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ersonal Effectiveness for Success-

ful Living (1), a flexible and high-
ly individualized form of social skills
training, has been continuously of-
fered for more than 30 years in com-
munity mental health centers, outpa-
tient clinics, private practices, state
hospitals, and veterans’ medical cen-
ters throughout the world (2). Be-
cause this type of training uses basic
principles of human learning that ap-
ply to everyone—such as goal setting,
modeling, behavioral rehearsal or role
playing, repeated practice, positive re-
inforcement for small changes, and
community-based assignments—per-
sons with every type of disorder who
come for psychiatric services can be
involved (3).

Building on the motto of the Na-
tional Association of Social Workers,
“helping people help themselves,” so-
cial skills training aims more specifi-
cally to teach people to help them-
selves. Skills training enables clients

. to learn how to get their own needs

. met with less involvement of case

managers and other clinicians.
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Procedures used in the module
The Personal Effectiveness for Suc-
cessful Living module, which can be
conducted in individual, family, or
group formats, begins with the clini-
cian’s assisting clients to articulate
their personal long-term goals. This is
the most technically challenging part
of the training, because many individ-
uals will get stuck focusing on their
symptoms or problems and pose their
goals in negative terms, such as “I'd
like to be free of my depression,” “I'd
like to be able to leave the hospital,”
“I don’t have enough money to enjoy
life,” or “I don’t want to be so lonely.”
The clinician must help the client
translate these problems into positive
goals by asking questions such as,
“What would you like to be able to
doflike to do/enjoy doing if you were
free of your depression or voices?”;
“What can you do to convince your
doctor that you are ready to leave the
hospital?™; “How might you reduce
your expenses or earn some moneyr”;
and “Do you know anyone with whom
you could meet and do things togeth-
er?” Some personal goals of consecu-
tive clients who have participated in
this type of skills training, framed in
positive and constructive terms, are
listed in Table 1. When skills training
is conducted in a group, the mem-
bers’ personal goals are listed on a flip
chart or marker board to maintain fo-
cus and overcome attentional deficits.
The next step is to help the individ-
ual identify a specific interpersonal
action that, if accomplished, would
bring that individual closer to his or
her personal goal. Thus a series of
stepwise, incremental goals leading to
the personal goal of “having more

—

friends” might begin with “attend a
Bible class where there would be oth-
ers who share my interest in religion,”
“sign up for tennis instruction at the
local recreation district,” “join the
Sierra Club and go on its weekly hikes
with other members,” “call a friend
from high school with whom I've
stayed in contact and invite him to join
me for coffee or a movie,” “ask my
case manager whether she knows of
anyone on her caseload whom I might
enjoy getting to know,” or “ask one of
the members of my psychosocial club
if I could join her for dinner at her
table.” Examples of concrete and
short-term goals selected as targets
for training in skills groups, linked to
clients’ various long-term personal
goals, are also listed in Table 1.

The acronym SMART (specific,
meaningful, attainable, realistic, and
transfer) can be used to recall the at-
tributes of setting highly specific and
incremental goals for the skills train-
ing. First, goals for training are spe-
cific: they are described by answering
the questions “What is the goal?”;
“With whom do I need to interact to
achieve the goal?; and “When and
where will this interaction likely take
place?” Second, the goals are mean-
ingfully linked to a longer-term per-
sonal goal. Third, each goal should be
attainable—neither too difficult nor
too easy to accomplish in real life.
Fourth, the goal should be realistic so
as to be consistent with the individ-
ual’s rights and responsibilities and to
improve the individual’s social func-
tioning, while building on the individ-
ual’s strengths, deficits, and re-
sources. Finally, community-based
case managers and natural supporters
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Table 1

Personal goals selected by clients participating in the social skills training module

Personal Effectiveness for Successful Living

Goal

Example of behavioral skill

Improve social life and
have more friends
Return to complete college

Obtain a part-time job to
supplement my fncome
Get my own apartment

Obtain service-conngcted disability
from the Department of
Veterans Affairs ..,

Improve family relations

Find a new psychiatrist who

will educate me

about my disorder
Form a relationship with a girlfriend
Feel comfortable in social groups

Get married

Phone a former friend from high school and

arrange to meet for coffee

Meet with a college counselor to review
previous credits and plan new courses

Participate in a job interview for a janitor’s
position

Discuss rentals available in a desired

neighborhood within my budget with a real

estate agent

Solicit assistance from my psychiatrist to
document symptoms during military
service

Tell my father how much his interest and
support has meant to me :

Make an appointment with the medical
director to discuss my concerns

Visit a store in a shopping mall and start a
conversation with a young female clerk

Go to a community college class and start two

conversations with classmates
Phone churches to find out about singles’

social groups

should be mobilized to promote the
transfer of the skills practiced in the
group into the clients’ everyday life.

The procedures used for this type
of flexible and individualized skills
training have been described in treat-
ment manuals (1,3,4). The procedure
usually takes no more than five or ten
minutes per person, which makes
group training with up to ten clients
cost-effective. The principles used in
training are based on procedural, ac-
tive, and implicit learning that can
compensate for many of the cognitive
deficits experienced by people with
schizophrenia and other mental dis-
abilities. Thus benefits from skills
training sidestep the neurocognitive
obstacles posed by verbal learning,
insight, and memory that characterize
traditional “talk” therapies and dis-
cussion groups.

Once the specific goal for the skills
training session is chosen and en-
dorsed by client and clinician, a mod-
eling interaction is provided by the
clinician or, in the case of group ses-
sions, by a peer who has the appropri-
ate skills and experience. The model-
ing sequence is closely annotated,
and the individual is asked to repeat
the verbal and nonverbal elements of
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communication that were demon-
strated by the model; for example, the
eye contact, intonation of voice, facial
expression, posture, gestures, phras-
es, and speech used to initiate and re-
spond in the interaction. If the person
is unable to identify the discrete skills
that have been demonstrated by the
model, this sequence may have to be
repeated or made less complex.
Next, the individual has an oppor-
tunity to practice the verbal and non-
verbal elements of the skill that were
demonstrated by the model. Howev-
er, the clinician stays close to the per-
son while he or she goes through the
role play and provides coaching and
feedback to increase the adequacy of
the performance. Immediate positive
feedback is given to the person for
whatever was done well. In a group
setting, the leader structures and elic-
its positive feedback by asking each of
the group members what he or she
liked about how the leader communi-
cated in each scene. Posters on the
walls or on easels remind participants
of the specific verbal and nonverbal
communication and problem-solving
skills that are the subjects for the
training. Video feedback is often giv-
en, with special care taken to high-

light the segments of the role p!
that showed positive communicati
skill. If it appears that the individy
would benefit from further practic
additional rehearsing, either with
the skills training session or outside
it, can be prescribed.

The “rubber hits the road” wi
homework or community assig:
ments. Each person in training is gj
en a reminder card with the date, a
signment, and prompts to make goc
eye contact, speak with an appropria:
tone of voice, use facial expression |
convey emotions, and communicat
with the goal in mind. Sessions shoul
be at least weekly, but progress i
achieving community-based, person.
goals can be accelerated through th
use of more frequent sessions.

Results of skills training
A vast body of literature on soci:
skills training with persons who hav
schizophrenia and other major men
tal disorders, as well as practic
guidelines, documents that a wid.
range of social and independent livin:
skills can be leamed, that the skill
are durable, and that they generaliz
into home, work, and community set
tings (5). But what about clinical ap
plications of social skills training b
practitioners in ordinary facilities out
side of academic research studies:
Do individuals who go through the
training actually complete their as-
signments in the community and
reach their personal goals? Given the
individualized nature of treatment
goals, this question may provide a
more valid test of skills training than
do standardized assessment tools that
tap general areas of social and com-
munity functioning but that.may not
be particularly relevant to the rehabil-
itation service plan for an individual.
A review of 79 clients who consec-
utively joined Personal Effectiveness
for Successful Living groups led by
nurses, trainees in psychiatry and psy-
chology, occupational therapists, and
psychiatric technicians was conduct-
ed in five community mental health
centers and two outpatient clinics.
The cohort of 79 clients identified a
total of 123 personal goals with 658
specific behavioral assignments, of
which 72 percent were satisfactorily
attained. These same individuals re-
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ported successful achievement of 63
percent of their overall personal
goals. The rate of goal attainment var-
ied, of course, from client to client.
Generally, individuals with greater
thought disorder and deficit-type
negative symptoms did more poorly,
and individuals whose symptoms
were stable or in remission did best.
Persons who had long-term personal
goals that were highly motivating—
for example, restoring a driver’s li-
cense or keeping child custody—also
tended to do best, with rafés of as-
signment completion of about 90 per-
cent. Because the clinicians evalua-
tion and response to selfsreported
completion of assignments are non-
judgmental, the clients’ descriptions
of their assignments are highly reli-
able compared with direct observa-
tion of assignment completion (6).

Conclusions

Few outcomes are more valued by
consumers than achieving their own
personalized goals. This is the pri-
mary aim of social skills training.
What better way to empower a men-
tally disabled person than to equip
that person with the know-how and
skills to meet his or her own needs
without direct assistance from a clini-
cian? Skills training operationalizes
the ancient Chinese aphorism, “Give
a man a fish and he has a meal; teach
a man to fish and he can feed himself
for life.” The title “Personal Effec-
tiveness for Successful Living” was
chosen for the training module be-
cause it conveyed empowerment to
clients and motivated them to partici-
pate in the gradual, effortful learning
enterprise.

The further evolution; develop-
ment, and dissemination of skills
training methods will come from clin-
ical services research and a broader
focus on goals that are identified by
consumers themselves. Controlled
studies of skills training combined
with supported employment are un-
der way to determine whether teach-
ing fundamental workplace skills can
improve employment tenure among
persons with serious and persistent
mental illness. Because so many per-
sons with mental disabilities are sexu-
ally active and at risk of unwanted
pregnancy, rape, and sexually trans-

mitted disease, a new Friendship and
Intimacy module has been produced
(7). Computer-aided and errorless
training are technical innovations
aimed at enhancing individual-paced
and efficient learning of skills.

Afterword: For many evidence-

based psychosocial treatments that
require programmatic overhaul and
new human resources, organizational
and administrative obstacles and lack
of commitment from top and middle
management may torpedo the effort.
On the other hand, social skills train-
ing can be readily implemented by a
single clinician even when others in
the organization are not interested in
this modality. We have noted the suc-
cess ful application of skills training
when a psychologist decided to lead
groups in an acute inpatient unit, an
occupational therapist began a group
in a partial hospital program, and a
nurse developed a group for geropsy-
chiatry outpatients.

The importance of acquiring social
skills is underscored by a substantial
body of research that has shown high
correlations between social skills and
community and social functioning,
even after symptoms and cognitive im-
pairment have been controlled for (8).
The growing use of social skills train-
ing in the mental health marketplace
should reduce the burden and stress
On case managers in,.'intensive case
management programs and should en-
able clients to steer their daily lives
more autonomously (9). The zeitgeist

for this type of learning-based empow-

cmge -

g

erment is favorable, as reflected by a
new self-advocacy curriculum devel-
oped by the National Mental Health
Consumers’ Self-Help Clearinghouse,
the National Mental Health Associa-
tion, and the National Association of
Protection and Advocacy Systems. ¢
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