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EbpiTor’s NoTE

It has been clearly shown that integrated programs of treatment and rehabilitation—which incorporate case
management, psychopharmacology, rehabilitation, family involvement, and social-skills training—produce vastly
better outcomes than other, more restricted approaches to the care of chronic schizophrenic patients. In this lesson,
the authors focus on ways to enhance patient (and family) knowledge and participation in the recovery process. Within
this context, noncompliance is seen not so much as a patient’s failure to comply with a physician’s orders but rather
a lack of collaboration between patient and clinician or a deficiency in the accessibility of the mental health delivery
system.

Skills training includes education about schizophrenia and its care, as well as the development of communication
and problem-solving skills. The authors illustrate skills training approaches and present strong experimental evidence
in support of their effectiveness.

Although this lesson primarily focuses on patients with chronic schizophrenia, it seems to me that psychoeducation
should and will play a much greater role in the treatment of all seriously mentally ill patients—especially considering
that as mental health delivery systems continue to change, patients will become increasingly responsible for
recovering from illness and staying well on their own.




Introduction

Although advances in the neurosciences and the pros-
pect of new and more effective psychetropic drugs have
captured the attention of psychiatrists and psychiatric
training programs, these developments have also inadvert-
ently promoted a biological perspective on schizophrenia
and other serious mental disorders, thereby ignoring con-
tributions from psychosocial research and practice. Clearly,
judicious use of pharmacotherapy remainsthe sine quanon
for building a foundation for treatment and rehabilitation.
By employing the biopsychosocial approach to compre-
hensive care—with social and independent living-skills
training, family psychoeducation, self-management of
medication and symptoms, assertive clinical case man-
agement, and supported housing and employment—
psychiatric rehabilitation often can amplify the impact
of medication in fostering higher functioning and even
symptomatic and social recovery from schizophrenia
and other disabling mental disorders.

The biopsychosocial approach to treatment and reha-
bilitation offers opportunities to patients, clients, or con-
sumers who wish to be active participants in their own
treatment. Being a responsible consumer of mainte-
nance antipsychotic medication requires lengthy, re-
peated education of patients about the effectiveness,
value, side effects, and self-administration of medica-
tion, as well as learning the negotiation skills necessary
to effectively communicate with a physician. The tech-
nology for training patients to assume self-management of
their mental disabilities is in its infancy, but already
progress has been made that needs to be disseminated to
and used by other practitioners.!

The Zeitgeist is Changing

Patients with major mental disorders no longerare
content to remain in a passive role with their physicians
and other service providers. They prefer to see them-
selves as clients, survivors, or consumers with an active
interest in learning about their disorders, setting their
goals, and selecting their treatments. From a role of
passive compliance with treatments prescribed for them,
more patients now insist upon an informed collabora-
tion with their professional treaters. The growing consum-
erism movement has converged with other developments
to make the potential for illness self-management feasible
and successful. Aside from the high rate of symptomatic
remission among cases of recent onset, these develop-
ments include: destigmatization of mental illness; im-
proved symptom relief from newer antipsychotic drugs;
optimistic follow-up data regarding the course of schizo-
phrenia; the emergence of skills training technology that
overcomes the cognitive deficits associated with schizo-
phrenia; the active coping role that helps limit the
intrusion of symptoms into everyday life; and the dem-
onstrated effectiveness of integrated, comprehensive,
and coordinated systems of mental health delivery. The
additive benefits that accrue from interweaving these fac-
tors have led us to question whether, together with our
patients, we can improve the course and outcome of
schizophrenia and enhance the potential for recovery to
many more people who have a serious mental discrder.

Consumerism and the Self-Help Movement

Unlike other mutual aid self-help groups (such as
Alcoholics Anonymous) that emphasize individual reform
and cooperation with the medical profession, the mental
patient self-help or consumerism movement originated in
the early 1970s with a distinctly antipsychiatry focus.? The
emphasis of these early “grass roots” self-help groups was
to challenge or reject social norms and values, to question
the need for medications and involuntary admissions, and,
generally, to serve as an alternative to the mental health
system,?

Several recent developments have improved rap-
port between consumer activists and professionals. In
1987, the U.S. Surgeon General-sponsored Workshop on
Self-Help and Public Health recommended establishment
of formal systems of care to build egalitarian links with
member-governed voluntary associations.* This led to the
formation of a National Council on Self-Help and Public
Health, which encouraged numerous public health agen-
cies to interact with ongoing and fledgling self-help
groups.” One recent example has been the establishment
of an Office of Consumer Affairs in the California Depart-
ment of Mental Health,

A parallel event has been the rise of self-help organi-
zations and clearinghounses that provide information
and referral services to individuals and groups.® The
broad dissemination of material made possible by these
clearinghouses has contributed to the development of a
“self-help ethos,”” a value system that includes empow-
erment and self-determination but does not promote a
radical antipsychiatry philosophy. The self-help ethos
encourages clinicians to provide more active educational
services in an interactive, respectful fashion. Consumers
also educate each other and organize group activities and
advocacy efforts, such as the Project Return Clubs in
California and Florida, The Recovery Inc. nationwide, and
the Network of Mental Health Clients. The shift of the
mental health consumer movement from radicalism to a
more constructive partnership with professionals—com-
bined with clinicians’ recognition that hierarchical, au-
thoritarian relationships with patients are frequently de-
structive to the therapeutic alliance®’®—has created a
window of opportunity for galvanizing truly cooperative
working relationships.

The Growth of Collaboration in Treatment

Akey goal of the self-help movementis to supplant the
passive recipient of mental health services with an active
participant in the treatment endeavor. Thus, instead of
being viewed as the patient’s failure to comply, non-
compliance is seen as a lack of collaboration between
patient and clinician or a deficiency in the accessibility
(or outreach efforts) of the mental health delivery
system. For example, a patient’s failure to continue on
maintenance antipsychotic medication does not necessar-
ily derive from a lack of motivation by the patient but from
inadequate education of the patient about medication ben-
efits and side effects, a rupture in the therapeutic alliance,
or failures in the mental health service delivery system.
The task for the treater becomes mobilization of the




patient’s assets and resources (including the family)
to cooperate in a treatment partnership, sharing
responsibilities for adherence to mutually agreed upon
treatment prescriptions.

Because of the chronic and relapsing nature of
schizophrenia, the patient and his or her family
members must understand the stress-related, neu-
robiological nature of the disorder and must develop
a close working alliance or collaborative empiricism
with the treaters. Failure to educate and engage
patients and their caregivers in a long-term collabora-
tive and informed therapeutic alliance results in non-
compliance with essential antipsychotic medication,
psychosocial treatments, and supportive services.!:12

Noncompliance is a serious problem, and the clini-
cian must be sensitive to the obstacles or barriers that lie
in the pathway of a therapeutic partnership. The most
common barriers to this alliance in treatment can be
divided into five domains (Table 1, supplement).'® An
example of a “patient characteristic” barrier is cognitive
disorganization—deficits in short-term memory and
sustained attention. Circumventing this problem might
require minimizing the complexity of treatment regi-
mens; using telephone calls, compartmentalized pill
boxes, and reminders for patients to take their medica-
tions; using cognitive rehabilitation techniques to im-
prove the patient’s memory and attention'®; teaching
the patient self-monitoring techniques; and enlisting
caregivers’ assistance in monitoring compliance. When
the clinician assumes responsibility for improving col-
laboration with the patient by imparting needed infor-
mation and skills, patients become more satisfied, more
responsible, and more reliable consumers of services.'

Positive Outcomes for Those with a Serious Mental
lllness

Most mental health professionals have viewed the
treatment of the seriously mentally ill as anunrewarding
and often frustrating experience.'® However, several
long-term outcome studies from the United States,
Europe, and Japan demonstrate that when people
with severe forms of schizophrenia are interviewed
2040 years after the most disabling period of their
illness, more than half are functioning in a reason-
ably normal way.'"*" In their study of patients with
serious symptoms of schizophrenia, Harding and col-
leagues? found that 30 years after deinstitutionalization,
82% of these patients had not been hospitalized in
the previous year; two thirds were functioning in the
normal range of the Global Assessment Scale, had
close friends, and reported living full lives. Further-
more, only 25% required daily maintenance
antipsychotic medication to keep them well,

Considering these data, the outlook for people
diagnosed with schizophrenia is not bleak; rather, it
illustrates that recovery from the illness is possible if
continuous access to treatment and rehabilitation is
provided. This hopeful attitude has contributed to the
growth of biobehavioral technology that uses new and
better medications as well as improved psychosocial
and behavioral treatments for schizophrenia to acceler-

ate remission of symptoms, recovery of social and vocational
functioning, and improvement in quality of life.

Integrated and Comprehensive Assertive Community
Treatment

During the late 1960s and early 1970s, mental health
experts realized that office- or clinic-based treatments based
on psychotherapeutic models had little relevance for persons
with persisting mental disabilities. As aresult, they designed
a variety of experimental, creative methods of service deliv-
ery for community-based treatment of persons with schizo-
phrenia and other chronic disorders.?2-2¢

These innovative programs restored optimism that chroni-
cally mentally disabled patients could be rehabilitated and
reintegrated into community life without having to wait 20-
40 years for symptoms to “burn out.” Despite differences in
orientation, structure, and organization, these programs suc-
ceeded because they shared basic strategies for effective
intervention with the seriously mentally ill. Bachrach? iden-
tified nine common principles (Table 2, supplement) that
are credited with the success of these model programs.
Pre-eminent among them are administrative endorsement
for a rehabilitation philosophy and the use of practical,
learning-based, educational methods that transformed the
traditional therapeutic relationships between staff and pa-
tients into “teacher-student” roles.

Skills Training

Specific learning-based techniques that facilitate col-
laboration in treatment and focus on the capacity for adapta-
tion, coping, and wellness of the individual have been devel-
oped and experimentally validated.?® Skills training pro-
vides a technology for galvanizing patients and their
families (or significant other caregivers), into both respon-
sible consumers of mental health services and active advo-
cates for their needs in the realm of community support
services. Moreover, skills training can equip patients and
caregivers with the capacity to cope with ambient
biopsychosocial stressors, such as drugs of abuse, family
stress and burden, and major life events.

Educating the Family:

One of the most important areas for skills training
involves educating the family. Most patients either return to
live with their families or continue to have substantial contact
with them.”? Families are the main source of enduring
financial and social support for patients with schizophre-
nia. In times of crisis, most often it is the family that offers
assistance, so it is not surprising that a high level of stress
exists in families of psychiatric persons. Nor is it surprising
that patients who live with families who exhibit high
“expressed emotion” (which can be defined as excessively
critical, hostile, or emotionally overinvolved attitudes and
behavior) are three to four times more likely to relapse
within a year following discharge from the hospital than
patients in low expressed emotion families.”' These inter-
nationally replicated findings have led to the development of
training techniques and educational programs designed to
teach patients and families about schizophrenia and its man-
agement.



Behavioral Family Management:

Another skills-training method, behavioral family
management, is based on behavioral skills training.*>*
Training occurs in five stages, with considerable recy-
cling of each stage throughout the therapy: (1) Behav-
ioral assessment; (2) education about schizophrenia
and its care; (3) communication skills training; (4)
problem solving; and (5) coping with special problems.

The clinical efficacy of this model has been systemati-
cally evaluated and replicated both in Los Angeles at the
Clinical Research Center for Schizophrenia as well as in
England.*-* Results showed that patients who received
the family treatment had fewer hospitalization epi-
sodes, spent less time in the hospital, experienced fewer
major exacerbations in psychotic symptoms, had more
sustained remissions, and required fewer emergency
crisis sessions than patients who received supportive
individual therapy. Patients who received the family
intervention also improved more in their social and
vocational adjustment and were actually prescribed lower
doses of neuroleptics to control their symptoms than
their counterparts who received individual supportive
therapy. Through provision of behavioral family therapy
in an educational format, families can be trained to detect
and resolve stresses that arise from the persisting vulner-
ability associated with schizophrenia.

Multidimensional Approach:

In another effort to equip patients and their relatives
with knowledge and skills for dealing with schizophrenia,
Hogarty and colleagues® developed a psychoeducational
family treatment program for patients and their fami-
lies; patients also received individually oriented social
skills training in conjunction with pharmacotherapy.
Acutely hospitalized patients with schizophrenia who had
been living with high expressed emotion relatives were
randomly assigned to one of four treatment protocols:
medication only; medication with either of the two modali-
ties alone; and medication with both social-skills training
and family treatment. At l-year follow-up, the medica-
tion-only group had a relapse rate of 41%, whereas the
group receiving medication, social-skills training, and
family therapy had no relapses. The group receiving
medication combined with family therapy alone or
social-sKills training alone had relapse rates of 19%
and 20%, respectively. Most significantly, this study
demonstrates that the effects of these therapies are addi-
tive, suggesting that a multidimensional approach is most
likely to be translated into greater resilience against stress-
induced relapse.

These practical, educational, and family management
approaches have been replicated in London,*® Manches-
ter,*and New York.*® A recent meta-analysis of 27 studies
incorporating social-skills training on patients with schizo-
phrenia found significant effect-sizes for this modality’s
impact on discharge rates from hospitals; relapse rates;
acquisition, durability, and generalization of skills; and
social adjustment.*!

Modules for Socialand Independent Living Skills Train-
ing

Unfortunately, techniques for teaching social skills
are not easily learned by professionals. At least 3-6

months of apprenticeship are required to prepare a psy-
chologist, nurse, social worker, or psychiatrist to use these
methods confidently and competently. To overcome this
obstacle, a step-by-step multimedia program for train-
ingsocial and independent living skills was designed for
easier use by a wider array of mental health profession-
als and paraprofessionals.”? Several “user friendly”
modules are now available in the UCLA Social and Inde-
pendent Living Skills Program. Together, the modules
form a comprehensive rehabilitation program, but they
also can be used selectively in combination with existing
programs in a wide variety of hospital and community
settings.

The techniques described in the trainer’s manual for
each component include all of the behavioral learning
principles known to help people with schizophrenia over-
come their leaming disabilities: behavioral rehearsal,
repetition and overlearning, coaching, shaping and
fading, modeling, video feedback, and positive rein-
forcement. Each module is divided into separate skill
areas that have specific educational objectives. The pa-
tients proceed through each skill area by employing
eight learning activities. (Table 3, supplement).

Module Specifics:

The Medication Management Module of the multi-
media program has five skill areas: obtaining informa-
tion about antipsychotic medication; correctly self-ad-
ministering and evaluating the medication; identifying
the side effects of the medication and distinguishing
between benign and serious side effects; negotiating medi-
cation issues with health care providers; and under-
standing the value and benefits of using long-acting
neuroleptics.

Inthe Symptom Management Module, patients learn:
how to identify the warning signs of relapse; how to
intervene early to prevent relapse once these signs
appear; how to cope with the persistent psychotic symp-
toms that continue despite medications; and how to
avoid alcohol and other drugs of abuse. Each skill area
can be further divided into target behaviors. For example,
in the skill area of ‘“Identifying Warning Signs of
Relapse,” patients learn how to discuss warning signs
with their relatives and physician so that there is agree-
ment on the symptoms that predict relapse (e.g., insomnia,
irritability, social withdrawal, ideas of reference). Patients
are also taught to keep a checklist of warning signs to
monitor themselves over time. This is designed to help
patients understand the benefits of early intervention and
realize when to request help.

These modules were designed to compensate for
the cognitive and symptomatic obstacles to learning
that are regularly experienced by many patients with
schizophrenia. The two modules outlined above, Symp-
tom Management and Medication Management, have been
used to train patients in illness self-management.*>** In
one controlled study, 41 patients with schizophrenia who
received constant maintenance neuroleptic therapy were
randomly assigned either to supportive group therapy or to
structured, modularized skills training. The skills training
comprised training in medication and symptom self-man-
agement using the UCLA modules. Patients in group
therapy engaged in an insight-oriented and supportive



group process that included less-formally structured edu-
cation about schizophrenia asanillness and the importance
of medication. Both treatment conditions involved twice-
weekly, 90-minute sessions over the course of 6 months.

After 6 months, the patients who received skills
training made significant gains in each of the areas
taught, whereas those in group therapy did not. As
shown in Figure 1 (supplement), these skills were largely
retained 1 year after training was completed. Even
patients with moderately severe levels of psychopathology
showed significant learning effects. Although the data
used to compare groups for improvements in psycho-
pathology and relapse were inconclusive, nearly all of
the patients who participated in the skills modules
systematically and regularly monitored their warning
signs throughout the 6-month training period, indicat-
ing an increase in the collaborative relationship with
the prescribing clinician. Moreover, the patients who
received skills training showed significantly improved
utilization of their illness self-management skills and so-
cial adjustment 2 years after they entered the study.

Evaluating Skills Training

Controlled studies have tested for the efficacy and
replicability of skills training for patients with schizo-
phrenia. One study* randomly assigned patients at seven
facilities (one state hospital, five residential care homes,
and one day treatment program) to a control group, which
consisted of customary social rehabilitation therapy, or to
a modular program, in which they received specific train-
ing on how to develop independent recreational activities,
improve their grooming skills, and learn medication self-
management. Patients and trainers were evaluated on their
ability to learn and teach these skills, respectively. Over
a period of 30-40 hours of training per module, the
patients who received skills training acquired and re-
tained significantly more than the patients who re-
ceived the customary form of social rehabilitation across
all facilities. Some of these results are depicted in Figure
2 (supplement). More germane to the question of
disseminability, the effectiveness of the intervention
depended on the trainers’ adherence to the instruc-
tional techniques specified in the modules—not on their
level of education or professional degree. Thus, the
techniques showed great utility in the hands of profes-
sional and nonprofessional trainers alike.

First Person Accounts

It has become increasingly clear that many persons
with schizophrenia have learned coping strategies to deal
effectively with their illness. The Schizophrenia Bulletin
has published the “First Person Accounts” section continu-
ously since 1979. Besides letting patients and families
know that they are not alone in confronting the problems
associated with schizophrenia, this section has frequently
included anecdotes that provide insight into the coping
techniques people have used to combat their illness suc-
cessfully.

More recently, individuals have come forward to tell
their stories of relapse and recovery. Fred Frese,* a
practicing psychologist from Ohio, described the personal
coping techniques he developed for dealing with his symp-

toms of schizophrenia in a series of articles, lectures, and
a videocassette. The autobiography Welcome, Silence
documents one woman'’s odyssey from acute schizophre-
nia to practicing psychiatrist. Many others, unfortu-
nately, fear “coming out of the closet,” believing that
the stigma of mental illness endangers their jobs, social
positions, and families.*

Many case reports confirm the benefit of cognitive
and behavioral coping methods. A retrospective study of
10 fully recovered persons with schizophrenia identified
various “curing elements” critical to effective manage-
ment of the disorder.”® Another report focused on how
mental health consumers who have learned to cope with
symptoms have been trained and employed as case man-
agement aides.”® It was found that coping techniques not
only benefited the consumer but also the “prosumer”
(i.e., the one who both performs and consumes mental
health services).

Inthe pastdecade, researchers have used semistructured
interviews with open-ended probes to learn patients’ tech-
niques for controlling their symptoms of psychosis. One
study found that patients’ self-monitoring of internal
states and their evaluation of such states were prerequi-
sites for effective self-control of symptoms.*® In another
study, many patients with schizophrenia were found to
monitor symptoms of incipient decompensation and alter
their behavior effectively when symptoms of decompensa-
tion were present.*' A third investigation revealed that the
formation of a ““disease consciousness’—that is, an aware-
ness of the existence of psychotic behavior—was the
most crucial step in attaining self-control.*? These studies,
along with the Symptom Management Module (in which
patients are successfully taught coping strategies for deal-
ing with psychotic symptoms)'** demonstrate that the key
question is not whether it is time yet for cognitive
remediation in the treatment of schizophrenia,* but rather,
“When will clinicians use the patient’s own adaptive
strivings or coping strategies as an essential part of
treatment?”’

Case Example

Mr. S is 27 years old and has suffered from para-
noid schizophrenia since age 17. His first psychotic
break occurred at a rock concert, and use of lysergic acid
diethylamide (LSD) was suspected as the triggering event.
He was hospitalized for treatment of delusions and hallu-
cinations 2 weeks later and three more times before gradu-
ating from high school.

During the first few years of his illness, he had the
good fortune of being treated by a psychiatrist who
believed in the value of patient education. Using the
Medication Management Module, the psychiatrist and Mr.
S spent 45 minutes weekly for 3 months exploring the
learning activities of this module. At many of the sessions,
the psychiatrist and Mr. S invited his parents to attend so
that they would be able to reinforce and support his self-
management and use of medication without being overly
involved or nagging. Mr. S learned about schizophrenia,
the medications used to treat the disorder, and their side
effects. He learned and applied effective coping mecha-
nisms for dealing with dry mouth and supersensitivity to
sun exposure.



He was engaged in a social-skills training group of
outpatients that featured an individualized approach to
learning how to achieve one’s needs.® Led by a behavior-
ally oriented psychologist, the group enabled Mr. S to
learn relationship-building skills (i.e., the correct re-
sponse to social cues such as facial expression, tone of
voice, and body language). This enabled him to judge
other people’s responses to his actions and helped him
make subtle behavioral adjustments to mask his some-
times-severe thought disorder. He was accepted to a
prestigious university to which he applied while an inpa-
tient in a psychiatric hospital.

Feeling overconfident because he was attending a
university and was clinically stable, he discontinued his
medication. Within 3 months, he suffered another
psychotic break, necessitating a psychiatric hospitaliza-
tion and retitration of his neuroleptic medication. He
recovered several weeks later but felt the need to enroll in
adifferent university “where people don’t know me” back
in his home state. At this time, he resumed treatment with
his original psychiatrist, who persuaded Mr. § to partici-
pate in the Symptom Management Module, which taught
Mr. S how to identify his prodromal symptoms of impend-
ing relapse. For Mr. S, psychotic decompensation was
heralded on each occasion by several weeks of ideas of
reference, suspiciousness, difficulty concentrating, and
arduousness in expressing himself. With Mr, §’s permis-
sion, the psychiatristinvited his parents to participate in the
framing of Mr. S’s “relapse prevention plan,” which in-
volved asking his parents for assistance with making a
phone call to the psychiatrist and driving him to the
psychiatrist’s office.

Mr. S and his therapist worked together to develop a
self-monitoring system that identified early warning signs
of stress and relapse. Each night, Mr. S would rate his daily
symptoms and adjust his medication accordingly. For
example, if Mr. S felt he had no problems concentrat-
ing, no difficulty expressing his thoughts, or no feelings
of suspiciousness, he would take the baseline level of 5
mg of fluphenazine (Prolixin). If he had experienced
ideas of reference but no speaking problems that day,
he would take 10 mg. The presence of both cognitive
and loose associations when speaking to others would
warrant 15 mg.

Another crucial factor in Mr. S’s self-management
was his ability to form trusting relationships. His
several close and loyal friends allowed him to gather
feedback on his cognitive and behavioral processes as
well as empirically validate his perception of symptoms.
This was an important element in building self-esteem that
increased his confidence in his capacity for self-assess-
ment.

Mr. S’s psychiatrist, with help from a social worker,
engaged Mr. S, his parents, and his girlfriend in 25 sessions
of behavioral family management,*® during which they
learned basic communication skills (e.g., giving positive
feedback to each other, making a positive request in-
stead of a “demand” from others, and expressing angry
or frustrated feelings directly and non-accusatively).
After 10 sessions of systematic training in communication
skills, Mr. S and his parents were taught how to use these
skills in coping with and solving day-to-day problems.

The problems could arise in the family relationships (e.g.,
Mr. S secluding himself for long periods of time in his
room) or in the community (e.g., Mr. S experiencing
difficulty using the new computerized index catalogue at
the local library).

Mr. S continued successfully in college and graduated
with honors in psychology. He applied and was accepted
for graduate school in clinical psychology in another state.
One year later, he married his girlfriend of 3 years.

Graduate school went very well for nearly 2 years. He
had been on the same medication regimen,; but for practical
reasons, he switched to a local psychiatrist who did not
concur with the diagnosis of schizophrenia, principally
because Mr. S was functioning at such a high level. Soon
thereafter, the psychiatrist thought he saw early signs
of tardive dyskinesia, and persuaded Mr. S to stop his
medication and begin takinglithium (Eskalith, Lithane).
Within 6 weeks, he decompensated and was admitted to
apsychiatricfacility, He was restarted on fluphenazine,
and although his psychotic symptoms abated rapidly,
his return to baseline functioning was delayed by the
heavy-handed and stressful work load of his graduate
program. He was forced to resign from the program; he
was allowed to finish his master’s degree but was not
permitted to pursue a doctorate or a clinical certificate.

Despondent but not defeated, he returned to his home
state and began working as an administrator in a mental
health advocacy program. He has been successfully
employed for the past several years; at the time of this
writing, he is the assistant director of the program. Al-
though his original goal was to be a clinician, he has
channeled his desire to help others avoid the torment he
experienced by becoming active in the political arena,
believing that by working to influence the attitudes of
legislators, he can most effectively fight discrimination
against the mentally ill.

Although he acknowledges the importance of medica-
tion, social support, his own intelligence, and good
premorbid adjustment as protective factors in his ongoing
efforts to cope with schizophrenia, he believes the key to
his wellness is self-discipline. His ability to sacrifice
comfort for psychiatric stability is partially a result of his
stoic personality, but he ascribes most of his self-manage-
ment ability to the skills training he had received. Itis this
inner strength that is tested daily: at home, by taking extra
fluphenazine; at work, by trying to appear objective when
supervising coworkers who talk disparagingly about cli-
ents; at political gatherings, where he tries to remain the
professional advocate but wishes to scream out his per-
sonal anguish. His biggest disappointment is that he
cannot tell his story for fear of losing his job, social
position, and credibility. He says there are many people
with schizophrenia like him in the community. If so, these
people have much to teach us about self-management of
schizophrenia.

From Jllness Self-Management to Recovery

What are the prospects for broadening symptomatic
and social recovery to a larger number of persons with
schizophrenia? The key to succeeding in this endeavor
lies in early intervention that engages the patient and



family in a comprehensive program of treatment and
rehabilitation within the first years of the illness. When
persons who have a recent onset of schizophrenia are
involved in an integrated biobehavioral treatment pro-
gram, they show rapid and substantial remission of their
positive and negative symptoms.!

For example, at the UCLA Aftercare Clinic, per-
sons with recent-onset schizophrenia who received 12.5
mg of fluphenazine for 2 weeks, family education,
individual case management, and psychoeducational
group treatment were in complete remission of clini-
cally significant levels of positive psychotic symptoms
for 82 % of their first year in treatment and in remission
of clinically significant levels of negative symptoms for
78% of the first year.’” These lengthy periods of remis-
sion of psychopathology offer clinicians a window of
opportunity to intervene with psychosocial services and
skills training when patients have the cognitive capacity to
benefit from learning experiences. If treatment and reha-
bilitation is sustained and flexibly linked to the phase and
type of an individual’s schizophrenic disorder for many
years, then the prospects rise considerably for sustained
symptomatic remission and normal psychosocial func-
tioning (e.g., living independently, working or studying,
having friendships, and pursuing recreational activities).

The elements of service described herein are not “pie
in the sky”’—they have been assembled and delivered in
real programs. For example, a community mental health
system in the County of Buckingham in England imple-
mented an integrated system of care for the seriously
mentally ill in the mid-1980s. Services such as those cited
in this lesson were delivered in vivo, especially in the
patients’ homes and workplaces, by a team of specialized
psychiatrists, psychologists, social workers, and psychiat-
ric nurses. Epidemiologic surveys in this county indicate
that the incidence of new cases of chronic schizophrenia
decreased 10-fold during a 5-year period.*®

Scientist-practitioners working at the UCLA Clinical
Research Center for Schizophrenia & Psychiatric Reha-
bilitation have applied and adapted the findings from
research in their clinical work with young patients suffer-
ing from schizophrenia. Working with a private agency of
specially trained case managers, the “life adjustment team,”
psychiatrists and psychologists from the Clinical Research
Center are integrating many of these principles to acceler-
ate the process of symptomatic and social recovery in these
patients, who range in age from 17 to 40.

Case managers, under the supervision of psycholo-
gists and psychiatrists, teach clients medication and
symptom self-management skills, basic conversational
skills, and recreational skills. Behavioral family man-

agement is employed for achieving a partnership with
family members who, along with the client, become
educated and empowered to participate as full members of
the “team.” Personalized goals are formulated by each
client with the astute assistance and coaching by the case
managers, and these goals are monitored weekly and
reported monthly and quarterly to the client, family,
and treating psychiatrist.

Vocational rehabilitation, in the form of transi-
tional and supported work, is facilitated by the case
managers when clients’ symptoms have stabilized and
their goal setting reaches the domain of work. The
therapeutic alliance between the clients and their case
managers is developed and strengthened through frequent
interactions in natural, community-based recreational and
social settings, as well as through home visits. Even
though a formal research study is still being planned to
evaluate this integrated mental health treatment and reha-
bilitation program, 10 clients already have achieved stable
and prolonged remission of psychotic symptoms and
reintegration into full-time work or university study.

Summary

Community-based care of persons with serious men-
tal disorders has become infused with greater optimism in
recent years because efforts increasingly are guided by
empirically validated and treatment-specific interventions.
These treatments include a new generation of anti-
psychotic and antidepressant medications, use of exist-
ing and customary antipsychotic drugs with higher
benefit/risk ratios, social-skills training, supported
employment, assertive case management, and
psychoeducational family management. The clinical
and economic effectiveness of treatment systems marked
by comprehensiveness, accessibility, and coordination of
services is now generally recognized.

Psychopharmacologic and psychosocial treatments
appeartobe additive in their efficacy. Forexample, adding
psychoeducational or behavioral family management to
maintenance antipsychotic medication reduces relapse rates
by half. Combining social-skills training with mainte-
nance pharmacotherapy yields better social function-
ing while minimizing relapse. If comprehensive and
coordinated treatment and rehabilitation services are ac-
cessible on a continuous basis for those in the early phases
of their psychotic disorders, the.goal of recovery (i.e.,
sustained remission of psychotic symptoms and normal
instrumental role functioning) is a legitimate aim of any
clinical program.
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QuUuESsSTIONS BAsep ON THis LEssoON

These questions must be answered for CME credit. Please mark your answers on the response form.

49. In the study by Hogarty and colleagues, which thera- 51. The main source of enduring financial and social
peutic modality decreased relapse rates the most? support of patients with schizophrenia is:

A. Family psychoeducation

B. Individual social-skills training
C. Psychopharmacology

D. A, B, and C combined

A. The family

B. The state hospital

C. The federal government
D

None of the above

50. Which of these factors has contributed to the feasibil-

ity of illness self-management?

A. Emergence of skills-training technology

Optimistic long-term outcome data

B.
C. Both of the above
D. None of the above

QuEsTiON BAsep ON A PREviOous LESSON QuEsTioN Basep ON A FuTuRE LESSON

These questions are for self-assessment only. Answers appear below.

Predictors of a positive outcome for treatment of acutely ill Antidepressant medication usually should be started early,

patients with valproate include:

A. A designation of bipolar | disorder

B. An absence of a family history of mood disorder
C. Increasing severity of mania over the natural history of

the illness
D. Mixed states

often as soon as possible, when:

A. Improvement is likely to occur with psychotherapy
alone

B. There is a strong family history of mood disorder

Suicidal risk is absent

D. The diagnosis of major depression is unclear

o
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Figure 1. Durability of skills learned in two modules, Symptiom Management and Medication Management. The contrast group is
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Table 1

BARRIERS TO PATIENT COLLABORATION IN TREATMENT
AND ExampLes oF CorreEcTIVE MEASURES

Barrier

Treatmenttechniques
(side effects)

Patient characteristics
{cognitive disorganization)

Family characteristics

(unrealistic expectations)

Clinician-patient relationship
(clinician’s nihilism)

Treatment delivery system
(lack of coordination)

Corrective Measure

Educate patients about side effects and their man-
agement

Teach self-monitoring technigues to patient

Encourage family participation in psychoeducation
and support groups

Help patient and family members to setand attain
realistic, incrementai goais; offer lavish reinforce-
ment when they are achieved and even for effort

Use case managers and continuous treatment
tearns with capability for assertive outreach to

coordinate services

Table 2
PrinciPLES FOR SuccEsSFUL COMPREHENSIVE
AsserTIVE CoMMUNITY TREATMENT

. Educational thrust with patients viewed as “students,

. Priority given to the persistently mentally disabled population with an

optimistic, “can-do” rehabilitation philosophy

. Linkage with other resources in the community, including liaison with

partial hospitalization and inpatient care when indicated

. Functional integrity in which provision is made forpatientstoreceive the

full range of services formerly associated with institutional care (e.g.,
medical, psychiatric, housing, financial, recreational, vocational)

. Individually tailored treatment with outreach as needed and least

amount of supervision and restrictiveness to encourage empower-
ment, autonomy, and iliness self-management by patients

. Cultural relevance and specificity

. Staff trained to engage difficult clients, conduct symptomatic and

functional assessment, and provide empirically validated bichehaviorat
treatment (e.g., social-skills training) and rehabilitation modalities

. Systematic, written set of policies and procedures, including treatment

manuals

members,” or
“clients” who can acquire greater self-help and self-reliance through
learning-based procedures.

. Ongoing internal assessment and quality assurance mechanisms that

permit the program tc monitor itself continuatly and improve its func-
tions, processes, goals, and outcomes
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Table 3

LearNING AcTiviTIES FOR EAcH SkiLL AREA IN SkiLLs TRAINING MoouLEs

Learning Activity

1. Introduction to skill area

2. Videotape, questions/answers

3. Roleplay

4. Resource management

5. Outcome problems

6. In vivo exercises

7. Homework assignments

8. Booster sessions

Role of Trainer

Tell participants the skilis that will be taught and the benefits
of learning them

Show participants a videotaped demonstration of the skills,
and ask questions to be sure the material is understood

Help participants practice the skills

Teach paricipants to identify the resources needed to
perform the skills and methods of obtaining these resources

Teach participants to solve problems that might occur when
the skills are used in new situations

Supervise participants as they perform the skills in new
situations

Encourage participants to perform the skills independently
in new situations

Provide participants with “refresher’ courses on an as-
needed basis

Directions in Psychiatry
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