 
2012), the working group concludes there is insufficient 
evidence for recommending art therapies routinely in 
schizophrenia.

APA (2019): not considered. PORT (Dixon et al., 
2010): not considered. RANZCP (2016, 2019): not 
considered.

Authors’ comment: Art therapies seem to improve neg-
ative symptoms among people with schizophrenia but 

data on effectiveness are still very limited. Further 
large-scale studies are needed to test which forms of art 
therapy are associate with positive clinical outcomes 
and their cost–benefit ratio. In fact, laboratories and 
materials (e.g. paints, brushes, canvas, musical instru-
ments and dance materials) for supporting art therapies 
should be introduced in the routine clinical settings as 
well as art therapists in the field of psychiatry and psy-
chology should be specifically trained.

CBT

A large number of schizophrenia patients report persistent 
positive symptoms, hallucinations and delusions that 
induce high levels of distress and difficulty in social func-
tioning (Kendall et al., 2016; Racenstein et al., 2002). 
Cognitive Behavioral Therapy for Psychosis (CBTp) aims 
to reduce psychotic symptoms and enhance strategies to 
reduce delusional beliefs with related distress and interfer-
ence (Morrison et al., 2004). CBTp addresses patient’s 
thoughts, feelings and actions and aims to promote alterna-
tive strategies to cope with target symptoms and improve 
the personal functioning (Morrison et al., 2004; Mueser 
et al., 2013). The intervention is even used to reduce nega-
tive symptoms, depression and anxiety (Morrison et al., 
2004).

NICE (2014): CBT is recognized to be effective in 
reducing the severity of positive symptoms, in particu-
lar, hallucinations and depression ratings at the Positive 
and Negative Symptoms Scale (PANSS; Kay et al., 
1987). The efficacy of CBT in improving the insight 
among patients or in the management of adherence to 
antipsychotic medication is poor. CBT may improve 
the clinical outcome, with lower additional costs, reduc-
ing rehospitalization rates up to 18 months of follow-up 
from the end of intervention. Also, CBT is recom-
mended in the first episode of psychosis as well as for 
promoting recovery among patients with persistent 
positive or negative symptoms and for those in sympto-
matic remission.

SIGN (2013): They report on the effectiveness of CBT 
on specific outcome items such as depression (Peters 
et al., 2010), aggression and violence (Haddock et al., 
2009), trauma (C. Jackson et al., 2009), capacity to 
work (Lysaker et al., 2009) and personal functioning 
(Grant et al., 2012). Positive effects on these outcomes 
may be observed with a minimum of 16 CBT sessions. 
In addition, it has been described a reduced use of illicit 
drugs among psychosis patients with comorbid sub-
stance abuse at 1-year follow-up (Barrowclough et al., 
2010). Individual CBTp should be offered to those 
patients considered to be non-responders to traditional 
antipsychotic treatments and showing persisting symp-
toms and depression. CBTp can be started during the 
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first episode of schizophrenia, as well as continued in 
the recovery phase (guidelines assign to CBT a grade of 
recommendation ‘A’).

PORT (Dixon et al., 2010): They recommend to deliver 
CBT individually or into a therapeutic group for 
approximately 4–9 months. CBT should be focused on 
the identification of target issues/symptoms and the 
development of specific strategies to cope with them. 
Unlike the NICE and the SIGN, the PORT recognize 
that the efficacy of CBT for patients at first episode of 
psychosis needs to be confirmed (H. J. Jackson et al., 
2005, 2008; Lewis et al., 2002; Tarrier et al., 2006; 
Tarrier & Wykes, 2004) and the evidence about the ben-
efits of this intervention for patients experiencing a 
relapse is poor (Bechdolf et al., 2004; Garety et al., 
2008; Startup et al., 2004).

According to NICE and SIGN, RANZCP (2016, 2019; 
Galletly et al., 2016) suggest the use of CBT during the 
pre-psychotic or prodromal phase and in the management 
of the acute phase of schizophrenia. There is a significant 
body of research examining the efficacy of treatments dur-
ing the pre-psychotic phase and the CBT reached ‘1’ as the 
level of evidence. RANZCP (Galletly et al., 2016) also 
recommend that CBT should be provided to all people 
with persistent symptoms of psychosis, especially when 
resistant to any antipsychotic treatment: CBT should 
always be offered in case of no response to clozapine or, as 
an adjuntive treatment to pharmacotherapy, to reduce the 
distress and disability.

The APA (2010, 2019): They include CBT among 
those recommended psychosocial treatments based on 
data of effectiveness in decreasing the frequency and 
severity of positive symptoms and the distress related 
to persistent lifetime symptoms. These benefits are not 
confirmed in terms of preventing relapses and rehospi-
talizations or improving social functioning. The APA 
(2010) guidelines highlight that treatment dropout 
rates are high for CBT, probably due to the weekly 
commitment not easily manageable for patients with 
severe negative symptoms. Outpatients with treatment-
resistant schizophrenia should be treated with CBT as 
well.

Authors’ comment: More than 40 RCTs on CBTp have 
been reviewed in the international guidelines, and it has 
been reported that CBTp is effective in reducing 
patients’ symptoms and improving personal function-
ing more than other form of psychological interventions 
(Mueser et al., 2013). In particular, CBTp seems to be 
effective in reducing hallucinations, emotional distress 
and depression (Jauhar et al., 2014; Jones et al., 2012; 
Van der Gaag et al., 2014). Further evidence should be 
collected regarding the efficacy on negative symptoms, 

personal and social functioning and the effective num-
ber of sessions for CBT in different phases of psycho-
sis. Also, competencies required for delivering CBT 
and resources in the real-world setting (including the 
need of time for weekly sessions, specific training for 
the professionals and costs) should be discussed in the 
studies.

CRT

Cognitive impairment is considered to be the core process 
of schizophrenia with relevant consequences on psychoso-
cial functioning, such as work, independent living and 
social relationships (Tripathi et al., 2018). Schizophrenia 
leads to deficits in a large number of cognitive domains 
(Keefe et al., 2005), such as attention/vigilance, working 
memory, processing speed, visual and verbal learning, rea-
soning and problem-solving, abstract thinking, verbal 
comprehension and social cognition (Heinrichs & 
Zakzanis, 1998). Psychopharmacological treatments are 
not specifically effective on cognitive impairment, and a 
pattern of cognitive trainings have been developed and 
tested for improving cognition among schizophrenia 
patients (Bon & Franck, 2018). Cognitive remediation is 
defined as a rehabilitation treatment based on a combina-
tion of interventions and exercises aimed at improving 
attention, memory, language and/or executive functions in 
the long term (Vita et al., 2013). Also, some recent meta-
analyses have demonstrated that cognitive remediation 
techniques have a positive impact not only on cognitive 
performance but also on patients’ psychosocial function-
ing (Wykes et al., 2011). It has been suggested that inter-
ventions aimed to improve neurocognition (cold cognition) 
and social cognition (hot cognition) may show a synergic 
efficacy in improving patient’s clinical and functional out-
come (Bon & Franck, 2018).

NICE (2014): on the basis of recent literature, they con-
clude there is limited evidence about the long-lasting 
benefits on cognition and social functioning of cogni-
tive remediation if not combined to other standard 
interventions. Some studies conducted in United States 
have demonstrated improvements in psychosocial out-
comes among schizophrenia receiving cognitive reme-
diation in combination with vocational training and/or 
supported employment services.

PORT (2009): They include cognitive remediation 
among those interventions not reporting treatment rec-
ommendations. The working group reviewed 33 RCTs 
on cognitive remediation and other 11 related studies: 
even if a large number of studies have shown improve-
ments in neuropsychological domains with cognitive 
remediation treatment, its impact on psychosocial func-
tioning has been less consistent. More evidence is 
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needed to recommend cognitive remediation in schizo-
phrenia and confirm its effectiveness in the long term.

APA (2019): They include cognitive remediation 
among psychosocial treatments with limited evidence 
of efficacy. These interventions, aimed to address cog-
nitive deficits, employ restorative, compensatory and 
environmental techniques. Restorative techniques 
include exercises tailored on patient’s cognitive defi-
cits; compensatory techniques help patients with schiz-
ophrenia to develop alternative strategies for supplying 
their cognitive deficits; and environmental interven-
tions may increase environmental support to help 
patients with cognitive tasks (De Mare et al., 2018). 
Also, several studies have shown that brief computer-
assisted training programs may improve patients’ per-
formance on neuropsychological tests (Twamley et al., 
2002). However, findings from the studies did not show 
durability and generalizability (Robinson et al., 1999). 
The APA guidelines conclude, in line with the PORT 
and NICE guidelines, that cognitive remediation may 
be considered an experimental intervention, still not 
recommended as a part of routine practice.

SIGN (2013): They report there is evidence that cog-
nitive remediation improves patient’s cognitive per-
formances, but there is limited evidence it may 
improve social and functional outcomes. The SIGN 
guidelines recommend to consider the use of CRT for 
people affected by schizophrenia with persisting dif-
ficulties based on cognitive deficits (grades of 
Recommendation: B).

RANZCP (2016, 2019): They recommend the use of 
CRT during all stages of illness including at-risk mental 
states, early psychosis and in people with established 
illness reporting cognitive impairment affecting per-
sonal functioning. Also, social cognitive therapies and 
cognitive remediation are considered synergic interven-
tions to optimize functional recovery (Wykes et al., 
2011). They recommend programs administered by cli-
nicians specifically trained in CRT and do not suggest 
web-based trainings which are supported by poor 
evidence.

Authors’ comment: Cognitive remediation may improve 
patients’ functional outcome, especially when provided 
in addition to vocational training and supported employ-
ment services. CRT may also be delivered in combina-
tion with supported employment (McGurk et al., 2005), 
SST (Silverstein et al., 2008) and psychosocial inter-
vention for the early stage of the illness (Hogarty et al., 
2004). Also, social cognition remediation should be 
further considered. More research on the long-term 
effects of CRT should be conducted to confirm the ben-
efits on cognitive and functional outcomes in schizo-
phrenia. Moreover, issues regarding the availability of 
resources for the adoption of CRT in the routine 

settings, trainings for professionals, as well as costs for 
delivering this intervention in the long-term should be 
properly assessed in the following research studies and 
guidelines.

Family interventions

Family interventions aim to integrate patient’s family 
members, caregivers and friends into treatments and reha-
bilitation during the acute as well as stable phase of schiz-
ophrenia. These interventions include cognitive, behavioral 
and supportive suggestions combined with elements of 
family therapy (McFarlane, 2016). Multiple approaches 
have been developed and empirically validated for family 
psychoeducation (Anderson et al., 1986; Barrowclough & 
Tarrier, 1992; Falloon et al., 1984; Kuipers et al., 2002; 
McFarlane, 2002). The aims of family intervention are (a) 
to improve the ability of family member/s to support 
patient’s coping strategies, (b) to improve family’s knowl-
edge about schizophrenia and its treatment, (c) to decrease 
family’s expressed emotion and (d) to improve family’s 
problem-solving and communication to support patient’s 
recovery. It may be delivered to a single family as well as 
to a group of several families (Lyman et al., 2014).

NICE (2014): They report robust evidence on the effi-
cacy of family intervention. Family psychoeducation 
leads to a reduction of the risk of relapses within 
12 months after the treatment. Furthermore, family 
intervention is associated with a reduction of hospitali-
zations and severity of symptoms. It can enhance addi-
tional critical outcomes, such as social performance and 
patient’s knowledge about the illness. The NICE guide-
lines do recommend family intervention in the treat-
ment of schizophrenia with high efficacy in preventing 
relapses if associated with long-term treatments.

PORT (2009): They include family psychoeducation 
among treatment recommendations. They point out that 
patients receiving a long-term family intervention (6–
9 months) show a lower rate of relapses and rehospitali-
zations (Barrowclough et al., 1999; Pfammatter et al., 
2006; Pilling et al., 2002). In addition, it has been 
reported that family psychoeducation improves treat-
ment adherence, reduces levels of perceived stress and 
may improve vocational outcomes (Falloon et al., 1985; 
Mueser et al., 2001; Xiong et al., 1994). Secondarily, 
family psychoeducation has a positive impact on family 
relationships and reduces the burden and distress among 
patient’s family members (Pharoah et al., 2010; Pilling 
et al., 2002). It is recommended that a family interven-
tion, shorter than 6 months (but at least four sessions), 
should be offered to patients with schizophrenia and 
their family.

The SIGN (2013): Similarly, they recommend that fam-
ily intervention should be provided to all patients with 



6 International Journal of Social Psychiatry 00(0)

schizophrenia who live with their own family members. 
This treatment is considered to be helpful for those 
patients with persistent symptoms and high risk of 
relapses. At least 10 sessions over a period of 3 months 
are recommended (grades of recommendation: A).

RANZCP (2016, 2019): They recognize that families of 
patients affected by schizophrenia report great distress, 
and family relationships have an impact on patient’s 
rate of recovery. Family psychoeducation is effective 
and should be routinely provided in schizophrenia 
(level of evidence: I). Different programs (single family 
vs. family group) have been validated, empirically 
though (McFarlane, 2002; Pilling et al., 2002). 
Education about schizophrenia and enhancement of 
coping strategies are key elements of this intervention 
(Sin & Norman, 2013). Also, family intervention is 
highly recommended in the management of first-epi-
sode psychosis (level of evidence: I).

APA (2019): They strongly recommend family inter-
ventions among other psychosocial treatments. It might 
be helpful to start family psychoeducation from the 
early stages of patient’s illness.

Authors’ comment: All evidence-based guidelines con-
firm the efficacy of family interventions in reducing 
patient’s relapse and rehospitalization rates as well as 
family burden. More than 50 RCTs conducted globally 
confirm that family interventions are highly recom-
mended for treating people with psychosis and schizo-
phrenia (Pharoah et al., 2010). We also believe that 
prospective, longitudinal, descriptive studies involving 
patients and families should be conducted and the 
assessment of patients’ outcome and family outcome 
should be concurrently evaluated. Limitations of these 
studies may include time (the outcome should be 
assessed after months/years) and heterogeneity of 
approaches and responses.

Psychoeducation

Psychoeducation is aimed to provide information to 
patients with severe and enduring mental illness, including 
schizophrenia, about their own illness, its treatment, prog-
nosis, appropriate strategies, including coping strategies, 
and their own rights (Pekkala & Merinder, 2002). This 
approach is based on the interaction between a well-trained 
information provider (mental health care professional) and 
service users, or their caregivers, to improve information 
about the illness, related support and management strate-
gies (Darzi, 2008). Psychoeducational approaches may 
involve patients individually or groups of patients, acutely 
ill as well as in the outpatient settings. Manuals and read-
ings should be suggested and information exchanges 
among participants should be correctly promoted.

NICE (2014): The Guideline Development Group in 
2002 concludes there is any significant difference 
between psychoeducation and the administration of 
good-quality information, or between psychoeducation 
and good-quality family engagement (information is 
provided to patients in presence of his or her family). In 
2014, the working group recommends good-quality 
information but confirms any specific robust evidence 
on the use of psychoeducation in the successful treat-
ment of schizophrenia.

SIGN (2013): They report that good-quality standard 
care should include provision of information, as 
expected. Psychoeducation is recommended with a ‘B’ 
degree (including a body of evidence based on high-
quality systematic reviews): ‘Psychoeducation should 
not be offered as a stand-alone treatment intervention to 
individuals diagnosed with schizophrenia’; also, ‘when 
a diagnosis is made, professionals should ensure that 
service users and families/carers are informed and that 
clear information is given about what the diagnosis 
means and why it has been made’; this statement does 
not include a specific psychoeducational approach.

APA (2019): They consider psychoeducational strate-
gies useful only in the context of family interventions, 
especially in reducing relapses (Dixon et al., 2000; 
Hogarty et al., 1991) and improving patient’s personal 
functioning and family well-being (Pilling et al., 2002; 
Pitschel-Walz et al., 2001). Key elements of this 
approach should include illness education, crisis man-
agement, emotional support and teaching regarding the 
coping strategies. Psychoeducation should be struc-
tured in high-quality programs with a duration ranging 
from 9 months to 2–3 years: evidence suggests that 
shorter family interventions are less effective than long-
time trainings (Pitschel-Walz et al., 2001). There is no 
specific evidence on multi-familiar groups (McFarlane, 
1994), or less intensive, once-monthly psychoeduca-
tional group meetings (Schooler et al., 1995).

RANZCP (2016, 2019): They strongly recommend psy-
choeducation as a ‘core intervention’ to improve adher-
ence to treatments, management of relapses and 
knowledge on the illness. Psychoeducational interven-
tion should be delivered individually, but also to 
patients’ families, since they cope with chronic difficul-
ties and distress, resulting in significant reduction of 
family well-being and functioning. Thus, the working 
group suggests that family psychoeducation is ‘effec-
tive’ and ‘should be offered routinely’ in the manage-
ment of schizophrenia patients.

Authors’ comment: Beyond the different recommenda-
tions, psychoeducation is a key approach in the treat-
ment of patients with schizophrenia. International 
guidelines do not agree about how it should be 
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structured: they suggest that a good-quality standard 
care should include information to patients and families 
regarding the illness and its course. All educational 
approaches may contribute to reduce the rate of relapses, 
to improve adherence to treatments and, overall, out-
come in the long term. Further research is needed to 
assess how the several variants of psychoeducational 
approach may be successfully integrated in the recom-
mended treatments. Also, long-term studies on the out-
come measures of schizophrenia patients (in all phases 
of illness) and their families should be encouraged.

SST

SST is defined as a structured psychosocial intervention 
designed to improve social performance and reduce dis-
tress in social situations involving psychiatric patients 
(NICE, 2014). It focusses on both verbal and non-verbal 
communication and aims to increase patient’s abilities to 
prevent, process relevant social cues and appropriately 
respond to them (Liberman et al., 1989). Skills training 
programs may show different approaches but, typically, 
they all have in common a focus on interpersonal skills 
and share key elements, including an explanatory demon-
stration by the therapist; patient’s role-playing; positive 
and corrective feedback from the therapist; and homework 
assignments. In hospital settings, SST should be supple-
mented with additional suggestions about the employment 
of skills in any individual everyday life.

PORT (Dixon et al., 2010), SIGN (2013) and APA 
(2019) guidelines agree to strongly recommend the SST as 
an integrated psychosocial intervention in schizophrenia. 
As reported, there are several systematic reviews conclud-
ing with a significant efficacy of SST on the potentiation 
of different skills in the long term (up to 1 year), although 
the number of studies with follow-up data is small for sug-
gesting final conclusions (Eckman et al., 1992; Kurtz & 
Mueser, 2008; Liberman et al., 1998; Mueser et al., 1995; 
Wallace et al., 1992). It is clearly remarked, though, that 
SST, even when highly recommended, should be inte-
grated with other treatments to achieve recovery. In par-
ticular, PORT guidelines suggest the effective combination 
with both family interventions and CBT. Also SIGN guide-
lines suggest combined treatments since SST does not 
address critical long-term clinical outcomes (Drake & 
Bellack, 2005; Galderisi et al., 2010) and is not effective 
on the reduction of positive symptoms or rate of rehospi-
talizations. It has been reported that SST may contribute to 
reduce negative symptoms of illness, as well as to improve 
cognitive and social skills related to them: all guidelines 
specifically suggest the intervention for patients reporting 
‘persisting problems related to social skills’. APA guide-
lines point out that SST should also be focused on teaching 
patients how to manage pharmacological treatment, iden-
tify side effects and recognize first signs of relapse.

NICE guidelines report no recommendation for routine 
delivery of SST among schizophrenia patients. In fact, 
NICE guidelines focus their research on clinical critical 
outcomes and SST is considered to be not effective, nei-
ther in short nor in long term, on some critical domains 
(positive symptoms, relapses and rehospitalizations), 
especially if administered without an integrated approach.

Authors’ comment: SST is a strongly recommended 
intervention for patients with schizophrenia, and it can 
be focused on teaching patients on how to manage 
treatments and everyday tasks, and it aims to improve a 
variety of interpersonal abilities, chronically impaired. 
SST should be tailored on patient’s impaired domains 
to achieve personal recovery. The combination with 
other treatments, such as pharmacotherapy and CBT, is 
highly recommended for increasing the effectiveness of 
this intervention. Long-term studies should be encour-
aged in this area of research as well.

Vocational rehabilitation 
interventions

The vocational rehabilitation interventions include a num-
ber of different approaches such as standard and modified 
supported employment, and prevocational training. 
Prevocational training is defined as any approach that aims 
to prepare the individual to seek a job opportunity through 
working in sheltered settings or with transitional employ-
ment (NICE, 2014). Supported employment in schizophre-
nia patients ranges from 12% to 39% (Evensen et al., 2016; 
Knapp et al., 2004; Kozma et al., 2011). Moreover, sup-
ported employment is defined as an approach to place 
users in competitive employment after a short period (less 
than 1 month) of preparation and without using any prevo-
cational strategy like sheltered settings or transitional 
employment (NICE, 2014). Psychological interventions 
are also provided.

In literature, there is a shared consensus on the impor-
tance of reintroducing schizophrenia patients into the 
employment circuit through vocational rehabilitation 
interventions.

NICE (2014): They support vocational rehabilitation as 
an effective intervention for obtaining competitive 
employment, even though evidence about earnings and 
being able to maintain the job is inconclusive (Hoffmann 
et al., 2012; Lehman et al., 2002). Furthermore, as the 
APA (2019) guidelines confirm, there is no evidence 
about secondary effects of employment such as increas-
ing levels of stress, symptoms or other negative out-
comes (Lehman, 1995). It is also recommended that 
‘any person with schizophrenia who expresses interest 
in work should be offered supported employment’. A 
strong level of evidence for the ‘individual placement 
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and support’ approach is provided by the RANZCP 
guidelines as well. Thus, clinicians should always facil-
itate and encourage patients seeking a meaningful occu-
pation, delivering the appropriate information and 
addressing them to specific vocational rehabilitation 
services. Prevocational training was not found to be 
effective in achieving competitive employment, but it 
was beneficial for occupation, especially when modi-
fied through the addition of a payment or a psychologi-
cal intervention (NICE, 2014).

Authors’ comment: Since unemployment is a signifi-
cant area of disability for schizophrenia patients, rating 
60%–80% worldwide, vocational rehabilitation inter-
ventions are strongly recommended by all the guide-
lines reviewed and always encouraged by clinicians. In 
particular, supported employment appears to be an 
effective approach to obtain competitive employment, 
even though further research is needed to establish if 
results are confirmed in the long term. There is no evi-
dence on secondary negative effects of employment 
such as increased levels of stress, symptoms or other 
negative outcomes. Also, resources and costs should be 
evaluated for supporting these interventions in the rou-
tine practice.

ACT

ACT is a highly integrated approach based on a specific 
model of community-based care targeted for patients at 
high risk for rehospitalization. The Program for Assertive 
Community Treatment (PACT) aims to treat every patient 
addressing his personal deficits and disabilities with teams 
intervening on the territory, at patients’ homes, neighbor-
hoods and working places. The patient is assisted in deal-
ing with daily life tasks, finding a job, resolving crisis and 
managing symptoms (Stein et al., 1990).

PACT is an extensive approach that requires many 
resources. When applicable, it is strongly recommended 
for reducing symptoms of psychosis (Bond et al., 2001) 
and rate of hospitalizations and improving quality of life 
(Rosenheck & Dennis, 2001), as reported by APA guide-
lines. The SIGN guidelines agree in recommending this 
approach for patients with residual psychotic symptoms 
and a history of poor adherence to treatments.

According to PORT guidelines, the ACT can be effec-
tive upon several outcomes (Bush et al., 1990; Stein & 
Test, 1980), including a decrease in homelessness (Boden 
et al., 2010), and improvement in housing stability (Nelson 
et al., 2007). Furthermore, it is suggested that it may be 
extended to specific subpopulations, such as drug users 
and forensic populations (Drake et al., 2006). In addition, 
NICE guidelines focus on minority ethnic groups as the 
main target for this community-based treatment, leading to 
the recommendation that mental health services should 
work together with local voluntary minorities to ensure 

that ‘appropriate psychological and psychosocial treat-
ment [. . .] is provided’.

Authors’ comment: There is high-quality evidence 
supporting the ACT effectiveness in reducing symp-
toms, rates of rehospitalization and overall quality of 
life, improving adherence to treatments and mental 
health services. Nonetheless, ACT is a community-
based intervention that requires many resources, not 
easily applicable in many countries. Further studies are 
needed to test feasibility and the cost–benefit ratio in 
the long term.

Peer support

Peer support is defined as a ‘social, emotional support 
mutually offered or provided by persons having mental 
health conditions to other sharing a similar condition’ 
(Solomon, 2004). It includes a range of approaches that 
allow consumers to share their lived experiences and to 
serve as a model for other patients. Since there is evidence 
that schizophrenia patients tend to avoid contact with men-
tal health services (Repper & Watson, 2012), the presence 
of peer support may offer their experience and knowledge 
to help them, reduce the stigma and increase adherence 
(Salzer & Shear, 2002).

NICE guidelines propose three support interventions: 
(a) mutual support groups, or self-help groups, in which 
the users, reciprocally, share their own experiences; (b) 
peer support services, in which support is in one direction, 
from the more experienced users to the program partici-
pants; and (c) peer mental health service providers, in 
which users are employed in the public mental health ser-
vice and integrated in the standard care. The body of evi-
dence from studies regarding peer support is small, with 
several limitations and lack of homogeneity in the 
approaches. Thus, the PORT guidelines encourage further 
research to test which kind of consumer-based supports are 
effective. APA guidelines identify self-help groups 
(Davidson et al., 1999) as one of the oldest and widely 
available interventions, effective in improving symptoms 
and overall quality of life, even the rate of hospitalizations, 
treatment adherence, coping strategies and acceptance of 
illness (Raiff, 1984; Rappaport, 1993). Similar recommen-
dations are provided by RANZCP guidelines.

Authors’ comment: Peer support appears to be a prom-
ising approach in the treatment of patients with schizo-
phrenia, since peers can easily share their own 
experience with the illness, hopefully reducing stigma, 
improving patients’ adherence to medications, and par-
ticipation to community programs. There are many dif-
ferent approaches with different structure and 
objectives, and the body of evidence about this inter-
vention is still small, needing further research to 
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evaluate whether peer support can be routinely recom-
mended for patients with schizophrenia.

Self-management interventions

Self-management is defined as the ability of patients to 
manage their own symptoms, treatment and changes in 
quality of life as a consequence of the illness (Barlow 
et al., 2002). The aim of self-management interventions is 
to improve knowledge and self-monitoring of the illness as 
well as coping strategies (Mueser et al., 2002). Training 
may come from peer supporters, mental coaches or mental 
health professionals.

NICE guidelines identify the following key programs in 
self-management interventions: (a) psychoeducation about 
the course of the illness and available treatment strategies, 
(b) self-monitoring of early predictors of relapse, (c) medi-
cation management, (d) symptoms management and (e) 
development of skills to improve overall quality of life and 
achieve recovery. Also, NICE guidelines suggest that man-
ualized, face-to-face interventions carried out by service 
users may be recommended in the integrated treatment of 
patients with schizophrenia. Specific programs, like the 
Wellness Recovery Action Planning (WRAP; Copeland & 
Mead, 2004) and the Illness Management and Recovery 
(IMR; Gingerich & Tornvall, 2005), are recommended by 
the RANZCP guidelines, as self-management skills should 
always be considered to achieve recovery.

Authors’ comment: Developing self-management skills 
should be an important focus for the public mental 
health services, although further research is needed to 
establish what kind of approach could be more effective 
in the process of recovery.

Table 1 summarizes recommendations from NICE, 
RANZCP, APA, SIGN and PORT, regarding the psychoso-
cial interventions in schizophrenia.

Conclusion

The review of guidelines suggests that psychosocial 
interventions in schizophrenia may be helpful in combi-
nation with psychopharmacotherapy and psychotherapy 
in the treatment of people with severe mental illness, 
including schizophrenia. All these interventions may 
address unmet needs in the treatment of psychosis and, in 
particular, improve the psychosocial functioning of 
patients to promote their recovery from the illness in the 
long term. Specifically, negative symptoms, as well as 
personal functioning (including social, work and cogni-
tive one), are addressed. More research should be con-
ducted on the effectiveness of these interventions, and 
more resources should be allocated to deliver psychoso-
cial rehabilitation on full scale. Also, an update of T
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international guidelines according to recent evidence of 
literature should be promoted.

Conflict of interest

The author(s) declared no potential conflicts of interest with 
respect to the research, authorship and/or publication of this 
article.

Funding

The author(s) received no financial support for the research, 
authorship and/or publication of this article.

ORCID iDs

Antonio Ventriglio  https://orcid.org/0000-0002-3934-7007

Egor Chumakov  https://orcid.org/0000-0002-0429-8460

Julio Torales  https://orcid.org/0000-0003-3277-7036

Cameron Watson  https://orcid.org/0000-0003-2346-4636

João Mauricio Castaldelli-Maia  https://orcid.org/0000-0001 
-9621-2291

Annamaria Petito  https://orcid.org/0000-0001-7788-3591

References

Altamura, A. C., Fagiolini, A., Galderisi, S., Rocca, P., & Rossi, 
A. (2015). Integrated treatment of schizophrenia. Journal of 
Psychopathology, 21, 168–193.

American Psychiatric Association. (2010). Practice guideline for 
the treatment of patients with schizophrenia (2nd ed.).

American Psychiatric Association. (2019). Practice guide-
line for the treatment of patients with schizophrenia. 
https://www.psychiatry.org/File%20Library/Psychiatrists/
Practice/Clinical%20Practice%20Guidelines/APA-Draft-
Schizophrenia-Treatment-Guideline-Dec2019.pdf

Anderson, C. M., Reiss, D. J., & Hogarty, G. E. (1986). 
Schizophrenia and the family. Guilford.

Barlow, J., Wright, C., Sheasby, J., Turner, A., & Hainsworth, 
J. (2002). Self-management approaches for people with 
chronic conditions: A review. Patient Education and 
Counseling, 48, 177–187.

Barrowclough, C., Haddock, G., Wykes, T., Beardmore, R., 
Conrod, P., Craig, T., Davies, L., Dunn, G., Eisner, E., 
Lewis, S., Moring, J., Steel, C., & Tarrier, N. (2010). 
Integrated motivational interviewing and cognitive behav-
ioural therapy for people with psychosis and comorbid 
substance misuse: Randomised controlled trial. BMJ, 341, 
Article c6325.

Barrowclough, C., & Tarrier, N. (1992). Families of schizo-
phrenic patients: Cognitive behavioural intervention. 
Chapman & Hall.

Barrowclough, C., Tarrier, N., Lewis, S., Sellwood, W., 
Mainwaring, J., Quinn, J., & Hamlin, C. (1999). Randomised 
controlled effectiveness trial of a needs-based psychosocial 
intervention service for carers of people with schizophrenia. 
British Journal of Psychiatry, 174, 505–511.

Barry, S. J. E., Gaughan, T. M., & Hunter, R. (2012). 
Schizophrenia. BMJ Clinical Evidence, 2012, Article 1007.

Bechdolf, A., Knost, B., Kuntermann, C., Schiller, S., 
Klosterkötter, J., Hambrecht, M., & Pukrop, R. (2004). A 

randomized comparison of group cognitive-behavioural 
therapy and group psychoeducation in patients with schizo-
phrenia. Acta Psychiatrica Scandinavica, 110(1), 21–28.

Boden, R., Sundstrom, J., Lindstrom, E., Wieselgren, I. M., & 
Lindstrom, L. (2010). Five-year outcome of first-episode 
psychosis before and after the implementation of a modi-
fied assertive community treatment programme. Social 
Psychiatry and Psychiatric Epidemiology, 45(6), 665–674.

Bon, L., & Franck, N. (2018). The impact of cognitive remedia-
tion on cerebral activity in schizophrenia: Systematic review 
of the literature. Brain and Behavior, 8(3), Article e00908.

Bond, G. R., Drake, R. E., Mueser, K. T., & Latimer, E. (2001). 
Assertive community treatment for people with severe 
mental illness: Critical ingredients and impact on clients. 
Disease Management and Health Outcomes, 9, 141–115.

Bush, C. T., Langford, M. W., Rosen, P., & Gott, W. (1990). 
Operation outreach: Intensive case management for severely 
psychiatrically disabled adults. Hospital and Community 
Psychiatry, 41, 647–649.

Copeland, M. E., & Mead, S. (2004). WRAP and peer support for 
people, groups and programs. Peach Press.

Crawford, M. J., Killaspy, H., Barnes, T. R., Barrett, B., Byford, 
S., Clayton, K., Dinsmore, J., Floyd, S., Hoadley, A., 
Johnson, T., Kalaitzaki, E., King, M., Leurent, B., Maratos, 
A., O’Neill, F. A., Osborn, D., Patterson, S., Soteriou, T., 
Tyrer, P., & Waller, D. (2012). Group art therapy as an 
adjunctive treatment for people with schizophrenia: A ran-
domised controlled trial (MATISSE). Health Technology 
Assessment, 16(8), iii–iv, 1–76.

Crocq, M. A., Naber, D., Lader, M. H., Thibaut, F., Drici, M., 
Everitt, B., Hall, G. C., Le Jeunne, C., Mittoux, A., Peuskens, 
J., Priori, S., Sturkenboom, M., Thomas, S. H., Tanghoj, 
P., Toumi, M., Mann, R., & Moore, N. D. (2010). Suicide 
attempts in a prospective cohort of patients with schizo-
phrenia treated with sertindole or risperidone. European 
Neuropsychopharmacology, 20(12), 829–838.

Darzi, A. R. (2008). High quality care for all: NHS next stage 
review final report. Department of Health. http://www.
dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_085825

Davidson, L., Chinman, M., Kloos, B., Weingarten, R., Stayner, 
D., & Tebes, J. (1999). Peer support among individuals with 
severe mental illness: A review of the evidence. Clinical 
Psychology: Science and Practice, 6, 165–187.

De Mare, A., Cantarella, M., & Galeoto, G. (2018). Effectiveness 
of integrated neurocognitive therapy on cognitive impair-
ment and functional outcome for schizophrenia outpatients. 
Schizophrenia Research and Treatment, 2017, Article 
2360697.

Dixon, L. B., Adams, C., & Lucksted, A. (2000). Update on 
family psychoeducation for schizophrenia. Schizophrenia 
Bulletin, 26, 5–20.

Dixon, L. B., Dickerson, F., Bellack, A. S., Bennett, M., 
Dickinson, D., Goldberg, R. W., Lehman, A., Tenhula, 
W. N., Calmes, C., Pasillas, R. M., Peer, J., Kreyenbuhl, 
J., & Schizophrenia Patient Outcomes Research Team 
(PORT). (2010). The 2009 schizophrenia PORT psychoso-
cial treatment recommendations and summary statements. 
Schizophrenia Bulletin, 36(1), 48–70.

Drake, R. E., & Bellack, A. S. (2005). Psychiatric rehabilitation. 
In B. J. Sadock & V. A. Sadock (Eds.), Kaplan & Sadock’s 

https://orcid.org/0000-0002-3934-7007
https://orcid.org/0000-0002-0429-8460
https://orcid.org/0000-0003-3277-7036
https://orcid.org/0000-0003-2346-4636
https://orcid.org/0000-0001-9621-2291
https://orcid.org/0000-0001-9621-2291
https://orcid.org/0000-0001-7788-3591
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Clinical%20Practice%20Guidelines/APA-Draft-Schizophrenia-Treatment-Guideline-Dec2019.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Clinical%20Practice%20Guidelines/APA-Draft-Schizophrenia-Treatment-Guideline-Dec2019.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Clinical%20Practice%20Guidelines/APA-Draft-Schizophrenia-Treatment-Guideline-Dec2019.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825


Ventriglio et al. 11

comprehensive textbook of psychiatry (Vol. I, 8th ed., pp. 
1476–1487). Lippincott Williams & Wilkins.

Drake, R. E., Morrissey, J. P., & Mueser, K. T. (2006). The chal-
lenge of treating forensic dual diagnosis clients: Comment 
on ‘integrated treatment for jail recidivists with co-occurring 
psychiatric and substance use disorders’. Community Mental 
Health Journal, 42, 427–432.

Eckman, T. A., Wirshing, W. C., Marder, S. R., Liberman, R. P., 
Johnston-Cronk, K., Zimmermann, K., & Mintz, J. (1992). 
Technique for training schizophrenic patients in illness 
self-management: A controlled trial. American Journal of 
Psychiatry, 149, 1549–1555.

Evensen, S., Wisløff, T., Lystad, J. U., Bull, H., Ueland, T., & 
Falkum, E. (2016). Prevalence, employment rate, and cost 
of schizophrenia in a high-income welfare society: A popu-
lation-based study using comprehensive health and welfare 
registers. Schizophrenia Bulletin, 42, 476–483.

Falloon, I. R., Boyd, J. L., McGill, C. W., Williamson, M., 
Razani, J., Moss, H. B., Gilderman, A. M., & Simpson, G. 
M. (1985). Family management in the prevention of morbid-
ity of schizophrenia. Clinical outcome of a two-year longi-
tudinal study. Archives of General Psychiatry, 42, 887–896.

Falloon, I. R., Boyd, J. L., & McGill, C. W. (1984). Family care 
of schizophrenia: A problem-solving approach to the treat-
ment of mental illness. Guilford.

Fleischhacker, W. W., Arango, C., Arteel, P., Barnes, T. R., 
Carpenter, W., Duckworth, K., Galderisi, S., Halpern, L., 
Knapp, M., Marder, S. R., Moller, M., Sartorius, N., & 
Woodruff, P. (2014). Schizophrenia – Time to commit to 
policy change. Schizophrenia Bulletin, 40(Suppl. 3), S165–
S194.

Galderisi, S., Piegari, G., Mucci, A., Acerra, A., Luciano, L., 
Rabasca, A. F., Santucci, F., Valente, A., Volpe, M., 
Mastantuono, P., & Maj, M. (2010). Social skills and 
neurocognitive individualized training in schizophrenia: 
Comparison with structured leisure activities. European 
Archives of Psychiatry and Clinical Neuroscience, 260(4), 
305–315.

Galletly, C., Castle, D., Dark, F., Humberstone, V., Jablensky, 
A., Killackey, E., Kulkarni, J., McGorry, P., Nielssen, O., & 
Tran, N. (2016). Royal Australian and New Zealand College 
of Psychiatrists clinical practice guidelines for the manage-
ment of schizophrenia and related disorders. Australian and 
New Zealand Journal of Psychiatry, 50(5), 410–472.

Garety, P. A., Fowler, D. G., Freeman, D., Bebbington, P., Dunn, 
G., & Kuipers, E. (2008). Cognitive–behavioural therapy 
and family intervention for relapse prevention and symptom 
reduction in psychosis: Randomised controlled trial. British 
Journal of Psychiatry, 192(6), 412–423.

Gingerich, S., & Tornvall, K. (2005). Illness management and 
recovery. Hazelden Publishing.

Grant, P. M., Huh, G. A., Perivoliotis, D., Stolar, N. M., & 
Beck, A. T. (2012). Randomized trial to evaluate the effi-
cacy of cognitive therapy for low-functioning patients with 
schizophrenia. Archives of General Psychiatry, 69(2),  
121–127.

Haddock, G., Barrowclough, C., Shaw, J. J., Dunn, G., Novaco, 
R. W., & Tarrier, N. (2009). Cognitive-behavioural therapy 
v. social activity therapy for people with psychosis and a 
history of violence: Randomised controlled trial. British 
Journal of Psychiatry, 194(2), 152–157.

Heinrichs, R. W., & Zakzanis, K. K. (1998). Neurocognitive def-
icit in schizophrenia: A quantitative review of the evidence. 
Neuropsychology, 12(3), 426–445.

Hoffmann, H., Jäckel, D., Glauser, S., & Kupper, Z. (2012). A ran-
domised controlled trial of the efficacy of supported employ-
ment. Acta Psychiatrica Scandinavica, 125, 157–167.

Hogarty, G. E., Anderson, C. M., Reiss, D. J., Kornblith, S. 
J., Greenwald, D. P., Ulrich, R. F., & Carter, M. (1991). 
Environmental-Personal Indicators in the Course of 
Schizophrenia (EPICS) Research Group: Family psychoe-
ducation, social skills training, and maintenance chemother-
apy in the aftercare treatment of schizophrenia: II. two-year 
effects of a controlled study on relapse and adjustment. 
Archives of General Psychiatry, 48, 340–347.

Hogarty, G. E., Flesher, S., Ulrich, R. F., Carter, M., Greenwald, 
D., Pogue-Geile, M., Kechavan, M., Cooley, S., DiBarry, 
A. L., Garrett, A., Parepally, H., & Zoretich, R. (2004). 
Cognitive enhancement therapy for schizophrenia: Effects 
of a 2-year randomized trial on cognition and behavior. 
Archives of General Psychiatry, 61, 866–876.

Jackson, C., Trower, P., Reid, I., Smith, J., Hall, M., Townend, 
M., Barton, K., Jones, J., Ross, K., Russel, R., Newton, E., 
Dunn, G., & Birchwood, M. (2009). Improving psycho-
logical adjustment following a first episode of psychosis: 
A randomised controlled trial of cognitive therapy to reduce 
post psychotic trauma symptoms. Behavioral Research and 
Therapy, 47(6), 454–462.

Jackson, H. J., McGorry, P. D., Edwards, J., Hulbert, C., 
Henry, L., Harrigan, S., Dudgeon, P., Francey, S., Maude, 
D., Cocks, J., Killackey, E., & Power, P. (2005). A con-
trolled trial of cognitively oriented psychotherapy for early 
psychosis(COPE) with four-year follow-up readmission 
data. Psychological Medicine, 35, 1295–1306.

Jackson, H. J., McGorry, P. D., Killackey, E., Bendall, S., Allott, 
K., Dudgeon, P., Gleeson, J., Johnson, T., & Harrigan, S. 
(2008). Acute-phase and 1-year follow-up results of a ran-
domized controlled trial of CBT versus befriending for 
first-episode psychosis: The ACE project. Psychological 
Medicine, 38, 725–735.

Jauhar, S., McKenna, P., Radua, J., Fung, E., Salvador, R., & 
Laws, K. R. (2014). Cognitive-behavioural therapy for the 
symptoms of schizophrenia: Systematic review and meta-
analysis with examination of potential bias. British Journal 
of Psychiatry, 204(1), 20–29.

Jones, C., Hacker, D., Cormac, I., Meaden, A., & Irving, C. B. 
(2012). Cognitive behaviour therapy versus other psycho-
social treatments for schizophrenia. Cochrane Database 
Systematic Review, 4, Article CD008712.

Kay, S. R., Fiszbein, A., & Opler, L. A. (1987). The Positive 
and Negative Syndrome Scale (PANSS) for schizophrenia. 
Schizophrenia Bulletin, 13(2), 261–276.

Keefe, R. S. E., Eesley, C. E., & Poe, M. P. (2005). Defining a 
cognitive function decrement in schizophrenia. Biological 
Psychiatry, 57(6), 688–691.

Kendall, T., Whittington, C. J., Kuipers, E., Johnson, S., 
Birchwood, M. J., Marshall, M., & Morrison, A. P. (2016). 
NICE v. SIGN on psychosis and schizophrenia: Same roots, 
similar guidelines, different interpretations. British Journal 
of Psychiatry, 208(4), 316–319.

Knapp, M., Mangalore, R., & Simon, J. (2004). The global costs 
of schizophrenia. Schizophrenia Bulletin, 30, 279–293.



12 International Journal of Social Psychiatry 00(0)

Kozma, C., Dirani, R., Canuso, C., & Mao, L. (2011). Change in 
employment status over 52 weeks in patients with schizo-
phrenia: An observational study. Current Medical Research 
and Opinion, 27, 327–333.

Kuipers, L., Leff, J., & Lam, D. (2002). Family work for schizo-
phrenia: A practical guide. Gaskel.

Kurtz, M. M., & Mueser, K. T. (2008). A meta-analysis of con-
trolled research on social skills training for schizophre-
nia. Journal of Consulting and Clinical Psychology, 76, 
491–504.

Lambert, M., Naber, D., Schacht, A., Wagner, T., Hundemer, 
H. P., Karow, A., Huber, C. G., Suarez, D., Haro, J. M., 
Novick, D., Dittmann, R. W., & Schimmelmann, B. G. 
(2008). Rates and predictors of remission and recovery dur-
ing 3 years in 392 never treated patients with schizophrenia. 
Acta Psychiatrica Scandinavica, 118(3), 220–229.

Lehman, A. F. (1995). Vocational rehabilitation in schizophre-
nia. Schizophrenia Bulletin, 21, 645–656.

Lehman, A. F., Goldberg, R., Dixon, L. B., McNary, S., Postrado, 
L., Hackman, A., & McDonnell, K. (2002). Improving 
employment outcomes for persons with severe mental ill-
nesses. Archives of General Psychiatry, 59, 165–117.

Leucht, S., Tardy, M., Komossa, K., Heres, S., Kissling, W., 
& Davis, J. M. (2012). Maintenance treatment with antip-
sychotic drugs for schizophrenia. Cochrane Database 
Systematic Review, 16, Article CD008016.

Lewis, S., Tarrier, N., Haddock, G., Bentall, R., Kinderman, P., 
Kingdon, D., Siddle, R., Drake, R., Everitt, J., Leadley, K., 
Benn, A., Grazebrook, K., Haley, C., Akhtar, S., Davies, L., 
Palmer, S., Faragher, B., & Dunn, G. (2002). Randomised 
controlled trial of cognitive-behavioural therapy in early 
schizophrenia: Acute-phase outcomes. British Journal of 
Psychiatry, 43, S91–S97.

Liberman, R. P., DeRisis, W. J., & Mueser, K. T. (1989). Social 
skills training for psychiatric patients. Allyn & Bacon.

Liberman, R. P., Mueser, K. T., Wallace, C. J., Jacobs, H. E., 
Eckman, T., & Massel, H. K. (1986). Training skills in the 
psychiatrically disabled: Learning coping and competence. 
Schizophrenia Bulletin, 12(4), 631–647.

Liberman, R. P., Wallace, C. J., Blackwell, G., Kopelowicz, A., 
Vaccaro, J. V., & Mintz, J. (1998). Skills training versus 
psychosocial occupational therapy for persons with persis-
tent schizophrenia. American Journal of Psychiatry, 155, 
1087–1091.

Lyman, R. D., Braude, L., Preethy, G., Dougherty, R. H., Daniels, 
A. S., Ghose, S. S., Shoma, S., & Delphin-Rittmon, M. E. 
(2014). Consumer and family psychoeducation: Assessing 
the evidence. Psychiatric Services, 65(4), 416–428.

Lysaker, P. H., Davis, L. W., Bryson, G. J., & Bell, M. D. (2009). 
Effects of cognitive behavioral therapy on work outcomes 
in vocational rehabilitation for participants with schizophre-
nia spectrum disorders. Schizophrenia Research, 107(2–3), 
186–191.

McFarlane, W. R. (1994). Multiple-family groups and psychoe-
ducation in the treatment of schizophrenia. New Directions 
for Mental Health Services, 62, 13–22.

McFarlane, W. R. (2002). Multifamily groups in the treatment of 
severe psychiatric disorders. Guilford.

McFarlane, W. R. (2016). Family interventions for schizophre-
nia and the psychoses: A review. Family Process, 55(3), 
460–482.

McGurk, S. R., Mueser, K. T., & Pascaris, A. (2005). Cognitive 
training and supported employment for persons with severe 
mental illness: One-year results from a randomized con-
trolled trial. Schizophrenia Bulletin, 31(4), 898–909.

Miyamoto, S., Miyake, N., Jarskog, L. F., Fleischhacker, W. W., 
& Lieberman, J. A. (2012). Pharmacological treatment of 
schizophrenia: A critical review of the pharmacology and 
clinical effects of current and future therapeutic agents. 
Molecular Psychiatry, 17(12), 1206–1227.

Morrison, A. P., Renton, J. C., Dunn, H., Williams, S., & Bentall, 
R. P. (2004). Cognitive therapy for psychosis: A formulation 
based approach. Brunner-Routledge.

Mueser, K. T., Corrigan, P. W., Hilton, D. W., Tanzman, B., 
Schaub, A., Gingerich, S., Essock, S. M., Tarrier, N., Morey, 
B., Vogel-Scibilia, S., & Herz, M. I. (2002). Illness manage-
ment and recovery: A review of the research. Psychiatric 
Services, 53, 1272–1284.

Mueser, K. T., Deavers, F., Penn, D. L., & Cassisi, J. E. (2013). 
Psychosocial treatments for schizophrenia. Annual Review 
of Clinical Psychology, 9, 465–497.

Mueser, K. T., Sengupta, A., Schooler, N. R., Bellack, A. S., 
Xie, H., Glick, I. D., & Keith, S. J. (2001). Family treatment 
and medication dosage reduction in schizophrenia: Effects 
on patient social functioning, family attitudes, and burden. 
Journal of Consulting and Clinical Psychology, 69(1), 3–12.

Mueser, K. T., Wallace, C. J., & Liberman, R. P. (1995). New 
developments in social skills training. Behavioral Change, 
12, 31–40.

National Institute for Health & Clinical Excellence. (2014). 
Schizophrenia. Core interventions in the treatment and 
management of schizophrenia in adults in primary and sec-
ondary care. http://www.nice.org.uk/guidance/cg178

Nelson, G., Aubry, T., & Lafrance, A. (2007). A review of the 
literature on the effectiveness of housing and support, 
assertive community treatment, and intensive case man-
agement interventions for persons with mental illness who 
have been homeless. American Journal of Orthopsychiatry, 
77, 350–361.

Pekkala, E., & Merinder, L. (2002). Psychoeducation for schiz-
ophrenia. The Cochrane Library, 2, Article CD002831. 
https://doi.org/10.1002/14651858.CD002831.pub2

Peters, E., Landau, S., McCrone, P., Cooke, M., Fisher, P., 
Steel, C., Evans, R., Carswell, K., Dawson, K., Williams, 
S., Howard, A., & Kuipers, E. (2010). A randomised con-
trolled trial of cognitive behaviour therapy for psychosis in 
a routine clinical service. Acta Psychiatrica Scandinavica, 
122(4), 302–318.

Pfammatter, M., Junghan, U. M., & Brenner, H. D. (2006). 
Efficacy of psychological therapy in schizophrenia: 
Conclusions from meta-analyses. Schizophrenia Bulletin, 
32(Suppl. 1), S64–S80.

Pharoah, F., Mari, J., Rathbone, J., & Wong, W. (2010). Family 
intervention for schizophrenia. Cochrane Database 
Systematic Review, 12, Article CD000088.

Pilling, S., Bebbington, P., Kuipers, E., Garety, P., Geddes, J., 
Orbach, G., & Morgan, C. (2002). Psychological treatments 
in schizophrenia: I. Meta-analysis of family intervention 
and cognitive behaviour therapy. Psychological Medicine, 
32(5), 763–782.

Pilling, S., Bebbington, P., Kuipers, E., Garety, P., Geddes, J., 
Orbach, G., & Morgan, C. (2002). Psychological treatments 

http://www.nice.org.uk/guidance/cg178
https://doi.org/10.1002/14651858.CD002831.pub2


Ventriglio et al. 13

in schizophrenia: I. Meta-analysis of family intervention 
and cognitive behaviour therapy. Psychological Medicine, 
32, 763–782.

Pitschel-Walz, G., Leucht, S., Bauml, J., Kissling, W., & Engel, 
R. R. (2001). The effect of family interventions on relapse 
and rehospitalization in schizophrenia: A meta-analysis. 
Schizophrenia Bulletin, 27, 73–92.

Racenstein, J. M., Harrow, M., Reed, R., Martin, E., Herbener, 
E., & Penn, D. L. (2002). The relationship between positive 
symptoms and instrumental work functioning in schizophre-
nia: A 10-year follow-up study. Schizophrenia Research, 
56(1–2), 95–103.

Raiff, N. (1984). Some health related outcomes of self-help par-
ticipation: Recovery, Inc as a case example of a self-help 
organization in mental health. In A. Gartner & F. Reissman 
(Eds.), The self-help revolution (pp. 183–193). Human 
Sciences Press.

Rappaport, J. (1993). Narrative studies, personal stories, and 
identity transformation in the mutual help context. Journal 
of Applied Behavioral Science, 29, 239–256.

Remington, G., Foussias, G., & Agid, O. (2010). Progress in 
defining optimal treatment outcome in schizophrenia. CNS 
Drugs, 24(1), 9–20.

Repper, J., & Watson, E. (2012). A year of peer support in 
Nottingham: Lessons learned. Journal of Mental Health 
Training, Education and Practice, 7, 70–78.

Robinson, D., Woerner, M. G., Alvir, J. M., Bilder, R., Goldman, 
R., Geisler, S., Koreen, A., Sheitman, B., Chakos, M., 
Mayerhoff, D., & Lieberman, J. A. (1999). Predictors of 
relapse following response from a first episode of schizo-
phrenia or schizoaffective disorder. Archives of General 
Psychiatry, 56(3), 241–247.

Rosenheck, R. A., & Dennis, D. (2001). Time-limited assertive 
community treatment for homeless persons with severe men-
tal illness. Archives of General Psychiatry, 58, 1073–1080.

Royal Australian and New Zealand College of Psychiatrists. 
(2019). Guidelines on schizophrenia: A synopsis by Prof 
Castle. https://psychscenehub.com/psychinsights/royal-
australian-new-zealand-college-psychiatrists-ranzcp-
guidelines-schizophrenia-synopsis-prof-castle/

Salzer, M. S., & Shear, S. L. (2002). Identifying consumer-
provider benefits in evaluations of consumer-delivered ser-
vices. Psychiatric Rehabilitation Journal, 25, 281–288.

Schooler, N. R., Keith, S. J., Severe, J. B., & Matthews, S. 
M. (1995). Maintenance treatment of schizophrenia: A 
review of dose reduction and family treatment strategies. 
Psychiatric Quarterly, 66, 279–292.

Scottish Intercollegiate Guidelines Network. (2013). Management 
of schizophrenia. http://www.sign.ac.uk

Silverstein, S. M., Spaulding, W. D., Menditto, A. A., Savitz, A., 
Liberman, R. P., Berten, S., & Starobin, H. (2008). Attention 
shaping: A reward based learning method to enhance skills 
training outcomes in schizophrenia. Schizophrenia Bulletin, 
35, 222–232.

Sin, J., & Norman, I. (2013). Psychoeducational interven-
tions for family members of people with schizophrenia: 
A mixed-method systematic review. Journal of Clinical 
Psychiatry, 74(12), e1145–e1162.

Solomon, P. (2004). Peer support/peer provided services underly-
ing processes, benefits, and critical ingredients. Psychiatric 
Rehabilitation Journal, 27, 392–401.

Startup, M., Jackson, M. C., & Bendix, S. (2004). North Wales 
randomized controlled trial of cognitive behaviour therapy 
for acute schizophrenia spectrum disorders: Outcomes at 6 
and 12 months. Psychological Medicine, 34(3), 413–422.

Stein, L. I., Diamond, R. J., & Factor, R. M. (1990). A system 
approach to the care of persons with schizophrenia. In M. 
I. Herz, S. J. Keith, & J. P. Docherty (Eds.), Handbook of 
schizophrenia (Vol. 4, pp. 213–246). Elsevier.

Stein, L. I., & Test, M. A. (1980). Alternative to mental hos-
pital treatment. I. Conceptual model, treatment program, 
and clinical evaluation. Archives of General Psychiatry, 37, 
392–397.

Tarrier, N., Haddock, G., Lewis, S., Drake, R., Gregg, L., & 
SoCTG,. (2006). Suicide behaviour over 18 months in 
recent onset schizophrenic patients: The effects of CBT. 
Schizophrenia Research, 83(1), 15–27.

Tarrier, N., & Wykes, T. (2004). Is there evidence that cognitive 
behaviour therapy is an effective treatment for schizophre-
nia? A cautious or cautionary tale? Behavioral Research 
and Therapy, 42(12), 1377–1401.

Tripathi, A., Kar, S. K., & Shukla, R. (2018). Cognitive deficits 
in schizophrenia: Understanding the biological correlates 
and remediation strategies. Clinical Psychopharmacology 
and Neuroscience, 16(1), 7–17.

Twamley, E. W., Doshi, R. R., Nayak, G. V., Palmer, B. W., 
Golshan, S., Heaton, R. K., Patterson, T. L., & Jeste, D. V. 
(2002). Generalized cognitive impairments, ability to per-
form everyday tasks, and level of independence in com-
munity living situations of older patients with psychosis. 
American Journal of Psychiatry, 159(12), 2013–2020.

Van der Gaag, M., Valmaggia, L. R., & Smit, F. (2014). The 
effects of individually tailored formulation-based cognitive 
behavioural therapy in auditory hallucinations and delu-
sions: A meta-analysis. Schizophrenia Research, 156(1), 
30–37.

Vita, A., Barlati, S., Bellani, M., & Brambilla, P. (2013). 
Cognitive remediation in schizophrenia: Background, 
techniques, evidence of efficacy and perspectives. 
Schizophrenia Research and Treatment, 23, 21–25. https://
doi.org/10.1155/2013/156084

Wallace, C. J., Liberman, R. P., MacKain, S. J., Blackwell, G., 
& Eckman, T. A. (1992). Effectiveness and replicability of 
modules for teaching social and instrumental skills to the 
severely mentally ill. American Journal of Psychiatry, 149, 
654–658.

Wykes, T., Huddy, V., Cellard, C., McGurk, S. R., & Czobor, P. 
(2011). A meta-analysis of cognitive remediation for schiz-
ophrenia: Methodology and effect sizes. American Journal 
of Psychiatry, 168(5), 472–485.

Xiong, W., Phillips, M. R., Hu, X., Wang, R., Dai, Q., Kleinman, 
J., & Kleinman, A. (1994). Family-based intervention for 
schizophrenic patients in China. A randomised controlled 
trial. British Journal of Psychiatry, 165(2), 239–247.

Zubin, J., & Spring, B. (1977). Vulnerability: A new view of schiz-
ophrenia. Journal of Abnormal Psychology, 86, 103–126.

https://psychscenehub.com/psychinsights/royal-australian-new-zealand-college-psychiatrists-ranzcp-guidelines-schizophrenia-synopsis-prof-castle/
https://psychscenehub.com/psychinsights/royal-australian-new-zealand-college-psychiatrists-ranzcp-guidelines-schizophrenia-synopsis-prof-castle/
https://psychscenehub.com/psychinsights/royal-australian-new-zealand-college-psychiatrists-ranzcp-guidelines-schizophrenia-synopsis-prof-castle/
http://www.sign.ac.uk
https://doi.org/10.1155/2013/156084
https://doi.org/10.1155/2013/156084



