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The Effect of Life Skills Training on Functioning in Schizophrenia: A

Randomized Controlled Trial
()
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SUMMARY

Objective: Psychosocial approaches including occupational therapeutic interventions constitute an important part of mental health treatments. This
research was planned to investigate the effects of individualized life skills training on the functionality of individuals diagnosed with schizophrenia.

Method: A total of 32 individuals diagnosed with schizophrenia were assigned randomly to the study (n=15) and the control groups (n=17).
The participants were evaluated with the Positive and Negative Syndrome Scale for symptom severity, the Clinical Global Impression Scale for
illness severity and improvement and response to treatment, the Katz Index of Independence in Activities of Daily Living and the Lawton — Brody
Instrumental Activities of Daily Living Scale for adequacy of performance of basic activities and tasks of daily living, the Functioning Assessment Short
Test and Social Functioning Scale for assessing the level of functionality before and after the scheduled interventions for both groups. The control
group received a single-session awareness training to increase independence in daily living activities and the study group received individualized life
skills training in 2 sessions per week for 8 weeks (=16 sessions).

Results: At the end of the research program, improvements were observed in the negative symptoms, general psychopathology, severity of illness and
independence in basic and instrumental activities of daily living and functioning in the study group as compared to the control group.

Conclusion: On the basis of the obtained results, we believe that the individualized life skills training may be an effective therapeutic method for the
rehabilitation of individuals diagnosed with schizophrenia. The results of our study should be supported by long-term follow-up studies.
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INTRODUCTION The psychosocial interventions for improvement of social

skills, self-efficacy, independence in activities of daily living

Given its early onset age, variable clinical course, and persistent . L . .
_ _ o i . and interpersonal communication in people diagnosed with
and chronic nature, schizophrenia is an important public . o . .
. R . schizophrenia include various approaches, such as cognitive

health problem. It affects social participation and quality of

. . e . . . behavioral thera cognitive remediation, therapies for
life by causing disabilities in self-care, social relationships, Py, cog ’ P

learning, working and leisure time skills (Andersan 2010, the individual, group or the family, life skills trainings and

Marcsisin et al. 2016). In schizophrenia, the combined vocational rehabilitation. These interventions are focused
. . ,

use of both pharmacological and non-pharmacological =~ ©n Managing symptoms, preventing relapses, - increasing

psychosocial interventions are seen as the most effective functioning and ensuring the reintegration of individuals into

treatment approaches to improve the long term outcomes  society (Sadock and Sadock 2007, Fatani et al. 2017, Kane

(Deveci et al. 2008, Mortan Sevi and Tekinsan Siitcii 2012).  and Correll 2010).
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A multicenter, cross-sectional investigation in individuals
diagnosed with schizophrenia demonstrated that functional
capacity and everyday life skills are centrally located
in the network of relationships between the cognitive,
psychopathological and psychosocial variables (Galderisi
et al. 2018). In this respect, improving independent living
skills, including participation in activities of daily living, has
an important role in intervention approaches (Buchain et al.

2003, Bejerholm and Eklund 2006).

Although there is not a consensus on the definition of life
skills in the literature, life skills are defined in general terms
as the basic skills that individuals need to live independently
and take on meaningful and productive roles (Samuel et al.
2018, Abaoglu et al. 2017). It has been shown that lack of
life skills in schizophrenia leads to serious disability (Ivarsson
et al. 2004, Bowie et al. 2006) and that deficits in life skills
are associated with psychopathology, quality of life, cognitive
functions and negative symptoms (Green et al. 2015, Samuel
etal. 2018).

Life skills training approaches aim assisting individuals to gain
the skills necessary for fulfilling their roles in the environment
they live in and include techniques such as assessment,
teaching, behavioral practice, feedback, and homework,
covering areas such as self-care, money management,
communication and social skills, home management and
community life (Nicol et al. 2000). The training programs
can be implemented in the individual’s home or in various
community areas such as banks, markets, streets as individual
training; or, as appropriate, in group workshops that provide
opportunities for individuals to learn from each other
(Mitchell and Gunaratne 2007).

Occupational therapy interventions that also include life
skills, consist of individual-centered approaches that take into
account the individual’s past experiences, interests, priorities,
and expectations from the intervention. By analyzing
the activity performance areas of individuals and related
environmental factors through the intermediation of life skills
trainings, individualized goals are developed with the aim to
increase social participation by affecting symptoms and t level
of functionality through participation in activities (Crouch
2014, Roberts 2008). Although life skills training is a widely
used occupational therapy intervention and rehabilitation
tool in the field of mental healthcare, it has limitations in
not being generalisable beyond the training environment and
unfocusable to individual targets and needs.

The evidence provided in this area has been found to be
limited by inadequately planned studies with respect to
numbers of the cases investigated and the mesasures on
randomization and control (Mairs and Bradshaw 2004,
Arbesman and Logsdon 2011, Ammeraal and Coppers
2012). After literature review, reliable evidence based on

randomized controlled studies were not found although life
skills interventions aiming to increase the quality of life and
independence of individuals with chronic mental disorders
had been designed (Tungpunkom and Nicol 2008, Ammeraal
and Coppers 2012). This study aimed to investigate the effect
of individualized life skills training on functioning in people
diagnosed with schizophrenia with a randomized controlled
design.

METHOD
Participants

Individuals with schizophrenia diagnosis consulting the

outpatient clinic of Hacettepe University Psychiatry
Department were included in this randomized controlled
study conducted between April 2017 and June 2018. A total
of the 58 individuals were interviewed to be evaluated by the
physician for the symptoms and severity of the disease, when
5 individuals were excluded for not meeting the inclusion
criteria and 15 individuals declined to participate in the
study. The remaining 38 individuals were referred to the
Occupational Therapy Department of Hacettepe University
Faculty of Health Sciences and randomly assigned to the study
and control groups by the computer software. Due to reasons
of the time taken, transportation problems or other reasons
3 individuals included in the study group discontinued with
the intervention, and 2 individuals in the control group who
did not complete the schedules were excluded from the study.
Consequently, a total of 32 individuals diagnosed with
schizophrenia, 15 of whom were in the study group and 17
of whom were in the control group, constituted the sample

of the study.

The inclusion criteria were specified as being 18-65 years of age
and literate, meeting the diagnostic criteria of schizophrenia
according to the DSM-5 after evaluation by two psychiatrists,
maintaining medical treatment, having a score of 3 or less
on items P7 (hostility) and G8 (uncooperativeness) of the
Positive and Negative Syndrome Scale and being willing to
participate in the study. Individuals who were in the flare up
or acute episode of the disease, with mental retardation or
having any treatment resistant physical or neurological disease
were excluded from the study. Informed written consent
was obtained from the participants and caregivers after the
purpose and scope of the study were explained in detail. The
study was ethically approved by Hacettepe University Non-
Interventional Clinical Researches Ethics Board with the
approval number GO 17/14 dated January 31, 2017.

Data Collection Tools

The Demographic Information Form: The demographic
and clinical characteristics of the participants, including age,
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gender, working status, marital status, education years, age
of onset and duration of disease and medication use were
collected on the demographic information form which was
designed by the researchers.

The Positive and Negative Syndrome Scale (PANSS):
The PANSS is a semi-structured interview tool developed
to evaluate the severity of positive and negative symptoms
and the level of general psychopathology. It consists of 30
items, including a 7-item positive symptoms subscale, a
7-item negative symptoms subscale, and a 16-item general
psychopathology subscale. According to the severity of the
symptoms, each item is rated by the clinician from 1 to 7
as absent, minimal, mild, moderate, moderate-severe, severe or
extreme. The sum of the 30 items is defined as the PANSS
total score and ranges from 30 to 210 (Kay et al. 1987). The
validity and reliability of the Turkish language version of
the scale were conducted at Hacettepe University Faculty of
Medicine Department of Psychiatry in 1999 (Kostakoglu et
al. 1999).

The Clinical Global Impression (CGI) Scale: 7/e CGI was
developed to evaluate the severity and course of psychiatric
disorders for clinical and research purposes. The scale is
completed by the clinician based on observation during the
semi-structured interview. It comprises the three dimensions
of illness severity, improvement and side effects. The sub-
dimension of illness severity is rated on a 7-point scale as: 1
(not at all ill), 2 (borderline ill), 3 (mild ill), 4 (moderately
ill), 5 (markedly ill), 6 (severely ill) and 7 (extremely ill) (Guy
1976). In the present study, the first dimension of the scale,
illness severity, was used.

The Katz Index of Independence in Activities of
Daily Living (ADL): The ADL assesses the individual’s
independence in performing daily life activities (Katz et al.
1963). The six items, including bathing, dressing, roileting,
transferring, continence and feeding are scored using a
dichotomous scale (0-dependent, 1-independent). A score of
6 indicates complete independence and a score of 0 indicates
that complete dependence of the individual. The validity of
the Turkish language version was carried out by Arik et al.
(2015).

The Lawton and Brody Instrumental Activities of Daily
Living (IADL) Scale: The IADL scale consists of 8 questions
on the activities of telephone use, food preparation, shopping,
housekeeping, laundry, transportation, financial management
and medication use (Lawton and Brody 1969). The Cronbach’s
alpha reliability coefficient of the IADL scale was found
to be 0.88 in people diagnosed with schizophrenia (Cetin
et al. 2013). In calculating the scoring on the IADL, the
dichotomous (0-dependent, 1-indepent) or the trichotomous
(1-unable, 2-needs assistance 3-independent) scales are
used (Vittengl et al. 2006). In this study, the trichotomous
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scoring system was preferred, and accordingly 0-8 points were
evaluated as the patient being dependent, 9-16 points as being
semi-independent and 17-24 points as being independent.

The Social Functioning Scale (SFS): The SFS was developed
to assess social functioning and its changes over time in
individuals diagnosed with schizophrenia (Birchwood et al.
1990). The scale consists of seven subscales which provide
detailed information on daily functions of social withdrawal,
interpersonal  functioning, ~pro-social activities, recreation,
independence-competence,  independence-performance,  and
employmentioccupation. It is a self-report scale and it has
separate patient and caregiver report forms. Higher scores
from the subscales indicate better functioning. Since the scale
does not have standardized population norms, it is used in
comparative studies. Validity and reliability analyses of the
Turkish language version were conducted by Yaprak Erakay

(2001).

The Functional Assessment Short Test (FAST): The FAST
was developed by Rosa et al. (2007) and the validity and
reliability of the Turkish language version were conducted by
Aydemir and Uykur (2012). It is a 24-item scale that assesses
functioning. The test has the six sub-dimensions autonomy,
occupational functioning, cognitive functioning, financial issues,
interpersonal relationships and leisure time, which are evaluated
by the clinician. The items in the test are rated on a four-point
Likert scale. The cut-off score of the scale was not calculated.
High scores indicate poor functioning.

Training

The life skills necessary to live independently and which
support meaningful, productive roles, of the individuals in
the study group were determined together with the individual
by taking into account the individual’s wishes and expressions
during the assessment interview. Individuals were included in
an individualized life skills training program 2 days per week
for 8 weeks (=16 sessions). At the end of the training program,
the psychometric tests were repeated with each individuals.
Life skills training was designed for four performance areas
including personal management (dressing, healthy and
regular eating, personal hygiene, transportation, money
management, coping skills), social skills (problem solving,
decision making, organization, creative and critical thinking,
empathy, interpersonal communication), vocational skills
(awareness of the importance of productivity, identification
of professional interests, pre-vocational skills, job search,
finding, maintaining) and leisure time use (leisure time
structuring, time management, participation in recreational
activities). Life skills training was structured to include the
following steps:

Session 1: Preparatory Session: Adaptation and cooperation
to skills training, goal setting;



Sessions 2-5: Giving information about life skills and creating
awareness for providing knowledge and awareness about
life skills necessary to develop participation in meaningful
daily living activities, concening what they wanted what
bare needed or expected from them and including personal
management, social skills, vocational skills, and leisure time use.

Sessions 6-12: Teaching life skills: Observing the success
in performing those specified life skills; teaching skills to
identify activity demands and to meet them effectively; using
teaching techniques such as written and oral instructions,
photographs, and video demonstrations; providing feedback
on the process; follow-ups with homework.

Sessions 13-15: Training in real-life situations: Encouraging
the individual to generalize the skills learned in the clinical
environment to real-life conditions with all the factors
affecting independent living activities.

Session 16: Closing Session: Summarizing the skills learned,
getting feedback, encouraging sustainability and making
suggestions.

During the course of teaching life skills, a therapeutic
relationship, including empathy and respect for the
individual’s decisions and organising the communication
with the individual according to changing needs was formed
in order to increase the cooperation between the individual
and the therapist; and also encouragement and motivational
communication was used to enhance adjustment to the
therapy and thereby be able to meet activity needs and to use
personal capacity. Activity grading was performed in order to
gradually increase activity demands from easy to complicated,
simple to complex and one step to more, as the ability of
the individual increased, or to reduce these demands if the
individual lost functionality. In the cases where the individual
could not perform the activity in his / her own environment
during the training, simulations were used to make the
clinical settings the closest to the natural environment of
activity. Also, techniques including performing in real-life
situations, homework and follow-up schedules were utilized
(Cordingley and Pell 2014).

After an initial assessment, the individuals in the control
group were given a single-session awareness training to
increase their independence in daily living activities ; and,
while continuing their standard medical treatment with
medication and physician control, they were added on the
waiting list to be included in general occupational therapy
interventions and re-evaluated at the end of the 8th week.

Statistical Analysis

Statistical analyses were made performed using The Statistical
Package for the Social Sciences (SPSS), Version 23.0, for
Windows. Descriptive statistics were calculated to determine

the general characteristics of the groups. The median and
minimum / maximum values were used for the variables
with non-normal distribution and the mean + standard
deviation values were used for the variables with normal
distribution. For the comparison of independent variables,
the Chi-square or Fisher’s Exact tests were used for categorical
variables such as gender, marital status, and educational
status, and the Students t-test was used for continuous
variables including age and disease duration. Conformity of
the data with normal distribution was tested by the Shapiro-
Wilk Test. Repeated measures analysis of variance (ANOVA)
was performed to test group and time interaction effect in
normally distributed data. For the data with non-normal
distribution, the Wilcoxon Signed Ranks Test was used to
compare the differences in pre- and post-training assessment
findings within each group and the Mann-Whitney U Test
was used for assessing the differences between the groups. The
significance level was determined at p<0.05.

RESULTS

Although 38 individuals met the inclusion criteria and
volunteered to participate in the present study, only 32 (84%)
of these completed the study by actively participating in life
skills training The study and control groups did not differ
signficantly on the bases of age, gender, working status,
marital status, education years, age of onset and duration of
disease (see Table 1). When medication use of both groups
was examined, it was seen that the groups were similar in
terms of treatment options (see Table 2), with 66% of the
participants being on treatment with atypical antipsychotic
(AP) alone, and with 4 patients in both the study and control
groups receiving clozapine augmentation treatment.

The mean scores of the groups obtained on the PANSS, the
CGI, Katz ADL and Lawton-Brody IADL scales are presented
in Table 3. Group-time interaction was statistically significant
for the PANSS negative symptoms, general psychopathology
subscales, and total score. Significant difference was not
observed in group-time interaction (p=0.664 in the PANSS
positive symptoms subscale of the study and control groups.
These findings indicate that negative symptoms and general
psychopathology scores decreased significantly in favour of
the study group (Table 3). When the mean CGI pre-test
and post-test scores of the study and control groups were
compared, the pre-test scores did not differ significantly
between the groups (p=0.954), but there was a statistically
significant difference in the post-test mean scores (p=0.019).
Also, the change in the pre-test and post-test scores was
not significant within the control group (p=0.132), but the
change within the study group was found to be significant
(p=0.004). While the two groups were initially comparable
in terms of disease severity, there was a significant decrease in
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Table 1. Demographic and Clinical Characteristics of the Participants (n=32)#

Study Group Control Group
Mean+SD Mean+SD t P
Age 40.33£11.90 38.89+9.38 -0.385* 0.703
Disease duration (year) 15.40+12.61 15.18+8.77 -0.059* 0.954
n=15 (%) n=17 (%) %2 P
Gender 0.427*** 0.513
Female 7 (46.7) 6 (35.3)
Male 8(53.3) 11 (64.7)
Marital status 3.883** 0.197
Married 0 (0%) 4 (24%)
Single 13 (87%) 11 (65%)
Separate / Divorced 2 (13%) 2 (11%)
Working status 0.005*+* 0.946
Working 6 (40%) 7 (41%)
Not working 9 (60%) 10 (59%)
Median (Min/max) Median (Min/max) U P
Education period (year) 11 (8/15) 11 (5/15) 92.500 0.155
The onset age of disease 22 (16/39) 20 (16/40) 116.500 0.676
Numbers of psychotic episodes 2 (1/6) 3 (1/5) 80.000 0.067

# Student t-test, Chi-square test, Fisher Exact test and Mann-Whitney U test results
*df=30, **df=2, ***df=1

the disease severity in the study group after the training (see

Table 3).

The pre-test ADL scale mean scores of the two groups did
not differ significantly (p= 0.744), but a significant difference
was found in the post-test scores (p=0.010) after the 8-week
treatment While the mean pre-test and post-test scores were
not changed in the control group (p=0.317), the study group
showed a significant within-group change (p=0.015). The
group-time interaction was statistically significant (p=0.001)
in the Lawton-Brody IADL Scale scores of the control and
study groups. These findings showed that independence in
basic and instrumental daily living activities increased after

the life skills training in favour of the study group (Table 3).

Table 2. Details of Medication Use in the Participants#

When the pre-and post-test mean SFES scores of the control
and study groups were compared, the group time interaction
was statistically significant in the social withdrawal,
recreation, independence-competence and independence-
performance subscale scores. The pre-test and post-test
interpersonal functioning and pro-social activities subscale
scores that did not show normal distribution, were not
significantly different between the groups at the pre-test stage
(p=0.016), but a statistically significant difference was found
after the training ( p=0.001), but, the post-test scores of the
two groups on the employment/occupation subscale did
not differ significantly (p=0.674). Whereas the intra-group
changes in the control group scores for these last 3 subscales

Study Group Control Group
N=15 (%) N=17 (%) x* p

Antipsychotic (AP) 0.406* 0.816
1) Typical AP alone 1 (6%) 0 (0%)
2) Atypical AP alone 10 (67%) 13 (76%)

- Clozapine 5 5

- Non-clozapine AP 5 8
3) Clozapine augmentation 4 (27%) 4 (24%)
Antidepressant 10 (67%) 10 (59%) 0.209** 0.647
Benzodiazepine 1 (6%) 1 (6%)

#There were no participants who used combined therapy except clozapine augmentation. None of the participants used mood stabilizers.

*df=2, **df=1
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Table 3. Comparison of the PANSS, the CGI, the Katz ADL, the Lawton-Brody IADL, the SES and the FAST Results of the Groups

Variables Group Pre-test Post-test
PANSS Mean+SD Mean+SD F p*
Control 14.76+5.98 13.82+4.80
Positive S 0.1 0.664
ositive Symptoms Study 12.4045.63 10.87+3.66 ?
Control 18.12+5.80 17.41+6.02
o i 2 i ok
Negative Symptoms Scudy 18.53:8.91 13.27+5.65 7.86 0.009
Control 31.41£7.91 32.76+9.58
Psychopathol .1 .008**
General Psychopathology Study 29.87+7.52 25.40+4.29 8.165 0.008
| 4. 16.34 4.18+17.61
PANSS Total Contro 64.59+16.3 64.18217.6 16.272 0.001*
Study 63.00+15.86 49.53+11.84
Median (Min/max) Median (Min/max) V4 p’
cGI Control 4 (1/6) 4 (1/6) -1.508 0.132
Study 4 (1/6) 3 (1/5) -2.919 0.004**
pe 0.954 0.019*
Median (Min/max) Median (Min/max) V4 p’
Control 5 (2/6) 6 (2/6) -1.000 0.317
KATZ ADL Scal
e Study 6 (4/6) 6 (5/6) 2.428 0.015*
= 0.744 0.010%
Mean+SD Mean+SD F P
@ | 17.12£3.62 16.88+3.
LAWTON-BRODY IADL Scale onee [ *3:55 41.869 0.001%*
Study 17.13%4.05 20.27+2.43
SES Mean+SD Mean+SD F P
C 1 .53+2.8 .82+2.
Social withdrawal one 7534285 /82277 33.684 0.001%
Study 8.33+3.06 11.53+2.72
Control 9.2413.46 8.53+3.34
i 904 .001**
Recreation Tl 9.87+4.39 16.33+5.65 3690 000
@ 1 28.12+6.16 27.53+6.
Independence-competence ontro § 7:53+6.57 33.446 0.001**
Study 28.27+5.11 33.87+3.42
@ 1 16.29+8.30 15.59+7.50
Independence-performance ontro 9+8.5 299475 56.860 0.001**
Study 18.20+7.81 27.07+6.33
Median (Min/max) Median (Min/max) Z p°
Int | functioni Control 5 (3/9) 5 (3/9) -0.710 0.478
R Study 5 (3/8) 7 (5/9) 2,970 0.003**
p¢ 0.878 0.016*
P ial activiti Control 7 (0/14) 6 (1/13) -1.701 0.089
ro-soctl activities Study 6(1/22) 13 (4/38) 3.299 0.001%*
= 0.677 0.001%*
Emol y . Control 3 (0/10) 3 (0/10) -0.272 0.785
mploymentioccupation Study 2 (0/10) 3 (0/10) 2.994 0.003**
= 0.383 0.674
FAST Mean+SD Mean+SD F p*
1 8.71+2.76 8.71+2.80
Autonomy Contro 27 7 30.036 0.001%
Study 8.00+3.48 5.20+3.08
X L Control 12.12+3.31 12.06+3.38 -
Occupational functioning Study (AT 813044.20 30.482 0.001
© 1 .65+4.1 .6524.1
Cognitive functioning ontro 9652415 9655415 16.266 0.001**
Study 9.93:3.73 8.00£4.07
1 .88+1. 4.00+1.
Financial issues Contro 3.88+1.93 00+1.90 7,694 0.009%
Study 3.40+2.10 2.60+1.99
FAST Total Control 53.88+14.28 54.24+14.48 34911 01001
Study 49.00+18.69 38.53+18.86
Median (Min/max) Median (Min/max) Z p°
i | relationshi Control 14 (9/18) 14 (8/18) -1.941 0.052
fiterpersondl relationships by 13 (3/18) 10 (1/17) 3.084 0.002**
p° 0.391 0.006**
Lei “ Control 6 (4/6) 6 (4/6) -1.000 0.317
clsure fime Study 6 (0/6) 5 (0/6) 2799 0.005**
p¢ 0.489 0.003**

*<0.05, **<0.01, p* =Analysis of Variance in Repeated Measurements (ANOVA), p® =Wilcoxon Signed Rank Test, p* = Mann Whitney U Test, PANSS = Positive Negative
Syndrome Scale, CGI = Clinical Global Impression Scale, ADL = Activities of Daily Living, JADL = Instrumental Activities of Daily Living, SES = Social Functioning Scale, FAST =

Functional Assessment Short Test.
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were not statistically significant (p=0.478, p=0.089, p=0.785,
respectively), they were highly significant in the study
group (p=0.003, p=0.001, p=0.003, respectively). Based on
these findings, it is concluded that the life skills training
improves social functioning, including social withdrawal,
recreation, independence in terms of performance and
competence, interpersonal functioning, pro-social activities
and employment/occupation (Table 3).

Group-time interaction was found to be statistically
significant in the autonomy, occupational functioning,
cognitive functioning, financial issues subscales and the total
score of the FAST. This finding shows that life skills education
increases the functionality in autonomy, occupational
functioning, cognitive functioning, financial issues.

When the non-normally distributed scores of interpersonal
relationships and leisure time subscales were compared,
significant difference was not determined at the pre-test
between the two groups, but a statistically significant
difference was found for the two subscales after the training
(p=0.006, p=0.001, respectively). When the changes were
examined in the control group and the study group, the
intra-group change between the pre-test and post-test scores
on the FAST in the control group was not significant for
both subscales (p=0.052, p=0.317, respectively), while the
change in the study group was significant (p=0.002, p=0.005,
respectively). According to these results, it was concluded
that functioning increased in interpersonal relationships and
leisure time activities of the study group as compared to the
control group after the training (Table 3). while the pre-test
results were similar for the two groups.

DISCUSSION

The resules of this study showed that life skills training

given to individuals diagnosed with schizophrenia
caused improvement in the negative symptoms, general
psychopathology and disease severity, basic and instrumental
activities of daily living, and functioning outcomes when

compared with an untrained control group.

In a review examining treatment engagement in individuals
diagnosed with schizophrenia and proposing strategies
for facilitating engagement, it was stated that although
the incidences varied with the studies, about one-third
of individuals with severe mental disorders discontinued
treatment. Also, it was emphasized that individual-centered
and evidence-based studies involving shared decision-making
may increase treatment engagement (Kreyenbuhl et al. 2009).
In our study, the participation rate in the individualized life
skills training was high. As the participants were included in
the study in the stable phase of the disease, changes were not
made in treatment medication during the follow-up period,
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any effect of medication use on intergroup differences was
eliminated. Hence, the positive change in the negative
symptoms and general psychopathology in the study group
was thought to be mainly related to the life skills training.

When the literature is examined, it is seen that there are
various studies on the effectiveness of life skills trainings in the
treatment of individuals with mental disorders. However, there
are not sufficient number of studies with the required quality
of evidence to support the effect of training on symptoms
(Tungpunkom and Nicol 2008). Studies on occupational
therapy interventions, reporting evaluations of the effect of
life skills training on the disease symptoms and severity in
schizophrenia, were generally conducted during long-term
hospitalization (Tatsumi et al. 2011, Foruzandeh and Parvin
2013, Hoshii et al. 2013, Karbalace-Nouri et al. 2015). When
critically evaluated, most of these were not reports of direct
life skills training; and demonstrated effects on the acute/
subacute phase symptoms without any results related to the
chronic period. Our study showed that the training planned
to improve life skills in individuals with chronic schizophrenia
during the transition from the hospital to the community
environment decreased the negative symptoms and had a
positive effect on the general psychopathology and disease
severity. It is considered that training programs designed to
improve life skills are important when planning individual-
centered occupational therapy interventions for individuals
diagnosed with chronic schizophrenia in the transition to the
community.

Despite the evidence showing the positive effects of
psychosocial interventions on the negative symptoms of
schizophrenia, the effects on the positive symptoms are
subject of debate (Lutgens et al. 2017, Bighelli et al. 2018).
In our study, it was found that the 8-week life skills training
resulted in a decrease in the positive symptom scores, but
this effect was not statistically significant, probably because
the planned life skills training was not directly focused on
the positive symptoms. Nevertheless, our randomized and
controlled research demonstrated that life skills training
reduced negative symptoms of schizophrenia and had a
positive effect on general psychopathology.

It is seen that most of the studies in the literature on the
functionality of individuals with schizophrenia involve social
skills training interventions (Yildiz et al. 2002, Roberts and
Penn 2009, Li et al. 2018, Taksal et al. 2016). Social skills
training is a psychological intervention, mainly comprising
structured group training, that focuses primarily on the
development or improvement of social interaction, social
performance or interpersonal skills offered to patients
diagnosed with schizophrenia spectrum disorders or other
psychotic disorders (Perilli et al. 2018, Turner et al. 2017).



Our study differed from these trainings, by designing
individual centered life skills training that focused less on
social learning principles and aimed to increase independence
in daily life and demonstrated positive effects on patient
functionality. It is believed that psychosocial interventions
targeting functionality, which is an important indicator of
recovery, should be supported by complementary individual
and group trainings.

Not including follow-up evaluations on the sustainability of
learned skills and the long-term effects after completion of
the given training is regarded as a limitation of this research.
Although the training duration was sufficient for achieving
significant results, given its highly comprehensive content,
prolonged follow up would have enabled better generalization
of the results to daily living.

In conclusion, it is recommended on the basis of the results
of this study that interventional programs planned for
improvement of functionality in schizophrenia should focus
on life skills and be supported with long term follow-up
studies.
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