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ABSTRACT & opeN AccEss

Evidence-based practices and treatments for schizophrenia and psychosis are especially helpful in moving
these individuals towards recovery. High levels of disability, cost, and resistant symptoms are problems
for clinicians working with schizophrenia patients. Even with optimal medication treatment, about half of
schizophrenia patients show residual psychotic symptoms such as delusions and paranoia. Two effective
treatments for psychosis include Cognitive Behavioral Therapy for Psychosis and Social Cognition and
Interaction Training. Both treatments have demonstrated efficacy in both randomized clinical trials and
across multiple meta-analyses. This paper focuses on the treatment of paranoia and delusions using
Cognitive Behavioral Therapy for Psychosis and Social Cognition and Interaction Training as a way to
address and modify these beliefs and the dysfunctional cognitive processes that underlie adaptive social
interactions. Even though these treatments are different in their methods and procedures, they are an
integral part of a multi-focused approach to the treatment of psychosis. Research findings, treatment
examples, rationale for use, and intervention techniques are highlighted, reviewed, and discussed. Using
interventions that have sound research support is crucial in helping individuals with schizophrenia towards
personal, social, and occupational recovery.
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Introduction

There has been a continued interest in developing evidence-based practices for schizophrenia and psychosis.*?
Schizophrenia and its related conditions are complex, requiring a multidisciplinary team approach with focus
on reducing problematic symptoms in effort to promote well-being and recovery. Interventions that promote
occupational, social, and familial functioning are especially valuable given the severity of disability associated
with psychosis. Schizophrenia is one of the most costly and disabling of all the major psychiatric disorders with
frequent inpatient treatments along with high rates of unemployment, disability, and health disparities noted.?*
Co-morbid conditions such as depression, anxiety, and substance use are common among individuals with
schizophrenia with concerns about elevated suicide risks averaging about 10-20% of the clinical population.
The course of schizophrenia typically shows repetitive episodes of acute symptoms, followed by periods of
remission, and even recovery that persist over the person’s lifespan.® Antipsychotic medications are the first
line of treatment for most individuals with psychosis, and these are often combined with one or more psycho-
social treatments. However, the consensus is that about 50% of persons with psychosis continue to have
persistent positive (e.g., delusions, hallucinations, disorganized speech and behaviors) and negative (anhedonia,
poverty of speech, withdrawal) symptoms despite optimal medication management.® The presence of delusional
beliefs and paranoia remain critical clinical intervention targets.” Despite these challenges, recent research
has suggested that cognitive behavioral treatment for psychosis (CBTp) and social cognitive interventions
can lead to significant recovery, reduced symptoms, and a better quality of life even among persons with
treatment resistant psychosis.®® In this review, we will focus on the research background of CBTp and a
promising evidence-based social cognitive intervention, Social Cognition and Interaction Training (SCIT).*°
Cognitive Behavioral Therapy for Psychosis focuses on identifying, challenging, and reducing paranoia and
delusional conviction. SCIT addresses biases and deficits in social cognitive skills crucial for real world navigation
such as emotion recognition, theory of mind, and attributional biases found in psychosis. Social cognition
has a clear relationship and mediates social and occupational functioning. Clinical examples and a review
of common techniques will show how these treatments are implemented. Despite the treatment methods,
both interventions move the person with schizophrenia towards recovery by modifying the core cognitive
and social cognitive biases found in the condition.

Research Evidence for CBTp

Cognitive Behavioral Therapy (CBT) developed in the 1960s and 1970s was a revolutionary treatment that has
been shown to be effective for a wide range of mental disorders, psychological problems, and associated
emotional distress from medical conditions.** Cognitive-Behavioral Therapy for Psychosis (CBTp) emerged from
CBT for depression and anxiety, but over time it has developed its own set of unique methods to address
psychosis.” Cognitive Behavioral Therapy for Psychosis is considered an established evidence-based treatment
for schizophrenia based on a substantial base of research support for this intervention.*?*8 Additionally, CBTp
is recommended by the National Institute of Health and Care Excellence (NICE) for the acute phase of
mental health difficulties and is considered a front-line treatment in the United Kingdom.?*°

The main goal of CBTp is to reduce symptoms of schizophrenia by focusing on the underlying deficits and biases
related to information processing and emotional regulation. Specifically, CBTp can assist with the modification
of delusions, hallucinations, and paranoia.?®° Secondary goals of CBTp are to reduce the emotional distress
caused by psychosis such as anxiety and depression and to promote social functioning.?*?? Cognitive Behavioral
Therapy for Psychosis is an all-inclusive and symptom-focused treatment that can be conducted in both
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individual and group formats. Research has also shown effectiveness in both in person and telehealth formats.>%
NICE guidelines have suggested that CBTp is most effective in individuals who are resistant to medication.?’

Meta-Analyses and Randomized Clinical Trials of CBTp

Overall, cognitive behavioral therapy for psychosis has shown small to medium effect sizes in reducing psychotic
symptoms across both meta-analytic reviews and randomized clinical trials.?®*° Consistent and full delivery of
CBTp showed clinically and statistically significant increases (months in remission and decreases in affective
and psychotic symptoms) when compared to treatment as usual.?® Researchers found that CBTp was useful
and effective when used in group therapy settings.*

One meta-analysis investigated outcomes for twenty-two randomized controlled trials (RCT’s of CBTp) ranging
from 3 to 15 months.®* Researchers found that when CBT was compared to other treatments, a small but
significant effect was observed with general mood symptoms, positive symptoms, and negative symptoms
at a 3-month follow-up. Further evidence was provided in an analysis focused on improvement in post-
treatment psychiatric symptoms of psychosis.®? Turner and colleagues® compared individual and group-
based treatments, which included CBTp, social skills training (SST), cognitive remediation, befriending, and
supportive counseling. Although SST was found to be more effective in reducing negative symptoms, CBTp
was found to be advantageous in reducing positive symptoms. Furthermore, the researchers suggested that
the effects of CBTp may be delayed, with outcomes seen months after treatment termination.*? Treatments that
were 20 sessions or greater had better outcomes than shorter treatments. Sitko and colleagues® conducted
a meta-analysis to determine if the impact of CBTp changed over time. Researchers analyzed the effectiveness
of 29 studies from 1998-2018. They found that the small-to-medium effects of CBTp showed an increase in
effectiveness over time for targeting delusions, which is a consistent finding in CBTp research. Another meta-
analysis focused on the transition to psychosis as a primary measure and suggested CBTp could prevent or
delay the onset of psychosis by 12 months to 24 months.** Compared to those receiving needs-based
interventions, CBTp significantly reduced the rate of transition to first-episode psychosis at the 6,12,24, & 24+
months mark. Zheng et al.*® confirmed that the effect of CBTp did not decrease across time. Results again
provide evidence that CBTp showed small but significant reductions in positive symptoms. Thus, reviews of
the overall effectiveness of CBTp have shown it to be an effective and efficacious treatment for psychosis
across the disease span, ranging from early episode psychosis to more chronic phases of the condition.

Additional research has examined brief versions of CBTp (less than 16 sessions) for efficacy.** Brief CBTp
could be a valuable treatment option, which is more cost-effective for those with limited resources. A meta-
analysis of RCT's for effectiveness of CBTp for individuals with schizophrenia yielded results demonstrating
a moderate effect size for brief CBTp compared to treatment as usual.** The same analysis found a small effect
size for brief CBTp when compared to other treatments. Interestingly, brief CBTp appeared to have a stronger
impact in reducing negative symptoms than positive symptoms. But, among the positive symptoms, the highest
effect size was found in reduction of delusions.

Limitations

There are several limitations on the effectiveness of CBTp that need to be addressed. One limitation is the
within-trial heterogeneity across studies.® This is when different assessments, delivery methods, and treatments
are used, which complicates comparing results across studies. A consequence of within-trial variability is the
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variability and broadness of the outcome measures, which reduces sensitivity to individual outcome variables.*®
Another limitation mentioned is the concern of the delivery and quality of CBTp by practitioners, since it
requires advanced levels of cognitive-behavioral skills.*> Recent descriptions of brief/low intensity delivery
of CBTp without the use of core elements may instead use behavioral activation and graded exposure
techniques.®***¢ In addition, Morrison and Barrat ¥’ noted that a main concern with CBTp is the debate about
whether CBTp is identical to, similar to, or distinct from traditional CBT or CBT variants for other disorders.
Likewise, there are arguments that have questioned the essential components that make up CBTp as shown
by variance in measures, methods used to modify psychosis, and even in clinician training. 3 Lastly, there is
evidence that therapeutic alliance is a good predictor of outcomes.®® Individuals that had a poor alliance
experience in CBTp or other psychotherapies can possibly reduce their outcomes.® Goldsmith et al.* analyzed
the casual relationship between therapeutic relationship and clinical outcomes in a three-treatment phase
trial. Their results suggested (1) a strong alliance is likely to contribute to improved outcomes, (2) therapeutic
alliance can have a respectable impact for individuals with psychosis, and (3) continuing therapy in the conditions
of a poor alliance can be limiting.*®

Future Directions of CBTp

There is a large gap in the research regarding tele-CBTp. Meta-analyses have failed to find a single study
that reported on videoconferencing interventions for individuals at risk for psychosis. Like many therapeutic
interventions, there is a need for CBTp to keep up with technological advancements. Although some research
has provided evidence for tele-CBTp as a satisfactory treatment option, there are limited studies on this
method presently available. Again, learning the advantages and disadvantages of tele-CBTp could assist in
providing access to therapy for those with limited resources. In the end, CBTp has shown to be an effective and
important intervention for the treatment of psychosis with current research needing to show effectiveness
for briefer and telehealth methods of delivery.

CBTp Method and Techniques

Cognitive Behavioral Therapy for Psychosis links actions or events with beliefs, which in turn impact emotional
and behavioral functioning.* Comprehensive treatment methods for CBTp can be found in several resources.?
4142 The first step in CBTp is to conduct a sound and comprehensive assessment and interview with the client.
There are many standardized delusions (Conviction of Delusional Beliefs Scale (CDBS); Brown Assessment of
Beliefs Scale (BABS); PSYRATS) and paranoia scales (Paranoia Scale; Green Paranoid Thoughts Scale) to assist
with the assessment phase. Changes in scores can assist with monitoring treatment progress as well. The
beginning of CBTp focuses on building rapport and normalizing psychosis and is key to understanding the
client’s world. Sometimes, persons with higher levels of paranoia may require 4-6 sessions before opening
up fully to the clinician. At the beginning phase we do not directly challenge their beliefs and only ask how the
beliefs were formed and gather information. It is useful to use the Actions-Belief-Consequence (A-B-C) framework
to understand how delusions are formed. The A is often a triggering or emotional event, which is usually a form
of an unusual sensory experience, negative interpersonal interaction (person you know cancels a date), and/or
a strange event (odd piece of mail; strange person comes to the door; person overhears a personalized
comment from strangers).*®* Ambiguous events in which motive or attribution is unclear are more prone to
delusional and paranoid thinking.** Following some unusual event, the person attempts to explain this event
which is the delusional or paranoid belief (B), and their interpretation is impacted by various biases and
distortions present in psychosis (need for closure, jumping to conclusions, personalizing bias; sensitivity of
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threat detection).*>*” At the core of these delusional and paranoid beliefs are often schemas about social
inadequacy, powerlessness, inferiority, or a lack of recognition or achievement.” “¢-%° The consequences (C)
reflect the emotional, behavioral, and social issues that result from the delusional or paranoid belief. Real life
examples include anxiety, depression, paranoia, hostility, avoidance, blaming others, and/or the loss of friends
or ajob. The social and behavioral avoidance often serves to prevent the exposure to disconfirming evidence,
which prevents the delusion from being challenged. By using the information about real world events, patients
can be educated on the CBTp model and taught how to apply a critical level of thinking to their situations
encountered in life. The early states of CBTp involve rapport building, education, gathering information, and
normalizing psychosis. Once patients have a firm understanding of CBTp and developed rapport, it is time
to begin the active phases of challenging delusions and paranoia.

Research has shown that using verbal methods before behavioral ones leads to greater changes in belief
conviction.®! The four primary verbal techniques used to reduce belief conviction are as follows: 1) Thought
Disputation and Challenging, 2) Accommodation, 3) Reaction to Hypothetical Contradiction, and 4) Direct
Challenge.

To begin, use information about the ABC's provided by the client and, it is helpful to use the Dysfunctional
Thought Record (DTR), which is common to CBT approaches. The B is the delusional or paranoid belief that
is developed to attempt to explain the unusual events in the client’s life (e.g., people are out to track or harm
me). The client constructs and develops an alternative belief or explanation that is counter to the delusional
interpretation, which forces the client to come with different explanations (such as the need for closure). Having
the client rate the belief before and after this activity on things like distress, importance, and relevance may help
show that the alternative belief is more functional and adaptive. Once a series of ABC events are discussed,
the clinician can develop a belief hierarchy in which the client provides a list of the most important and least
important “evidence or facts” to support the belief (such as if people are out to harm me). Moving from the least
important to the most important evidence reduces anxiety.® If willing, the clinician can also use CBTp to provide
opportunities to probe possible assumptions and schemas using if-then statements, thought chaining, or the
downward arrow technique. Insight of critical life and early events can be key in understanding a client’s core
schemas.

Other techniques include accommodation, reaction to hypothetical challenge, direct challenge to the belief,
and finally, the use of behavioral experiments. Accommodation is based on the idea that patients are exposed
to a wide range of information and evidence on a daily basis.?® Most often they ignore, do not attend, or distort
the evidence to fit their existing belief. As treatment progresses, patients may begin to notice contradictory
information more frequently and then integrate this information into their beliefs (e.g., the belief changes
to include new information). Accommodation centers on whether the client is aware of new information and
what the client does with this information. To assess accommodation, the client is simply asked “Has anything
happened since the last session to alter the belief in any way?”>! In reaction to a hypothetical challenge, the
client is presented with a formal challenge to their belief, which consists of an alternative explanation that directly
contradicts their belief. The clinician takes a piece of evidence from the client’s hierarchy and formulates an
alternative explanation to present to the client. The final verbal method to modify delusions centers on
undermining the logic and foundation of the belief itself. Chadwick et al.?° suggests three ways to challenge
to accomplish this goal. First, focus on the irrationality, inconsistency, and lack of feasibility for the belief. The
question “why would it make sense for things to be as you say they are?” can be useful here. Second, it may
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be useful to discuss how the client’s belief developed. Usually, delusions and paranoia develop after strange
and unusual events which the client interprets and assigns meaning. It might be useful to review the list of
evidence and focus on how confused, emotional, and distressed the person was at the time leading to the
faculty belief. Third, focus on the costs of holding the belief itself and review with the client all of the problems
the belief has caused in terms of their quality of life, social interactions, and emotions.

Behavioral experiments are a powerful way to modify delusions. Behavioral experiments are planned experiential
activities, based on experimentation or observation, which are undertaken by patients in or between sessions.>
The goal of behavioral experiments is to test the evidence for the belief and subsequently lead to the formation
of a new, more adaptive and realistic belief. Behavioral experiments can be of several types. First, observational-
type experiments allow the person to record the behaviors of others or ask trusted others their opinions about
their beliefs, which are similar to a survey. Second, the clinician can ask the client to create an experiment to
put their belief to the test and then determine if the evidence supports or does not support their belief. These
can be especially useful with paranoia, as the prediction of harm is quickly disproven upon observation or
interaction with the individual in question. A more comprehensive explanation and examples of behavioral
experiments can be found in Combs et al.>®

Overview of Social Cognition

A more recent area of focus in psychosis has been the area of social cognition. Social cognition is defined as
the “mental operations underlying social interactions, including the ability to perceive, interpret, and respond
to the intentions, emotions, and behaviors of others.”>* Social cognition is related to the perception,
interpretation, and understanding of social information.>® Social cognition usually encompasses skills such
as attributional style, emotion recognition, theory of mind, and social processing.*® At both the theoretical and
empirical levels, social cognition may form an avenue to promote recovery and improved social, occupational,
and community functioning.®” Social cognition is a distinct domain in schizophrenia, separate from both
neurocognition and psychotic symptoms, and involves specific brain regions such as the amygdala, fusiform
gyrus, superior temporal sulcus, and prefrontal cortices.***° Unlike symptoms targeted by antipsychotics, which
show limited impact on social cognitive abilities, social cognition remains impaired and stable throughout the
illness, making it an ideal focus for intervention.®® Research suggests that social cognition likely serves as a
mediator of functional outcomes, underscoring its importance in treatment.®* The central challenge has been
to develop effective methods to improve these abilities.*

Research on Social Cognitive Interventions

There are a number of social cognitive interventions that have been developed. Some are targeted and focus
on one social cognitive domain, such as affect perception, while others are more comprehensive in nature,
targeting attributional style, emotion recognition, and theory of mind (ToM).%? Across the board, these interventions
have shown robust effectiveness.®® One intervention with substantial research support is Social Cognition and
Interaction Training (SCIT), which is a manualized group-based intervention.*® Early development and pilot
studies established the feasibility of SCIT and its potential to improve emotion perception and ToM,®+%
guiding refinements to its structure, content, and delivery.®¢*’ Preliminary controlled research found measurable
gains in emotion recognition, attributional style, and social functioning,®7° with feasibility demonstrated
across diverse clinical settings.” To date, at least 22 randomized controlled trials (RCTs) have evaluated SCIT
across the U.S., Israel, Australia, Japan, Spain, Portugal, and Hong Kong. A large randomized clinical trial with
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outpatients by Roberts et al.”? showed SCIT’s superiority over treatment-as-usual (TAU) in improving social
cognition. International RCTs” " have consistently replicated these findings, with some also reporting
improvements in real-world functioning. More recent large-scale trials confirmed smaller but sustained gains
in both social cognition and functioning.”””® SCIT has also shown promise as an early intervention in first-
episode psychosis.”®8! Beyond schizophrenia, SCIT has been adapted for bipolar disorder,® major depressive
disorder,?® autism spectrum disorder,®* hoarding disorder,® and mild cognitive impairment,® highlighting its
transdiagnostic applicability. Emerging adaptations, including virtual reality—based SCIT,®" further suggest
its flexibility and relevance across populations. SCIT is considered an evidence-based intervention with a
substantial amount of research showing its effectiveness in psychosis and schizophrenia.

SCIT Methods and Techniques

Social Cognition and Interaction Training combines principles of cognitive psychotherapy and cognitive
remediation training with interactive group-based techniques to help patients increase awareness of their
own social processing deficits and biases.'® Social Cognition and Interaction Training focuses on enhancing
skills in emotion perception, Theory of Mind (ToM), and correcting maladaptive attributional styles. Emotion
perception refers to the ability to accurately identify and interpret emotional expressions in others, typically
through facial expressions, vocal tone, and body language. Social Cognition and Interaction Training includes
exercises to help individuals recognize and interpret emotions more accurately. Theory of Mind is the capacity
to understand and infer the thoughts, beliefs, emotions, and intentions of others. Social Cognition and
Interaction Training targets ToM deficits by helping participants practice perspective-taking and engage in
role-play exercises. Attributional style involves how individuals interpret the causes of events, particularly social
interactions. Individuals with paranoia may exhibit a hostile attributional bias, typically blaming others for
negative events. Social Cognition and Interaction Training works to modify these biases by promoting more
balanced and realistic interpretations of social situations.®®

Social Cognition and Interaction Training consists of 20-24 group sessions targeting the understanding of
social cues and improving interpersonal interactions. Sessions are 50 minutes with five to eight participants
with two group leaders. About two sessions are conducted each week for twenty weeks. The sessions incorporate
discussions, games, videos, and interactions to overcome social cognitive biases and deficits. Social Cognition
and Interaction Training includes homework and active role plays for each topic of discussion. Each participant
is encouraged to identify a ‘practice partner’ who works with the participant during the week. The practice
partner has information about the session, its goals, what the person should have learned, and specific activities
to do together.

The intervention is divided into three phases. Phase 1 focuses on improving emotional awareness and affect
perception, which lays the groundwork for reducing misinterpretations that often contribute to paranoia.
Sessions 1-2 introduce the SCIT program, explain the role of social cognition in daily life, and provide
psychoeducation on how social cognitive deficits can be expressed in real world situations. Session 3 explores
how emotions are expressed across social contexts, using role-play to help participants recognize situational
influences. Session 4 focuses on defining and recognizing emotions using facial, vocal, and behavioral cues.
Session 5 involves activities where participants guess emotions from a series of facial expressions. Session
6 emphasizes updating emotional judgments as new information (which may occur when emotion becomes
more salient or intense) becomes available, promoting cognitive flexibility and the rapid recognition of affect.
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Finally, session 7 links emotion misperception to paranoia and introduces cognitive restructuring techniques
to reframe ambiguous and negative social events that occur in the individual’s life.

The second phase of SCIT focuses on addressing and navigating real life situations and reducing problematic
biases in patients’ thinking. Session 8 focuses on reducing jumping to conclusions in which decisions are made
quickly without fully considering the evidence. Sessions 9 and 10 teach patients about the different types
of attributions (blaming self, others, and the situation) by using three fictional characters. The first attributional
style clinicians introduce is the concept of internalization and self-blame with the character known as "My
Fault Mary.” When experiencing a negative interaction, My Fault Mary is quick to blame herself and shift the
responsibility within, whether she is guilty or not, usually resulting in depression. Conversely, “Blaming Bill”
is quick to blame others, representing a hostile, externalizing reaction, which is common in patients facing
persecutory delusions. Finally, “Easy Eddie” embodies the attributional style that is rational and blames
uncontrollable aspects of the situation (flat tire, sickness, etc.). Sessions 11-13 focus on distinguishing “facts
from guesses,” as they generate decisions about why things happen using actual observable behaviors as a
guide. Sessions 14 and 15 encourage patients to gather more evidence from situations to make more educated
guesses. Participants complete this by playing a game of 20 questions, as they try to guess an object by asking
fact-based questions. By introducing a fun activity, patients will ask closed-ended questions to bet and then
earn or lose points. As a result, participants will practice being more intentional with their decisions.

The third and final phase of SCIT focuses on the integration of SCIT skills into real-life situations. This process
is called “Checking it out.” Each client presents a situation and then systematically evaluates the evidence,
draws conclusions, and determines how to address the event. Teaching social skills can be done in Phase 3
to ensure the appropriate questions and interactions are used.

Conclusions

There are many treatments for psychosis and schizophrenia that are currently in place to assist individuals
move towards recovery. Practices that have research support AND target skills needed to lead productive
and fulfilling lives are especially valuable. Cognitive Behavioral Therapy for Psychosis and Social Cognition
and Interaction Training are two treatments that accomplish this goal, but they do so with different means
and methods. Having a multi-disciplinary approach to the treatment of psychosis is the standard along with
medication management for delusions and paranoia. The question moving forward is to determine the core
elements of effective treatments, can these be delivered in briefer or telehealth methods, and which order
treatments need to be offered to each client. Persons with schizophrenia can and do recover, and using
treatments that reduce symptoms and improve their lives will be the foundation for the management of this
condition.
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