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Cognitive behavioral therapy
and negative symptoms in schizophrenia

Tania Morales Vigil,' Ana Fresan Orellana,? Rebeca Robles Garcia,? Mariana Dominguez Correa®

ABSTRACT

Introduction
Schizophrenia is a health and social problem of great dimensions,
affecting not only the patient but their family and social environment.
Among the psychotherapeutic approaches for patients with schizo-
phrenia, cognitive behavioral therapy (CBT) has most evidence of ef-
fectiveness for different purposes and stages of the disorder.

Objective
Analyze the specific techniques and outcome of major CBT on nega-
tive symptoms for patients with schizophrenia: psychoeducation, so-
cial skills training, cognitive rehabilitation, CBT for positive symptoms,
and recovery-oriented cognitive behavioral therapy (CBTR).

Method
A search and analysis of scientific literature published in English and
Spanish between 1990 and 2014 was performed in PSYCLIT, MED-
LINE, EBSCO-HOST, and PROQUEST, employing as key words the
names of the different CBTs for schizophrenia and the diagnosis. Rele-
vant literature included in review articles was also included.

Results
Despite the advances of CBT, the problems generated by negative
symptoms of patients with schizophrenia are not completely solved.

Discussion and conclusion
CBTR is considered a promising therapeutic style for achieving the
objectives of recovery in patients with low psychosocial functioning
and predominance of negative symptomatology.

Key words: Cognitive Behavioral Therapy, schizophrenia, negative
symptoms, recovery.

Thematic update

RESUMEN

Introduccién
La esquizofrenia constituye un problema sanitario y social de grandes
dimensiones que afecta no sélo al paciente sino a su entorno familiar
y social. Dentro de las aproximaciones psicoterapéuticas dirigidas
a pacientes con esquizofrenia, las terapias cognitivo conductuales
(TCC) son las que cuentan con mayor evidencia de efectividad para
diferentes propésitos y etapas del trastorno.

Objetivo
Analizar las técnicas y efectos especificos sobre sintomas negativos
de las principales TCC para pacientes con esquizofrenia: Psicoeduca-
cién, Enfrenamiento en Habilidades Sociales, Rehabilitacién Cogniti-
va, TCC para Sintomas Positivos y TCC orientada a la Recuperacién
(TCCR).

Método

Se llevé a cabo una bisqueda y andlisis de literatura cientifica en
PSYCLIT, MEDLINE, EBSCO-HOST y PROQUEST publicada entre
1990 y 2014 en revistas indexadas en inglés y espafiol, utilizando
como palabras clave los nombres de las diferentes TCC para la es-
quizofrenia que se cruzaron en todos los casos con el diagnéstico. Se
recopilé también la literatura relevante citada en estos articulos, sobre
todo en las revisiones de literatura antecedentes.

Resultados
A pesar de los avances que han presentado las TCC en la recupera-
cién de pacientes con diagnéstico de esquizofrenia, los problemas
generados por la sintomatologia negativa no han sido resueltos por
completo.

Discusién y conclusién
La TCC-R se considera un estilo terapéutico prometedor para alcanzar
los objetivos de recuperacién de los pacientes con bajo funcionamien-
to psicosocial y predominio de sintomatologia negativa.

Palabras clave: Terapia cognitivo conductual, esquizofrenia, sinto-
mas negativos, recuperacion.
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INTRODUCTION

Schizophrenia is a condition which has low incidence but
high associated incapacity. It is characterized by the pres-
ence of three large groups of symptoms: The first group is
that of positive symptoms -the result of abnormal mental
processes (hallucinations and delusions)-. The second is
negative symptoms -reduction or absence of normal men-
tal functioning (emotional plateauing, isolation, reduction
in motivation or energy, and anhedonia)-. The third group
is disorganized symptoms, relative to disorganization in
thought, language, or behavior (circumstantiality, tangen-
tiality, derailment, “word salad”, psychomotive slowness,
rhythmic and repetitive movement or gestures, and strange
behaviors without a defined purpose).

Fortunately, expectations of treatment for the condition
have improved over time. Important advances have been
made in pharmacological treatments, which are increasing-
ly effective and selective in managing and reducing positive
psychotic symptomatology. A transition has also been made
from a model of institutionalization to one based on com-
munity and oriented towards recovery. As such, the field
of psychosocial rehabilitation has developed to the point of
offering essential strategies to improve the patient’s auton-
omy and their active participation within the community.

In this way, psychosocial treatments have developed
from pessimistic beginnings that considered the disorgani-
zation of personality an inevitable consequence of the cogni-
tive deterioration of psychosis and which therefore negated
the possibility of psychological treatment, to developing
multiple modes of intervention directed towards patient
recuperation.

Nowadays, psychosocial strategies are considered a
substantial part of treatment for schizophrenia; more so
considering the limited effectiveness of drugs in improving
negative symptoms.! Although these symptoms are not as
prominent as positive ones, over the long term they are the
best indicators of incapacity related to the illness, as they
interfere with the patient’s ability to function in daily life.?

Due to its effectiveness, one of the most widely used
psychosocial interventions in treating schizophrenia is cog-
nitive behavioral therapy (CBT).?

There were three stages of developing CBT for psycho-
sis: the first was during the 1960s, when therapeutic strat-
egies were based on the principles of conditioning aimed
at the environmental control of the behavior. The second
was during the 1970s and was based on introducing fami-
ly treatments and training in social skills. The third started
in the 1990s, and it consolidated the previous two methods
of intervention, developing what was to be called CBT for
schizophrenia.*

Cognitive-behavioral intervention techniques are
showing more and more effectiveness in preventing relapse’
and in managing problems® in patients with schizophrenia;
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they promote recovery and integration in the community as
they aim for key components of functionality, such as symp-
tomatic stability, promoting independent living, establish-
ing work, and adequate social functioning.>”

Different authors have agreed that CBT for schizo-
phrenia can be divided into four categories:*** psycho-ed-
ucational family therapy;® social skills training and prob-
lem-solving;'° cognitive rehabilitation therapies;"! and
cognitive-behavioral therapy for positive symptoms.'>*> Re-
covery-oriented cognitive-behavioral therapy (CBT-R) has
recently joined the list of CBT principles for schizophrenia,
as it has shown unprecedented results, especially in terms of
managing negative symptoms.'*

Taking the above into account, the aim of the present
work was to analyze the techniques and specific effects
on negative symptoms of CBT principles for patients with
schizophrenia (psychoeducation, social skills training,
cognitive rehabilitation, CBT for positive symptoms, and
CBT-R).

METHOD

A search was carried out (on PSYCLIT, MEDLINE, EBS-
CO-HOST, and PROQUEST) as well as a collection and
analysis of scientific literature published between 1990 and
2014 in journals indexed in English and Spanish, using as
key words the names of the different CBTs for schizophre-
nia (Psychoeducation, Social Skills Training, Cognitive Re-
habilitation, CBT for Positive Symptoms, and CBT-R) which
was also crossed in the search with the diagnosis (schizo-
phrenia). The relevant bibliography cited in the collected
texts was also added, especially in the previous journals.
The type of variables of results in the interventions selected
in the different studies as indicators of the effectiveness of
interventions was analyzed. This allowed a determination
of whether its specific effect was assessed on the negative
symptoms and if this was done with the necessary method-
ological rigor.

RESULTS

A total of 37 empirical works were analyzed (eight of
which were meta-analysis) to assess the effectiveness of
interventions on schizophrenia, subject to study (psycho-
education, social skills training, cognitive rehabilitation,
CBT for positive symptoms, and CBT-R); of these, only 18
assessed their impact on the patients’ negative symptoms.
The specialized literature analysis presents the aim of each
of the CBTs for schizophrenia, firstly offering a brief defi-
nition of the technique and its general effectiveness, and
concluding with an analysis of its impact on managing
negative symptomatology.
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Family psychoeducation

Psychoeducational therapy is based on research underly-
ing the relationship in the family sphere,’'® emotions ex-
pressed by its members,”” and family cohesion' over the
course of the illness; these interventions are aimed at pro-
viding information about the illness to family members as
a tool which encourages their relationship with the patient.
Some of the most common activities are: clarifying the term
“schizophrenia”, describing the symptoms (positive, cogni-
tive, and negative) and their origin (alterations in dopamine
and processing information), explaining the model of vul-
nerability-stress, raising awareness of the characteristics of
medications and their secondary effects, as well as possible
relapse prevention based on an action plan in case of crisis.”
Recently, training techniques in coping strategies and prob-
lem-solving have been included.?

Psychoeducation of family members is the most re-
searched therapy in terms of schizophrenia;*' since the
1980s, studies have been carried out on the relationship
between high emotivity expressed by the family and the
course of the illness, and lower rates of relapse are reported
in patients whose families receive this treatment, even at a
nine-month? and two-year follow-up.?

Psychoeducation interventions, combined with an-
ti-psychotic medications, have been shown to be effective
in increasing psychosocial function and reducing expressed
emotivity,’ clinical symptomatology, relapses, and hospital-
izations.”? They have also shown effectiveness in more indi-
rect variables such as maintaining a job;? it has been report-
ed that these results largely depend on psychoeducational
programs being based on family needs and characteristics.'®

However, the majority of studies dedicated to analyz-
ing the effectiveness of family psychoeducation for patients
with schizophrenia®# are based on analyzing changes in
expressed emotivity and rate of relapse; they rarely assess
their effectiveness in controlling symptoms, especially neg-
ative ones. The few studies published which do reflect some
effectiveness of psychoeducational interventions on nega-
tive symptoms do not include a control group, they assess
small groups and their inclusion criteria are very general.”
The scarcity of research in this respect could be due to the
fact that the majority of families of patients with schizophre-
nia participated in the patient’s treatment while they were
hospitalized; in other words, when the positive symptoms
are exacerbated and were the focus of treatment.

Social skills training

Social skills training (SST) for patients with schizophrenia
was started due to antipsychotic medications not directly
improving the necessary skills for community life. This in-
tervention is pertinent for many reasons, among them: 1. af-
fective ‘plateauing’ hinders social expression, 2. the majority
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of patients have a history of lack in learning these skills, in-
cluding before the appearance of the condition, and 3. there
is frequently a lack of stimulation against social isolation
which generally accompanies the illness.?

Among the specific objectives of SST are develop-
ing assertiveness, conversation skills, medication control,
job-hunting, recreational skills, skills for making friends,
family communication, and conflict resolution.®* This is
achieved through a combination of techniques which in-
clude focused instructions, video-modeling, behavior trials
with immediate feedback, cognitive restructuring, and plan-
ning generalization, focused on reducing apathy, memory
difficulties, and inability to problem-solve.*%

This is one of the most widely-used and assessed treat-
ments in patients with schizophrenia due to its effectiveness
in achieving patients acquiring and maintaining skills relat-
ed to independent community functioning.*

Some meta-analyses®” have concluded that the more
behavioral the assessments, the better results in SST. As
such, the majority of the investigations report greater effec-
tiveness in skills and assertiveness acquisition than other
conditions. In this last variable, positive and negative symp-
toms are not separated in the analysis of effect. Because of
this, there is scarce evidence of the effectiveness of SST on
symptoms of schizophrenia; in terms of positive symptoms,
it has been reported that the benefit is reduced during the
active phase of the therapy and is even lost over time.*
Among the few studies which assess the effectiveness of
this intervention on negative symptoms is that by Valen-
cia et al.*? which reports a reduction in negative symptom-
atology through social skills programs with a duration of
six months to a year. In their study, Lecomte, Leclerc, and
Wykes® found that in spite of there being a reduction in the
severity of negative symptoms at the time of post-treatment,
these results were not maintained at a 12-month follow-up.

Kurtz and Mueser” carried out a meta-analysis in
which SST showed a medium effect in terms of social skills,
daily life skills, functioning in the community, and negative
symptoms, and a small effect in terms of positive and cogni-
tive symptoms, and relapse prevention.

Over the past three decades, SST has been a central
technique for treating the poor psychosocial functioning
of patients with schizophrenia.** Nowadays, due to its
effectiveness, various investigations continue to adapt and
perfect the technique, aiming for better results; for example,
virtual training to combat patient absenteeism from treat-
ment® or combining this type of psychosocial intervention
with other types of therapy* to improve results in patients
with predominantly negative symptoms who are general-
ly refractory in SST due to cognitive deterioration limiting
their potential for learning.*

The fact that there are very few investigations into SST
which assess negative symptoms may be because initially,
this type of psychosocial intervention was not conceptual-
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ized to treat the symptoms of schizophrenia, but rather to
increase functionality and drive the patient towards an in-
dependent life. Despite the existence of research which tests
the effectiveness of this therapy in reducing negative symp-
toms, it is clear that the effect is not great and is short-lived.

Cognitive rehabilitation

Cognitive rehabilitation therapy is defined as behavioral
training which aims to improve cognitive processes (at-
tention, memory, executive functions, social cognition, or
metacognition) with the aim of increasing their duration
and generalization.* It has been identified that patients
with schizophrenia have cognitive deficits in verbal declar-
ative memory, executive functions, sustained attention, and
working memory. These alterations are associated with
deficits in social and occupational functioning and in the
ability to live independently. Along this vein, researchers
have recognized the need to focus clinical practice in accor-
dance with these incapacities by means of therapy oriented
towards cognitive deterioration.”” Cognitive rehabilitation
gained popularity in the 1990s due to the surge in research-
ers who set out cognitive disorders of schizophrenia as nod-
al points of the illness.*

There is sufficient empirical evidence that this type of
intervention has medium to large effects on the recovery of
patients’ cognitive capacities;*** in general, studies oriented
towards evaluating their effectiveness are focused on vari-
ables such as attention, memory, and executive function,’
in other words, variables related to basic mental processes
that are generally seen as effective.

However, Pfammatter et al.’ reported that of 63 stud-
ies which assessed the effectiveness of cognitive behavioral
therapy, only nine assessed negative symptoms, and the size
of the effect on that variable was small. Other meta-analyses
conclude that despite the effectiveness of this type of inter-
vention having been proven on social cognition, social func-
tioning, and general psychopathology,®* this is limited and
it is not possible to ensure that the results will be maintained
over time.

The little research that reflects positive results in terms
of this type of intervention on negative symptoms deals
with computer-assisted cognitive rehabilitation,” recent-
ly-diagnosed patients,” psychological therapies which
make up more than one mode of intervention,®* and neu-
ro-cognitive rehabilitation.>

One recent study compared the effects of cognitive re-
habilitation therapy and SST for schizophrenia; it concluded
that both had a moderate effect in reducing negative symp-
toms and that there were no significant differences between
both types of intervention.” The results of this study invite
the search for interventions which have a greater effect on
factors which intervene in the effectiveness of different
types of psychotherapy for schizophrenia.
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Cognitive therapy for positive symptoms

Cognitive therapy for positive symptoms is aimed at pro-
viding tools to manage psychotic experiences, teaching the
patient not only to restructure their beliefs about the nature
of these experiences, but also to give a psychological sense
of their positive symptoms.®® Due to the relationship be-
tween intense negative emotions and exacerbation of pos-
itive symptoms, cognitive therapy must include training
in emotional control based on techniques for relaxation,
breathing, stopping thoughts, and cognitive restructuring
of beliefs associated with those emotions.*!

Different studies show evidence of the effectiveness
of cognitive therapy for reducing the severity of positive
symptomatology,*** anxiety produced by delusions,® the
number of days of hospitalization,®® and even symptoms of
depression.*

However, in a systematic review® of investigations
carried out with this type of psychosocial treatment, it was
concluded that although this intervention is effective for re-
ducing positive symptoms (even in patients with positive
symptoms that are resistant to medication),® it has a mild
effect on negative symptoms and social functioning.

In any case, its potential for reducing the severity of
negative symptoms®#” must be assessed in methodological-
ly rigorous clinical trials® specifically oriented towards de-
termining its effect on negative symptoms, as the inclusion
criteria to assess the effectiveness of this intervention have
been restrictive, especially with patients who had cognitive
deterioration, poor social functioning, and predominantly
negative symptoms.

Recovery-oriented cognitive
behavioral therapy

Faced with the need for empirical evidence for the effective-
ness of CBT in patients with predominantly negative symp-
tomatology, Grant et al."* designed and assessed the effec-
tiveness of a CBT for schizophrenia based on the movement
of recovery and specialized in patients with low psychoso-
cial functioning and a predominance of negative symptoms.
They called this Cognitive behavioral therapy for low-func-
tioning patients or Recovery-oriented cognitive behavioral
therapy (CBT-R).

The term ‘recovery’ has been controversial in schizo-
phrenia, due to some health professionals considering it a
chronic condition with persistent, recurrent, and debilitat-
ing symptoms which remove hope for a recovery of psycho-
social functioning. However, there are investigations which
show that the factors which influence recovery are suscepti-
ble to change through treatment; it is therefore possible that
patients can achieve a sustained remission in the symptoms
and better levels of functioning.®

Some of the characteristics which a recovery-oriented
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treatment must meet are: that the patient determines their
own goals and individual patterns of recovery (according to
their characteristics), support in decision-making which af-
fects their life, and a motivating message in which recovery
is seen as continuous.”

The adaptation of the CBT-R (which originally last-
ed a year and a half) to a therapy made up of 20 sessions
called Cognitive behavioral therapy for negative symptoms
(CBT-N)”7% has shown effectiveness in notably reducing the
severity of negative symptoms and dysfunctional beliefs
around the skills, emotional experiences, and socialization
of patients; however, the authors also indicate that new in-
vestigations should be carried out with control patients and
with long-term follow-up.

DISCUSSION AND CONCLUSION

Among the psychotherapeutic approaches directed towards
patients with schizophrenia, cognitive behavioral therapy is
one which has greater evidence of effectiveness,***% both in
reducing positive and negative symptoms and in improv-
ing patients” general functioning; however, despite advanc-
es in both pharmacological and psychosocial treatments,
the problems generated by negative symptomatology in
patients diagnosed with schizophrenia are still a long way
from being resolved.

This may be due to negative symptoms tending to per-
sist over time, as they are associated with cognitive deficits,
they respond less to neuroleptic treatments, and the charac-
teristic loss of energy becomes a great challenge to the pa-
tient attending psychotherapy.

The present review confirms the scarcity of studies ded-
icated to specifically evaluating the effectiveness of psycho-
social interventions on the negative symptoms of patients
with schizophrenia.®** The majority of the meta-analyses
and reviews in this regard*®®”' indicate the need to gen-
erate solid scientific evidence in relation to the treatment of
these symptoms.

Despite CBT having shown a medium effect in treat-
ing positive symptoms,® patients with negative symptom-
atology have been left aside, because they normally have
cognitive deficits. In the meta-analysis by Wykes,*® for ex-
ample, only one study assessed the negative symptoms as
a primary treatment-dependent variable, revealing a mod-
erate sized effect in patients without an important cognitive
deterioration.

When comparing the scarce evidence generated in this
field, it is possible to conclude that of the different cogni-
tive behavioral techniques for treating schizophrenia, Re-
covery-oriented cognitive behavioral therapy (CBT-R) has
the most effect on the negative symptoms'*® which make
both patients” independent living and psychosocial func-
tioning difficult.” Its implementation, in combination with
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pharmacological and psychosocial treatment of positive
symptomatology may constitute a significant advance in
the treatment that people who have schizophrenia require
and deserve.
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