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Objectives. The aim of this paper is to review the current state of knowledge of rehabilitation 
in the long-term treatment of schizophrenia. Method. Relevant reports were identified using 
a literature search. The review focuses on deficits, such as negative symptoms and cognitive 
impairments, and how rehabilitation interventions can contribute to improvements when 
combined with anti-psychotic drugs. Conclusion. Schizophrenia is a multi-faceted illness 
with a wide range of impacts on the patient and his or her family, career, and healthcare 
providers. It is a pervasive disorder that affects most aspects of a patient's life; hence, treat-
ments must be broad in their coverage. The holistic approach, which involves a combina-
tion of drug therapy with rehabilitation interventions, can contribute to an improved overall 
outcome for individuals with schizophrenia. 
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Introduction 

Rehabilitation is the process of re-integrating the 
patient back into the community, by identifying and 
preventing or minimizing social and psychological dis-
abilities, and enhancing the prospects for gainful em-
ployment, suitable accommodation, and social recrea-
tion. The programs that can help minimize psychoso-
cial deficits include: cognitive-behavior therapy, group 
psychotherapy, behavioral approaches, psycho-
education, counseling, family therapy, sports, and oc-
cupational therapy.  

There is a growing body of research and literature 
which support the idea that combinations of pharma-
cological and rehabilitation interventions are necessary 
to improve clinical outcome, occupational and social 
functioning, quality of life, and also in reducing the 
risk of relapse. 

 
 
 

Schizophrenia: Local and Global Challenge 

Schizophrenia is a pervasive, multi-factorial disorder 
with variable courses and outcomes, which requires 
both a longitudinal and multi-dimensional approach to 
patient assessment and long-term care. 

There are clinical and social domains for the course 
and outcome of the illness, making it a multi-
dimensional issue (Strauss & Carpenter, 1978). 
Whereas schizophrenia was once viewed as being com-
prised primarily of positive and negative symptoms, it is 
now recognized that cognitive impairment should be a 
third dimension. In this regard, it is noteworthy that 
Kraepelin and Bleuler regarded cognitive impairment, 
especially attention deficit, as a central feature of 
schizophrenia (Breier, 1999).  

Impact of Negative Symptoms 

Negative symptoms of schizophrenia may be pri-
mary, i.e., inherent in the illness, or secondary to drug 
treatment or psychosocial factors. Negative symptoms 
associated with extra pyramidal symptoms (EPS) (e.g., 
bradykinesia) are disabling and characterized by re-
duced facial expression, decreased spontaneity, apathy, 
and loss of expressive features. Other symptoms re-
sembling aspects of schizophrenic pathology include 
bradyphrenia, dullness, and a “zombie-like feeling” 
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with inner restlessness. These symptoms often lead the 
clinician to mistakenly increase the dose of the offend-
ing agent, thereby compounding the problem (Tan-
don, 1999). 

Cognitive Impairments 

Cognitive deficits are common across all subtypes 
of schizophrenia and include deficits in abstraction, 
attention, vigilance, verbal memory, language func-
tioning, and executive functioning (Breier, 1999). 

There is a significant correlation between cognitive 
deficits, and psychological and social functioning 
(Goldberg et al., 1990). Some researchers have 
claimed that the enduring cognitive deficits are re-
sponsible for the failure of schizophrenic patients to 
rehabilitate socially (Green, 1998). 

Memory deficits affect every day functioning and 
hinder rehabilitation efforts. However, research has 
focused mainly on patients’ past or retrospective 
memory, and has neglected an important memory 
process known as prospective memory, or the ability to 
remember or perform actions in the future. It has been 
demonstrated that patients with schizophrenia experi-
ence prospective memory impairment, which is essen-
tial for maintaining an organized daily routine and 
coping with social demands (Shum, Leung, Ungvari, 
& Tang, 2001). 

Antipsychotic Treatment and Side Effects 

Although antipsychotic drugs, especially atypical 
antipsychotics, tend to produce relief from many florid 
psychotic symptoms, studies have found that the 
medical treatment of negative and cognitive symptoms 
is not all that effective; many schizophrenic patients, 
having received this medical treatment, either feel un-
able to return to their previous occupation, or have 
lost their skills. Hence, psychosocial treatment is nec-
essary for these patients. 

Data from positron emission tomography studies 
suggest that an antipsychotic agent begins to work 
when it reaches a certain level of receptor occupancy, 
and that exceeding that level by increasing the dose 
does not necessarily improve effectiveness, but instead 
adversely results in side effects (Marder, 1999). Neu-
roleptic drugs have been associated with cognitive im-
pairments (Spohn & Strauss, 1989), and may be corre-
lated with depression (Tollefson, Sanger, & Thieme, 
1998). 

Although antipsychotic drugs form the cornerstone 
of schizophrenia treatment, patients on combination 
therapy often receive high total doses of antipsychotic 
medication, with doubtful clinical benefit and in-
creased an side effect burden (Baldessarini, Cohen, & 
Teichner, 1988). 

Non-Pharmacological and Long-Term Treatment 
Strategies 

The pervasive impairments in social, cognitive, af-
fective, and daily functioning, require long-term man-
agement and integration of pharmacological and psy-
chosocial interventions (Kopelowiez & Liberman, 
1995). An expert panel of European psychiatrists and 
psychologists have emphasized a number of basic prin-
ciples such as treatment in day-to-day practice, build-
ing a positive therapeutic alliance, and long-term clini-
cal commitment (Altamura et al., 2000). 

Cultural Aspects of Schizophrenia 

Kleinman and Cohen (1997) highlighted an evolv-
ing crisis in the developing world that signals the need 
for a better understanding of the links between culture 
and mental disorders. They regarded schizophrenia as 
not only biologically based but as also having strong 
cultural and environmental components that receive 
less attention. They suggest that, because of sweeping 
social changes, schizophrenia and other forms of 
chronic mental disorder could be on the rise in the de-
veloping countries; as such, the psychiatrist’s next chal-
lenge is to formulate a perspective that better explains 
the interplay between the socioeconomic, cultural, and 
biological aspects of mental illness.  

Sartorius and Jablensky and their colleagues at 
WHO recently confirmed these views by showing sig-
nificant variations in trans-cultural prevalence of differ-
ent psychiatric disorders (Kleinman & Cohen, 1997). 

 

Rehabilitation and Psychosocial 
Interventions 

Schizophrenia is characterized by unpredictable epi-
sodes of symptom exacerbation and persistent substan-
tial disabilities in social and instrumental role function-
ing. Treatment of the symptom episodes is focused on 
rapidly reducing psychopathology through the use of 
medication. Treatment of role disabilities, in contrast, 
is focused on maximizing functioning through the use 
of a wide array of continuous, individually tailored, and 
flexibly delivered biopsychosocial interventions. The 
field of psychiatric rehabilitation has arisen specifically 
to develop, evaluate, and disseminate these interven-
tions. 

Bennett (1978) defined psychiatric rehabilitation as 
helping the psychiatrically disabled person to make the 
best of his or her abilities in order to function at an op-
timum level in as normal a social context as possible. 
Rehabilitation can improve the quality of life of schizo-
phrenia patients, as it provides them physical, intellec-
tual, and emotional skills (Anthony 1977). Rehabilita-
tion and psychosocial interventions, when used in 
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combination with antipsychotic medication, especially 
atypical ones, relieve symptoms, improve social and 
occupational functioning, and reduce the risk of re-
lapse (Altamura et al., 2000; Littrel, 2001). Several 
studies have found these combinations not only im-
prove the clinical picture with symptom relief, but also 
that many patients show a significant degree of recov-
ery. (Spaulding, Johnson, & Coursey, 2001). 

Toone et al. (2000) found that subjects with 
schizophrenia were able to respond to specific neuro-
logical challenges with the activation of frontal regions. 
They found positive change in the regional cerebral 
blood flow (rCBF) in response to the Wisconsin Card 
Sorting Test (WCST). The frontal blood flow was 
measured by single photon emission tomography 
(SPECT). 

Cognitive-Behavioural Therapy (CBT) 

Beck’s model of CBT (Beck et al., 1979) is the 
most widely-tested short-term psychotherapy for any 
psychological problem, and offers a robust, empirically 
based approach. CBT may be helpful for aspects of 
treatment of schizophrenia patients, such as providing 
individual and family education about schizophrenia, 
exploring attitudes towards the disorder and its treat-
ment, facilitating adjustment, treating co-morbid emo-
tional disorders and hopelessness, developing self-
management, and enhancing negative and cognitive 
impairments (Scott, Byers, & Turkington, 1993). 

Therapeutic techniques commonly used include di-
rective statements, collaborative empiricism, behav-
ioral techniques, and identification of irrational beliefs. 

CBT has also been shown to enhance daily living 
skills (Davalos, Deana, Green, & Daniel, 2002). Sev-
eral studies have suggested that CBT is effective in 
modifying delusions and hallucinations (Tarrier et al., 
1998), and can reduce distress and degree of convic-
tion of delusional beliefs. (Chadwick & Lowe, 1990). 

Cognitive remediation therapy (CRT) can increase 
brain activation in regions associated with working 
memory, particularly the fronto-cortical areas (Wykes 
et al., 2002). 

Social-Skills Training 

Schizophrenia patients who received social skills 
training showed significantly greater independent liv-
ing skills during a two-year follow up of everyday 
community functioning (Liberman et al., 1998). 
Roder et al. (2002) found that cognitive social skills 
training programs could facilitate the abilities of 
schizophrenic patients for integration in the commu-
nity. 

 
 

Relapse Prevention 

Prevention and management of relapse are two of 
the main challenges in the effective long-term treat-
ment of Schizophrenia (Van Os, 2000). CBT tech-
niques can be aimed at enhancing coping strategies and 
identifying the unique characteristics of “relapse signa-
ture” for a particular patient. Following this, the pa-
tient and his family could be educated about prodromal 
symptoms, which usually occur in the following two 
stages: (a) dysphasia (anxiety, restlessness, blunting of 
drives); and (b) early psychotic symptoms (including 
suspiciousness, ideas of reference, misinterpretations) 
(Birchwood & Shepherd, 1992). An adequate relapse 
prevention program should be a mental health priority 
(Wiersma et al., 1998). 

Psychoeducation 

In short and long-term management, educating pa-
tients and their families about the illness, its nature, 
prodromes and its possible causation, and effects of 
drugs and the prognosis, should all be done in simple 
language. This should also include teaching the patient 
and his family to seek help from psychiatric service 
(Birchwood & Shepherd, 1992). Psycho-educational 
programs have been shown to be effective in reducing 
relapse rates when used in combination with antipsy-
chotic treatment (Tarrier et al., 1998). 

Family Interventions 

Family interventions for schizophrenia subjects have 
proved to be highly effective in preventing relapse and 
improving the outcome (Schooler et al., 1977). Ex-
pressed emotions (EE) within the family play an impor-
tant role in prognosis and outcome. There is evidence 
that high levels of hostility, critical comments, and 
over-involvement with a key relative to whom the pa-
tient is exposed for more than 35 hours a week, are 
associated with increased relapse rates (Vaughn & Leff, 
1976). 

High levels of expressed emotion should be looked 
out for, and relatives should be encouraged to tolerate 
the patient set realistic limits on his behavior. A degree 
of respite for caregivers, in the form of a day hospital or 
day center, may also be helpful (Bhugra & Potts, 
1993). 

Problem-Solving Skills Training 

Teaching individuals with psychotic disorders social 
problem solving may inoculate them against stress in-
duced relapse. Moreover, regular use of problem solv-
ing in every day life can enhance social functioning, 
and empower individuals to attain more of their per-
sonal goals (Liberman & Eckman, 2001). 
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Hansen, Lawrence, and Cristoff (1985) exemplified 
this approach in their study of seven schizophrenia 
patients. The procedure involved five stages: problem 
identification, goal definition, solution generation, 
evaluation of the alternatives, and selection of the best 
solution. 

Occupational Therapy and Work Rehabilitation 

Occupational therapy (OT) is the use of purposeful 
activity or interventions designed to achieve functional 
outcomes which promote health, prevent injury or dis-
ability, and which develop, improve, sustain or restore 
the highest possible level of independence and per-
formance capacities. Occupational therapy is the 
health profession that uses activities (“occupations”) 
with specific goals to help people reduce or overcome 
effects of psychiatric disabilities, as well as encourage 
better motor co-ordination and occupational function-
ing. The value of work as a vehicle of social stimula-
tion was clearly demonstrated in the studies of Wing 
and Frendenberg (1961). There is substantial evidence 
that unemployment is responsible for increased mor-
bidity, disability, and mortality in some chronic pa-
tients (Ekdawi & Connig, 1994). Hence, work reha-
bilitation provides an opportunity for contributing to 
independent living and social integration (Miles, 
1971). 

Religious Psychotherapy 

Psychiatrists should consider their patients not only 
from the physical, psychological, and socio- cultural 
aspects, but also from the psycho-religious side. The 
religious and spiritual dimensions are among the most 
important factors which structure the human experi-
ence, and peoples beliefs, values, behavior, as well as 
illness patterns (Browning, Gobe, & Evison 1990; 
Krippner & Welch, 1992). 

The guidelines for religious-sociocultural psycho-
therapy in the study of Razali et al. (1998) include en-
couragement to pray, advice on change in lifestyle, 
acceptance of the patients’ interpretation of symptoms, 
avoidance of preaching or opposition to the patients’ 
view, and modification of negative thoughts of the pa-
tient. Religious beliefs give some valuable benefits such 
as support, hope, and stress reduction (Mirza, 1998).  

The Last Challenge 

We have to develop the organization of psychiatric 
service components in acute and chronic phases of 
illness. This should include assessment systems, mul-
tidisciplinary work, epidemiological overview, and 
provision of combined and integrated services. The 
promotion of research activities should involve the 
evaluation of outcome for both acute florid symptoms, 

negative and cognitive impairments, social and occupa-
tional functioning, and the quality of the patients.  

Conclusion 

Schizophrenia is a pervasive, multi-factorial disorder 
with variable courses and outcomes, which requires a 
longitudinal and multidimensional approach to patient 
assessment and long-term care. 

Negative symptoms and cognitive deficits are com-
mon across all subtypes of schizophrenia and contrib-
ute to the course, outcome, disabilities, and total social 
and instrumental functioning. Schizophrenia is not 
only biologically based but has strong cultural and en-
vironmental components. 

Pharmacotherapy should not be given in isolation; it 
requires careful considerations of the efficacy versus the 
risk of side effects for each individual. 

Rehabilitation and psychosocial interventions, when 
used in combination with antipsychotic medication, 
especially atypical ones in the biopsychosocial concept, 
provide the opportunity for optimal outcomes in social 
and occupational functioning, leading to a good quality 
of life for people with schizophrenia and their families. 
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