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Table 9-13. Psychosocial mterventlon strategies for treatment—
resistant schlzophrema \

The selection of appropriate and effective psychosocial treatments needs to be driven
by the individual patient’s needs and his or her social circumstances.

¢ Cognitive-behavioral therapy (CBT) is focused on patients with persistent delusions
and hallucinations based on a cognitive model of psychopathology. Cognitive-
behavioral approaches have small to medium effect sizes on positive symptoms,
negative symptoms, community funcnomng, hopelessness, and social anxiety.

¢ . Cognitive remediation aims to improve cognitive functlomng through stimulation
of impaired areas of cognition and teach patients strategjes to compensate for
deficits. Cognitive remediation approaches are associated with small to medium
effect sizes for cognitive performance (medium), psychosocial functioning (slightly
~ lower), and symptoms (small). Cognitive remediation yields greater benefits in
functional outcomes when combined with adjunctive psychiatric rehabilitation
‘than when provxded alone.

*  Case management is the coordination, integration, and allocation of care according .
" to the needs of each individual. Assertive Community Treatment (ACT) is 2
- multidisciplinary approach to community-based care that delivers treatment and
care for patients with senous mental health problems in the community..

= Whereas case management reduces the number of hospital days but i increases

. “the number of total admissions, ACT reduces both.

— Case management and ACT have shown some efficacy in reducing family
burden, cost of care, symptoms, and dropout rates; increasing family and
panents satisfaction with services.and panem:s contacts with services; and
improving social funcuomng

levels was associated with greater improvements in quality of life. This sug-
gests that patients who experience more improvement in symptoms with a -
better pharniaéological treatment have a greater potential to benefit from psy-
chosocial treatments.

Cogmtwe—Bebamoral Therapy

It is well documented that psychotlc symptoms are only weakly correlated
with psychosocial functioning, given that they respond to antipsychotic med-
ications and that their severity can vary dramatically throughout the illness
course. However, some evidence indicates that worsening of psychotic symp-
toms (Angell and Test 2002) and persistence of psychotic symptoms (Racen-
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stein et al. 2002) can reduce social and work functioning. Alternative

approaches to treatment-resistant psychotic symptoms are needed that can

ameliorate both the distress caused by the symptoms and the functlonal im-
- pairment that accompanies them.

CBT initially was focused on patients with persistent delusmns and hal-
lucinations based on a cognitive model of psychopathology. According to the
model, current psychotic symptoms are seen as resulting from misattributions
of perceptions of évents prompted by viewing them through the prism of a

' faulty developmental belief structure, exacerbated by ongoing logical errors.
These faulty attributional styles are also enhanced by a tendency to “jump to
conclusions” and personalizing bias. More recently, greater attention has been
paid to applying the cognitive model of psychosis to negative symptoms (Kern
etal. 2009). In schizophrenia, the development of positive symptoms and un-
derlying cognitive deficits results in many experiences that might be taken as
disgraceful failures, such as being unable to attend in school, follow conver-
sations with friends, succeed at a job, or manage hygiene. Negative symptoms
are conceptualized as understandable, but maladaptive, responses to these cir- |
cumstances. The behaviors and attitudes that are related to negative symp-
toms likely reflect, at least in part, negative self-beliefs.

Although some variability exists within the.school of CBT, Garety et al.
(2000) noted that all CBT includes the following components: 1) engage-
ment and assessment; 2) coping enhancement; 3) developing a shared under-
standing of the experience of psychosis; 4) working on delusions and
~ hallucinations, often using gentle challenging; 5) addressing mood and nega-
tive self-evaluations; and 6) managing the risk of relapse and social disability.

~ Areview of CBT concluded that although more studies are needed, the evi-
dence to date supports adjunctive use of CBT with antipsychotic medications
 for persistent psychotic symptoms of schizophrenia (Turkington et al. 2006). A
more recent meta-analysis of RCTs comparing CBT with a control group, in-
cluding primarily patients with schizophrenia and some who were treatment
resistant, found that CBT had small to medium effect sizes (4=0.19-0.44) on
" positive symptoms, negative symptoms, community functioning, hopeless- -
ness, and social anxiety, whereas the number of cited studies ranged from 2 (for
social anxiety) to 32 (for positive symproms) (Wykes et al. 2008). NICE guide-
lines recommend the use of CBT for the treatment of persistent psychotic
symptoms rather than for acute symptoms (National Institute for Clinical Ex-
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cellence 2002). These guidelines suggest that the benefits of CBT are most
marked when treatment is continued for more than 6 months and involves
more than 10 treatment sessions. Finally, CBT is lughly manualized and is de-
signed to be independently mastered by practicing clinical psychiatrists, psy-
chologists, and community mental health professionals, in contrast to other
psychosocial treatments with requirements for expertise or supervision.

Cognitive Remediation _
Cognitive deficits are now recognized as a core feature of schizophrenia that is
strongly related to functioning in the community and also a strong predictor
of response to psychiatric rehabilitation. Because the effects of pharmacolog-
ical approaches targeting cognitive deficits have been rather more limited-than -
initially expected, cognition-enhancing agents or psychosocial treatments are
urgently needed for patients with severe mental illnesses and poor function-
ing. CognitiVe—enhanéing psychosocial approaches aim to improve cognitive
functxomng through stimulation of impaired areas of cognition, such as at-
tention, memory, and problem solving. The approach is based on the neuro-
_ plast1qty mode] of brain development, in which it is believed that engaging in
tasks that challenge particylar neural processes will enhance those functions.
The goal of these cognitive remediation programs is to improve cognitive
functioning and teach patients strategies to compensate for deficits. The dif-
ferent approaches of cognitive remediation include personal or small-group
sessions; computer-based programs or paper-and-pencil exercises; teaching
strategies to improve cognitive functioping; compensatory strategies to reduce
the burden of cognitive capacities; group discussions; bridging the exercises in
the program to daily living activities; and emphasizing meta-cognitive pro-
cesses such as learning styles.
Results of a meta-analysis of 26 RCTS of cognitive remediation in schizo-
- phrenia including 1,151 patients were reported by McGurk et al. (2007). The
investigators suggested that cognitive remediation was associated with signif-
icant improvements across all three outcomes, with a medium effect size for
. cognitive performance (0.41), a slightly lower effect size for psychosocial func-
tioning (0.36), and a small effect size for symptoins (0.28). The effects of cog-
nitive remediation on psychosocial functioning were significantly stronger in
~ studies that provided adjunctive psychiatric rehabilitation than in those that
‘provided cognitive remediation alone.
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Case Management and Assertive Community Treatment

Since the 1960s, the movement toward deinstitutionalization pushed large
psychiatric hospitals to close down and to treat patients in outpatient clinics,
day centers, or community mental health centers. However, readmission rates
‘were such that this type of community was thought to be less effective than ex-
pected. In the 1970s, case management along with ACT arose as 2 new means
of community-based care of severely mentally ill patients. '

Case management. Many patients with schizophrenia have a broad range of
~ needs for health and social care. Case management is the coordination, integra-
tion, and allocation of care according to the needs of each individual. Case
management includes the following components: 1) psychosocial needs assess-
ment, 2) individual care planning; 3) referral and linking to appropriate services
or supports, 4) ongoing monitoring of the care plan, 5) advocacy, 6) monitor-
ing the patient’s mental state, 7) compliance with medication and possible side
effects, 8) establishment and maintenance of a therapeunc relationship, a.nd -
9) supportive counseling.

-~ Assertive Community Treatment. ACT is a specific model of community-
based care that delivers treatment and care for patients with serious mental
health problems in the community who are at risk for hospital readmission
and whose symptoms cannot be maintained by more conventional commu-
nity-based treatment. ACT involves a multidisciplinary approach in which a
team of social workers, nurses, psychiatrists, and other health profeséionals
work together to provide all psychiatric and social care for the patient. ACT is
provided exclusively for a group of patients defined as having “serious mental
illness.” Care is provided at home or in the workplace and involves assertive-
ness with patients who are uncooperative and reluctant service users. The spe-
cific goals of the treatment are 1) monitoring patients who are unwell but do
" not require hospital admission; 2) reducing the number of hospital admis-
~ sions; and 3) improving patients’ social functioning and quahty of life within
the community in which they reside.

Efficacy of ACT and case manégement. In regard to ACT,' a Cochrane re-
view (Marshall and Lockwood 1998) indicated that, compared with patients
receiving standard community care, those receiving ACT were more likely to
- remain in contact with services and less likely to be admitted to the hospital;
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. they also spent less time in the hospital. In addition, ACT showed a better
‘outcome than standard community care in the domains of accommodation,
employment, and patient satisfaction, whereas no differences were seen be- -

) tween ACT and control treatments on mental state or social functioning.

_Therefore, it was implied that ACT is an effective approach for the care of se-
verely mentally ill patients in the community, especially for the high users of
inpatient care,

Evidence on the effects of case management has been contrad1ctory A Co-
chrane review (Marshall et al. 1998) presented a negative view of the effec-
tiveness of case management other than ACT on several domains. The review
found indications that case management retained more people in contact with
psychiatric services and also iricreased hospital admission rates. However, ex-

. cept for a positive finding on compliance from one study, case management

showed no significant advantages over standard care on any psychmtnc or so-

cial variables.

A meta-analytic review by Ziguras and Stuart (2000) proposed an alter-
native view of the effectiveness of case management. These investigators ana-
lyzed 44 studies (compared with 11 in the Cochrane review); 35 compared
- ACT or clinical case management with usual treatment, and 9 directly com-
‘pared ACT with clinical case management. Because Ziguras and colleagues
believed that ACT and case management share common features to a great ex-
tent, they referred to those studies on ACT and case management collectively
rather than separately, unlike the Cochrane review. Moreover, they included
‘quasi-experimental studies in addition to RCTs, whereas the Cochrane re-
viewers used RCTs only. Furthermore, Ziguras and Stuart included domains
" measured with nonpublished scales and also parametric analysis of skewed
data, both of which were excluded in the Cochrane review. These differences
resulted in greater statistical power with a larger data set (Ziguras and Stuart
2000; Ziguras et al. 2002); consequently, both types of case management were
found to be more effective than usual treatment in three dutcome domains:
family burden, family satisfaction with services, and cost of care. The total
number of admissions and the proportion of patients hospitalized were re-
- duced in ACT and increased in case management. The number of hospital
days was reduced in both programs, but ACT was significantly more effective’
than case management. Although patients in case management had more ad-
missions than did those in usual treatment, the admissions were shorter,
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which reduced the total number of hospital days. The two types of case man-

agement were equally effective in reducing symptoms, increasing patients’

contacts with services, reducing dropout rates, improving social functioning,
-and increasing patients’ satisfaction (Ziguras et al.2002).

Although these two reviews of casé management appear to contradict each
other, the results were curiously the same for the two domains gommon't'o
both analyses. Both studies found that case management was effective in pre-

* venting patients from dropping out of services and led to a greater proportion
of patients being hospitalized. However, Ziguras and Stuart (2000) found a
range of other domains in which case management showed benefit and con-
cluded that it produced small to moderate improvements in care provided to
people with a serious mental illness. In a conflictual relationship between in-
creasing statistical power and adherence to rigorous methodology, the partial
overlap in the results of the Cochrane review (Marshall et al. 1998) and the
: meta—éx;alytic reviews of Ziguras and colleagues (Ziguras and Stuart 2000;
Ziguras et al. 2002) implies that methodologies other than randomized con-
 trolled designs do not necessarily provide a lower level of evidence when re-
viewing valid, psychosocial interventions.

- Conclusion

Refining the definition of treatment resistance holds both advantages and dis-
advantages. Consensually developed definitions may yield good criteria to
guide the use of specialized treatment agents such as clozapine. Broader defi-
nitions may provide more chances for patients to receive trials of such treat-
ments. But what if those trials end up in failure? Because we have few
pharmacological options beyond the step of using clozapine, definition may.
lead to additional serious stigma. The definitions of treatment resistance. -
widely accepted today actually represent “drug resistance,” to the extent that
psychosocial approaches are ignored or inadequately implemented. Now that
we have more resources in terms of psychosocial treatments, we surely need to
take these approaches into consideration in future efforts to define true treat-
ment resistance. We should keep in mind that our ultimate goal is not merely
to broaden the criteria; rather, it is to ensure that no patient remains in a state
of treatment nonresponse.
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Summary:

Measuring social functioning of schizophrenia has been becoming important clinical
issue in era of community care where persons with mental illness can live as a citizen.
Importance of neuro— and social-cognitive functions for outcome of schizophrenia
focuses on researching brain functioning of these functions, and social functioning
as a co—primary outcome measure of intervention. In this review, the viewpoint of
measuring social functioning is clarified, usual used and recommended assessment
scales are introduced, methods to be developed for measurement are discussed, and
how to measure social function in clinical and research settings is summarized. The
axes of classifying measures are functional capacity/ real world functioning,
subjective/ objective evaluation, rating/ observing behaviors, and so on. Six social
functioning scales were chosen as recommended scales in the study of real world
functioning as a co—primary measure in NEMH-MATRICS. Almost all scales are objective
rating with interview of informants. Functional capacity or competence is evaluated
in performance tasks. While the scale of processing tasks of everyday function (UPSA)
was recommended in many studies, there is no standard for assessing social skills
or social problem solving skills, because these skills are much different depending
on sex, age, and culture. Intervening variables among neuro /social cognitive
functioning, functional capacity, and real world functioning are intrinsic motivation,
meta—cognition, self-efficacy, expected support, and environment and support which
might decrease association of basic cognition and functional outcome. In clinical
setting, these intervening variables, hope and subjective evaluation of support needs,
and life history about previous capacity are needed as well as assessment scales to
make a plan for intervention. Objective assessment scales are useful for measuring

effects of intervention.
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Key words: social functioning, schizophrenia, real-world functioning, functional

capacity, performance test
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