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ABSTRACT 

Schizophrenia is a chronic, stress-related and neurobiological disorder characterized by 

disturbances in the form and content of an individual's thought and perceptual processes, 

affect and social and instrumental role behavior. Psychiatric rehabilitation denotes wide range 

of interventions to help people with disabilities due to mental illness in improving their 

functioning, quality of life, and recovery by enhancing the opportunities, skills and supports 

they need to succeed in regular adult roles and in the environments of their choice. 

Rehabilitation interventions have been developed to improve functional outcomes and to 

promote recovery. The purpose of this article is to study the efficacy of rehabilitation in the 

management of schizophrenia. Literature has been searched of both electronic databases 

including PubMed and manual searches. It can be said that rehabilitation in schizophrenia is 

an integrated approach that incorporates early detection and treatment of schizophrenia 

symptoms, collaboration between person with schizophrenia and caregivers in managing 

treatment, family and social supports and training in social, instrumental and coping skills has 

been documented to improve the course and outcome of schizophrenia as measured by 

symptoms recurrence, social functioning and quality of life. 
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chizophrenia is a disabling, severe and chronic mental disorder. In schizophrenia 

distortions are seen in thinking, perception, emotions, sense of self and there is socio 

occupational dysfunctioning (DSM-V). Prevalence of Schizophrenia in both the sexes 

according to the Global Burden of Disease Study (1990–2017) conducted is 0.3% (Dandona, 

2019). Highest amongst disability adjusted life years for the 15–44 years old population lies 

the diseases like Schizophrenia and Bipolar disoder. Neuroleptic medications are effective in 

acute phase of Schizophrenia but these not much beneficial effect in chronic outcomes of 

cognition and social skill deficits. Various domains lead to poor functional outcome and 

quality of life like for e.g. cognitive dysfunction, and vocational disability. These potential 

factors make rehabilitation of these patients difficult (Chavan, & Das,2015). 
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Psychiatric rehabilitation aims to aid people with disabilities due to mental illness by 

providing range of interventions in the form of by enhancing the opportunities, skills and 

supports they need to conquer their role as adult. They aim to improve their functioning, 

quality of life, and recovery. (Sadock et al 2007).  

 

Assessment and phases of rehabilitation 

 People with mental illness have some specific needs which are similar to those of not 

suffering from mental illness and there are multiple needs, which are not recognized by 

mental health services. There are so any scales are available like:(a).Katz Adjustable Scale 

(b)Personal Adjustment and Rate Scale (c)Social Behavior  and Adjustment Scale (d)Social 

Adjustment Scale (e).Denver Community Mental Health Questionnaire (f) Community 

Adaption Scale (Bunes and Roen) (g) Rehabilitation  Evaluation (RE), of Buker (h) Hall 

Life Skill Assessment(LSA)(i) Indian Evaluation and Assessment Scale(IDEA) and (j) 

Camberwell Assessment for Need  (CAN). CAN is one of the important instruments which 

helps in assessing people with mental health problems like Schizophrenia by measuring thir 

health and social needs.  CAN instrument is based on assessment of clinical and social needs 

of the patients which surveys 22 areas of need. Various areas assessed for the same are self-

care, accommodation, food, household skills, occupation, information about condition and 

treatment, physical health, psychotic symptoms, psychological distress, alcohol, drugs, 

company of others, intimate relationships, sexual expressions, child care, basic education, 

safety to self, safety to others, telephone, transport, money and welfare benefits. Various 

versions of CAN are available: The clinical version (CAN-C) –to plan the patients’ care and 

the research version (CAN-R)– as a mental health service evaluation tool (Phelan et al 

1995). 

 

Phases of Rehabilitation :(1) Assessment of competencies of the individual. (2) To identify 

demands and support existing in the environment. (3) Planning of the process of 

rehabilitation in which according to the needs, clients’s motivation priorities are set and then 

probability of achieving the set goals and information procedures effectiveness is seen. (4) 

Implementing certain treatment methods that will reduce demand, increase support and 

increase the competency of the patient.  

 

Rehabilitation services classification 

There are four main models of intervention—Recovery, Respite, Rescue, and Retention 

models. Recovery model is for those patients with mental illness who have shown 

significant improvement in their core symptoms and are all set to undergo rehabilitation and 

resume their assume social role in the society. Respite model is reserved for those patients 

who are clinically stable in their psychiatric symptoms but have some symptoms left in the 

form of residual symptoms, and are facing difficulties to return to pre-illness level of social, 

and vocational functioning. In rescue model we try to reach out to those patients who are 

clinically unstable, wandering here and there, with full blown psychotic symptoms and are 

homeless and community-based interventions are carried out in them. Retention model focus 

on those patients with psychiatric illness whose family members are not keen to provide 

support and care is required by them. Some dedicated staff needs to be assigned for taking 

care of them. (Sundaram, S & Kumar, 2018). 

 

Rehabilitation interventions 

Prominent rehabilitation strategies that focus on reduction of symptoms and/or relapse are 

family-based interventions, psycho- education, cognitive behavioral therapy, assertive 

community treatment. Prominent rehabilitation strategies that focus on improving social 
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adjustment, social skills training, vocational rehabilitation, supported employment services, 

Psychosocial clubhouse. 

 

Family Intervention: Strategies included are behavioral family management, family psycho-

education and other strategies which can be trained doctor led/ supporting peer led. There 

are strategies like family based assertive community treatment for crisis intervention (Chien 

et al 2013). Short-term family interventions involve 2–10 hours of involvement of the 

individual and it’s family members and they aim to improve family members’ knowledge of 

illness and decrease burden which they are experiencing. Longer-term family interventions 

include 9 months to 2 years of intervention (Glynn 2003). There are less relapse rate and re-

hospitalization with longer term family programs. Family interventions work by reducing 

levels of stress in the family, burden experienced by them, expressed emotion, and by 

enhancing capbility of family members to solve various issues. Along with this patient 

compliance to medication also shows improvement. Various hurdles are also seen with this 

intervention. From mental health professionals’ point of view, there are concerns about 

patient confidentiality, lack of staff availability in night shifts, on weekends and on public 

holidays when families are easily available, and there is ambivalent feeling by the 

professionals whether they should promote dependence in adult patients. From participants’ 

side there are financial, stigma, transportation, and schedule related problems (Glynn 2003). 

National Institute for Health and Care Excellence (NICE) guidelines stated that during first 

episode psychosis and followed by other acute episodes, oral antipsychotics should be given 

along with psychosocial interventions in the form of family interventions and individual 

Cognitive Behavioral Thearpy. Family interventions are quite useful in patients who are at 

risk of relapse, recently shown relapse and there are persistent symptoms (National Institute 

for Health and Care Excellence,2014). 

 

Psychoeducation: It is a process in which key information about diagnosis, symptoms, 

psychosocial interventions, medications, and side effects as well as information about crisis 

plans, early warning signs and symptoms, stress and coping strategies, risk of suicide and 

relapse prevention methods are provided to patient as well as their family members. It can be 

done both in the form of an outpatient or inpatient basis (Bauml et al 2006). NICE 

guidelines state that there is no clear-cut evidence for effectiveness on any of main outcome 

variables. 

 

Cognitive Behavior Therapy (CBT): It is seen that patients with schizophrenia have 

significant and persistent cognitive deficits. This therapy helps in improving this domain of 

the disease. There are two main approaches for the cognitive behavior therapy done in  

 

Schizophrenia: Process approach and Content approach. The process approach aims at 

restoration of basic information processing skills like abilities to form concepts, memory, 

and vigilance. It is also known as Cognitive Rehabilitation Technique. In content approach 

focus is on content of the disorganized thought by changing nature of person’s response to 

it. In this we try to change beliefs and various thought linked to delusions and also teaching 

several ways to cope up with the ongoing auditory hallucinations. This approach is mainly 

coping oriented (Spaulding,et al 1986). 

 

NICE guidelines state that at least sixteen planned sessions should be there and that these 

sessions should be delivered on individual basis. For the first episode psychosis and follow 

up acute episodes, along with oral antipsychotic medication, psychosocial interventions like 

family intervention and individual CBT can be combined. Some limitations are present with 
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this therapy too. There are very limited experts who are trained to deliver CBT. Regular and 

structured follow ups are required which needs consistency of the patient. Patients may not 

be enthusisastic to attend sessions and to regularly do the assignments. Along with this they 

may experience hindrances in the form of time constraints, transportation accessibility 

difficulty, rearing and caring of child, high costs (Gregory, 2010). 

  

Assertive Community Treatment (ACT): The traditional role of the case manager as a 

broker in which he/she structured linking of the patient and regulated follow ups was 

difficult for those patients who lacked cognitive and social skills which were needed to 

understand follow ups. ACT program was developed by Madson, Wisconsin in 1970s in 

response to this. In this method, patients are assigned to one multidisciplinary team with 

fixed caseload of patients and a high staff-to-patient ratio is present in the same (1:20 in 

ACT model when compared with 1:30 in traditional case management models). The team 

was responsible to provide comprehensive services 24x7 in the form of treatment, 

rehabilitation, and supporting activities. Potential services include medications that can be 

delivered at home, assessment of mental and physical health of the patient and social skills 

training which can be done in the natural settings of the patient. (Meuser et al 1994). NICE 

did not consider it for management in current guidelines as an alternative to acute hospital 

admission. 9 ACT is not well suited to rural settings and for not so densely populated 

communities. Coverage and quality of services are inadequate due to lack of resources and 

funds in developing nations along with shortage of trained mental health professionals in the 

community. Also, it was difficult to provide services in sparsely populated areas like the 

rural settings (Meuser et al 1994). 

 

Community-Based Rehabilitation (CBR): Historically it was seen that people with chronic 

mental illness have always been excluded from community-based rehabilitation (CBR) 

programmes. This was due to the limited accessibility of these patients to the services 

particularly in the low-income countries. But it was seen on evaluation that in rural India 

CBR programmes can have positive outcomes in people with chronic schizophrenia. It is 

important find as it was seen in resource limited country (Chatterjee S, et al 2003). It was 

seen that it was helpful to engage and train local leaders as CBR workers as they could help 

in identifying chronic patients, providing home based treatment to them, improving their 

accessibility to clinics, ensuring regular follow ups and educating community including 

patients and their family about the same. They provide great help in planning of 

rehabilitation of chronically disabled schizophrenia patients. There is also potential to 

address certain key areas like reducing stigma amongst patient and family members, 

improving social status of them and helping them in improving their financial outcomes. 

Self-help groups can also be formed in rural areas by families of patients and other 

members. CBR programmes were better than those of patients who received outpatient care 

alone which include gross improvement in symptoms, prognosis of patient and cost 

effectiveness.  

 

Social Skills Trainings: Social skills training utilize behavior therapy principles to improve 

independent living skills of the patient. It is done by teaching skills to people with mental 

illness like how to communicate their emotions, expressions and various requests. There are 

three types of social skills training which include basic model, social problem solving model 

and cognitive remediation model. 

 

Term ‘‘skills’’ is different from the term ‘‘abilities’’. It means that they are mainly based on 

experiences of the individual which they had learnt. Therefore, social skills training require 
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behavior therapy principles and it’s techniques to train people with mental illness to 

communicate their expressions, emotions and requests so that likelihood of achieving their 

life goals are increased. Main ingredients of this training include: 

 

(1) Problem identification- these are identified by patient and the leader together. They 

mainly focus those difficulties which hamper their independent living and in attaining their 

goals. (2) Goal setting – short term goals are set which are required by the patient in 

achieving their goal. These are near to their personal goals.  There are specific behaviors 

required to achieve various sets of goals. For these incentives are given on achieving the 

goal. This goal setting also required that trainer is able to elicit various problems 

encountered by the patient in learning the behavior, implementing it and they should be able 

to guide them that with whom, where and when these skills are to be used. (3) Role plays or 

Behavioral rehearsal’’- through role plays patient with mental illness demonstrates skills 

which they had learnt, including verbal as well as nonverbal skills, for the required behavior. 

These interventions of successful plays are required by patient in everyday life in the form 

of interpersonal relationships. (4) Positive and corrective feedback is given to the patient for 

the desired behavior he demonstrated during the role-plays. This would increase and 

improve his/her social skills. (5) Social modeling is provided by some fellow patient present 

during role plays or the therapist himself/herself by demonstrating the desired behaviors that 

can be easily learnt by the patient. ‘‘Behavioral practice’’ is done again and again by the 

patient so that he/she reaches the desired level. Expertise is required to reach the set goals 

(6) Positive social reinforcement is given for those behavioral skills that showed 

enhancement. (7) Homework assignments are given to improve his/her skills and to keep the 

patient motivated for continuously implementing the desired behavior and communication in 

real-life settings. (8) Positive reinforcement and problem solving- on follow up sessions 

various problems faced by the person is tackled and positive reinforcement is given to keep 

the patient motivated towards his goal.  

 

Social skills training requires basic sciences like operant conditioning, experimental analysis 

of behavior, social learning theory, social psychology, and social cognition (Kopelowicz et 

al 2006). 

 

NICE guidelines state that there is no need to routinely offer social skills training (as a 

specific intervention) to people with schizophrenia. Various difficulties faced by this lies in 

the impairment areas of schizophrenia which include negative symptoms, positive 

symptoms, and neurocognitive impairments seen in them. Other difficulties are related to 

lack of environmental opportunities present for these patients (Kaneko2018). 

 

In cognitive remediation model there is major focus to improve and enhance attention, 

memory, executive functions, and social cognition which are major cognitive processes of 

the individual (Eack 2013). NICE guidelines state that there is no proven evidence for the 

effectiveness of cognitive remediation versus standard care.  

 

Vocational Rehabilitation: Successful employment in individuals with schizophrenia is one 

of the major difficulties faced by the mental health professionals. There are very low rate of 

employment almost less than 905 in chronically mentally ill patients with more poor 

outcomes especially for schizophrenia. Multiple types of work rehabilitation programs exist. 

In sheltered workshop patient works with other patients. They usually work in a group. It 

can be like a factory type work. Problem lies that they don’t allow them to interact with 

normal people who are disease free. Also, they don’t provide jobs according to skills and 
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needs of the patient. In the other setting like Psychosocial rehabilitation work programs, they 

involve prevocational training sessions. First there would be trial employment and then they 

would pace the induvial into the final destined setting. Intervention is based on “train then 

place” approach, first he/she is trained and then placed in the suitable employment. It is not 

critically acclaimed by many mental health professionals due to problems that they are 

retaking the client for the continuous care which are required by most of them.  Also, it is 

overlooked that if they faced any problems over there. (Thamley et al 2003). 

 

Psychosocial clubhouse is based on the theory that recovery and empowerment is promoted 

in a family-like environment. Its main focus is ongoing peer support, which means that their 

main focus is social networking and social support. Patients are comanaged which means 

that staff and patient i.e. members run the club house together. No one is superior over one 

another. Mutual support feeling is enhanced. And mainstay is that no medical professional is 

there in the team staff to run it. (Carolan, & Onaga, 2011). 

 

Supported employment (SE) programs is based on a different approach to place and then 

train. In this first patients are sent to their jobs and then their training is done over there. It 

provides an opportunity to individual with mental illness to work with peer who are not 

mentally ill. Job is given to the individuals according to their needs and skills. Nothing 

forceful is there. To provide the continuous care, treating team collaborates with the 

factory’s supervisors and coworkers. NICE guidelines itself support supported employment. 

It states that it is the most effective vocational rehabilitation method for obtaining any 

competitive employment. It is best effective for obtaining any occupation whether it is paid 

or unpaid. It is clearly more effective than other methods which include prevocational 

training in increasing competitive employment (Thamley et al 2003). 

 

Recommendation: schizophrenia patient outcome research team has been mentioned some 

psychosocial treatment recommendations (Kreyenbuhl, 2010), these are : (a) Assertive 

Community Treatment- this intervention is provided to those who are at risk for repeated 

hospitalizations or have recent homelessness.(b)Token Economy Interventions- Systems of 

care that deliver long term inpatient or residential care, should provide behavioral 

intervention based on social learning principles in order to improve their personal hygiene, 

social interactions etc.(c) Family-Based Services - Persons with schizophrenia who have 

ongoing contact with their families, including relatives, should be offered family 

intervention that lasts for at least 6–9 months.(d) Cognitive Behavioral Therapy- Persons 

with schizophrenia who have persistent psychotic symptoms while receiving adequate 

pharmacotherapy should be offered adjunctive cognitive behavior therapy for 4–9 months in 

duration.(e) Supported Employment- Any person with schizophrenia who has goal of 

employment should be offered supported employment to assist them in obtaining and 

maintaining competitive employment.(f) Skills Training- Individuals who have deficits in 

skills that are needed for everyday activities should be offered training.(h) Psychosocial 

Interventions for alcohol and substance use disorders- motivational enhancement, behavioral 

strategies that focus on engagement in treatment, relapse prevention training, both brief (1–6 

meetings) and more extended (10 or meetings) interventions were found to be 

helpful.(i)Psychosocial Interventions for weight management- psychosocial weight loss 

intervention that is at least 3 months in duration to promote weight loss. Key elements 

include psychoeducation focused on nutritional counseling, caloric expenditure, and portion 

control. Apart from this goal setting and regular weigh-ins. 
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Problems in Rehabilitation:  There are some hurdles in psychosocial rehabilitation which 

include: lack of awareness of the course and burden of the disease, inadequate infrastructure 

in low income countries, inadequate trained man power, lack of community participation, 

high expressed emotions in the family, stressful life events, homelessness, social stigma, 

occupational and financial problems.  

 

Earlier rehabilitation mainly focused on the fact that it was to help those with chronic mental 

illness to compensate for their immutable deficits. But recent advancements had proven that 

it is just not a palliative measure but it has great contribution in recovery of the patient. It 

goals to improve quality of life of the patient along with enhancing sense of identity in them. 

Across the world mental health professionals and various authorities are trying to take breath 

taking steps but still there is a long way to go for the same (Kumar & Tiwari 2009). 

 

CONCLUSION 

Psychosocial rehabilitation for the person with schizophrenia involves utilizing psychosocial 

interventions to assist persons with the illness to attain their highest level of independent 

functioning, strongest level of symptom control, and greatest level of subjective life 

satisfaction. Now-a day, the combination of new medications and effective psychosocial 

rehabilitation interventions has the potential to improve outcomes for individuals with 

schizophrenia significantly. Person with schizophrenia, who have persistent positive 

symptoms can benefit from cognitive behavior therapy. Impairments in social competence 

can be addressed with social skills training. Supported employment programs may increase 

the ability of patients who have schizophrenia to obtain competitive employment. Family 

psycho-educational approaches, treatments for comorbid substance abuse, and cognitive 

rehabilitation approaches that enhance or bypass impairments in cognitive functioning. 
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