
Clinical Research in Psychology  •  Vol 1  •  Issue 1  •   2018� 1

INTRODUCTION

Schizophrenia is a psychiatric condition characterized by 
a disruption of the cognitive, communicative, emotional, 
social, and occupational functioning. Hallucinations, 

delusions, social withdrawal, apathy, and disorganized 
psychotic symptoms are commonly reported. Growing 
empirical evidences emphasize the crucial role of psychosocial 
interventions merged to medical treatments. Thus, psychotic 
symptoms are significantly reduced, and recovery is relevantly 
improved, with long-term beneficial outcomes and an arrest 
of the illness progression.[1-3] Clinicians usually use new 
and effective strategies and technologies in the treatment of 
individuals with schizophrenia. For instance, successful systems 
rely on comprehensiveness and continuity of care. Technologies 
such as case management and supported employment have their 
established validity.[4,5] Psychosocial interventions and models 
of quality of life in schizophrenia are based on the notion that 
increases in psychosocial functioning will be associated to 

improvement in subjective experiences, such as self-esteem, 
fulfillment, and satisfaction.[6] Among behavioral interventions, 
occupation therapy (OT) and social skills training (SST) are 
frequently and efficiently implemented.[7-10]

OT consists on the use, assessment, and intervention to 
develop, recover, generalize, and maintain the significant daily 
activities or occupations of individuals, groups of communities. 
OT services may include comprehensive evaluation of 
client’s home and other environment (e.g., medical and/or 
rehabilitative center and workplace), recommendations for 
adaptive equipment and training in its use, and guidance and 
education for family members, staff and caregivers. Usually, 
OT practitioners have a holistic perspective, in which the 
focus is on adapting the environment to fit the person, and the 
person is an integral part of the therapy team.[11,12]

SST is a collection of strategies aimed at improving the 
quality of life of patients with schizophrenia. Interpersonal 
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communication, social relationship, and social support 
are specifically enhanced. Comprehensive programs for 
schizophrenia patients include basic conversational skills, 
assertiveness skills, interpersonal problem solving, conflict 
management skills, friendship and dating skills, work, and 
vocational skills. Methods basically used in SST refer to 
modeling, role playing, backward and forward chaining, 
feedback reinforcement, and corrective feedback. Training is 
typically conducted in small groups (i.e., 6–10 participants). 
A session can be collected according to an individual criterion 
or based on family members because these persons can 
facilitate and reinforce the acquisition and/or the recovery 
of the skill. Average persistence of the learning process is 
about 2 years. Then, it needs a new practice. Research has 
demonstrated that SST can easily increase social functioning, 
although it has little effect on risk of relapse.[13-15]

The literature on the separated use of OT and SST for 
promoting adaptive skills of patients with schizophrenia is 
substantial.[16-20] Review papers on the single use of both 
are available However, both strategies have been rarely 
merged.[21,22] Accordingly, the primarily goal of the current 
review paper is to provide the reader with a concise overview 
of the literature available in the last two decades on the use 
of OT and SST for enhancing constructive engagement, 
independence, self-determination, and adaptive responding 
of patients with schizophrenia. Some meaningful studies on 
both strategies were reviewed. Strengths and weaknesses of 
the retained contributions were emphasized. Implications of 
the findings were discussed, and some useful guidelines for 
future research and practice were outlined.

METHODS

A computerized search was performed in SCOPUS. A manual 
search was included and merged as completion. Schizophrenia, 
OT, SST, quality of life, constructive engagement, inclusion, 
independence, and self-determination were used as keywords. 
Eligibility criteria were (a) at least an empirical contribution, 
(b) at least a participant with schizophrenia, (c) English 
language of the paper, and (d) publication year range included 
between 2000 and 2018. Accordingly, fifteen studies were 

reviewed, with 1548 participants included. Irrespective of the 
number of the studies within each category, four studies were 
concisely described, with the objectives of the interventions, 
the recruited participants, the procedures, and the mininum 
results. Two synoptic tabs were added as completion, with 
the authors of the studies, the selected participants with their 
chronological age, the adopted strategies, and the outcomes.

LITERATURE REVIEW

Occupational therapy
As mentioned above, OT is focused on the acquisition 
and the recovery of daily activities and/or occupation. 
Thus, through an OT-based intervention, the patient with 
schizophrenia should be able to independently manage daily 
functional and/or vocational activities. Furthermore, his/her 
constructive engagement, positive participation, and adaptive 
responding should be improved. Accordingly, both families 
and caregivers’ burden should be significantly reduced with 
beneficial outcomes on the psychological environment. Seven 
studies were retained in this section with 618 participants 
involved [Table 1].[23-29]

For example, Eklund et al.[23] evaluated the effectiveness of the 
16-week Balancing Everyday Life (BEL) program compared 
to care as usual (CAU) for people with mental illness in 
specialized and community-based psychiatric services. The 
main outcomes referred to different features of subjectively 
assessed everyday activities, in terms of the engagement and 
satisfaction they bring, balance among activities, and activity 
level. Secondary outcomes concerned various aspects of 
well-being and functioning. BEL was a group and activity-
based lifestyle program. Active support and mainly standard 
occupational therapy were embedded in CAU. The BEL 
group was composed of 133 participants, the CAU group 
recruited 93 participants. The participants of both the groups 
completed self-report questionnaires targeting activity and 
well-being on three occasions, namely (a) at baseline, (b) at 
the intervention completion (i.e., at 16 weeks), and (c) at a 
6-month follow-up. At the same times, a research assistant 
assessed the participants’ level of functioning and symptoms 
severity. Results showed that BEL group improved more than 

Table 1: Reviewed studies on the use of occupational therapy
Authors Participants Ages Strategies Outcomes
Eklund et al.[23] 226 40–60 Cognitive training Three negative

Lystad et al.[24] 131 18–65 Cognitive remediation One negative

O’Flynn et al.[25] 52 20–65 Engagement survey Two negative

O’Reilly et al.[26] 60 20–65 Remediation therapy Sixty positive

Redoblado Hodge et al.[27] 69 20–62 Neuropsychological approach Nine negative

Sachs et al.[28] 40 18–55 Affect recognition Forty positive

Sibitz et al.[29] 40 22–67 Empowerment program Forty positive
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CAU group from baseline to 16 weeks on primary outcomes 
in terms of activity engagement, level, and balance. The BEL 
group also improved more than CAU group from baseline 
to 16 weeks on secondary outcomes. Specifically, significant 
differences emerged on symptoms severity and level of 
functioning. However, no differences were demonstrated 
between-group on well-being. High intraclass correlations 
corroborated clustering effects for symptoms severity and 
level of functioning. Between-group differences were 
confirmed for activity engagement and level during the 
6-month follow-up.

Lystad et al.[24] examined the effects of vocational 
rehabilitation (VR) to counteract high unemployment rates. 
The outcomes of cognitive remediation (CR) combined 
to VR, compared to techniques of cognitive-behavioral 
therapy (CBT) combined with VR on neurocognition and 
occupational functioning over a 2-year period. A total of 131 
participants underwent an assessment with the MATRICS 
consensus cognitive battery (MCCB) at baseline, post-
treatment (i.e., after 10 months), and follow-up (i.e., 2 years 
after randomization). Occupational status and number of 
hours worked were recorded at all assessment points. Both 
groups improved on several neurocognitive domains. All 
improvements were in favor of CR group. There was a 
significant increase in a number of participants working and 
hours worked in both the groups throughout the intervention 
period, with no between-group differences. The number 
of hours worked at follow-up was predicted by change in 
working memory and the composite score in the CR group. 
CR-augmented VR improved several domains.Specifically, 
Verbal Learning and Working Memory, which were critical 
in the CR intervention increased. The combination of VR and 
CR or CBT enabled individuals with schizophrenia to attain 
and maintain work over the time.

O’Reilly et al.[26] carried out a randomized controlled trial 
to corroborate the suitability of cognitive remediation 
therapy (CRT) including 60 participants diagnosed with 
schizophrenia or schizoaffective disorder, who were 
randomly assigned to one of two conditions, namely (a) CRT 
with treatment as usual (TAU) or TAU. CRT consisted of 
42 individual sessions and 14 group sessions. The primary 
outcome measure for this study was the change in cognitive 
functioning using the MCCB. Secondary outcomes included 
changes in social and occupational functioning, disorganized 
symptoms, negative symptoms, violence, participation 
in psychosocial treatment, and recovery. In addition, 
participants’ satisfaction was monitored. Results outlined that 
cognitive difficulties experienced by schizophrenia spectrum 
patients were associated with general functioning, ability to 
benefit from psychosocial intervention, and quality of life. 
Data positively answered the question whether CRT was 
an effective intervention strategy for forensic mental health 
patients. Specifically, it tested whether a representative cohort 

of patients with schizophrenia or schizoaffective disorder 
benefited from CRT and whether they were satisfied of the 
intervention. In addition, a focus on cognitive strategy as a 
primary treatment had the potential to reduce violence risk in 
two ways. First, it could help patients who were cognitively 
impaired benefit from specialized psychosocial programs 
targeting the risk of violence. Second, it could improve 
general functioning ability.

Redoblado Hodge et al.[27] assessed a multisite community 
study, which examined 69 individuals with schizophrenia, 
who underwent CRT using the Neuropsychological 
Educational Approach to Remediation (NEAR). Evaluations 
using the same neuropsychological tests and measure of 
psychosocial outcome were collected at four-time points: 
(a) Baseline, (b) before start of active intervention, (c) end of 
active intervention, and (d) 4 months after the end of active 
intervention. Dose of antipsychotic medication remains 
identical throughout the study. After participating in NEAR, 
patients evinced relevant increasing in verbal and visual 
memory, sustained attention, and executive functions. The 
positive effect was confirmed during the 4-month follow-up. 
The average effect size varied between mild and moderate. 
Social and occupational outcomes also improved from 
baseline to post-treatment, which persisted 4 months later. 
NEAR was effective in improving cognition in patients with 
schizophrenia in a naturalistic and ecologically valid setting.

SST
A second approach aimed at promoting self-determination, 
adaptive responding, and the independence of patients with 
schizophrenia is represented by SST. Psychiatric treatment 
and rehabilitation are viewed as integrated, seamless 
approaches focused on restoring and recovering persons with 
major mental disorders to the higher level of functioning and 
quality of life. An illustrative example of combined treatment 
and rehabilitation is the use of pharmacotherapy associated 
to supported employment, SST, family psychoeducation, 
assertive community intervention, and integrated programs 
for persons with psychotic disease. Within this framework, 
SST pursues the goal of minimizing the symptoms and 
relapse while maximizing social function. An SST-based 
intervention would primarily be directed to developing illness 
management strategies, improving social functioning, and 
changes in symptoms, as far as they are significantly reduced 
and considered irrelevant to achieving the objectives of the 
treatment.[30-32] Eight studies were reviewed in this section, 
with 930 participants involved [Table 2].[33-40]

For instance, Coenen et al.[33] carried out a study to determine 
whether persons with neuropsychiatric disorders experienced 
a common set of psychosocial difficulties using qualitative 
data from focus group and individual interviews. The 
investigation was conducted in five European countries 
(i.e., Finland, Italy, German, Poland, and Spain), adopting 
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the focus group and individual interviews with persons with 
nine neuropsychiatric disorders (i.e., dementia, depression, 
epilepsy, migraine, multiple sclerosis, Parkinson’s disease, 
schizophrenia, stroke, and substance dependence). Digitally 
recorded sessions were examined using a step-by-step 
qualitative and quantitative methodology, resulting in the 
compilation of a common set of psychosocial difficulties 
using the International Classification of Functioning, 
Disability, and Health as framework. 67 persons were 
involved. Most persons with neuropsychiatric disorders 
experienced problems in emotional functions, sleeping, 
carrying out a daily routine, working, and interpersonal 
relationship. 16 of the 33 psychosocial difficulties made-up 
the common set. The set included mental functions, pain, and 
issues addressing activities and participation and provided the 
first evidence for the hypothesis of horizontal epidemiology 
of psychosocial difficulties in neuropsychiatric disorders.

Contreras et al.[34] explored the subjective experience of 20 
participants with schizophrenia undertaking a CR trial. The 
participants completed a questionnaire-facilitated interview, 
after being exposed to 20 h of CR. Thematic analysis was 
then used to identify codes and themes. Accordingly, three 
themes were identified. Relatively to the reported benefits, 
all participants found the training to be a positive experience, 
with 70% having identified cognitive improvements, 45% 
improved motivation or confidence, and 20% improved 
social skills. The role of cognitive trainer in being supportive, 
adaptive, and instructive was consistently indicated as 
relevant, and most participants positively commented on the 
group format. Fewer participants observed a transfer to real 
life settings, with improved social skills, use of cognitive 
strategies, or features of everyday living reported by 40% of 
the participants.

Kurtz et al.[37] compared the effects of an extended 
(i.e., 6 months), standardized, computer-assisted CR 
intervention, administrated along with a standardized 
program of SST, with training program (i.e., computer Skills). 
64 individuals with schizophrenia recruited from two treatment 
sites were randomly assigned to one of two conditions, 

namely (a) CR and (b) SST. Furthermore, they were assessed 
by blinded raters on neurocognitive measures, performance-
based measures of social skill, and rating of psychosocial 
functioning before and after treatment. Results emphasized 
that the CR group improved relevantly more in attention, 
working memory, and empathy than computer skills group. 
However, no differences emerged between groups on other 
measures of psychosocial functioning or skills. The findings 
suggested that CR used in the context of other evidence-based 
psychosocial interventions (i.e., SST) enhanced working 
memory in schizophrenia and recommended that this effect 
would be generalized to improved empathy.

Pratt et al.[39] conducted a pilot study of an individual tailored 
program to improve community living and health self-
management skills in older adults with serious mental illness. 
The study provided the Helping Older People Experience 
Success-Individually Tailored (i.e., HOPES) intervention, an 
adaptation of an empirically supported, manualized, group-
based skill training program shown to improve community 
functioning, psychiatric symptoms, self-efficacy, and receipt 
of preventive health. HOPES targeted five skill areas: 
(a) Leisure time and communication, (b) communication, 
(c) independent living, (d) friendship, and (e) health self-
management. 47 adults with serious mental problems 
(i.e., 38% with schizophrenia and 62% with mood disorders). 
Trained HOPES coaches assessed participants’ skills and 
functioning and engaged them in shared decision-making 
to select which curricular areas to receive. Participants 
were exposed to one HOPES session per week along with a 
9–12 months’ time period of intervention. The assessment of 
overall psychosocial functioning and the five skill areas was 
recorded at baseline, post-intervention, and 3 and 6 months. 
Results evinced that participants with baseline impairments 
in overall functioning and in each of the skill areas targeted 
by the program significantly improved their performance 
and increased the related outcome measures. Selection of 
specific HOPES curriculum was not correlated with the 
level of impairment in associated skill areas at baseline, 
but participants with more impairments overall choose and 
completed more curriculum modules.

Table 2: Reviewed studies on the use of SST
Authors Participants Ages Strategies Outcomes
Coenen et al.[33] 67 20–78 Focus group Two negative

Contreras et al.[34] 20 22–64 Facilitated interview Twenty positive

Jung and Kim[35] 521 21–75 Self‑report survey Twenty negative

Kawakubo et al.[36] 13 20–71 Mismatch negativity Thirteen positive

Kim and Mueser[37] 15 48–68 Psycho‑education Fifteen positive

Kurtz et al.[38] 64 Non‑specified Computer‑assisted program Four negative

Pratt et al.[39] 47 28–76 Tailored‑program Two negative

Pratt et al.[40] 183 51–80 Skills training Three negative
SST: Social skills training 
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DISCUSSION

Data of the reviewed studies confirmed the effectiveness and 
the suitability of both intervention strategies (i.e., OT and 
SST) for promoting independence and self-determination of 
patients with schizophrenia spectrum and severe psychotic 
disorders. The results were largely positive, although 
few failures occurred (i.e., 3%). The current review 
emphasized that the performance of the participants was 
significantly increased during the intervention periods, and 
their constructive engagement was enhanced. Participants’ 
adaptive responding improved and their psychotic features 
were relevantly reduced accordingly. The learning process 
was maintained over the time and generalized across settings. 
These data were supported by previous findings[41-45] and 
suggested the following considerations.

First, OT and SST were effective for the acquisition and 
the recovery of daily functional activities. People with 
schizophrenia spectrum learned to functionally use the proposed 
programs for improving their performance and reducing 
their withdrawal, isolation, and passivity. The independence 
and self-determination of the participants were enhanced. 
One may argue that both approaches may be considered as 
valid educational, psychological, and rehabilitative resources 
for emphasizing the participants’ active role toward the 
environment in daily settings. Accordingly, caregivers’ and 
families’ burden was significantly reduced. Social interactions 
and communication skills were favorably acquired.[2,18,46]

Second, both strategies can be viewed as affordable for daily 
contexts. Both families and caregivers may have relatively 
cheap, not expensive solutions (i.e., no more than 1000 
USD), even if technological supports and/or computerized 
interventions were adopted for daily life. Similarly, a tailored 
and individualized solution profitably fitted the participants’ 
needs with beneficial effects on their performance. Thus, by 
being adequately rewarded and motivated with individualized 
options, the participants were positively occupied, and the 
learning process was fostered.[47,48]

Third, participants with schizophrenia spectrum were 
constructively engaged. That is, by designing an user-
tailored rehabilitative strategy, they were focalized on new 
adaptive skills. Their psychotic problems and/or challenging 
behaviors were redirected toward new adaptive responding 
and functional social skills (e.g., self-management and/or 
communication opportunities). One may argue that, rather 
than looking for self-stimulation, people with schizophrenia 
were efficiently taught to performing new and adaptive 
behaviors with positive outcomes for themselves, families, 
and caregivers in daily contexts.[49,50]

Fourth, the learning process was consolidated over the time. 
Thus, even if the intervention was suspended, participants 

maintained their levels of performance and generalized it 
across settings, tasks, and caregivers. One may argue that 
the causal association between behavioral responses and 
environmental consequences were empirically demonstrated 
to be solid. In other words, the selected behavioral responses 
did not require a high cost as efforts, the retained activities 
were rewarded, and the screened stimulation was highly 
motivating. The learning principles were corroborated.[8,51]

Fifth, few failures occurred (i.e., 3% of the recruited 
participants). Three basic explanations might be putted 
forward. First, the selected behavioral response required 
an excessive effort to be performed. Second, the selected 
functional activities were not sufficiently meaningful for the 
selected participant. Third, the positively stimulation used 
was not adequately motivating. With regard to the first point, 
new extensions of the reviewed studies should deal with 
targeting new and easily adaptive responses already available 
in the persons’ behavioral repertoire. With regard to the 
second point, further investigations should outline updated 
solutions suitable and feasible for both financial and human 
resources. With regard to the third point, researchers and 
clinicians should constantly modify the screened stimulation 
as to avoid satiation and saturation phenomena.[52]

Concluding, in light of the above, new research perspectives 
within this framework should be focused on (a) new extensions 
of OT and SST strategies including new participants with 
schizophrenia spectrum and/or different psychotic disorders, 
(b) further updating of the technological solution available 
and/or learning strategies within this specific topic, (c) the 
inclusion of preference check assessment by the participants 
involved, and (d) social validation procedures for recruiting 
external raters to corroborating social and clinical validity of 
the implemented programs.
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