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SUMMARY

Objective: The aim of this study is to review empirical studies that were carried out to evaluate the effectiveness of Cognitive-Behavioral Group 
Treatment programs for the treatment of schizophrenia and other psychotic disorders.

Method: The PsycINFO,  PsycARTICLES and MEDLINE databases were searched to identify articles in English that were published between the 
years of 1980 and 2011 (July) using the following keywords: “(1) psychosis and cognitive treatment (2) schizophrenia and cognitive treatment, (3) 
schizophrenia and cognitive therapy, (4) psychosis and cognitive therapy, (5) schizophrenia and cognitive intervention (6), psychosis and cogni-
tive intervention, (7) hallucination and cognitive therapy, (8) hallucination and cognitive treatment, (9) hallucination and cognitive intervention”. 
The articles that were identified by these search terms were read and those that were not related to therapy effectiveness and group therapies were 
eliminated. 

Results: The remaining 42 studies that satisfied the search criteria were included in this review and were summarized in terms of the methods utilized 
(characteristics of the study population, measures, randomization, results, follow-up, etc.) and therapy characteristics (number of sessions, frequency 
of sessions, number of therapists and members, etc.).

Conclusion: Taken together, the studies included in this review suggested that cognitive behavioral therapy plus standard treatment given to schizo-
phrenic patients and patients with other psychotic disorders is effective in decreasing the symptoms of the disorder (positive and negative symptoms) 
and/or the problems that accompany the disorder (anxiety, hopelessness etc.).

Keywords: schizophrenia, psychotic disorders,  psychosis, cognitive behavioral therapy, effectiveness of psychotherapy

INTRODUCTION

Although schizophrenia is a severe and important disease due 
to its symptoms and associated problems, at present it is con-
sidered a disorder which can be treated successfully (Aker and 
Sungur 2001). It is thought that although antipsychotic drug 
treatment is important for managing schizophrenia, the suc-
cess of treatment remains limited when it is not supported by 
psychological-social treatment programs..(Kültür and Mete 
1997, Soygür 1999). 

When psychosocial approaches used in the treatment of schiz-
ophrenia are examined, it can be seen that psychodynamic 
therapies were used until the 1960s, after which supportive 

therapy was utilized. Once the importance of emotional ex-
pression in the family in the development of schizophrenia 
was revealed, the first studies on family therapy were initiated 
in England.  Another approach to the treatment of schizo-
phrenia is milieu treatment, which includes behavioral strat-
egies and the early example of which was seen in the 19th 
century (Özmenler and  Battal, 1998). 

Cognitive treatment was first administered to a chronic 
schizophrenic  patient by Beck in 1952 and was found to be 
beneficial in the treatment of their persistent delusional sys-
tem (Beck and Rector 2000, Beck 2002).  Although cognitive 
behavioral therapy has been utilized for more than fifty years, 
it has not been commonly used in the treatment of psychotic 
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disorders until recently. Recently, some specific cognitive 
treatment programs have been developed for the treatment of 
schizophrenia and are beginning to be utilized (Fowler et al. 
1995, Kingdon and Turkington 1994, Tarrier  et al. 1993a, 
etc.). 

Previous studies have compared the effectiveness of cognitive 
behavioral therapy combined with drug treatment, known 
as standard treatment, in schizophrenia and other psychotic 
disorders, with standard treatment alone and alternative treat-
ments. Some Cognitive Behavioral Therapy (CBT) programs 
are administered individually and some in groups. Since 
group therapy saves time compared to individual therapy, 
it seems to be more feasible in crowded clinics. Therefore, 
in the present study, studies investigating the effectiveness 
of Cognitive Behavioral Group Therapy (CBGT) programs 
have been reviewed.   The aim of this review is to examine the 
effectiveness of CBGT compared to conventional treatment 
and other psychosocial treatment approaches.

METHODS

The PsycINFO,  PsycARTICLES  and  MEDLINE  databases 
were searched to identify articles written in English published 
between July 1980- July 2011 using the following keywords: 
(1) psychosis and cognitive treatment (2) schizophrenia and 
cognitive treatment, (3) schizophrenia and cognitive therapy, 
(4) psychosis and cognitive therapy, (5) schizophrenia and 
cognitive intervention (6), psychosis and cognitive interven-
tion, (7) hallucination and cognitive therapy, (8) hallucina-
tion and cognitive treatment, (9) hallucination and cognitive 
intervention. In addition, “cognitive treatment” and “cogni-
tive intervention” and “cognitive therapy” keywords were used 
since it is thought that these keywords encompass cognitive 
behavioral therapies, and “cognitive behavior” therapy, inter-
vention or treatment keywords were not used. Of the articles 
accessed, those which did not address the effectiveness of the 
treatment and those in which psychotherapy was not admin-
istered in a group setting were excluded from the study. Using 
this method, 42 published articles fulfilling the criteria were 
found. In the present review, although it is thought that in a 
few studies different findings of the same study were present-
ed as different results, each article was evaluated separately.   
Information on the sudy population such as the diagnoses of 
the patients, the number of patients, the diagnosis criteria, 
information on the methods such as treatment modalities, 
the presence of randomization and independent assessment 
and measurement tools utilized and finally information on 
the cognitive behavioral treatment administered such as the 
duration, number and frequency of sessions, the number of 
psychotherapists and the number of patients in each group 
were evaluated.  

RESULTS

Information on the studies is outlined in Tables 1 and 2 and 
listed according to the names of the authors. 

Characteristics of the Methodologies of the Studies 
Reviewed

Study Population: The participants in the studies were pa-
tients between the ages of 18-65 who meet the criteria of 
schizophrenia or another psychotic disorder. Even though the 
exact diagnosis was not clear in some studies since it was re-
ported that they followed patients with the diagnosis of ‘psy-
chotic disorder’, in the majority of studies, the reported diag-
nosis was schizophrenia or schizophrenia spectrum disorder. 
Patients were usually diagnosed according to the DSM-III-R, 
DSM-IV and ICD-10 criteria and in some studies, according 
to criteria of the WHO, MINI-Plus or SCID (for example, 
Drury et al. 1996, Kingsep et al. 2003).

The sample sizes of the studies ranged widely from 4 cases 
(Gledhill et al. 1998) to 422 (Rathod et al. 2005).   

Treatment and Control/Comparison groups:  In the major-
ity of studies (13 studies) drug treatment (known as ‘standard 
treatment’) was compared to CBGT plus standard treatment 
(for example, Barrowclough et al. 2006, Wykes et al. 2005).   
However, there were ten studies comparing supportive treat-
ment in combination with standard treatment to CBGT in 
combination with standard treatment (for example, Andres et 
al. 2000, Kemp et al. 1996). Supportive treatment involves an 
unstructured therapy program in which a supportive group 
environment is provided to instill self-confidence in group 
members for coping with symptoms. In addition, there were 
studies comparing three different treatment modalities. In 
five articles, standard treatment, standard treatment in com-
bination with supportive treatment and CBGT in combina-
tion with standard treatment were compared (Eckman 1992, 
Tarrier et al. 1998, Tarrier and  Wittowski 1999, Tarrier et al. 
2000, 2001). In one article, two different CBGT methods 
in combination with standard treatment were compared with 
standard treatment alone (Tarrier et al. 1993a). In addition, 
there were seven articles comparing different CBGT interven-
tions involving different techniques such as increasing coping 
skills, psychoeducation and problem solving training (for ex-
ample, Bradshaw 1993, Tarrier et al.  1993b). In addition, in 
six studies, only the effectiveness of CBGT in combination 
with standard treatment was investigated and no comparison 
could be made as there was no control group (Gledhill et al. 
1998, Perlman and Hubbard 2000, Pinkham et al. 2004).  
Due to the biological origin of schizophrenia and other psy-
chotic disorders, Cognitive Behavioral Therapies were never 
the solo treatment modality and were always administered in 
combination with anti-psychotic drug treatment, which is 
considered standard treatment. 
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Assignment to treatment groups:  Most of studies with 
more than one intervention group (30 studies)  were rand-
omized, controlled trials.  In 4 studies, although there was a 
comparison group, patients were not randomized into treat-
ment groups  (Andres et al. 2000; 2003, Shelley et al. 2001, 
Wykes et al. 1999). In the remaining four studies, there was 
no comparison or control group. 

Measurement methods: In the majority of studies, in the 
evaluation of symptoms prior to and after treatment, both 
self-report and clinician measurements were employed. 
However, in 12 studies, measurements were based solely of 
the clinician’s report without any self-report measurements 
from the patients (for example Bechdolf et al.  2004, Combs 
et al. 2007). In addition, in 25 of 42 studies, in the pre-test, 
post-test and/or follow-up evaluations, the clinicians were in-
dependent from the investigators (for example, Eckman et al. 
1992, Kemp et al. 1996). 

Since different studies had different areas of focus, there were 
a variety of measurements utilized. Some measurements were 
directed towards investigating psychotic symptoms (for exam-
ple, PANNS, PSYRATS), some were focused on investigating 
problems accompanying psychotic disorders such as depres-
sion, anxiety, hopelessness and self-esteem (for example, the 
Beck Depression Inventory, Beck Anxiety Inventory, Rosenberg 
Self Esteeem Scale) and others aimed to investigate the im-
pact of the disorder on functionality (for example, the Social 
Functioning Scale, Social Behavior Scale, Global Assessment 
of Functioning Scale). In a few studies, observations and 
records involving the duration and number of hospitalizations 
(Bradshaw 1993, Tarrier et al. 2000) and the efficacy of coping 
and the number of positive coping techniques (Tarrier et al. 
1993b) were used rather than standard measurements. 

The effectiveness of interventions was assessed through pre- and 
post-treatment evaluation and in addition, in some studies, in 
order to evaluate the long-term effectiveness of therapy, follow-
up measurements were administered at different time intervals. 
In 11 of the 42 articles, only pre- and post-test evaluation was 
administered without any follow-up evaluation.  Follow-up 
evaluations were performed in a wide time range extending 
from 1 month (Geldhill et al. 1998, Mann and Chong 2004) 
to five years after the end of the study (Drury et al. 2000). 
However, in the majority of studies, the follow-up evaluation 
was given between 3 months and 1 year after the study. The 
follow-up was longer than 1 year in only 4 articles. (Andres et 
al. 2000, 2003, Drury et al. 2000, Tarrier et al. 2000)

The Content and Application of Cognitive Behavioral Group 
Therapy Programs in the Reviewed Studies

The CBGT Techniques: 

The most frequently used techniques involved teaching cop-
ing skills and psychoeducation.  In 35 studies, the therapy 

programs included coping techniques and in 26 studies, psy-
choeducation was used. There were 13 studies in which cop-
ing techniques were used along with problem solving tech-
niques (for example, Bradshaw 1993, Tarrier  et al. 2001). 
Cognitive re-structuring techniques were utilized in only 18 
studies (for example, Bechdolf et al. 2004, Drury et al. 1996). 
In several studies (7), social skill training was used (for ex-
ample, Bradshaw 1993, Eckman et al. 1992, Valencia et al. 
2007). In 6 studies, treatment included families as well (for 
example, Andres et al. 2001, Valencia et al. 2007). 

Session characteristics:  When the duration of sessions in 
the studies was  evaluated, it was established that some stud-
ies did not report this detail, but generally the duration varied 
between 1-2 hours, although there were also some studies that 
had longer sessions. In addition, it was reported that group 
therapy occurred at frequencies ranging from 3 to 5 times 
weekly (Shelley et al. 2001) to twice monthly (Bradshaw 
1993). The number of sessions ranged from a minimum of 
4-6 to 90.  Only in the studies by Lysaker et al (2009) and 
Drury et al. (1996) and (2000), was individual therapy com-
bined with group therapy.  

The number of group members and therapists:  In 17 stud-
ies, the number of members in the therapy group was not 
reported while in other studies, the least amount of members 
was 4 (Andres et al. 2000 and 2003) and the maximum was 
20 (Eckman et al.  1992). However, the number of members 
mostly ranged from 4 to 8.  With regards to the number of 
therapists, there were 11 studies that did not report this piece 
of information. Of the remaining studies, there was 1 thera-
pist in 10 studies, 1-2 therapists in 3 studies, 2 therapists in 
13 studies and 3 therapists in 2 studies. 

Findings of the reviewed studies 

Comparison between Groups: In the evaluation of the 13 
studies comparing CBGT plus standard drug treatment with 
conventional drug treatment alone, it was determined that 
only the study done by Barowclough et al. (2006) found 
no statistically significant difference between the two treat-
ment approaches. In all of the other studies, CBGT plus 
standard treatment yielded a significantly higher rate of 
positive results than standard therapy in terms of at least 
one variable. In 10 studies comparing CBGT with support-
ive treatment, it was established that CBGT was superior 
to supportive treatment in all masures (Kemp et al. 1996, 
 Shelley 2001).  However, some studies found no difference 
between the two approaches with regards to some measures 
(for example, Andres 2003, Tarrier et al. 2001). Studies fo-
cusing on CBGT approaches involving different techniques 
yielded results that varied according to the CBT technique 
used. Therefore, it seems difficult to draw a common conclu-
sion from these studies. In the study by Bechdolf et al. (2004), 
it was reported that  CBGT (coping techniques and cognitive 
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restructuring techniques) and psychoeducation had similar 
effectiveness in terms of disease symptoms, but that CBGT 
was superior in terms of recurrence and compliance with the 
drug treatment. However, in the study by Mann and Chong 
(2004) which compared psychoeducation with coping tech-
niques, it was reported that CBGT including coping tech-
niques was more effective in decreasing hallucinations and 
increasing patient functionality. Studies comparing problem 
solving training with coping techniques yielded diverse results 
as well. Tarrier et al. (1993b) compared coping technique with 
problem solving training and reported that both approaches 
had similar effectiveness in enhancing the problem solving 
skills of patients but in increasing coping skills, CBGT, which 
includes coping techniques, was more successful.  In another 
study, Tarrier et al. (1993a) reported that these two approach-
es had comparable effectiveness in reducing psychiatric symp-
toms and improving social functionality. Bradshaw (1993) 
compared problem solving training with CBGT, including 
techniques such as cognitive restructuring and psychoedu-
cation, and found that CBGT without problem solving was 
superior in improving the ability of patient to reach goals and 
that CBGT with problem solving therapy was superior with 
regards to hospitalization rates during one year.

Changes in symptoms : Since the cognitive behavioral group 
therapy used in the studies reviewed focused on diverse areas, 
a wide spectrum of results was obtained.

Positive symptoms: In some studies (8 articles), CBGT and 
alternative treatment was found to be equally effective in de-
creasing the frequency of hallucinations and delusions, dis-
tress level caused by auditory hallucinations, time spent in 
delusions and, in general, positive symptoms (for example, 
Andres et al 2000; 2003, Barrowclough et al. 2006). In 26 
studies, CBGT was found to be more effective than alterna-
tive treatment (for example, Halperin et al. 2000, Mann and 
Chong 2004, Tarrier  et al.  2000 and 2001). 

Insight: There are few studies that aimed to gain more insight 
into the disorder. (5)  Of the studies, two reported that both 
treatment approaches were equally effective (Drury et al. 
2000, Rathod  et al.  2005), three studies showed that CBGT 
was more effective than the comparison group (Andres  et al . 
2003, Kemp et al . 1996, Wykes et al . 1999). 

Negative Symptoms : Six studies reported that both treatment 
groups  had similar effectiveness in decreasing negative symp-
toms (for example, Bechdolf et al.  2004, Drury  et al.  1996). 
However, in 9 studies, CBGT was found to be more effective 
than alternative treatment. (for example,. Eckman et al. 1992, 
Shelley et al. 2001). 

Accompanying problems: In some of the studies reviewed, the 
accompanying problems such as depression, anxiety, hope-
lessness and low self- esteem and the impact of treatment on 
these problems were also evaluated. A few of these studies 

showed that both treatment groups were similarly effective in 
reducing the symptoms accompanying the psychotic disorder 
(for example, Barrowclough et al. 2006) while some reported 
that the CBGT group was more effective than the compari-
son group (for example,  Kingsep et al. 2003, Gumley et al. 
2006). 

Follow-up evaluations: Only in a few studies that included a 
follow-up evaluation (4 articles) was it stated that the change 
in the CBT group was not maintained or further improved 
over time (Barrowclough et al. 2006, Bechdolf et al. 2004 
and, 2010, Drury et al. 1996). In the remaining studies with 
follow-up data (28 articles), it was reported that the change 
was maintained in the CBT group or further improved over 
time (for example, Tarrier et al. 2000, Trower et al.  2004). 

DISCUSSION 

In the present review, articles published between 1980 and 
2011 (July) were reviewed. However, the oldest article found 
dated back to 1993 (Tarrier et al. 1993a, Tarrier et al. 1993b). 
Of the 42 articles, only 10 were from the 1990s. The remain-
ing 32 articles were from the 2000s. No study was found on 
this issue from the 1980s. In other words, it can be stated that 
CBGT studies on psychotic disorders are a recent phenom-
enon and have increased in incidence within the last several 
years. It is known that cognitive behavioral group therapy is 
not a common approach in the treatment of schizophrenia in 
Turkey. Of the 42 articles evaluated in this review, only one 
was based upon a study conducted in Turkey and it is a very 
recent study (Mortan et al. 2011). 

Although a long time has passed since Beck’s successful ad-
ministration of cognitive treatment in a schizophrenia patient, 
this approach is not used commonly in schizophrenia and 
other psychotic disorders. There may be multiple reasons for 
this, the first of which may be that there is a general idea that 
psychotherapy will not be beneficial in psychotic disorders 
since conventional psychotherapies were not useful and that 
psychotherapies are more effective in milder diseases. Another 
reason that may explain why CBT has not traditionally been 
used in this group of patients is the idea that schizophrenia 
and other psychotic disorders can only be treated with drugs 
since these disorders have a biological origin (Aker 2003, Aker 
and Sungur 2001). Moreover, not only CBT, but also psycho-
social treatment in general, is much more time-consuming 
than drug therapy. Thus psychosocial treatment tends to not 
be preferred in areas where the clinicans have heavy patient 
burdens, such as in our country.  

Studies show that Cognitive Behavioral Group Therapies 
used in combination with standard treatment are more ef-
fective than conventional treatment alone in increasing in-
sight into the disorder and decreasing negative and positive 
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symptoms of the disorder.  Moreover, CBGT was found to 
be effective in decreasing problems accompanying the disor-
der such as anxiety, hopelessness and depression.  In addition, 
in some other studies, it was demonstrated that CBGT also 
contributes to an increased patient compliance and motiva-
tion to use the prescribed drugs (for example, Bechdolf et al. 
2004; Mortan et al. 2011).  Follow-up evaluations indicated 
the benefits obtained were maintained after the treatment 
was over and some studies even reported that CBGT helped 
to decrease the number and duration of future hospitaliza-
tions (for example,  Bradshaw 1993, Valencia  et al. 2007).  
These results show that CBGT combined with standard treat-
ment is superior to standard drug treatment alone in reduc-
ing many symptoms in psychotic patients.  Therefore, it may 
be concluded that for psychotic patients, anti-psychotic drug 
treatment is an indispensable treatment, but is not sufficient 
alone. It is thought that integration of cognitive behavioral 
therapies into the routine standard treatment of psychotic pa-
tients will yield additional benefit. Yet, the fact that there are 
few clinicians in Turkey qualified to utilize these techniques 
is one of the factors that makes it challenging to routinely use 
this therapy. As the studies reviewed in this article suggest, 
although delivering therapy in groups increases feasibility, it 
is still necessary to have an adequate number of therapists 
trained to administer CBT.   

It is known based on many studies comparing supportive 
treatment in addition to standard treatment and CBGT in 
addition to standard treatment, that CBGT is superior to 
supportive therapy. However, with regards to some variables, 
the two approaches have a similar efficacy. In the studies by 
Tarrier et al. (1993, 1999, 2000, 2001) it was also shown that 
supportive therapy added to standard therapy is advantageous 
over standard therapy alone. These findings indicate the im-
portance of not only CBT, but also psychosocial treatments 
in general for psychotic diseases such as schizophrenia. In 
practice, it may not be easy to find enough therapists who 
can work with all psychotic patients.  Nevertheless, it seems 
that the incorporation of supportive treatments, which do not 
require intensive training and can be administered more easily 
into routine practice, in addition to standard drug treatment, 
will bring important benefits. 

In the reviewed studies, therapies under the umbrella of 
Cognitive Behavioral Therapy have a wide range of variation. 
Therefore, there is actually not a single type of CBGT. With 
this in mind, the question of which therapy is more effective 
becomes important. .However, since only a few of the articles 
reviewed in the present study compared CBGT programs us-
ing different techniques, and since they focused on different 
variables, it was not possible to reach a conclusion on this 
issue. It is our recommendation that in the future, studies 
should be carried out that aim to determine which tech-
niques are more effective for specific symptoms. Information 

obtained from these studies may make these therapies more 
practical.  

In the present review, therapies that were found to be effective 
had varying durations. For example, there are data indicating 
that relatively brief therapy consisting of  6-8 sessions is su-
perior to standard treatment alone. The study by Pinkham et 
al. (2004) compared therapies of different durations using the 
same technique and they established that a program of seven 
sessions had comparable efficacy with a program of 20 ses-
sions in terms of variables such as stress caused by voices and 
a belief in voices. These results suggest that short-term CBGT 
is quite effective and may be used in routine practice.    Yet, 
it is not possible to reach a definitive conclusion based upon 
these findings. Similarly, it is not also known whether the 
number of members in the groups or the number of therapists 
leading the group is a significant factor in the efficacy of the 
treatment.  It is also recommended that in the future, studies 
aiming to determine the components of therapy, such as the 
ideal duration of therapy and the size of the group, should 
be performed in order to maximize time and produce higher 
efficiency. In addition, patients participating in the studies 
reviewed in this article have different demographic and clini-
cal characteristics. The efficacy of therapy may have been in-
fluenced bythese variables as well. Nevertheless, at present we 
do not have enough information to determine which group 
of patients derives the most benefit from CBGT. Therefore, 
studies attempting to determine the variables predicting the 
level of benefit obtained from a particular treatment are also 
required. 

In most of the studies, the goal was to reduce the positive 
symptoms and other factors such as associated problems and 
insight were not stressed. However, it is known that symp-
toms such as anxiety, depression, and hopelessness are associ-
ated with the onset and maintenance of hallucinations and 
delusions and that improvement in these areas helps decreases 
positive symptoms. (Kingdon and Turkington, 1994; Smith  
et al.  2006). In addition, the effect of treatment on insight 
should be taken into account in the evaluation.  It may be 
useful to address these factors in future studies. 

In conclusion, although there are many questions that remain 
to be resolved, there is compelling evidence that CBGT added 
to standard treatment is an effective method in the manage-
ment of psychotic disorders such as schizophrenia or schizoaf-
fective disorder.    Even though this method does not seem to 
be economical since it has to be administered by trained per-
sonnel and the therapies consume longer time than medica-
tion, .the evidence that CBGT decreases the number and du-
ration of admisssions indicates cost-effectiveness. Moreover, 
the fact that short-term interventions yielded positive results 
increases the feasibility of this method for routine use.   



211

TA
B

LE
 1

. M
et

ho
do

lo
gi

ca
l C

ha
ra

ct
er

ist
ic

s o
f C

BG
T

 S
tu

di
es

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

m
en

t
D

ro
p-

ou
t

Re
su

lts
E.

S.

An
dr

es
 e

t a
l.

(2
00

0)

IC
D

-1
0

Sc
hi

zo
ph

re
ni

a 
/ 

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

 
32

 o
ut

pa
tie

nt
s

(2
1 

m
al

e,
 1

1 
fe

m
al

e)
 

ST
 +

 C
BG

T
 

(1
7)

ST
 +

 B
G

T
 (1

5)

PE C
O

P
PS

T
Ye

s
N

o
N

o

Pr
e-

, p
os

t-
tre

at
m

en
t

6-
12

-1
8.

 m
on

th
s:

SC
I, 

SC
Q

, I
C

Q
, 

BP
R

S,
 S

AN
S,

 S
IS

?

-P
os

t t
re

at
m

en
t m

ea
su

re
s;

ST
+C

BG
T

= 
ST

+B
G

T
 (s

ig
ni

fic
an

t 
im

pr
ov

em
en

t f
or

 b
ot

h 
gr

ou
ps

)

BP
R

S
1.

01
SA

N
S

1.
46

SC
Q

.3
2

An
dr

es
 e

t a
l.

(2
00

3)

IC
D

-1
0 

Sc
hi

zo
ph

re
ni

a 
sp

ec
tr

um
 

di
so

rd
er

s 
32

 o
ut

pa
tie

nt
s

(2
1 

m
al

e,
 1

1 
fe

m
al

e)

ST
 +

 
C

BG
T

(1
7)

 

ST
 +

 B
G

T
(1

5)

PE C
O

P
PS

T
Ye

s
N

o
N

o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t

6-
12

-1
8 

m
on

th
s:

K
Q

, S
C

Q
, S

C
I, 

FQ
C

I, 
C

SQ
, 

BP
R

S,
 S

AN
S,

 S
IS

?

-P
os

t t
re

at
m

en
t 

fo
r s

ym
pt

om
s a

nd
 

re
la

tio
ns

hi
ps

:
ST

+C
BG

T
= 

ST
+B

G
T

-K
Q

;
ST

+C
BG

T
> 

ST
+B

G
T

?

Ba
rr

ow
cl

ou
gh

 
et

 a
l.

 (2
00

6)

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a/
 

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

s
11

3 
ou

tp
at

ie
nt

s
(8

2 
m

al
e,

 3
1 

fe
m

al
e)

ST
+ 

C
BG

T
 

(5
7)

ST
(5

6)

PE
 

C
O

P 
C

R

N
o

Ye
s

N
o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t-1

2 
m

on
th

s:
H

AR
S,

 S
FS

, 
R

SE
S,

 B
H

S,
 

PA
N

N
S,

 G
AF

Fo
llo

w
-

up
C

BG
T:

5
 S

T:
10

Po
st 

tre
at

m
en

t m
ea

su
re

s 
fo

r s
ym

pt
om

s a
nd

 
re

la
ps

es
: 

ST
 +

C
BG

T
=S

T

Se
lf-

es
te

em
0.

3

Be
ch

do
lf 

et
 a

l. 
(2

00
4)

IC
D

-1
0 

Ac
ut

e 
ph

as
e 

sc
hi

zo
ph

re
ni

a 
/o

th
er

 
ps

yc
ho

tic
 d

iso
rd

er
s

88
 in

pa
tie

nt
s

(4
8 

fe
m

al
e,

 4
0 

m
al

e)

ST
 +

 C
BG

T
 

(4
0)

ST
 +

 P
E 

(4
8)

PE C
O

P
C

R PE

N
o

Ye
s

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 6
 

m
on

th
s:

PA
N

SS
, 

co
m

pl
ia

nc
e 

w
ith

 
m

ed
ic

al
 tr

ea
tm

en
t

C
BG

T:
 9

PS
T:

8

-P
os

t t
re

at
m

en
t a

nd
 

fo
llo

w
-u

p 
m

ea
su

re
s f

or
 

al
l s

ym
pt

om
s;

ST
+C

BG
T

= 
ST

+P
E

Re
la

ps
 a

nd
 c

om
pl

ia
nc

e;
ST

+C
BG

T
>S

T
+P

E

?

Be
ch

do
lf 

et
 

al
. (

20
10

)

IC
D

-1
0

Sc
hi

zo
ph

re
ni

a
88

 in
pa

tie
nt

s
(4

8 
fe

m
al

e,
 4

0 
m

al
e)

ST
+C

BG
T

 (4
0)

ST
+P

E 
(4

8)

C
O

P
PS

T

PE

N
o

Ye
s

N
o

Pr
e-

tre
at

m
en

t, 
24

 
m

on
th

s:
PA

N
N

S,
 

ho
sp

ita
liz

at
io

n,
 

co
m

pl
ia

nc
e 

w
ith

 
m

ed
ic

al
 tr

ea
tm

en
t

24

Fo
llo

w
-u

p 
m

ea
su

re
s 

fo
r s

ym
pt

om
s a

nd
 

co
m

pl
ia

nc
e 

 to
 m

ed
ic

al
 

tre
at

m
en

t;
ST

+C
BG

T
= 

ST
+P

E
D

ec
re

as
e 

in
 

ho
sp

ita
liz

at
io

n;
ST

+C
BG

T
> 

ST
+P

E

C
BG

T
 

0.
25 PE 0.
29



212

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

m
en

t
D

ro
p-

ou
t

Re
su

lts
E.

S.

Bo
rr

as
 e

t a
l. 

(2
00

9)

IC
D

-1
0

Sc
hi

zo
ph

re
ni

a,
 n

on
-

af
fe

ct
iv

e 
ps

yc
ho

sis
54

 in
pa

tie
nt

s 

ST
+C

BG
T

 (2
8)

ST
 (2

6)
C

O
P

N
o

Ye
s

N
o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t, 

3 
m

on
th

s:

PA
N

N
S,

 A
TQ

, 
SE

R
S,

 C
S

11

Po
st 

tre
at

m
en

t a
nd

 
fo

llo
w

-u
p 

m
ea

su
re

s;

ST
+C

BG
T

>S
T

?

Br
ad

sh
aw

 
(1

99
3)

D
SM

-I
II

-R
 

Sc
hi

zo
ph

re
ni

a 
16

 
ou

tp
at

ie
nt

s
(9

 fe
m

al
e,

 7
 m

al
e)

ST
 +

 C
BG

T
 (8

)

ST
 +

 P
ST

 (8
)

PE PS
ST

 C
R

PS
T

N
o

Ye
s

N
o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t: 

G
AF

1 
ye

ar
 fo

llo
w

-u
p:

N
um

be
r o

f 
ho

sp
ita

liz
at

io
n,

  
du

ra
tio

n 
of

 
ho

sp
ita

liz
at

io
n 

C
O

P 
(1

)
PS

T
(1

)

G
AF

:
ST

+C
BG

T
> 

ST
+P

ST
Fo

llo
w

-u
p 

m
ea

su
re

s f
or

 
ho

sp
ita

liz
at

io
n:

ST
+C

BG
T

 <
 S

T
+P

ST

?

C
om

bs
 e

t a
l. 

(2
00

7)

SC
ID

-P
Sc

hi
zo

ph
re

ni
a 

sp
ec

tr
um

 
di

so
rd

er
s

28
 in

pa
tie

nt
s

(2
1 

m
al

e,
 7

 fe
m

al
e)

ST
 +

 P
SS

T
 (1

8)

ST
 +

 C
O

P 
(1

0)

PE C
R

C
O

P
PS

T
 

N
o

Ye
s

Ye
s

Pr
e-

tre
at

m
en

t a
nd

 
po

st-
tre

at
m

en
t:

PA
N

SS
, S

FS

PS
ST

%
4

C
O

P
%

10

N
eg

at
iv

e 
an

d 
po

sit
iv

e 
sy

m
pt

om
s;

ST
 +

 S
BE

= 
ST

 +
 C

O
P

Ag
re

ss
io

n,
 c

og
ni

tiv
e 

fle
xi

bi
lit

y
ST

 +
 S

BE
> 

ST
 +

 C
O

P

PA
N

N
S

.0
8

D
an

na
hy

 e
t 

al
. (

20
11

)

IC
D

-1
0

Sc
hi

zo
ph

re
ni

a 
an

d 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
s

62
 o

ut
pa

tie
nt

s
G

en
de

r i
s n

ot
 sp

ec
ifi

ed
 

ST
+C

BG
T

(n
o 

co
nt

ro
l 

gr
ou

ps
)

PE C
O

P
C

R
N

o
N

o
N

o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t, 

1 
m

on
th

s:
C

O
R

E-
O

M
 

(g
en

er
al

 
sy

m
pt

om
at

ol
og

y)
Li

ke
rt

 it
em

s f
or

 
vo

ic
es

(o
pp

os
iti

on
, 

in
te

ns
ity

, c
on

tro
l)

1 
m

on
th

s:
12

Po
st-

tre
at

m
en

t a
nd

 
1 

m
on

th
 fo

llo
w

-u
p;

 
Si

gn
ifi

ca
nt

 im
pr

ov
em

en
t 

on
 d

ist
re

ss
 a

nd
 c

on
tro

l 
ab

ou
t v

oi
ce

s.

.5
3

D
ru

ry
 e

t a
l. 

(1
99

6)

W
H

O
 

Ac
ut

e 
ph

as
e 

no
n-

af
fe

ct
iv

e 
di

so
rd

er
s 

 4
0 

in
pa

tie
nt

s
(2

5 
m

al
e,

 1
5 

fe
m

al
e)

ST
 +

 in
di

vi
du

al
 

+ 
gr

ou
p 

C
BT

(2
0)

ST
 +

 S
U

T
 (2

0)

C
O

P
C

R
Ye

s
Ye

s
Ye

s

Pr
e-

tre
at

m
en

t, 
ev

er
y 

w
ee

k,
 

po
st-

tre
at

m
en

t, 
9 

m
on

th
s:

PA
S,

 P
SE

BG
T

 (1
)

C
BG

T
 

(2
)

H
al

lu
ci

na
tio

ns
 a

nd
 

de
lu

sio
ns

;
ST

+C
BG

T
 >

 S
T

+S
U

T
D

ez
or

ga
ni

za
tio

n 
an

d 
ne

ga
tiv

e 
sy

m
pt

om
s:

ST
+C

BG
T

= 
ST

+S
U

T
Fo

llo
w

-u
p;

ST
+C

BG
T

= 
ST

+S
U

T

0.
9



213

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

m
en

t
D

ro
p-

ou
t

Re
su

lts
E.

S.

D
ru

ry
 e

t a
l.

(2
00

0)

W
H

O
Ac

ut
e 

ph
as

e 
no

n-
af

fe
ct

iv
e 

di
so

rd
er

s 
34

 in
pa

tie
nt

s
(1

7 
fe

m
al

e,
 1

7 
m

al
e)

ST
 +

 in
di

vi
du

al
 

+ 
gr

ou
p

C
BT

 (1
7)

 
ST

 +
 S

U
T

 (1
7)

C
O

P
C

R
Ye

s
Ye

s
Ye

s
4 

an
d 

5 
ye

ar
 

fo
llo

w
-u

p:
PA

S,
 IS

, P
BI

Q
9

H
al

lu
ci

na
tio

ns
 a

nd
 

de
lu

sio
ns

, i
ns

ig
ht

, 
re

la
ps

;
ST

+C
BT

 =
 S

T
+S

U
T

C
on

tro
l o

f i
ln

es
s;

ST
+C

BT
 >

 S
T

+S
U

T

?

Ec
km

an
 e

t a
l.

(1
99

2)

D
SM

-I
II

-R
 

Sc
hi

zo
ph

re
ni

a 
41

 m
al

e 
in

pa
tie

nt
s a

nd
 

ou
tp

at
ie

nt
s 

ST
 +

PS
ST

(2
0)

 

ST
 +

 S
U

T
 (2

1

PE C
O

P
 P

SS
T

N
o

Ye
s

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t a

nd
 1

 
ye

ar
 fo

llo
w

-u
p:

SA
N

S,
 B

PR
S

Fo
llo

w
-u

p:
PS

ST
(1

3)
 

SU
T

 (1
1)

*P
os

t-t
re

at
m

en
t a

nd
 1

 
ye

ar
 fo

llo
w

-u
p;

C
om

pl
ia

nc
e 

to
 

m
ed

ic
al

 tr
ea

tm
en

t, 
ha

llu
ci

na
tio

ns
, 

de
lu

sio
ns

, n
eg

at
iv

e 
sy

m
pt

om
s;

ST
+P

SS
T

> 
ST

+S
U

T

?

Fa
vr

od
 e

t a
l.

(2
01

0)

D
SM

-I
V-

R
Sc

hi
zo

ph
re

ni
a 

an
d 

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

s 
25

 o
ut

pa
tie

nt
s

ST
+C

BG
T

(N
o 

co
nt

ro
l 

gr
ou

ps
) 

C
R

PS
T

PS
ST

N
o

N
o

N
o

Pr
e-

tre
at

m
en

t 
an

d 
po

st-
tre

at
m

en
t;

PS
YR

AT
S,

 
PA

N
N

S,
 

SU
M

D

7

D
el

us
io

ns
 d

ec
re

as
ed

,

İn
sig

ht
 re

la
tin

g 
to

 
de

lu
sio

ns
 in

cr
ea

se
d

?

G
le

dh
ill

 e
t a

l. 
 

(1
99

8)
D

SM
-I

II
-R

Sc
hi

zo
ph

re
ni

a 
4 

ou
tp

at
ie

nt
s

(2
 m

al
e 

an
d 

2 
fe

m
al

e)
 

ST
+C

BG
T

(N
o 

co
nt

ro
l 

gr
ou

ps
) 

PE C
O

P
N

o
N

o
N

o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t v

e 
1 

m
on

th
s:

PA
S,

BD
I,B

H
S,

 
R

SE
S,

 P
SA

S,
 

K
Q

, T
he

ra
py

 
Sa

tis
fa

ct
io

n 
Sc

al
e

N
o

Al
l p

at
ie

nt
s m

ea
su

re
s 

de
cr

ea
se

d 
in

 is
ol

at
io

n,
 

de
pr

es
sio

n 
 a

nd
 

kn
ow

le
dg

e 
re

la
tin

g 
to

 
sc

hi
zo

ph
re

ni
a,

 se
lf-

es
te

em
  i

m
pr

ov
ed

, 
C

op
in

g 
str

at
eg

ie
s 

im
pr

ov
ed

 in
 a

 h
al

f o
f 

th
e 

pa
tie

nt
s

?

G
ol

db
er

g 
et

 a
l.

 (2
00

7)

Sc
hi

zo
ph

re
ni

a 
sp

ec
tr

um
 

di
so

rd
er

s c
hr

on
ic

- 2
4 

ou
tp

at
ie

nt
s

(9
 fe

m
al

e,
 1

5 
m

al
e)

ST
 +

 C
BG

T
(N

o 
co

nt
ro

l 
gr

ou
ps

)

PE C
O

P
N

o
N

o
N

o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t:

PA
N

N
S,

 S
C

L-
90

8
Ps

yc
ho

tic
 sy

m
pt

om
s 

re
du

ce
d.

.5
2

G
um

le
y 

et
 a

l.
(2

00
6)

D
SM

-I
V

 
Sc

hi
zo

ph
re

ni
a 

an
d 

ot
he

r 
ps

yc
ho

tic
 d

iso
rd

er
s

14
4 

ou
tp

at
ie

nt
s

(1
05

 m
al

e,
 3

9 
fe

m
al

e)

ST
 +

 C
BG

T
 

(7
2)

 S
T

 (7
2)

PE C
O

P
C

R
N

o
Ye

s
N

o
Pr

e-
tre

at
m

en
t, 

3 
-6

- 1
2.

m
on

th
s:

PB
IQ

, R
SE

S
?

lo
ss

 o
f b

el
ie

f  
an

d 
se

lf-
es

te
em

 a
t 1

2 
m

on
th

s;
ST

+C
BG

T
 >

 S
T

?



214

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

m
en

t
D

ro
p-

ou
t

Re
su

lts
E.

S.

H
ad

do
ck

 e
t a

l. 
(2

00
9)

  

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a 
an

d 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
s

77
 o

ut
pa

tie
nt

s a
nd

 
in

pa
tie

nt
s

(6
6 

m
al

e,
 1

1f
em

al
e)

ST
+C

BG
T

 
(3

8)

ST
+S

AT
 (3

9)

PE C
O

P
PS

T
N

o
Ye

s
Ye

s

Pr
e-

tre
at

m
en

t, 
6.

 w
ee

k,
 p

os
t-

tre
at

m
en

t a
nd

  
6.

 m
on

th
, 1

 
ye

ar
 fo

llo
w

-u
p:

PA
N

N
S,

 
PS

YR
AT

S,
 

G
AF

, W
AR

S 
(a

gr
es

sio
n 

an
d 

an
ge

r)

9

An
ge

r;

ST
+C

BG
T

= 
ST

+S
AT

D
el

us
io

ns
 a

nd
 

ag
re

ss
io

n;
 

ST
+C

BG
T

> 
ST

+S
AT

?

H
al

pe
rin

 e
t a

l. 
(2

00
0)

sc
hi

zo
ph

re
ni

a 
+ 

co
m

or
bi

d 
so

ci
al

 a
nx

ie
ty

 
di

so
rd

er
s 

20
 o

ut
pa

tie
nt

s
(1

4 
m

al
e,

 6
 fe

m
al

e)

ST
 +

 C
BG

T

ST

PE C
R

N
o

Ye
s

N
o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 6
 

w
ee

ks
 fo

llo
w

-
up

:
BS

PS
, 

C
D

S,
 S

IA
S,

 
Q

-L
ES

S-
Q

, 
AU

D
IT

, B
SI

4

Al
l m

ea
su

re
s f

or
 p

os
t-

tre
at

m
en

t;
ST

+C
BG

T
 >

 S
T

Fo
llo

w
-u

p;
 S

T
+C

BG
T

 >
 S

T

?

K
em

p 
et

 a
l. 

(1
99

6)

Ac
ut

e 
ph

as
e 

ps
yc

ho
tic

 
di

so
rd

er
s

47
 o

ut
pa

tie
nt

s
(2

4 
fe

m
al

e,
 2

3 
m

al
e)

ST
 +

 C
BG

T
 

(2
5)

 

ST
 +

 S
U

T
 (2

2)

PE  C
O

P
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 6
 

m
on

th
s:

BP
R

S

6 
m

on
th

s:
7

Po
st-

tre
at

m
en

t: 
 

co
m

pl
ia

nc
e,

 in
sig

ht
;

ST
+C

BG
T

 >
 S

U
T

?

K
in

gs
ep

 e
t a

l. 
(2

00
3)

M
IN

I-
Pl

us
 

Sc
hi

zo
ph

re
ni

a 
+

co
m

or
bi

d 
so

ci
al

 a
nx

ie
ty

 
di

so
rd

er
s 

33
 o

ut
pa

tie
nt

s
(2

3 
m

al
e,

 1
0 

fe
m

al
e)

ST
 +

 C
BG

T
 

(n
=1

6)

ST
 (n

=1
7)

PE C
O

P
C

R
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t a

nd
 

2.
 m

on
th

s:
SP

S,
 S

SS
, S

IA
S,

 
BF

N
E,

 C
D

S,
 

Q
-L

ES
S-

Q

8

*P
os

t-t
re

at
m

en
t a

nd
 2

 
m

on
th

s; 

Al
l m

ea
su

re
s;

ST
+C

BG
T

 >
 S

T

SI
A.

0.
64 SS
S

1.
29

Ly
sa

ke
r e

t a
l. 

(2
00

9)

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a 
an

d 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
s

10
0 

ou
tp

at
ie

nt
s

(8
5 

m
al

e,
 1

5 
fe

m
al

e)

ST
+ 

in
di

vi
du

al
 

an
d 

gr
ou

p 
C

BT
 

(5
0)

ST
+ 

SU
T

 (5
0)

C
R

PS
ST

N
o

Ye
s

Ye
s 

Pr
e-

an
d 

po
st-

tre
at

m
en

t:

PA
N

N
S

W
BI

 (w
or

k 
pe

rfo
rm

an
ce

)

?

D
ur

at
io

n 
of

  w
or

k 
ve

 
w

or
k 

pe
rfo

rm
an

ce

ST
+B

BG
T

>S
T

+S
U

T
?



215

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

s
D

ro
p-

ou
t

Re
su

lts
E.

S.

M
al

ik
 e

t a
l.

(2
00

9)

IC
D

-1
0

Sc
hi

zo
ph

re
ni

a 
42

2 
in

pa
tie

nt
s

ST
+C

BG
T

 
(2

57
) 

ST
 (1

65
)

PE C
O

P
C

R
Ye

s
Ye

s
Ye

s 

Pr
e-

tre
at

m
en

t, 
5,

 1
2 

an
d 

24
 

m
on

th
s:

Re
la

ps
e 

ra
te

, 
du

ra
tio

n 
of

 
re

ho
sp

ita
liz

at
io

n,
 

ra
te

 o
f f

in
d 

a 
jo

b

N
o 

24
 m

on
th

s:
Re

la
ps

, h
os

pi
ta

liz
at

io
n,

 fi
nd

 
a 

jo
b;

 
ST

+C
BG

T
>S

T

?

M
an

n 
et

 C
ho

ng
 

(2
00

4)

D
SM

-I
V

 
Sc

hi
zo

ph
re

ni
a 

50
 in

pa
tie

nt
s  

(3
8 

m
al

e 
an

d 
12

 
fe

m
al

e)

ST
 +

 C
BG

T

 S
T

 +
 P

E

PE C
O

P

PE

N
o

Ye
s

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t:

PA
N

N
S,

 L
ife

 
Sk

ill
s P

ro
fil

e
1 

m
on

th
s; 

D
ur

at
io

n 
of

 
sta

yi
ng

 a
t 

ho
sp

ita
l

N
o

H
al

lu
ci

na
tio

n 
an

d 
fu

nc
tio

ni
ng

;
ST

+C
BG

T
> 

ST
+P

E
?

M
or

itz
 e

t a
l.

(2
01

1)

M
IN

I
Sc

hi
zo

ph
re

ni
a

36
 in

pa
tie

nt
s a

nd
 

ou
tp

at
ie

nt
s

(2
8 

m
al

e,
 8

 fe
m

al
e)

 

ST
+C

BG
T

 
(1

8)
 

ST
 (1

8)

C
R

PS
T

PS
ST

N
o 

Ye
s 

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t:

PA
N

N
S

PS
YR

AT
S

Q
-L

ES
S-

Q

?

PA
N

N
S;

 S
T

+C
BG

T
=S

T

PS
YR

AT
S 

de
lu

sio
ns

 a
nd

  
Q

-L
ES

S-
Q

;
ST

+C
BG

T
>S

T

1.
49

M
or

ta
n 

et
 a

l.
(2

01
1)

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a,
 

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

12
 m

al
e 

in
pa

tie
nt

s

ST
+C

BG
T

 
(7

) 

ST
 (5

)

PE C
O

P
C

R
PS

T

N
o 

 
N

o
N

o

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t, 

on
e-

ye
ar

 fo
llo

w
-u

p:
H

D
R

S,
 H

AR
S,

 
BD

I, 
BA

I, 
BH

S,
 

SA
PS

, S
AN

S,
 

K
Q

S,
 R

SE
S,

 
PS

AS

N
o

Po
st-

tre
at

m
en

t a
nd

 o
ne

 y
ea

r 
fo

llo
w

-u
p

ha
llu

ci
na

tio
ns

,  
SA

PS
 to

ta
l, 

SA
PS

 d
el

us
io

ns
, S

AN
S,

 H
AÖ

;
ST

+C
BG

T
>S

T

N
o 

Pe
nn

 e
t a

l.
(2

00
9)

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a,
 

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

65
 o

ut
pa

tie
nt

s
(3

3 
m

al
e,

 3
2 

fe
m

al
e)

ST
+ 

C
BG

T

ST
+ 

SU
T

PE
, 

C
O

P, 
C

R
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t, 

3 
an

d 
12

 m
on

th
s;

PS
YR

AT
S,

 
BA

V
Q

-R
, 

PA
N

N
S,

 S
FS

 

12
 

m
on

th
s

14
 

12
 m

on
th

s;
PA

N
N

S 
to

ta
l:

ST
+C

BG
T

> 
ST

+S
U

T
BA

V
Q

-R
, P

SY
R

AT
S

ST
+S

U
T

> 
ST

+C
BG

T

N
o



216

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

m
en

t
D

ro
p-

ou
t

Re
su

lts
E.

S.

Pe
rlm

an
 &

 
H

ub
ba

rd
 

(2
00

0)

D
SM

-I
V

 
C

hr
on

ic
 sc

hi
zo

ph
re

ni
a 

 9
 o

ut
pa

tie
nt

s
(6

 fe
m

al
e 

3 
m

al
e)

ST
 +

 C
BG

T
(N

o 
co

nt
ro

l 
gr

ou
ps

)

PE C
O

P
N

o
N

o
N

o 
İn

te
rv

ie
w

 
ob

se
rv

at
io

n
N

o
7 

of
 p

at
ie

nt
s’ 

sy
m

pt
om

s  
re

du
ce

d 
an

d 
t h

ei
r p

ow
er

 o
f 

co
nt

ro
l i

m
pr

ov
ed

N
o

Pi
nk

ha
m

 e
t a

l. 
(2

00
4)

D
SM

-I
V

C
hr

on
ic

 sc
hi

zo
ph

re
ni

a 
/ s

ch
izo

af
fe

ct
iv

e 
di

so
rd

er
11

 in
pa

tie
nt

s
(8

 fe
m

al
e,

 3
m

al
e)

ST
 +

 C
BG

T
 

(7
 se

ss
io

ns
)

ST
 +

 C
BG

T
 

(2
0 

se
ss

io
ns

)

PE C
O

P

PE C
O

P

N
o

N
o

N
o

Pr
e-

 a
nd

 
po

st-
tre

at
m

en
t 

PS
YR

AT
S,

 
PA

N
N

S,
 B

H
Q

1

Be
lie

f a
bo

ut
 v

oi
ce

s, 
di

str
es

s 
of

 v
oi

ce
s;

ST
 +

 C
BG

T
 (7

) =
ST

 +
 C

BG
T

 (2
0)

Ps
yr

at
s

.7
2

Pa
nn

s
1.

11

R
at

ho
d 

et
 a

l.
(2

00
5)

W
H

O
 (1

99
2)

Sc
hi

zo
ph

re
ni

a
42

2 
in

pa
tie

nt
s a

nd
 

ou
tp

at
ie

ns
 

(2
80

 m
al

e,
 1

42
 

fe
m

al
e)

ST
 +

 C
BG

T
 

(n
=2

57
) 

ST
 (n

=1
65

)

PE C
O

P
C

R
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 1
 

ye
ar

 fo
llo

w
-u

p:
SA

I, 
C

PR
S,

 
M

on
tg

om
er

y-
As

be
rg

 
D

ep
re

ss
io

n 
Sc

al
e

ST
 

(4
6)

C
BG

T
(4

0)

Po
st-

tre
at

m
en

t;
Ps

yc
ho

tic
 sy

m
pt

om
s 

kn
ow

le
dg

e,
 c

om
pl

ia
nc

e 
to

 
tre

at
m

en
t;

ST
+ 

C
BG

T
> 

ST
İn

sig
ht

;
  S

T
+ 

C
BG

T
= 

ST
1 

ye
ar

 fo
llo

w
-u

p;
C

om
pl

ia
nc

e 
to

 tr
ea

tm
en

t
ST

+ 
C

BG
T

> 
ST

?

Sh
el

le
y 

et
 a

l. 
(2

00
1)

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a 
/

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

s
48

 in
pa

tie
nt

s
G

en
de

r i
s n

ot
 

sp
ec

ifi
ed

ST
 +

 R
PS

T
 +

 
C

BG
T

 (n
=2

5)

ST
 +

 R
PS

T;
 

n=
23

)

PE C
O

P
N

o
N

o
N

o
Ö

nt
es

t v
e 

so
nt

es
t:

PA
N

N
S

N
o

PA
N

N
S;

 
ST

+C
BG

T
 >

 S
T

?

Ta
rr

ie
r e

t a
l. 

(1
99

3a
)

D
SM

-I
II

-R
C

hr
on

ic
 sc

hi
zo

ph
re

ni
a 

27
 o

ut
pa

tie
nt

s
G

en
de

r i
s n

ot
 

sp
ec

ifi
ed

ST
 +

 C
BG

T
 

(n
=1

5)
ST

+ 
PS

T
 

(n
=1

2)
 

ST
 (n

=1
4)

C
O

P

PS
T

N
o

Ye
s

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t a

nd
 6

 
m

on
th

s:
BP

R
S,

 P
AS

, S
FS

C
BG

T
 

(3
)

PS
T

 
(1

)

Ps
yc

ho
tic

 sy
m

pt
om

s;
ST

+C
BG

T
= 

 S
T

+P
ST

 >
 S

T
0.

35



217

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t 
G

ro
up

s
C

BT
 

Te
hc

ni
qu

es

Fa
m

ily
 

Ps
yc

ho
-

ed
uc

at
io

n
R

an
do

m
iza

tio
n

İn
de

pe
nd

en
t 

As
se

ss
or

M
ea

su
re

m
en

t
D

ro
p-

ou
t

Re
su

lts
E.

S.

Ta
rr

ie
r e

t a
l. 

(1
99

3b
)

D
SM

-I
II

-R
C

hr
on

ic
 

sc
hi

zo
ph

re
ni

a 
27

 o
ut

pa
tie

nt
s 

G
en

de
r i

s n
ot

 
sp

ec
ifi

ed

ST
 +

 C
BG

T
 

(n
=1

5)

ST
 +

 P
ST

 
(n

=1
2)

C
O

P 
 

PS
T

N
o

Ye
s

Ye
s

Po
st-

tre
at

m
en

t;
-n

um
be

r o
f 

po
sit

iv
e 

co
pi

ng
 

te
ch

ni
qu

es
 u

se
d

- e
ffi

ci
en

cy
 o

f 
co

pi
ng

 te
ch

ni
qu

e
-a

cc
om

m
od

at
io

n 
of

 p
ro

bl
em

 
so

lv
in

g 
te

ch
ni

qu
e 

C
BG

T
 

(3
)

PS
T

 (3
)

-N
um

be
r o

f p
os

iti
ve

 
co

pi
ng

 te
ch

ni
qu

es
 

an
d 

ef
fic

ie
nc

y;
ST

+C
BG

T
 >

  
ST

+P
ST

-U
sin

g 
pr

ob
le

m
 

so
lv

in
g 

te
ch

ni
qu

es
;

ST
+C

BG
T

 =
  

ST
+P

ST

?

Ta
rr

ie
r e

t a
l. 

(1
99

8)

D
SM

-I
II

-R
Sc

hi
zo

ph
re

ni
a,

 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
, d

el
us

io
na

l 
di

so
rd

er
87

 o
ut

pa
tie

nt
s

(6
9 

m
al

e,
 1

8 
fe

m
al

e)

ST
 +

 C
BG

T
 

(n
=3

3)

ST
 +

 S
U

T
 

(n
=2

6)
ST

 (n
=2

8)

C
O

P
PS

T
N

o
Ye

s
Ye

s
Pr

e-
te

st 
an

d 
3 

m
on

th
s:

BP
R

S
15

İn
te

ns
ity

 a
nd

 
nu

m
be

r o
f 

sy
m

pt
om

s, 
 n

um
be

r 
of

 h
os

pi
ta

liz
at

io
n 

an
d 

 d
ur

at
io

n 
of

 
sta

yi
ng

 a
t h

os
pi

ta
l;

ST
+C

BG
T

 >
 S

T
 

+S
U

T
> 

ST

?

Ta
rr

ie
r  

&
 

W
itt

ko
w

sk
i

(1
99

9)

D
SM

-I
II

-R
Sc

hi
zo

ph
re

ni
a,

 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
, d

el
us

io
na

l 
di

so
rd

er
87

 o
ut

pa
tie

nt
(5

2 
m

al
e,

 3
5 

fe
m

al
e)

ST
 +

 C
BG

T
 

(n
=2

3)

ST
 +

 S
U

T
 

(n
=2

1)
ST

 (n
=2

6)

C
O

P
PS

T
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 1
 

ye
ar

 fo
llo

w
-u

p:
PS

E,
 B

PR
S,

 
SA

N
S

17

Po
st-

tre
at

m
en

t 
po

sit
iv

e 
an

d 
ne

ga
tiv

e 
sy

m
pt

om
s; 

ST
+C

BG
T

 >
 S

T
At

 fo
llo

w
-u

p 
fo

r a
ll 

po
sit

iv
e 

sy
m

pt
om

s; 
ST

+C
BG

T
 >

 S
T

N
eg

at
iv

e 
sy

m
pt

om
s; 

ST
+C

BG
T

 =
 

ST
+S

U
T

> 
ST

?

Ta
rr

ie
r e

t a
l. 

(2
00

0)

D
SM

-I
V

 
Sc

hi
zo

ph
re

ni
a,

 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
, d

el
us

io
na

l 
di

so
rd

er
87

 o
ut

pa
tie

nt
s

G
en

de
r i

s n
ot

 
sp

ec
ifi

ed

ST
 +

 C
BG

T
 

(n
=2

3)

ST
 +

 S
U

T
 

(n
=2

1)
 S

T
 (n

=2
6)

C
O

P
PS

T
N

o
Ye

s
Ye

s

*P
re

- a
nd

 p
os

t-
tre

at
m

en
t 3

 –
 1

2 
m

on
th

s a
nd

 2
 

ye
ar

s f
ol

lo
w

-u
p:

PS
E,

 B
PR

S,
 

SA
N

S
Re

la
ps

e 
an

d 
ho

sp
ita

liz
at

io
n

At
 p

os
t-

tre
at

m
en

t: 
11

2 
ye

ar
s 

fo
llo

w
-u

p:
 

16

- P
re

- a
nd

 p
os

t-
tre

at
m

en
t a

nd
 2

 
ye

ar
s f

ol
lo

w
-u

p
Po

sit
iv

e,
 n

eg
at

iv
e 

sy
m

pt
om

s, 
 re

la
ps

e,
 

ho
sp

ita
liz

at
io

n;
ST

+C
BG

T
= 

ST
+S

U
T

>S
T

C
BG

T
Po

s.:
.4

2
N

eg
.

.5
4



218

TA
B

LE
 1

. C
on

tin
ue

d

St
ud

y
Po

pu
la

tio
n

Tr
ea

tm
en

t G
ro

up
s

C
BT

 T
eh

cn
iq

ue
s

Fa
m

ily
 P

sy
ch

o-
ed

uc
at

io
n

R
an

do
m

iza
tio

n
İn

de
pe

nd
en

t 
As

se
ss

or
M

ea
su

re
m

en
t

D
ro

p-
ou

t
Re

su
lts

E.
S.

Ta
rr

ie
r e

t a
l. 

(2
00

1)

D
SM

-I
II

-R
C

hr
on

ic
 sc

hi
zo

ph
re

ni
a,

 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
, 

de
lu

sio
na

l d
iso

rd
er

 8
7 

ou
tp

at
ie

nt
s

(a
t p

os
t-t

re
at

m
en

t 5
4 

m
al

e,
 1

8 
fe

m
al

e)

ST
 +

C
BG

T
 (n

=2
4)

ST
 +

 S
U

T
(n

=2
1)

ST
 (n

=2
7)

C
O

P
C

R
PS

T
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 3
 

m
on

th
s:

PA
S,

 B
PR

S,
 P

SE
, 

SA
N

S,
 B

D
I, 

BH
S

15

T
ho

ug
ht

 d
iso

rd
er

s  
an

d 
ne

ga
tiv

e 
sy

m
pt

om
s;

ST
+C

BG
T

 >
 S

T
-D

el
us

io
ns

;
ST

+C
BG

T
 =

 
ST

+S
U

T
>S

T
- H

al
lu

ci
na

tio
ns

;
ST

+C
BG

T
 >

 
ST

+S
U

T
>S

T

C
BG

T
 P

os
.

0.
5

T
ho

m
as

 e
t a

l. 
(2

01
0)

Sc
hi

zo
ph

re
ni

a,
 

sc
hi

zo
af

fe
ct

iv
e 

di
so

rd
er

33
 o

ut
pa

tie
nt

s
(2

1 
m

al
e,

 1
2 

fe
m

al
e)

ST
+C

BG
T

PE C
O

P
C

R
N

o
N

o
N

o

Pr
e-

an
d 

po
st-

tre
at

m
en

t:
PS

YR
AT

S,
 P

AN
N

S,
 

SA
I

5
PS

YR
AT

S,
 P

AN
N

S;
re

du
ce

d 
po

sit
iv

e 
an

d 
to

ta
l s

ym
pt

om
s.

?

Tr
ow

er
 e

t a
l. 

 (2
00

4)

IC
D

-1
0

sc
hi

zo
ph

re
ni

a 
an

d 
sc

hi
zo

af
fe

ct
iv

e 
di

so
rd

er
38

 o
ut

pa
tie

nt
s a

nd
 

in
pa

tie
nt

s
(2

4 
m

al
e,

 1
4 

fe
m

al
e)

ST
 +

 C
BG

T
 

(n
=1

8)
ST

 (n
=2

0)
C

R
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t (

6 
m

on
th

s)
, 1

2 
m

on
th

s:

BH
Q

, K
Q

, 
PS

YR
AT

S,
 C

D
S

*P
os

t-:
-C

BG
T

(3
)

-S
T

 (3
)

*F
ol

lo
w

-u
p:

-C
BG

T
 (4

)
-S

T
 (5

)

*P
os

t- 
an

d 
fo

llo
w

-u
p:

Be
lie

f a
bo

ut
 p

ow
er

 o
f  

vo
ic

es
, a

dh
er

en
ce

 to
 

vo
ic

es
 a

nd
 d

ep
re

ss
io

n;
ST

+C
BG

T
 >

 S
T

İn
te

ns
ity

 o
f  

vo
ic

es
,  

lo
ud

 a
nd

  c
on

te
nt

;
-S

T
+C

BG
T

 =
 S

T

C
BG

T
  1

.1

Va
le

nc
ia

 e
t a

l.
(2

00
7)

D
SM

-I
V

C
hr

on
ic

 sc
hi

zo
ph

re
ni

a
82

 o
ut

pa
tie

nt
(6

4 
m

al
e,

 1
8 

fe
m

al
e)

ST
 +

 P
SS

T
 +

 A
T

 
(n

=4
3)

ST
 (n

=3
9)

PS
ST

Ye
s

Ye
s

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t –

 1
 y

ea
r 

fo
llo

w
-u

p;
PA

N
N

S,
 S

FS

ST  (1
0)

PS
ST

   
   

 (6
)

-S
ym

pt
om

s, 
ps

yc
ho

-
so

ci
al

 a
nd

 g
en

er
al

 
fu

nc
tio

ni
ng

, l
ow

 re
la

ps
e,

 
lo

w
 h

os
pi

ta
liz

at
io

n 
an

d 
hi

gh
 c

om
pl

ia
nc

e 
to

 
m

ed
ic

al
 tr

ea
tm

en
t:

ST
+P

SS
T

+A
T

> 
ST

PS
ST

:
PA

N
N

S:
 2

.2
SF

S:
2.

1

W
yk

es
 e

t a
l.

(1
99

9)

D
SM

-I
V

Sc
hi

zo
ph

re
ni

a 
21

 o
ut

pa
tie

nt
s a

nd
 

in
pa

tie
nt

s
G

en
de

r i
s n

ot
 sp

ec
ifi

ed

ST
 +

 C
BG

T

ST
PE C

O
P

N
o

N
o

Ye
s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t -

3 
m

on
th

s:
PS

YR
AT

S,
 B

PR
S,

 
IA

SP
, B

H
Q

, B
D

I, 
BA

I, 
R

SE
S

11
 

BP
R

S,
 H

al
lu

ci
na

tio
ns

, 
In

sig
ht

:
ST

+C
BG

T
 >

 S
T

Fo
llo

w
-u

p;
BP

R
S;

 
ST

+C
BG

T
 =

 S
T

?

W
yk

es
 e

t a
l.

 (2
00

5)
D

SM
-I

V
 

Sc
hi

zo
ph

re
ni

a
85

 o
ut

pa
tie

nt
s

(5
0 

m
al

e,
 3

5 
fe

m
al

e)

ST
 +

 C
BG

T
 (n

=4
5)

ST
 (n

=4
0)

PE C
O

P
N

o
Ye

s
Ye

s

Pr
e-

 a
nd

 p
os

t-
tre

at
m

en
t (

10
. 

w
ee

ks
) 6

 m
on

th
s:

SB
S,

 P
SY

R
AT

S,
 

R
SE

S

Fo
llo

w
-u

p:
C

BG
T

(8
)

ST
(7

)

In
te

ns
ity

 o
f 

ha
llu

ci
na

tio
ns

 a
nd

 u
sin

g 
co

pi
ng

 te
ch

ni
qu

es
; 

ST
+C

BG
T

 =
 S

T
-S

oc
ia

l f
un

ct
io

ni
ng

;
ST

+C
BG

T
 >

 S
T

So
c.

 F
un

c.
.6

3

Yu
ng

 e
t a

l. 
(2

01
1)

D
SM

-I
V

Vu
ln

er
ab

le
 to

 p
sy

ch
os

is
19

3 
pe

rs
on

ST
+C

BG
T

 (4
3)

P+
C

BG
T

 (4
4)

P+
SU

T
 (2

8)
C

G
 (7

8)

C
O

P, 
C

R
C

O
P, 

C
R

PE
N

o 
Ye

s
Ye

s

Pr
e-

tre
at

m
en

t, 
6 

m
on

th
s:

BP
R

S,
 S

AN
S,

 
H

D
Ö

, G
AF

, Y
K

Ö

63

BP
R

S:
 S

T
+C

BG
T

= 
P+

C
BG

T
= 

P+
SU

T
= 

C
G

SA
N

S:
 

P+
 B

G
T,

 K
G

> 
ST

+C
BG

T,
 P

+C
BG

T

BP
R

S:
0.

10
0.

12
0.

05



219

TABLE 2. Therapy Characteristics of CBGT

Study Duration of Sessions Number of Sessions Frequency of Sessions Number of Therapists Number of Members

Andres et al.   (2000) 90 min. 24 sessions Twice a week ? 4-7

Andres et al.  (2003) 90min. 24 sessions Twice a week ? 4-7

Barrowclough et al. (2006) 2 hours 18 sessions 3 times a week 2 Max. 12

Bechdolf et al. (2004) 60-90 min. 16 sessions Twice a week 1 8

Bechdolf et al. (2010) 60-90 min. 16 sessions Twice a week 1-2 8

Borras et al. (2009) 1 hour 24 sessions Twice a week 2 5-13

Bradshaw (1993) 90 min. 20 hours Twice a month 2 8

Combs et al. (2007) 1 hour 18 sessions Once a week 1-2 8-10

Dannahy et al. (2011) 90 min. 8-12 sessions Once a week 2 6-7

Drury et al.(1996) ? max. 6 months 8 hours per week, 4 
individual,1group 2 max. 6

Drury et al. (2000) ? max. 6 months 8 hours per week 2 6

Eckman et al. (1992) 90 min. 6 months Twice a week 1 20

Favrod et al. (2010) 60 min. 8 -16 sessions Once a week 2-3 ?

Gledhill et al.  (1998) 1 hour 8 sessions Once a week 1 4

Goldberg et al. (2003) 2 hours 8 sessions Once a week 1 per 2-3 member ?

Gumley et al. (2006) ? 24-36 sessions Once a week 1 ?

Haddock et al. (2009) ? 25 sessions 2-3 times a week ? ?

Halperin et al. (2000) 2 hours 8 sessions Once a week ? 7

Lysaker et al. (2009) 1 hour 26 sessions Once a week 1-2 10

Kemp et al. (1996) 20-60 min. 4- 6 sessions Twice a week 2 ?

Kingsep et al. (2003) 2 hours 12 sessions Twice a week 2 ?

Malik et al. (2009) ? 6 sessions ? ? ?

Mann and Chong (2004) ? 6 sessions Once a week ? 5

Moritz et al. (2011) 45-60min. 8 sessions Once a week ? 6-9

Mortan et al. (2011) 90 min. 9-10 sessions Twice a week 2 4-5

Penn et al. (2009) 1 hour 12 sessions Once a week 2 4-7

Perlman and Hubbard 
(2000) 1 hour 23 sessions 1-2 times a week 2 9

Pinkham et al. (2004) 1 hour 7 sessions Once a week ? 11

Rathod et al. (2005) ? 5 months ? ? ?

Shelley et al. (2001) ? 27-90 sessions 3-5 times a week ? ?

Tarrier et al. (1993) ? 10 sessions Twice a week 1 5

Tarrier, Sharpe  et al. (1993) ? 10 sessions Twice a week 1 9-12

Tarrier et al. (1998) 1 hour 20 sessions Twice a week 1 ?

Tarrier and Wittkowski 
(1999) 1 hour ? ? 1 ?

Tarrier et al. (2000) 1 hour 20 sessions Twice a week 1 ?

Tarrier et al. (2001) 1 hour 20 sessions Twice a week 3 ?

Thomas et al. (2010) 1 hour max.24 sessions Once a week 1 ?

Trower et al.  (2004) ? 13 sessions ? 1 ?

Valencia et al. (2007) max. 75min. max.48sessions Once a week 2 8

Wykes et al. (1999) 1 hour 6 sessions Once a week 3 7

Wykes et al. (2005) 1 hour 7 sessions Once a week ? ?

Yung et al.(2011) 50-60 min. 48 sessions Once a week 2 ?
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Measurement: ATQ: Automatic Thoughts Questionnaire; AUDIT: The Alcohol Use 
Disorders Identification Test; BAI: Beck Anxiety Inventory; BDI: Beck Depression 
Inventory; BFNE: Brief Fear of Negative Evaluation scale; BHQ: Beliefs about 
Hallucinations Questionnaire; BHS: Beck Hopelessness Scale; BPRS: Brief Psychiatric 
Rating Scale; BSI: The Brief Symptom Inventory; BSPS: Brief Social Phobia Scale; CDS: 
The Calgary Depression Scale for Schizophrenia; CPRS: Comprehensive Psychiatric 
Rating Scale; CSCQ: Self-Control Questionnaire; CS: Coping Scale; FQCI: Freiburg 
Questionnaire on Coping with Ilness; GAF: Global Assessment of Functioning; HADS: 
Hospital Anxiety and Depression Scale; HARS: Hamilton Anxiety Rating Scale; HDRS: 
Hamilton Depression Rating Scale; HKÖ: Hastalık Kapsamı Ölçeği; IASP: The Insight 
Assessment Scale in Psychosis; IS: Insight Scale; KQ: Knowledge Questionnaire; KQS: 
Knowledge Questionnaire for Schizophrenia; MADS: Maudsley Assessment of Delusions 
Scale; PANNS: Positive and Negative Syndrome Scale; PAS: Psychiatric Asssessment Scale; 
PBIQ: Personal Belief About Illness Questionnaire; PSAS: Problem/Symptoms Assessment 
Scale; PSE: Present State Examination; PSYRATS: Psychotic Symptoms Rating Scales; 
RSES: Rosenberg Self-Esteem Scale; SAI: The Schedule for the Assessment of Insight; 

SANS: Scale of Assessment Negative Symptoms; SAPS: Scale of Assessment Positive 
Symptoms; SBS: Social Behavioral Schedule; SCQ: Stress Coping Questionnaire; SERS: 
Self-esteem Rating Scale; SFS: Social Functioning Scale; SIAS: The Social Interaction 
Anxiety Scale; SIS: Social Interview Schedule; SPS: Short Social Phobia Scale; SSS: Short 
Symptomatology Scale; SUMD: The Scale to Assess Unawareness of Mental Disorder; 
Q-LESS-Q: The Quality of Life, Enjoyment and Satisfaction Questionnaire;  WARS: The 
Ward Anger Rating Scale 
Treatments and Techniques: CBGT: Cognitive Behavioral Group Therapy; CG: 
Control Group (no medical treatment or therapy); COP: Coping Skills; CR: Cognitive 
Restruction; FT: Family Therapy; P: Placebo Medical Treatment; PE: Psychoeducation; 
PSST: Psychosocial Skills Training; PST: Problem Solving Training; RPST: Routine 
Psychosocial Treatment; SAT: Social Activity Treatment; SCIT: Social and Cognitive 
Integrative Training; ST: Standard Treatment; SUT: Supportive Therapy; WL: Waiting List
General Abbrevaitons: E.S.: Effect Size; WHO: World Health Organisation; ?: Not 
Specified
 ?: not specified
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