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CHAPTER I
THE PROBLEM OF RELAPSE IN SCHIZOP!HRENIA

In the early research on mental disorder‘s, Kraepelin (1219) sep-
arated dementia praecnx from manic depression on the basis of ultimate
deterioration in cases of the former. Che Kraepe.'»jhi’a‘n tradition per-
sists todav, ;md‘ many theorists (Feighner, Gune, Weodruif, Winokur,

& Munoz, 177¢; Kety, 1975) otill maintain that a definite diagnosis of
schizophrenia can be made on'y if symptoms pevsist chronically and a
deteriorating, unremitting disesse course ensues.

However, more recent evidence casts doubt upon this formula-
tion of schizophren:ia as ;i permanént condition leading to deterioration
and chronic institutionalization. Bleuler's (1974) lifetime follovFup of
208 schizophrenics found that only 10% of his patients showed the typc
of disease course described as typical in Kraepeliyn's writings. Half the
paticents achieved an adequate adjustment in the community', and the
other 40% Jived most of théir lives in the community and were hospital-
ized only occasionally. Recent researchers have reported difficulty in
even locating such nuclear schizophrenics to study (Hawk, Carpenter,
& Strauss, 1975). |

With the decline in the prcvalence‘ of chronic hospitalization, a new
pattern has ;};erged as characteristic of schizophrenia. This course in-
volves bricf cpiSodés of illness, recovery, relapse, and recovery again.
Davis (1975) reviewed 24 double-blind placebo and drug maintenance

1



studies of schizophrenics who were released following hospitalization.
He found that 40% of the paﬁents (65% in the placebe group) relapsed
during the two-year follow-up.- Sixty percent weathered the two~ycar
period without a relapses

While the census in state mental hospitals has declined 65% since
1955, from 559,000 to 193,»000'in 1974, admissions to state hospitals have
incrcased 219% during roughly ‘thc same period, from 178,000 in 1955
to 390,000 in 1972. Sixty-;four percefxt of the admissions were »eadmis-
sions signifying a high turnover of patients through short periods of
hospitalization. The problem of relapse has k,emerge‘,d as the most prom-
inent issue in the maintenance treatmént of schizophranic p:itie:».nts to-
ciay, with half of released inpatienis readmitted within two years of
discharge (Béssuk & Gerson, 1378).

Unfortunately, no form of psychosocial treatment has demon-
strated an impact on the revolving-door, discharge-readmission pat-
tern of relapsing schizophrenics. Despite the development of anti-
psychotic drugs, milieu and behavioral therapies, and community care
facilities over the past 20 years, the rate of relapse and hospitaliza~
tion has not diminished (Talbott, 1974). Even the neurcdleptic drugs
do not prevent relapse; rather, they extend periods of remission
(Hogarty, 1974). The need for a more effective treatment for the 90%
of the estimated two million schizophreniéf‘: whose illness takes an epi-
sodic course-is apparent.

The Clinical Research Unit, jointly sponsored by the UCLA-NPI
Department of Psychiatry and Camarillo State lospital, recently re-
ceifed a grant from NIMH to undertake the task of designing andcval-

uating two very differcnt types of intensive therapy programs for



preventing relapse in schizophrenics. One was a holistic stress—
management program and the other was a social skills training pro-
gram. DBoth programs were new interventions for this pop‘ulation.

No previoﬁs research has evalvated thcir effectivenzss in improving
the community tenure of schizophrenics. However, both approaches
rect on a firm foundation of rcsearch with schizophrenics, The hol-
istic program'was based on findings that schizophrenia can be viewed
as a psychosomatic discrder and thavt schizophrenics have deficits in
managing stress which constitute a major cause of their symptomatic
.rr-:],apse. The social skills training program was based on fihdi.ngs that
schizophrenics have deficits in independent living, social role perform-
ance, and interpersonal interaction skilis which interfere with their
functioning competently in thc community and are another major cause
of their hospitalization.

The effectiveness of the holistic and social skills treatments in
reducing symptomatology and rehospitalization will be compared. How-
ever, schizophrenia produces such a wide range :)f symptoms and out-
comes that the likelihoed of multiple causation seems high. Therefore,
this study should not be viewed as testing the validity of the social
skills deficit versus stress hypothesis. Both lack of social skills and
inability to handle stress may influence the course of schizophrenia.
As treatments, social skills training and stress reduction training éould
produce benefits that are additive., However, rescarch not only tests
hypotheses such as which treatment is more effective, but also yields
retﬁrns in exploring unknown territory. DBoth social skills training and

holistic treatmments for schizophrenic patients have not been rigorously



cvaluated. The results of this study will certainly contribute to the
data base which nceds to be expanded considerzaily before final con-

clusions regarding the benefits of both treatments can be drawn,



CHARPTER T
REVIEW OF THE LITERATURE ON MNOLISTIC TREATMENT AND SOCIAL
SKILLS TRAINING

Holisti‘g_mil‘reatment

Status of Treatment

The psychosomatit model's emphasis on the role of psychosocial
stress in the develspment of discase has greatly influcnced current
thinking about th~ naturc of illnzss.. The basic raficnale for holis-
tic trcatments derives from rescarch conducted within the psychoso-
matic paradigm. Yet, as Kenneth Peiletier (1977), a leading spokes-
man for the holistic approach has pointed out:

It is one matter to identify the psychosocial factors in ill-

ness, but quite another to formulate effective means by which

these disorders can be alleviated or prevented altogether.

Despite the extensive literature linking psychological and

physical factors in disease, the methods of altering these

influences remain virtually unexplored. Some recent inno-

vations in holistic medicine are promising (p. 32).

Before delving into the holistic treatment approach and the design of
the holistic program for schizophrenics, this section will look at
the status of treatment within the psychosomatic movement itself.

The term "psychosomatic" was first used by Heinroth in 1818 to

introduce the idea of internal conflict as a basis of mental disease.

Howevor, the first influential psychosomatic movement did not start

until 1M0 years later in Germany and Austria when the influence of

P
T,

emotions on bodily functions became the subject of much controversy.

Franz Alexander brought the German interest in psychosomatic medi-
cine to America where, in 1939, he initiated the first systematic

5



6
collaborative psychoanalytical research in this arca. A small but active
group led by Flanders Dunbar subjected large numbers of patients
with organic diseases to psychodynamically oriented ex;usﬂnniions.

The journal Psychosomatic Medicine came inte being in 1929, {ollowed

shortly by the American Psychosomatic Society. Onc of the pioneers

of the field, Eric Witlikower, describes the atmosphere of the Society's
carly annual conventions: "One had the impression that a breakthrough
in medicine had occurred, Diccoses regarded previously as‘obscurc in
origin, we believed, had found an explanation and the prospects of
treating them by psychotbherapy appeared bright" (Wittkower, 1976,

p. 0).

However, during the 1940's and 1950's, the focus turned away
from clinical work to basic psychophysiologiqal research. Internists
practically abandoned the field, but psychologists increasingly enter-
cd psychosomatic research. The important breakthroughs occurred in
the fields of neuroanatomy, neurophysiology, and neuroendocrinology
elucidating the intricate relationships involved with visceral regula-
tion, \

The last 20 years have seen the continuation of basic psycho-
physiological research. Psychoanalytic concepts have lost their hold
on the field. Instead, psychologists have been isolating and quan-
tifying objecgizeiy measurable variables of personality and environ-
mental factors. Research in the psychosomatic field is coming into
a periéd of fruition where links are now being forged between person-
ality '(Type A and Type B), environment ‘(life;change cvents), and the

coursc of illnesses. However, psychosomatically oricented clinical

/



practice has not yet partaken of the feast of exciting new findings

and concepts. Cohsit,:]‘er'ing that the psychosoxﬁétic novenent began 50
years ago as a reaf:ti011 to "machine age medicine," it is‘suvpr‘iéing '

to find that it, too, has become part of the prevailing laboratory
orientation. The original enthusiasm that illnesses could be treat- |

ed with psychotherapy has largely disappeared. Wittkower writes of

the current era, "Our assumption that psychosomatic disorders wOuld
easily be amenable to psychoanalysis and other forms of psychotherapy
proved unwarranted" (Wifé’k()WCI‘, 1976, p. 10). |

A recent review of ihe status of psychosomatic medicine (Witt~
kower & Warnes, 1977) lists a variety of treatment interventions
Cincluding: psychoanaiysis, group psychothei‘apy, behavior therapy,
hypnosis, autogenic therapy, biofeedback, and .YOga. However, none
of these techniques have emerged from the psychosomatic nid*)chdent
itself. Despite its theoretical and empirical vitality, the psycho-
somatic movement has not produced effectivé treatment tcchniqués
specifica]ly for disorders fitting into the psychosomatic paradigm.

In just the past few yecars, a trcatment approach which specifi-
cally aims to prevent stress~related illnesses has emerged from out-
side the psychosomatic ranks and outside the medical schools, univer-
sities, and laboratnriéé. It has ‘come to be called the ho]istic
approach. The holistic movement can be characterized as ancient in
terms of thewrigins of its treatment phi]fosqphy. Hippocrates ex-
pressed the essence of this philosophy when he stated that you cannot
lreat even a person's eyes without treating the whole person. DBut

the first conference to utilize the term "holistic health" was



Sp(,_m:c:)rcd by the Rockefeller Foundation recently in 1975, and the
Association for Holistic Health get up headquarters in San Dic'go only
in 1970.

Yet, the term holistic has already become a staple in our media.
It may even be in danger of becoming just anothes part of the recent
trend in English toward "pasvchobabble." We have holistic medicine,
tolistic health, holistic péycho]ng;y, holistic cdvucation, arid holistic
nutrition.. There is considerable diversity of opinions concerning,
the definitions and pardmeters encompassed by the holistic movement.
Sorue reserve the 1:\!‘3‘(—;.!: for non-traditional h’ealing techniques exclu-
sively, such as acupuncture, iridiology , massage, ‘c]airvoyant diag-
nosis, religibn, and ;:=.:1ut1jit‘ion. Others incorporate the {ull range of
healing techniques from radiation therapy and medication to vissua]’i::a-
tion and exercise, "

The acceptance of the holistic approach by professionals also
runs the gamut. Max Parrot, a past A.M.A. President, claims that

. .

holistic treatment is assisfinrg the individual "in all his levels. of
being: body, mind, and spirit" (Warren, 1978, p. 103). Some sce
the holistic approach as intég‘rating traditional medical practices with
techniques which emphasize the patient’s responsibility for self-carc

and sclf-healing. Others view the holistic model as an alternative to

the traditional medical model.

P

Principles of Holistic Trcatment

Dennis Warren, an attorney who was a former California prose-

cutor for the Departiient of Health, has been concerned with the



~C

holistic health movement's development from the perspective of ethics
and law. He characterizes tine current holistic movement as follows:
In rc,‘lhty, the holistic applncxch is in its cmbryonic stage.
Therec is no accepted conscnsus as to the scope of helistic
practices, the role of the layman and the philoscphy's long-
term role in medicine and socicty. There are no objective
standards of guidelines for treatments.  There is only a
gencral philosophy of apprcach to health care (Warren, 1978
. 1058). :

The general philosophy of approach (o health care which Warren
sces as the unifying force behind the heolistic movement was the sub-
ject of a recent book by Kenneth Pelletier (1977). He ideutified
three unique aspects of the holistic approach for preventing stress
disorders., The first was that: "They teach people to excrcise con-
trol over their autonomic or involuntary physiological functions®
(p. 26). Techniques such as meditation and aerobic exercise have
proved effective in enabling people to exercise control over tneir
autonomic nervous system and reduce the physiclogical signs of stress.
The relevant rcsearch will be summarized in the upcoming sections on
rclaxation and excrcise.  The helistic approach alsu includas tech-
niques to sensitize patients to the language of their bodies so that
they can monitor and recognize stress warning signs. These signs then
become cues to engage in some stiress-reduction activity to lower the
level of physiological arousal.

The second unique aspcct of the holistic approach that Pelletier

' u,.‘ ) ‘
(1977) indicated was that: "Each person should learn to identify the
major stressors in his or her life" (p. 35). The holistic practitioner

works Withpatients to help them sort out the psychosocial, environ-

mental, and personal sources which generate excessive stress in their
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" jives. Precipitants to previous illness episodes are explored. Otce
this stage of awaréneésl is reached, the task of developing and test-

ing strategics to avoid relapsc- rclated stressors begins. A fundamental
reorientation of lifestylc may bec 1'cquire<>:1‘in order to avoid contact.

with known streésors which have become h;xbitual.

The mod.ific;a’tion of lifestyle also involves developing héalthy
everyday living habits which increase a person's tolerance for stress.
Breslow (1972) foj'u'nd‘ th‘at the babits. of getting seven 61‘ eight hours
of sleep, modera.te drinking, no sincking, regularvexercisc, normal
weight, regular meals, and eating breakfast daily affect the overall
health and k»ﬁgevity of f)cbp]c. People with all seven of these habits
a1e healthier than those with six. Those with 51x are healthicer than
those with five, and so on. For example, the risk of heart disease
for an overwecight man who smokes is five tilﬁes that of a nonsmoker
who carries few excess pounds. A 45-year-old man with three or less
of these habits has an average lifc expectancy of 21 additional years.
However, if he has six or seven ol these habits, his life expectancy
is increased to 33 additional years,

Pelletier's third unique aspect of the holistic approach was
that the patient "is an active and responsible participant in the
process of self-healing, he is no longer the passive victim of a

disease or the passive recipient of a cure” (p. 33). Probably the

Ty

most unique aspect of the holistic approach is its insistence that
individuals have both the responszibility and the ability to influence
the course of their illness toward health. The patient is expected

to become an expert on his own iliness and the factors which affect
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his recovery and his relapses. In addition to techniques to manage
stress, the holistic approach alco focuses on the patient's expocta-
tions about his recovery. Feelings of helplessness and hopelessness.
interferc with the patient's ability to initiate actions to disrupt
the downward spiral of psychosomatic disorders., Holistic practi-
tioners believe that negative expectations directly affect physiological
functioning:

Where the mind tends to tocus, the emotions and the

phyvsiology arc likely to follow. Despite the fact that

the link between visualization and necurophysiological

alterations remains an c¢nigma, there is jucreasing

evidence that subtle menie! phenomena ¢in have a pro-

found positive or negative impact upon an individual's

entire psychophysiology (Pelletier, 1977, p. 261).
Therefore, visualization, art therapy, and cognitive restructuring

techniques are utilized to mobilize their motivation to combat their

disecase and increasc their positive expectations of recovery.

Applicability of Pelletier's Principles to Schizophrenia

The importance of such stress-reduction tec’hni,que]s for schizo-
plhrenia should be apparent. Schizophrenic relapse has been directly
linked to stressful events such as business reéessions, family criti-
cism and intrusivcnéss:, an‘d life-change events, many of which are
outside patients' contfol. ‘Therefore, if vulnerable people inten‘d to
keep their stress level bgrieath their threshold for schizophrenic
rclapze when exposed to such life~event stressors, they will need to

be able to exercise immediate control over their own autonomic nervous
system, They would need to engage in some activity such as exercise
or refaxation which would directly lower their stress level when ex~

posed to such streossors.
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Schizophrenics are already in a heightened state of ANS arousal
which renders them especiyally vulnerable to increases in stress level
surpassing their threshold of stress tolerance. Holistic fec:hniqucs
_geem to have Iong~rangé ANS dampoening effects as well as short~term
ciress-rednetion effects. In this serse, a schizophrenic could
achieve many of thé benefits of medication by deactivating his.ANS
through the regular practice of holistic techniques such as excrcise
a;ld relaxation.

The potential béneﬁts of holistic techniques for schizophbrenics
scem clear. Yet, an NIMH Technical Information computer sedrch of
the research literature divd not turn up a single reference on holistic
or stress manﬁgcment ?1‘0g1¢ams for schiszhrenics. Some stress-
reduction techniques sﬁch as cxercise and meditation ha{/e been used
with schizophrenics, but as isolated techniques rather than as pmt of
an irntegratcd str.'c.és-mé‘na.gemen,t program, To the best of‘this éuthor's
knowledge, thcvholistic program designed and conducted during this
research projAect ’isvthe first program for schizophrenics based upon a
stress- reduction rationale.

It can be érgued thét all of the manyr varieties of psychotherapy
have the effect of Be]p\ing‘pc_oplr.: to live with less stress in their
rclationships., Hoxvéver. t'hi\s 1s a lwy—prdc]ﬁct; psychotherapy does not
explicitly train people in stress-reduction techniques. Nor are

o,
paticnts taught to monitor their stress level or look at all of their
Sf,t“css—‘creating behaviors., Schiszhrenics are u.stla;l]y treated at
hospitals whiéh temporarily remove them from their stressful envivon-

ment and fower other stress-arousing demands for performance, and
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they are given stress-reducing major tranquilizers. But while they
arc recuperating, the hospital does not train the patients to manage

siress in their lives.

A Model Holisti; Program

Since there were no prior references on holistic programs for
schizophrenics, holistic trealments [or other ilinesses werc used as
modecls. Holistic pfograms have been developed for a variety of other
health problems including diabetes, cardiovascular disorders, hyper-
tension, ar‘thzvrkitis, asthﬁja, and cancer. The best known and rpost
accepted program currently in operation is the one ci;:vc]opud hy Carl
Simonton and Stephanie ’M'athew‘—Simnnton (1978) for cancer pa‘tieknts.
Patients in their program have doubled their longevity compared to
accepted actuarial e.xpec‘vca‘(ivons, and the pcrcenfagc of patients whose
cancer entircly goes into remission is also very high. These patients
self-select into the program so these statistics are difficult to
assess, but they demonstrate promise for their approach.

Simohtoﬁ is an oncologist who became interested in the character-
istics of cancer patients who recover and whose cure is labeled by the
medical community as "spontancous remissions." After extensive inter-
vicws with such paticnts, he found that what differentigtes th»e remit-
ters from the non-remitteis is their belief that they influence the
course of their Mlness in both positive and negative directions. In
4C‘mtrar;t, the non-remitters typically felt helpless and hopcless in the
face of "inevitable deterioration and death."

Utilizing this information, the Simontons decided to design a



treatment program that would mebilize patients' positive belicfs con-
cerning their recovery. ‘The Sinmntons‘ developed a visualization tech-
nique during which patients imagine their white blood cclls over-
powering their cancer cells and the affected tissues healing. The
visualization technigue mobilizes patients' expectations concerning
their recovery anr their motivation to actively change their life-
styles. |

The second major componevi of the Simenton's program includes
technigques to enable patients to manage their lifestyle to regulate
and reduce stress. The Simontons prescribe three relaxation sessions
each day and regular exsrcise as port of their program. They help
their patients review the carcinogenic aspects of their living patterns
aﬁd then modify-‘ their lifestyle to reduce their exposure to stressors
and alter any interpersonal and cmotional habits which generate ex-
cessive stress.

The Simontons' program has been used as the model for the de-
sign of the holistic. program for schizophrenics., It has been built on
the same two pillars of treatinent:  stress management and mobilization
of positive beliefs. ‘Many changes did need to be made in order to
adapt these basic hoiistic foci nf trcatment to the nature of schizo-

phrenia. The operationalization of the holistic stress managenient pro-

gram is presented in detail in the Procedures section,

i,

_ligqijr;na].e for Incorporating Exercise and Relaxation Techniques
The holistic stress-management program includes daily training

I the stress-reduction strategics of exercise and relaxation. Both
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types of approaches are ‘scc‘n as nccessary because stress can affect
the somatic and cognitiv‘c systems differently depending on the speci-
fic stressor and the individual's idicsyncratic response specificity.

A variety of recent evidence has challenged the lon»g- held assumption
of the undiffercentiated nature of general arousal that was hypothesized
to underiiec such states as anxicty (which is a stvess gtate), For ex-
ampie, 'psyk’chop}'uysiologicai fractionation ar;d spcé.’:[icity have been
found in studics ‘by ‘l’.‘,a‘rn.gk (1969) and Hodgson and Rachman (1974) on
fear reduction, E]‘!iu‘tt (1964) found that intraindividual correlations
between central and autonomic measurce recorded mcross a wide variety
of behavioral tasks were consistcnt]ykbelow .16, The existence of
di’f.‘fﬁ‘,k'ﬂﬁt dimensions of ar’i}‘ci‘ety has also been established psychb-
mcirically through factor-analyzing the items in cdinmonly used anxiety
questionmaires., Hamillon (1954) and Buss (1962) found that fwo
factors, which theyy Jabclcd psychic and somatic anxicety, accounted
for the major portion of the variance in test performance among psych-
iatric patients. Davidson, Davison, and Frecdland (1977) found that:
"cog;nitiv‘c ahd somatic anxiety could be reliably distinguished on the
basis of the patterning of cardiovascular, electrodermal, and electro-
myographic measures."

The s;ématic and cognitive dimensions represent the most basic
split of the psychobioiogicﬁl subcomponents involved in stress and

-

its reduction. C;;ven these findings, Schwartz, Davidson, and Gole-
man (l9'f8) investigated the hypothesis that "different procodures
utilized in the reduction of anxiety differ in the degree to which

they affect the cognitive versus somatic system” (p. 323). They
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developed a dual component scale which separately assesses cognitive
and somatic anxiety, and then apblied it to the study of the differ-
ential ceffects qf,a somatic (physiéal exgrcis;a) and a cognitive
(meditation) procedure. Forty-four regular exercisers and 33 regular
meditators were tested. Meditators reported less cognitive and more
somatic anxiety than exerﬁigers. There was no m‘ain effect for group
differences. Thus,A the two groups did not differ in overall anxiety,
but rather on the specific patterning of an.‘v':jak-_\.tiy subsystems,

In their study, Schwartz, Davidsoh, and Goleman (1978) compared
two groups of subjects randomly assigned to a cognitive intervention
(rationale-emotive self-statements) and somatic intervention (pro-
gressive muscle relaxation): They found significant differences on
measures of somatic activation (heurt rate and EMG) and cognitive
activation (skin resistancé) whnan the subjects were exposed to slides
of anxietly eliciting situations.

These findings confirm that therapeutic interventions result in
significant changes primarily in the biobebhavioral systems which
they engage. The data specitically suggest that particolar
therapeutic regimes are maximally effective in attenuating dif-
ferent types of anxiety (p. 434).

Since individuals vary in the biobehavioral systems in which
they experience anxiety, and the response aroused in an individual
across different situations may vary, a thorough approach to stress
management: should include training in techniques which affect both

the somatic and’ cognitive systems.

Research on Relaxation

' Many forms of relaxation have demonstrated their utility in
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yreducing stress. Progressive rclaxation (Shoemaker & Tasto, 19574),
yoga (Patel, 1975), and autogenic training (Klumbies & Eberhardt,
1966) have been used sUccess[uH'y in the treatment of hypertension.
It seems any relaxation activity practiced regularly has stress-
reduction brme‘ﬁ»ts. |

However, one prime determinant of the clinjcal utility of a
technique is i co:ﬁp]iance raverd, ’A technicguce which demonstrates
its effcctiveness in tﬁe laborz'»1y but does not goin compliance
among patients fails to be an effcctive clinical tool. Meditation
has shown comparatively high rates of compliance. In a 3-year study
conducted at ’thc Hartford Institute of Living (G]ucck & Stroehel,
1975) comparing biofeedback, progressive muscle relaxation, and medi-
tation, most patients in the biofecdback and progressive re]aXation
groups dropped out. A]most all the patients assigned to 'the medi-
tation group continued to meditate.. In:a foﬁow—up survey, 68% of the
paticnts reported that they were still meditating and obtaining good
results from the practice. |

During the in-hospital phase cf this study, it was found that
fhc meditators improved significantly more than all the other‘ hospital
patients discharged that year and more than a group of matched con-
trols on global ratings of improvement, amount of psychotropic and
sedative medicatloﬁ used, and level df,péthology on the MMPI. This
study shows tiat meditation can be used effectively with some schizo~--
phrenie patients.

Of all the relaxation techniques, meditation has been researched

the most extensively with over 400 published studics. Meditation has
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consistently been shown ’to reduce thé physiological signs of arousal
which accompany stress. Its physiological effects constitute a con-
figuration opposite to t{ha.t’ of the bypera?ouéal reactnion’idcntii‘im:i
by Cannen (1932) as the "flight or fight" respons=., Meditation
reduces heart raté, decreases oxf;;cn cons’umptinﬁ,— ;.Jecréaseé bloed
pressure, Increases :s];i‘n'i‘esiStath:. increases L‘cgm}xrity 'and' a.mpﬁ-
tude of alpha acﬁﬂVityQ Meditatior has been cleé;cribezﬁ as a hypo-
metaholic statevw‘hichkcdn be self-irduced (Alii:.;ovn’, 1970; B(»:lknv;on,
Beary, & Carol, 1974; Wallace, 1970; Wallace, ]"5cnéon,‘ & Wils‘gm,
1971).

Golcmén and Schwartz (1976) évalLlaied the effects of meditation
on reactivity td a cbmplcx cmotional stressor. Thirty meditators and
30 ncm—meditato‘rs’\}u'et‘e exposed to a standard laboratory stressor
consisting of a short Iihﬁ dcpicting a series of bloody‘a‘c‘ci‘.dcnts among

workers in a wood-working shop. One-half the subjects in each group

- were instructed to relax for 20 minutes prior to viewing the film,

The other half were told to meditate. The nbvicc meditators were
taught to meditate right in the lab to control for the usual confound-
ing factor in medijtation research of subjéct self-selection. Aftler

the film, the meditators slﬁowed faster recovery. Their sign;s of

bodily aroisal as assessed by phasic skin conductance and heart rate

fell more quickkyly than those of the non-meditators. Even the novices,
o

~who meditatc.dAfor the first time that day‘in the lab, recovered more

quickly than the non-meditators who relaxed.

Meditation has been successful in reducing self-reports of anx-

fety in several pretest-nnsitest questionnaire studies ntilizing the
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speilberg Trait/Slate Anxicty Scale (Davidson, Goleraan, & Schwartz,
]976; Goleman & Schwartz, 1976), the IPAT Anxiety Questionnaire
(Ferguson & Cowan, 1977), and the Béndig Anxicty Scale (Hjelle,
1974) .

There is some evidence that the regular practice of meditation
can enable a person to withstand more life changes with less illness.,
Lahr {1976) compared beginning and experienced meditators with non-
meditators and found the meditators had experienced more life changes
than non-meditators but had less illness. Self-selection of medi-
tators is a confounding factor in this study, however.

The most conclusive evidence for the long-term benefits of
meditation with a stress-related illness comes from the research on
its vse with hypertension. Decfinable pathology is found in less than
10% of reportgd cases (Frumkin, Nathan, Prout, & Coben, 1978).

Most investigators view hypertension as a psychosomatic disorder in-
volving cognitively-mediated, prolonged sympathetic arousal. Benson
conducted four studies on the use of meditation in the treatment of
hypertension (Beary & Benson, 1974; Benson, Beary, & Carol, 1974;
Benson, Rosner, Marzetta, & Klemchuk, 1974a, 1974bh).  Both systolic
and diastolic pressures declincd signjficaxltly in meditating hyper-
tensive subjects over follow-up periods ranging from 9-63 weeks.
Theze reduced blood pfcssures occurred during nonmeditation times of
the day. A;;;hough these studigs did not have a coutrol group, there
were relativeiy .‘Io’ng baseline periods of stable blood pressure meas-
ures. before meditation training, and the blood pressure of nine sub-

jects who stopped meditating returned to premeditation levels.



20

Researclh on Exercise

Whercas the best documcnted recearch on the clinical usefulness
of meditation for the treatment of o stress-related illness hes Leen
conducted on hypertension, the reseavch on exercise has focused on
cardiovascular disorders. The cardiovascular system is intiingicaily
involved in any stress response, IL is the first system to be owcbii-
ized by the CNS in responsc to a stressor.  The covdiovasculer system
supplies the musculoskeletal system with the metabolic requirements
for motoric action in the "flight s fight" response. Hovweover, few
modern-day stressors can be rc:-cvlvou through physical 'uh( ninvolving
fighting or fleeing. In an axticle entitled "Aerobic exercise as a
therapeutic modality in ihe rclief of stress," Eliot, Forker, and
Robartson (1976) state:

Ncuror*enica]ly mediated chanves in blood chemistry and myo-
cardial metabelism are thus prelonged, and the cardiovaseular
systew is mantained in extendod, unresolved. m.d pofovntially
hariify periods of reading In the abscace of augmnenied
vasadilation subsequent to maccular exercise, the staie of
cardiovascular preparndness iz not disch 1“'"". T the hoort

and vascular system arc subiected to work loads far in excess
of that expected during aerchic exercise {p. 233).

’\“my of the r.]wsmlogu ateffats produced l'v axorcise condi-

tioning are the opposue of the changes that occur during s ix 36,

As the result o'f’ lrimg~tverm excrcisé, blood catéchoiamines decrenge,
¢holesterol decreases, b106(1 pressure decreases, hcart rate 1?«-:’\()\1%: 3
(o, T'oflc.ei‘,% & Rebertson, 1976; lemail @ Yonlr:g, 1 k)??). Exor-
cige also hv‘ (j‘ulic{;ii".g‘ effects o’n the sympathetic nm'ﬁ*ous s-yétcm
which mediates {he stress response: "Exercise conditioning inhibits
S%yl‘:'rp;jpthp"‘cic torie :mcf(f"xc‘itabilil'y. .. The effect is an exercise hrad v

cardia mertated through the autonomic nervous system” (Bliot, Forkeor,
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& Robertson, 1976, p. 237).

‘Many epidemiological studies have shown a strong relationship

between physical fitness and cardiovascular disorders. Howcv{;r, epi-
demialogical stu.dies are always complicated by sclf-selection effécts.
Birrell and Roscoe (1978) tested the effects of aerobic exercise \bn
stress reactivity and the development of cardiovascular disorder(s,.in
rats. With the regulation possible in a laboratory experiment, they
were able 1o control for‘ this complicating factor as wecll as weight
differences duc to exercise. They iound that aerobic conditioning_A.
provided protection against cardiovascular damage duc to cxposure to
extremc stressors.

Hospitalized pntlents have been found to possess low lcvels of
physical {itness and would thereforse seem more vulncrable to the ef-
fects of stressors (Morgan, 1969). The physioclogical pathway between
the stress responses and schizophrenic symptoms has yet to be delin-j
cated, But a technique which provides protcction‘against the effects
of stress on onc physiological system mést likely has prosthetic bene-
fits for other systems which are also affected by stress.

In addition to its physiological benefits, exercisc i$ also an
activity. Gal and Lazarus (1975) have reviewed the role of activity
in anticipating and. confronting real life stressors, such as combat,
and laboratory stressoré, such as unpredictable electric shock: |

it seems quite evident that activity during stressful periods

plays a significant role in regulating emotional states. We
are inclined to interpret activity as being a principal factor
in coping with stress... A person may alter his/her psychologlcal

and physiological reactions in a given situation simply by
taking action (p. 18).



22
while the authors did not evaluate aerobic exercise exp]icit]y, their
definition of activity is "overt, motoric action" taken by the indici-
dual while he is anticipating or confronting a stressor. They com-
pared threat-related and non-thrbeat-—related activity, and found
"many cases where activity is in no way related to the impending
harm yet is still anxiety reducing” (p. 15). They discuss two pos-
sible explaﬁations: (1) that activity divérts the person's attention
from the stress cues; (2) that activiiy' allows for dissipation of bodily
mobilization or arousal. In view of the previously cited rescarch on
'its physiological effects, aercbic excruise would gualify as an cifec-
tive aclivity on both accounts.

Research on the usefulness of exercise for the treatment of
psychiat-}ic i]inesses is just beginning. John Grievst (1978) at the
University of Wiéconsin used 10 weeks of running therapy as the
treatment for eight depressed outpatients. It was as successful in
relieving symptoms as traditional psychotherapy in the randomly as-
signed group. Thaddeus detrubala (1976) has reported successful
cases using running therapy with depressed and schizophrenic patients.
Ti’ms, the limited recsearch in this area provides some evidence that
excrcisec would be a valuable therapveutic modality in the treatment of

schizophrenia.

Social Skills Training

Schizophrenia and Social Skills Deficits

In the past 10 years, social skills training has become one of

the most accepted and prevalent interventions for schizophrenia. A
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major article in Schizophrenia Bulletin (Wallace, Nelson, Liberman,

Aitchison, Lukoff, Elder, & Ferris, in press) rcviews over 70-
studics in this areca. NIMH and other agencies are actively funding
research projects on social skills training including the one at the
UCLA-NPI Clinical Rescarch Unit discussed in this thesis. Deficiencics
in the social functioning of schijzophrenics has been a finding in a
number of studics (Phillips & Zigler, 1964; Zigler & Phillips, 1962).
For example, Zigler and his colleagues have reported correlations
betwcen social inadequacy and schizophrenia in several studies rang-
ing over the past 18 years. Their major finding can be summarized
as indicating that the_better a person's level of social coﬁ_petence
prior to becing hospitalized, tﬁe more likelvy his/her ability to suc-
ceed in terms of post-hospital adjustment. Phillips and Zigler (1964)
examined the case histories of 25 first-admission pa{tients admitted
to Worcester State Hospital between 1945 and 1‘954. ‘A. social compet-
- ence score was consiructed in terms of the individual's age, intelli-
gence, cducation, occupation, employment history, and marital status.
Symptoms indicating "avoidance of others," e.g., withdrawal, sus-
picion, depersonalizaton, were assessed from descriptions of the
patient's behavior by a psychiatrist utilizing case records. The
authors report’ed that:
An avoidance of othe?s role expresses an inadequate social re-
sponse, This role is characterized by a state of withdrawal and
isolation in which the person is neither concerned with societal
demands nor feels compelled to cope with such demands. It would
appear to be this withdrawal from society and turning inward

which makes for poorer prognosis (p. 388).

Strauss and Carpenter (1974) also investigated the relationship
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petween premorbid frequency of social relations and outcome by using

a prospective design with 84 schizophrenics. During their hospital-

jzation, they administered a 14-item prognostic scale, and then they

conducted a follow-up five years later. They found that: "...dur-
ation of hospitélization, poor social relations, and unemployment
afe the variables with a highly »signiﬁcant impact cii outcome pre-
diction" (p. 41). The actual cerrelation between poor social rela-
tions, measured in terms of‘frequcncy of social contacts, and poor
outcome was . 36, |

Cohan and Sokolovsky (1978) compared the social networks of
schizophrenic and honpsychotic residents in a single~room occupancy
hotel in New York City, a typical community placement for released
psychiatric pétients. Smaller networks were reported for the ex-
patients than for the nonpsychotic residents. The study also found
an inverse relationship between network size and the likelihood of
return to the hospital. Schizophrenic individuals seem to havre more
limited networks éf social connections than nonpsychotic individuals,
and the more limited, the worse is their prognosis for tenure in the
community.
These studies suggest that if schizophrenics could have their

social skills buttressed by an effective therapy procedure, th'ey might
be able to make a better‘adjustment to community living and thereby

forestall rehospitalizations.

Social Skills Training with Schizophrenics !
The hallmark of the behavioral approach is the cmphasis on a one-

to-one relationship between diagnosis and treatment. Social skills



training conducted from the bechavioral perspective utilizes dircct

- rehearsal of thé social skills asécsscd and féund to be deficient. - Al-
though some interventions have been fucu‘sed on discrete bchaviors

such as eye contact and positive statements (Libc;fman, Tcigen,
Patterson, & Baker, 1973), the clinical outcome of such a vnarrow

focus is quite limited. Rescarch in the fielc has ;_;r:néra]ly shifted toward
evaluating the effects of comprchensive treatient packages aimed at
improving many behavioral dimensions of the patient's social {function-

ing. These programs employ an amalgamn of techniques including role

playing, modeling, prompting, instructions, feedback, reinforcement,
self-monitoring, s‘elf—instructions, and homework assignmeﬁts.

Goldsmith and McFall (1975) developed and e;/'aluated onc such
social skills training program for 36 male patients on the psychiatric
ward at Chicago's West SideyV.A.; Hospital. Théy defined their ap- -
proach as follows: -

Social skill training is a general therapy approach aimed at
increasing performance coempetence in critical life situations.
In contrast to therapies aimed primarily at the climination of
maladaptive behaviors, skill training emphasizes the positive,
educational aspects of trcatment. It assumes that cach indi-
vidual always does the best he can, given his physical limit-
ations and unique learning bistory, to respond as effectively
as possible in every situation. Thus, when an individual's
"best effort” behavior is judged to be maladaptive, this indi-
cates the prescnce of a situation-specific skill deficit in
that individual's repertoire (Mager & Pipe, 1970). Whatever
the origins of this deficit (e.g., lack of experience, faulty
learning, biological dysfunction) it often may be ovcrcome

or partially compensated for through appropriate training in
more skillful response alternatives. Presumably, once these
new skills have been acquired and reinforced, they will dis-
place any competing, less reinforcing maladaptive behaviors
(p. 51). '

They developed 55 problematic situations from interviews and

questionnaires conducted with outpatients. Then eight staff members
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at the Illinois State Psychiatric Institute were presented with these
situations and asked to roleplay them, therecby genefating response
options for each item. Additional staff members evaluated the com-
petence of these respdnse alternatives. Patients were giveﬁ thek list
of situations to determine which situations were prob]emé.tic for
them, and 25 were selected for training. Thirty-six male iﬁpatients
. were raﬁdomly divided into thréé groups. One group was given t;hree
onc—hour training sessions covering.' the éelccted situations, ‘such as
initiating and terminating conversations, dealing with rejection,

‘being assertive, and being sclf*ydisclosing. Thev heard effective
rcsponseé to each ksituation and \;Jére coached about the principles of
effective bchalvior in that s_ifuation. Then the patiéni roleplayed

the situation,. and his response was playcid.back. He evaluated his
response and then the experimenter provid‘ed corrective feedback.
The rchearsal was repeated until both the subject and experimenter
agrecd that it met the cri.te.ria. for effective behavior two consecu-
tive times.,

Patients in the pseudotherapy control condition also participated
in three one-hour sessions where they listened to the tapes éf the
problem situations. prever, the subjcct was encouraged to ex-
plore his feelings about it and seek insight into the reasbns for
‘his féclings. No specific behaviofal solutions were su‘ggested or re-
hearsed. | | |

A third group of 12 patients only reccived the pretest and post-
test. | All of the 36 patients were _adminiétcred the ’Interpersonal

Behavior Roleplaying Test, a simulated rcal life test using a confederate,
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and a Global Sclf-Perception Questionnaire. The social skills
training group rcported significantly greater (p¢.05) improvecment in
self-ratings of difficulty in meeting strangers ahd fee]ings' of sclf-
worth. The patient's roleplaying porformancé was taped and blindly
rated by two raters. Comparisons indicated that the social skills
training group improved more than either of the two control groups.
In the simulated real life behavior test, the confedératn (rating
blindly) perceived the social skills pétient_s as mdi'e skillful than

the control patients (E <.05).»

Herson, Bellack, Eisler, and colleagues have conducted a series
of 12 studies on social skills training with psychiat‘\ﬁc patients.

All have shown that sécial skills tréining improves the bchaviors
targeted during training: number of seconds of ey'é contact, speech
duration, assertive requests for behavior change, appropriate affect,
speech initiations, latency of response, loudness (Bellack, Herson,

& Turner, 1976; Edelstein & Eisler, 1977; Eisler, Blanchard, Fitts,

& Williams, 1978; Eisler, Herson, & Miller, 1973; Herson & Bellack,
1976) . ,

Finch and Wallace (1977) matched 16 patients on the basis of
age, length of hospitalization, and pre-treatment level of social
skills. Subjects were randomly assigned within matched pairs to
cither a social skills training group or a milieu therapy group . Social
skills training consisted of 12 one-hour role playing sessions focus-
ing on eyc contact, speech latency, content, affect, loudness, and
fluency. Patients were also given assignments to complete outside

the sessions.



28

At the end of 12 wecks, both groups were reassessed on role-

SRR v e

playcd scenes and the Wolpe-Lazarus Assertive thcstiohnaire,' a seclf-
“report measure. The social skills training group significantly exceeded
the milieu group on all behavioral measures: loudness, fluency, affect,
“latency, content, and eye conltact. Self-reported assertiveness also
. jmproved more for the social skills training group.
Over 15 studies have been reported on the effectiveness of social
. skills packages wilth psychiatric patients (Wallace et al., in press).
“These studies have clearly demonstratéd that roleplaying and other
. " behavioral techniques can alter patients’ beh;vioral performance dur-
ing subseqﬁent roleplays and even in simulated real life situations
:. " with confederates on such variables as eye contact, ﬂuency, speech
duration, ap;ﬁropriate affect, loudness, and emission of assertive re-
- sponscs. However, no studies to date have assessed the impact of

~ “social skills training on relapse or length of community tenure.

. Follow-Up Studies in the Community

Although none of the hospital-based social skills or holistic
studies included follow-up assessment of the patients' po_sttreatment'
. community survival and level of symptomatology, there are séveral
,fommunity-based treatment studies which have examined patients' func-
tioning in the comxnjunity following treatment., Moshe/r and Menn (1978)
tréated young, first-break schizophrenics in a resédcntial setting
'_, based on R. D. Laing's approach and staffed prima;rily by‘paréxwprofes—

.Slonals. They attempted to guide patients through their psychoses with-

~.0ut medication by providing an unstructured and permissive milieu.




BLIE S B

29

;"Thc comparison treatment was provided by a local community mental
pealth program. Patients were not randomly assigned, but a match-
ing procedure was used which, unfortunately, did not include psycho-
social functioning as a matching pretfeatment variable. Polak and
Kirby (1976) randomly admitted patienis to jnpatient hospital treat-

f ment or to "crisis homes" operated by private familié’s who provided

i shelter and Support. Mental health workers were available to the

opcrators for consuitation. Rutman (1971) treated a randomly assigned

group of new admissions in a half-way house with a token economy while

. control patients were admitted to an inpatient hospital.

All three studies reported that the experimental patients spent

: ‘signifi.cantly fewer days in the hospital and were admitted to the
hospital less often during the active treatment phase. However, there
were no significant differences in level of symptomatology between the
experimental patients and those receiving more conventional psychia-

. tric care. Most importantly, all three studies found that treatment

- differences in hospitalization rates disappeared during the follow-up

periods ranging from 6 to 24 months.

In the most intcnsive_ treatment study, which also included the

. most extensive battery of assessments, Test and Stein (1978) randomly

assigned patients s'ccking in-hospital admission to a community treat-
ment or to a standard hosiﬁital treatment condition. In the community
treatment program, patients lived independcntly in apartments or
rooms and received intnesive in rvivo training in social skills; com-
Munity living skjlls; and employment hunting by an interdisciplinary

mental health staff. In addition, the staff maintained 24-hour avail-
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‘ability to the patients and to the community to provide support during
‘time of crisis.

During the 14 months of treatment, patients involved in the com-

munity program showed significantly less unemployment, higher in-

. - come, more independent living, and better social adjustment than the

hospital-treated controls. Tihey were also significantly less sympto-
‘matic and spent signiﬁ‘cantlY fewer dayé in the hospital than controls.
However, as in the other ‘programs,- Test and Stein (1978) found that-
during a l4-month posttreatment period, the differences in favor of
- the community treatment group disappeared. Thus, all the available
'studies indicate that improvements in.symptomatic status and commun-
ity functioning are not maintained following the termination of treat-

ment.

Hypothecses and Objectives

Hypothcses concerning symptoms and functioning in six areas
werc cvaluated in this study. Although the hypotheses for the treat-
ment phase aﬁd the follow-up community phase are the same, the results
will be considered separately. Thus, the effects of the shift from the
hospital to the community environment, and from dz;ily stress-reduction
or social skills sessions to an unstructured schedule can be isolated.
Three measures assessed symptoms from the patie;lt's perspective, the
nursing staff's perspective, and an intez;viewer's perspective. Since
- both treatments addressed known deficits of sc}ﬁzé’iphvrenics, although
in different areas, the‘re‘is no a priori reason to expect that either
program would be more successful than the other in reducing overall

symptomatology.
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Hypothesis 1: There will be no difference between the social skills
and holistic treatments on the summary indices of the symptom scales
during the treatment phase. :
_I-izoothesi_g_é: There will be no difference betweén the social skills
and hoﬁstic treatments on the summary indices of the symptom scales
during the community phase.

Since each treatment focused on a different area of functioning,

i several hypotheses predict significant differences on outcome measures

specifically related to their separate foci. The holistic program incor-

1 porated training in stress-reduction techniques to reduce anxiety while

the social skills program did not provide any training related to anxiety
management. Therefore, the holistic patients' scores are expected to

be lower than the social skills patients' scores.

Hypothesis 2: The holistic patients will score significantly lower than
the social skills patients on the. interviewer-rated and self-rated
measures of anxiety during the treatment phase.

Hypothesis 7: The holistic patients will score significantly iower than

the social skills patients on the interviewer-rated and self-rated
mecasurcs of anxicly dui‘ing the community phase. |
Somc recent research by John Griest (1978) has shown that run-
ning is an effective treatment for depression. Since running is a com~
ponent of the holistic patients' treatment, they are expected to score
lower on the measures of depression.

Hypofhesis 3: The holistic patients will score significantly lower than

the social skills patients on the interviewer-rated and sclf-rated

measures of depression during the treatment phase.



Hzpothesif,__g: The holistic patients will scorve significantly lowcer” —
than the social gkills patients on the interviewer-rated and self?ratcd
mcasures of depression during the community phase.
The holistic program included a weekly group designed to improve
the patient's self;concept. The social skills pfogram did not attempt
to intervene in this area of funqtioning. ' Therefore, the héh‘stic pa-
tients are expected to score higher on the measure of sclf-concept.

Hypothesis 4: The;holistic'patient_s‘wi'll score significantly higher

than the social skills patients on the measure of self-concept during

the treatment phase.

Hypothesis 9: The holistic patients will score significantly higher

than the social skills patients on the measure of self-concept during
- the community phase.
The social skills program was designed to'improve the patients!

competence and bolster their confidence in their ability to engage in

interpersonal interactions. The holistic program did not have a speci-
fic component dealing with social competence. Therefore, the social
skills patients are expected to do better on the measures related to

social competence.

Hypothesis 5: The social skills patients will pérform better than the

holistic patients on the measures of social competence during the

treatment phase.

Hypothesis 10: The social skills patients will perform better than
the holistic patients on the mcasures of social competence during the
community phase.

A critical issue is the impact these trecatments had on the
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3 patiel')ts' ability to survive in the community. Datzt was collected forv
all patients on incidents of hospitalization and symp:)tomatic relapse dur-
ing the first nine months after discharge. Based on the available re-
scarch, there is no reason to expect that one treatment will be more
cffective than the other in preventing relapse or n‘-:‘hospitalization.

Hypothesis 11: There will be no difference between the holistic

and social skills patients in rate of relnapse or rehospitalization dur-
ing the nine-month follow-up per‘iod.

A quasi-experimental control grou}; was created from paticnts
who participated in a different study (see Methods chapter).  They re-
ceived the standard Camarillo State Hospital treatment ;onsisting of 2-8
weeks of chemotherapy and group therapy. Both the holistic and
. social skills patients are expected to have a lower rate of relapse and
rchospitalization than the control patients.

Hypothesis 12: The holistic and social skills patients will have a

lower rate of relapse and rehospitalization than the control pétients
during the nine-month follow-up period.
In addition to hypotheses testing, this study will evaluate the

effectiveness of the holistic program in achieving its own objectives
in the areas of physical fitness, anxiety, self-concept, relaxation train-
ing, stress-management education, and utilization of ;tress-reduction
techniques in the commuhity. The success of the holistic program in
achieving these objectives will be evaluated without reference to the
social skills program. The key issue in the program evaluati.on sec-
tion is not the clinical effectiveness of the holistic treatment. The

g

hypothesis testing addresses that question. The main concern is
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whether the various training procedures (e.g., jogging, meditation)
were effectively administered. The lack of previous rescarch on holis-
tic techniques with schizophrenics makes this a particularly important
concern.
Objective 1: The holistic patients will show improvement in their
level of physical fitness durh}g the treatment phase. |
Objective 2: The holistic pf';tiehts will reduce their scores on the
measures of anxiety dufiﬁg the treatment phase. .
‘Objective 3: The holistic patients will iinprove their scores on the
measures of self-concept during the treatment phase. '
Objective 4: The holistic patients will show an increased ability to
lower their blood pressuredur.ing the treatment phase.
Objcctiirc 5: The holistic patients will comprehend the material from
the stress—managcnjent educaﬁon sessions as assessed by the quizzes
given after each session.
Objective 6: The holistic patients will continue to practiée s;nress-

reduction techniques once discharged into the cémmunity.
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CHAPTER Il

METHODS

Between April 1978 and July 1979, 28 male schizophrenic patieﬁts

were selected to participate in the treatment study. A psychiatrist

and psychologist were responsible for screening and selecting the

schizophrenic patients for the research project. Patients for the study

werc drawn from three hospitals: Camarillo State Hospital, Ventura

Mental Health Clinic, and UCLA Neuropsychiatric Institute. The major-

ity of patients came from Camarillo State Hospital which has between

80 - 100 admissions per weck to its eight acute adult admission units. -

All units were screcned for potential candidates, usually on a twice

- weekly basis. New patients whose charts indicated that they met the

following criteria were approached for an interview:

Inclusion (Must meet all)

1.

2.

3.

Present State Examination positive ‘for. sch'ifzophrenia. within
the last moﬁth | |
Male

Caucasian

Betwéen ages .of 17-50

Symptomatic or behavioral exacerbation within six'months
of current admission

Iﬁpatient in a psychiatric facilityb at time of screening

Cnset of illness before age 40
- 35
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Exclusion (Any one sufficient for disqualification)

1. Continuous, severe, psychotic symptoms for one ycar or longer
at time of screening

2. Hospitalized more than one year consecutively in past five
years |

3. Organic syndrome which would interfere with cognitive

processing

If they- were willing to be interviewed and sign the Informed Con-
sent agreemént, the Present State Examination diagnostic interview was
‘administered. If a patient was found to be positive for a diagnosis of
schizophrenia, permission was requested from the paticent to contact
his relatives to gather supplementary data. If the relatives were will-
ing to participé.te in family therapy, the patient was given a tour of
the Research Unit. Participation in the treatment research program
was voluntary. The Informed Consent Form for pairticipating in the
rescarch project was explaincd and the patient was offcred a place in
the program.

Cohorts of six patients were selected every l‘;l weeks starting
from April 1978. The fifth and final cohort finished treatment in July
1979. Deépitc thé inducement of three dollars pevrlday for participa-
tion, two patients dropped out of the first group, leaviﬂg only four
in the first treatment group. All 24 patients from the subsequent four
cohorts completed the program, generating a total sample of 28. Pa-
tients were randomly assigned to the holistic and social skills condi-
tions.' ‘The first program had two patients participating in each treat-

ment, and the following four programs had three in each treatment.
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To provide a basis for comparison of the effects of the holistic
(HT) and social skills (SST) groups, a "none'quiv:dlent control group”
(Campbell & Stanley, 1963) was constructed from patients who re-
ceived the standard treatment given at Camarillo State Hospitél. The
23 patients in this minimal treatment (MT) group were not randomly
assigned to this condition, but were drawn from the same general sub-
ject pool as the treatment patients. Like the treatment subjects, they
had particibated in an affiliated study on family factors iﬁ relapse and

rchospitalization. ' The primary differcnce between patients in the MT

-group and those in the SST/HT. groups is the time at which they hap-

pened to enter the hospital. The treatment program ran in 13-14 week
cycles: 10 weeks of treatment and 3-4 weeks of recfuiting new sub-
jects. In géheral, male patienfs who participated in the Family Factors
study and who entered the hospital 1-4 weéks before the beginning of

a SST/HT program were offered the treatment program. Family Fac-
tors study patients who entered the hospital at other times did not

hav;e the option of participating in the freatment program. Unfortun-
ately, thére were exceptions to this selection procedure. Some pa-
tients who were very motivated to participaté in an intensive treatment -
program, or whose parents were anxious for thém to receive tfeatment,
were given the opportuﬁity to participate in.the'»SST/HT program even
though their admission occurred outside the usual time period for selec-
tion. In addition, ’s‘ome patients who were given the option of partici-
patihg in the treatment prografn chose not to. Thus, there was a self-
selection factor operating in the creation of the treatment and control

conditions.
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The Family Factors study included schizophrenic Caucasian males
and females from 18-50 years of age. However, only males 18-35 years
old were selected for the MT group because that paralleled the sex and
age range of the SST/HT groups.

Strauss and Carpenter (1974) found that a patient's past hospi-
talization history was the best overall predictor of outcome in several
arcas including future hospitalizatinns, social functioning, and voca-
tional functioning. The HT, SST, and MT groups were closely matched
in this regard. The median number of hospitalizations for the SST
group was four. For the HT group it was five, and for the MT group,
three. The MT median is probably underestimated because the psychia-
tric histories taken on these patients were not as i;ltensive. Hence,
some previoﬁs hospitalizations were probably not detected. Neverthe-
less, il scems that the three groups were equivallent in their incidence
of past hospitalization.

The MT paticnts were not given the same b;zittcry of pre-post
tests as the HT and SST patients. The only measures taken on the
MT patients were their rates of relapse and rehospitalization during the
ninc manths following their discharge. Thus, they could not scrve as a
control group for the treatment phase results. The MT data could only
be used to test Hypothesis 12 which compared the relative effectiveness
of the experimental and control groups in reducing the rate of relapse

and rehospitulization.

Dependenti Measures

Present State Exam (PSE). The PSE, a mental status interview
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schedule now in its ninth edition, was used to obtain a reliable diagno-
sis. Professor John Wing (1967) at the Institute of Psychiatry, London
University, developed the PSE to rcliably rate as prescnf or absent a
number of symptoms thought io be characteristic of schizophrenia. It
has been used in several major rescarch programs including the World
Health Organization International Pilot Study of Schizophrenia and the
UK-US Diagnostic Project. The upcoming DSM III has been heavily in-
fluenced by the basic design and procedures of the PSE.

Luria and McHugh (1974) found an interrater reliability of .99
‘between four raters for the phenomenological symptems. However, the
four symptoms based on observed behavior had lower reliébilities such
as .44 for catatonic movements. The reliability of diagnosis is also very
high. Wing (1967) reported interrater reliability of .84 for assignment
into 11 different diagnostic groups. When utilized solely to discrimin-
ate schizophrenics from non-schizophrenics, the reliability rose to over
. 90.

Both PSE interviewers on the research project were trained by
Ian Falloon, M.D., who learned the technique Whiie at the Maudsley
Hospital in London. He conducted a week-long workshop With the in-
terviewers prior to the beginning of the study. The interviewers then
conducted training interviews which they taped. The tapes were re-
piayed later with Dr. Falloon giving feedback on the interviewer's abil-
ity to elicit symptoms and rate symptoms accurately. Although no spec-
ific criteria were adopted to certify thc intervicwers, the reliability
ratinvgs which were conducted monthly during the first four months of

the study averaged above .80 between Dr. Falloon and the psychiatrist
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and psychologist who were responsible for conducting the diagnostic
interviews..

Psychiatric Assessment Scale (PAS). The PAS was developed

specifically to facilitate the assessmeht and measurement of clinical
therapeutic progress. Krawiecka, Goldberg, and Vaughan (1977)
aimed "to produce a short set of rating scales which would provide

a reliable clinical assessment of chronic psychotic patients and which
would be sensitive to changes in theif condition" (p. 299). The eight
scales include: Depression, Anxiety, Delusions, Hallucinations, Inco-
‘herence and Irrelevé.nce of Speech, Poverty of Speéch, Flattened or
Incongruous Affect, and Psychomotor Retardation. All are rated on a
5-point scale from absent (0) to severe (4). Eac}; scale has explicit
criteria for determining the rating; |

For a reliability study, the authors develop'ed a manual and video~
tape to train five psychiatrists. On 10 videotape; of interviews with
patients, Kendall's Coefficient of Concordance, W, ranged from .58 to
.87 on the different symptoms. The Friedman's Two-Way Analysis of
Variance by ranks showed no significant differences between the psych-
iatrists in their mean severity ratings with the exception of ‘the Flatten-
ed or Incongruous Affect scale. Thus, interrater reliability was found
to exist at an acceptable level.

The authors also .reportediunpublished studies where the PAS
agreed with other’ ratings (unspecified) of therapeutic progress in a
drug tnul study. It was also used to monitor progress in a study on
rehabilitation using a token economy. However, these results have not

been published either.



41

Self-report Symptom Inventory (SCL-90). The SCL-90 is a self-

report instrument consisting of 90 items. Each item is rated by the
patient on a 5-point scalé of distress ranging from "not-at-all" to
textremely."” Nine underlying symptom dimensions and three summary
indices are produced: Scmatization, Obsessive-compulsive, Interper-
sonal sénsitivity, Depression, Anxiety, Anger-hostility, Phobic |
anxiety, Paranoid ideation, Psychoticism, Positive symptom total,
General symptom index, and Positive symptom distress index. The
SCL-90 is an expanded version of the 58-item Hopkins Symptom Check-
list (Lipman, Cole, Park, & Ric_:kcls, 1965). The fifst five symptom
dimensions in the list above are common to both the SCL-90 and
Hopkins Checklist, and have been validated in several studies dis-
cussed below. Validation studies on the other four dimensions are
still in progress.

The symptom dimensions were determined through both clinical
rational cluétcring and cmpirical factor analysis. Experienced clini-
cians were asked to assign the symptom items to homogenous clinical
clusters based on their clinical experience. Symptoms that were as-~
signed with a high level of cénsistency were retained and provided the
. cluster definitions. In the factor analytic studies, a sample of 1,115
anxinus neuvotic patients were tested. Both orthogonal and oblique
rotations wecre in close agreement in defining the five primary symptom
dimensions. Another study cited in Derogatisv, Lipman, Rickgls,
Uhlenhuih, and Cove (1974) aimed at assessing the factorial invariance
of the SYmptom dirﬁensions across doctors' versus patients' ratings,

and within patients across socioeconomic classes. Results indicated
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vhigh levels of invariance both between doctors and patients and among
patients of varying socioeconomic levels.

Internal consistency of the first five symptom dimensions was
measured on samples of anxious and depressed oulpatients as well as
in a general health survey conducted in Oakland, California. Alpha
coefficients ranged from .84 to .87. Test-retest reliability over one
week ranged from .75 to .84 on the five scales.

The question of validity has been addressed in many outpatient
studies using the Hopkins Checklist, and it has beien found to be sensi-
tive to the effects of psychdfropic drugs. Anxious neurotic outpatients
have shown change on the symptom dimensions when treated with’ anti—‘
anxiety medication. Stiudies with Hospitalized depressed patients have
also shown thé Hopkins ‘Checklist to be sensitive to ‘improvemex‘;t when
these patients were givén antidepressants, Comparisons of schizo-
phrenic patients treated with phenothiazines and with placeboes re-
vealed significant differences on a number of the symptom dimensions.
These étudies indicate that at least the first five dimensions of the
SCL-90 have practical value as sensitive indicators of change in symp-
tomatic status, and contribute to the scale's criterion-rclated validity.

Clinical Global Impressions (CGJ]). The CGI consists of three

global scales, two of which were utilized in this study: Severity of
illness and Global imﬁrovement. Both were rated b}f the nursing staff
on a 7-point scale. The severity rating ranges from "normal, not at
all ill" (1) to "among the moét extremely ill patiénts" (7) and is based
on thé patient's condition during the previous Week. The Global im-

provement scale ranges from "very much improved" (1) to "very much
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gorse” (7) with a rating of 4 equivalent to "no change." This rating -
éis pascd on a comparison betwcen the patient's current state and his 'her
condition on admission.

The CGI is very simple to use and can be scored by ronprofes-
‘gionals as well as mental health p1'ofessiona]s". In this study, the same
“member of the nursing staff did bi-weekly ratings for all the. patients

during the entire 18-month study. While this ensured consistency, no
estimates of reliability can be obtained froxh this procedure.  The CGI
was developed by the Psychopharmocology Research Branch of NIMH
“for use in dr\ig' evaluation studies. However, they have not published

any data on its reliability or validity.

Tennessee Self-Concept Scale (TSC). The TSC contains 100 self-
description items, 'eaich of which is rated by the subject on a 5-point
scale from "completely false" to "completely trﬁe. " Ninety of the items
assess self-concept and 10 assess self-criticism. The self-criticism items
are all MMPI Lic Scale items. The TSC employs a two-dimensional de-
sign. Identity, Self-satisfaction, and Behavior constitute one dimen-
sion; Physical self, Moral-ethical self, Personal self, Family selfk, and
Social self are the second dimension. A total positive'%;score reflects
overall level of self-esteem. -

William Fitts .(1965) developed the TSC by creating a pool of items
from surveys of literature on self-concept and from anélySes of patient
self-reports. The final selection of items included only those on which
seven clinical psychologists showed perfect agreement when asked to
classify each item into defined construéts. Thus‘ conteﬁt validity was

built into the scale by its mode of construction. Unfortunately, there
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has been little work directed toward empirical validation of the indivi-
~ dual dimensions, e.g., what does the Family self score indicate be-
= paviorally? However, the TSC has been used in over 100 doctoral and

" published studics, and is the most utilized instrument in the area of

gelf-concept research. The Manual rcports high correlations with other

' measures of personality functioning including -.70 with the Taylor

- Anxiety Scale, and in the .50's and .60's with several MMPI scales.

The norms reported in the Manual are based on a sample of 626

. persons of varying age, sex, race, and socioeconomic status. The
" sample is overreprescnted in the number of college students, white
subjects, and persons in the 12-30 age range. No separate norms for

 psychiatric patients are reported. Test-retest reliability for most

scales is in the high .80's in a sample of college students. No informa-

. tion is presented on the internal consistency of the scales.

Social Avoidance and Distress Scale (SAD). The SAD consists of

28 items which the subject rates as true or false. It was designed to

measure two aspects of social anxiety: 1) social avoidance, defined as

"avoiding being with, talking to, or escaping from others for any rea-

son" (Watson & Friend, 1969, p. 449); 2) social distress, defined as
"the repo.);ted experience of a negative emotion, such as being upset,
distressed, tense,;or anxio»us in social situations"(p. 449). Careful
Psychometric procedures were employed by Watson and Friend (1969)
in order to supp’fess response style errors, foster scale homogeneity,

and foster discriminant and convergent relationships with specific other -

- Scales,

AT I TR

In studies with undergraduates at the University‘ of Toronto, the
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" mecan biserial corvelation of each item with the whole scale was .77,

and thc one-month test-retest reliability was .68 in one study and

.79 in a second study. In expérimcntal studies with the same popula-
tion, SAD scores were significantly related to sclf-reports of interest
in participating in group discussions, "nervousness" about partici-
pating in a groﬁp disciussion, preference to work alone, and amount of
talking‘ reported in social situations. Correlational studies have shown
moderate relationships with measures of general anxicty including the
Taylor Manifest Anxicty Scale (.54) as well as measures of social anx-
-jety such as the social and evaluative sections of the Endler-Hunt S-R
Inventory of Anxiousness (.45).

Relapse. .Relapse was operationally defined as a significant ex-
acerbation ‘of the nuclear schizophrenic symptdms (hallucinations, de-
lusions, and incoherent speech) on the PAS. The patient's ratings of
symptomatology at discharge was used as the bascline level. Two
modes of relapse were derived from the PAS scores:

a) A total increase of three points on one or more of the three
scales, excluding changes‘from 0 to 1 was considered a re-
lapse.  Zero represents symptoms absent, while 1 indicates
symptoms at a level that is not pathological.

b) If a change occurred on only one scale, a two-point in-
crease was aléo designa‘;ed a relapse providing.that a maxi-
mum severity score of 4 was the result. Thus, score in-
creases from 0 to 2 or from 1 to 3 by then’]sel?cs did not con-
stitute a relapse, but an increase from 2 to 4 did.

SST and HT patients were given the PAS at 1, 3, 6, and 9 months.



46

In addition, the patients were in contact with the research center's
social worker on a weekly basis, Whenever the social worker found that
a patient was experiencing an increase in symptoms, having trouble at
work, in his board-and-care, or with his family, was speaking incoher-
ently, or was hospitalized, one of the PAS intervie\vers conducted an
assessment to determine if he had relapsed.

The MT patient's family was contacted monthiy for information con-
cerning the patient's condition. The sé.fne criteria were employed with
regard to conducting PAS interviews to determine relapse. The patient
‘was interviewed at 9 months if he had not relapsed prior to that point.

Hospitalization. The definition of hospitalization excluded emer-

gency room visits, but included any incident where a patient resided

at a hospital for 24 hours or more. Both voluntary and involuntary ad-
missions were counted. The information was obtaincd primarily {rom
contacts with the patient's famiiy' s but a PAS intervicwer attempted to
visit the patient while he was in the hospital as well,

Medication-Compliance. The SST and HT patients werc categor-

ized as medication-compliers and medication-refusers by the research
center's social worker. The criterion for medication-refusal wyas onc
month off of prescribed medication or extreme irregularity in taking pre--
scribed medication. The social worker found that many ’patients" ac-
counts of their medication-taking behavior were not reliable, so some of
her information came {rom £heir parents and board-and-care operators.
Despite the attempt to utilize the objeétivc criterion of one month, some
judgmént on the social worker's part was required for patients who were

unreliable self-reporters or took medication on an irregular basis.
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However, keeping track of medication-compliance was a major responsi-
bility of hers during the study, and she made use of all available
sourccs of information.

The same criteria were used for designating MT patients as com-
pliers and refusers. However, the information was obtained monthly
from the patient's relatives by the research center's secretary‘and by
the PAS interviewer at the time> of\. the relapse interview or the 9-month

follow-up interview.

Procedures

Once the six patients were adetted to the Chmcal Rescarch Unit
at Camarillo State Hospital, three were randomly ass1gned to the holis-
tic program and three to the social skills tréining program, The first
weck was a baseline peribd and dependent measures were administered.
For the remaining 9 weeks, patients participated in' over 25 hours per
weck of therapy. The treatments were designed to control for amount
of time spent in therapy by scheduling all sessions ‘concurrently. To
control for therapist personality veffects, all six therapists rotated on
a daily basis between both treatments. Therapists were trained in
both procedures and were monitored on va random basis via a remote
video camera to assure reliability. Two therapists participated in each
of the daytime sessions, while thé evéning éessions were led by a
single therapist;

Social Skills Training Procedures. The training was based on

250 roleplayed interpersonal problem situations which are critical for

effective functioning in the social arenas of the hospital, the family,
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and the community. The hospital and community scenes were standard-
ized and included areas such as interacting with other patients, with
nursing staff, with apartment managers, with human service agency
eificials, and with board~and-care staff. The family scenes were in-
dividualized for each patient based on'the patient's report ofpréblem—
atic situations and an interview coﬁducted with the pétient's relatives.

The roleplaying sessions ’were held daily for two hours énd in-
cluded a standardized set of techniques designed to train the patient
io: |

1) Receive relevant interpersonal stimuli accurately.

2) DIrocess these interpersonal stimuli, generate response

alternatives and decide on a reasonable course of action.

3) Send the chosen response using appropriate verbal and non-

——— o

verl:al expressiveness.
The training format utilized the following series of questions ad-
ministered following each roleplay:

Receive:

a) Who spoke to you?

b) What did ____ say?

c) What was ~ feeling?
d) What was the short term goal?
e) What was the long term goal?

Process:

a) Name one alternative you could do when said
? I

b) If you were to » what would the other feel?
c) What could the other do? ’

e) Would you get your short term goal?

¢) Would you use that alternative?

‘Send:

a) How was your eye contact?
) How was your voice volume?
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c¢) How was your fluency? .

d) How was your tone?

e) How was your posture?

f) How was your facial expression?
g) How were your gestures?!

: . y
An incorrect answer resulted in a training procedure designed to

i;;ghlight the relevant cue and thereby elicit the correct answer.
A set of 14 behavioral alternatives or response options was de-
veloped to fit most of the scenecs:

~

Compromise

Terminate rudely

Terminate pohtcly

Get angry

Repeat your request

Ask for assistance ‘

Highlight the importance of your need

Comply with the other's request

Refuse to comply with the other's request

Explain your position

Ask for more infermation

Come back later (ask for appomtment)

Acknowledge the other's position and... (usc one of the above)
The patient was taught to use these interpersonal strategies to generate
concrete responses in each roleplayed situation. Each daily scssion
covered six scenes. Since three patients were in the social skills train-
ing group, each roleplayed two scenes per session. However, the re-
ceiving and processing questions were divided up among all three
patients, thereby ensuring active participation by all patients even when
they were not roleplaying.

Two therapists conducted each session. One therapist acted out
the roleplay with the patient. The other therapist introduced the situa-
tion by reading a script which gave the patient the setting and usually

his initiating line. The roleplay sometimes terminated at the end of a

single resporise by the patient, or continued for up to five minutes
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’;\depending upon the nature of the scene. At the end ‘of the roleplay,
the videétape recorder was stopped and the patient was asked the
questions designed to assess and train their receiving, processing,
and sending skills. Specific procedures were followed when the

",v patient gave an incorrect answer. Generally, the relevant stimulus

- was highlighted and the question reasked. After two incorrect anz=—
‘j_‘-’wers, the correct answer was provided_ and the patient was asked to
repeat it.

Duriné the last five weeks of the program, the emphgt_sis switched
i frém instrumental or goal-focused scenes to friendship and détin g situ-
:' ations. Training in skills was gradually introduced including:
Initiating a coﬁversation

Identifying topic arcas

Verbal and nonverbal listening skills

Self-disclosure

Changing the topic

Terminating a conversation

-Behavioral techniques such as iynstructions, modelingk, roleplaying, feed-
Back, reinforcement,‘ and discrimination exercises were cmployced to
téach these skills., As with the instrumental scenes, each session was

i’, planned in advance and identical from pfogram to program. |

During the Monday, Tuesday, and Thursday generalizétion
A:.f"is'essions, scenes from the morning session were rolepiayed in a differf
3 ént sctting (on the unit instead of the research lab), wifh a differeht
person (a member of fhe nursing staff), and then with a different re- _
Sponse from the one practiced in the mofning session.

| A further strategy to prbmotc generaliiation of trai.ﬁi.ng con-

sisted of homework assi'gnments.' Each d’ay‘ the social skills patients
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f"‘vwcrc asked to choose two tasks from a list of 40 covering hospital,
I community, family, and friendship situations. Trips into the surround-
'~ jng community were scheduled for Monday and Wednesday afternoons
to permit the patients to carry out the community homework.

One evening a week was devoted té training independent living
3 skills. The areas covered dﬁring these sessions included grooming,
use of telephones, community agencies, cooking, job interviews, trans-
portation, laundromats, medicaid, budgeting, and money management.
A second weekly evening session was devoted to training in the
' .cognitive areas of anger and stress control, assertive behavior, and |
long-term problem solving. During the angef and stry‘cl-zss control com-
1 ‘ponent, the patient learned to employ coping self—talék during stressful
and anger-provoking situations. While being videot:‘iped, the patient
recreated interpersonal situations that preﬁous]y aroused anger and
frustration. Then, while watching a playback of hi@Self with the audio
 turned off, he rehearsed coping self-talk out loud. When he was able
! to sustain the coping self-talk out loud; the tape was replayed and he
. rehearsed coping self-talk covertly. Then, the situation was re-
hearsed "live" and the patient practiced coping self-talk while exper-
iencing the stress or provocation directly.

The patient also learned to discriminate among passive, asser-
| tive, and aggressive behaviors by determining whether a partiéular
action violated or protected his own and other persons' rights. He
learned to use problem-solving techniques in situations that called for
more complex alternatives than the 14’c0\iered during the social skills

training sessions, such as what to do about loneliness, or how to plan
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‘f"for a long-tcrm‘ goal such as a career or marriage,.
Aftercare pla.nh.ing was the focus of the Wednesday afternoon
4 gessions. The social worker started meeting with the patients in the
first week of the program. The sessions were organized around the
various dimensions of life in the community: income, living arrange-
: tr;ents, 1se of fime , continued psychiatric treatment, education, voca-
' tional training, and employment. Individual pléns were drawn up in
_each of these areas.
Family therapy took place on Wednesday evenings. The patients
T’%‘,and their relatives met in a multiple family group. The first session
covered the causes and treatment of schizophrenia. The next two meet-
ings were devoted to problem identification, goal éetting, and medica-
tion benefits and side effects. Subsequent sessions focused on build-
ing communication skills such as making_po’sitiire statements‘, giving
positive feedback to other family members, and reflective listening
L skills. Several sessions covered problem-solving skills utilizing a var-
jety of hypothetical and then actual problems in the families.

It should be noted that the content and training techniques for
all of the above sessions were worked out in advance. The therapist
:' removed the materials for the session from a Pendaflex filc or consulted
the relevant manual. Thus, patients starting the program at different |
times received essentially the same treatment.

Table 1 presents the schedule of sessions and'their time slots.

Holistic Stress-Management Procedures. The holistic program

was based on the rationale that schizophrenic relapse is stress-related

and controllable. Every weekday morning the patients participated in



Social Skills ‘Training Program Schedule

TABLE 1

Monday -+ Tuesday - Wednesday - - Thursday Friday -
1233 Rolepl‘ayAin'g E-{oléplat).rin.g ARo'lepllaTyir‘l.g- | Rélé;?layiég | ‘Role;.')laying
lggg Generalization Generalization Aftercare Planning Generalization
Z 88 Community Homework Community Homework.
; (3)8 ‘ Independent Family '].l‘herbapy‘( Cognit%fe Training‘

_Living Skills

€S
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fwo hours of training in the stress-reduction techniques of aerobic
 exercise and rolaxation.

On Monday, Wednesday, and Friday mornings the patients trav-
ersed a 1.8-mil¢ route around the grounds of Camarillo State Hospital.
At first the pace was a brisk walk., As their endurance improved,
short stretches of jogging were added. Times to complete the course
were taken at scveral points during the nine-week pi‘ogram.

On Tuesday, Thursday, and rainy days, the exercise activity
took place in the hospital gym. Sports,‘ weight-lifting, and exercycl-
ing provided the patient with alternative stress-reduction techniques
in order to maximize the likelihood of his selecting one of these tech-
niques to practice on a regular basis in the community. |

The relaxation regimeﬁ involving yoga and meditation in the
holistic program did not initially gain the ﬁatiehts' compliance. De-
spite repeated instructions, the patients sat with their eyes open and
Wwere preoccupicd with their shoe laces and glancing at one another.
However, a procedure was developed which seemed to produce adher-
‘ence to the task. The meditation instruction started with a qné-—week
period of hst‘%*ﬁng to meditation music with eyes closed for 20 minutes.
This acclimates patients to sitting quietly with eyes closed. During
- the second weey, chanting "om shanti" for five minutes out loud and
in unison was i-:troduced. Chanting seemed to develop the right mood
2nd started t: patient in the mantra repetition process in a manner
that was publisiy monitorable. Then, each patient and therapist
SeleCté_d a pursonal mantra for use in private meditation. A tape de-

Veloped by Patiicia Carrington, Ph.D., was used to introduce the
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meditation procedure. Subsequently, the daily meditatioﬁ session in-
cluded f;ive minutes of public chanting and 15 minutes of private medi-
tation.

On Tuesday and Thursday afternoons, patients participated in
an educational brogram. The curriculum of the stress-management
program was designed to teach the patient strategies for controlling
stress. The program Consist_eci of 16 1i-hour sessioné which made
use of a‘udiotapes, written exercises, homework assignments, struc-
tured discussions, and art therapy.

The tapes created by this author presented the treatment ra-
tionale that schizophrenic relapse is stress-reclated and controllable.
Patients learned a tfxree-step model for the dyevc‘lopment'of stress and
techniques for reducing stress at each step. They learned the role
of stressors in triggering schi,zol)llrenic episodeé and hoW lifesty]e
factors could increase their thresho]d for stress té]e,rance. The 16
tapes lasted from 10-15 minutes and were designed‘to maximize cofn—
prechension by patié.uts characterized by deficits il attention and in-
formation processing. An accompanying.hnndout covering the key con-
cepts with simplified diagrams and graphs was giv@n to cach patient
during the taped prcsentation. Following the tape‘,. the therapists
conducted a structured discussion following a Discussion Guide. The
discussion was designed to elicit the major points Of», the day's session
from the patients, and to help them apply the ideas to their own lives.
A six-item quiz provided a final check on their comprchension, and
any gaps in their understanding were remedied. Many svessions in-

cluded written assignments as well. For éxample, each paticent filled
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" out a Relapse Stressors Form which elicited the precipitating environ-

mental and ]ifcsty]e stressors in the month which preceded previous
hospitalizations. This information was used to incréése the patient's
awareness of the relationship between stress and his schizophrenic
cpisodes. Strategies to minimize future exposure to the siressors as-
sociated with previous relapses were developed as the result of this

session, Other sessions asked the patient to monitor his stress level

- and record incidents of stress for homework. This information was

used to enable the patient to recognize his stress-warning signs.

The sessions ended with art therapy based on the day's topic,'

. e.g., draw an environment containing many of your relapse siressors;

draw the feeling of rclaxation you get while meditating. The use of

- such varied teaching formats as tapes, discussions, written exercises,

homework assignments, quizzes, and art was designed to increase the

impact of the trcatment by involving the patient in actively applying

' these concepts and skills in a variety of modalities and situations.

" Table 2 gives an outline c¢f the topics covered in each session.

In addition to stress-management training for controlling re-
lapses, .the holistic program emphasized that illhess provide‘s‘the pa-
tient with an opportunity for growth and change. The turmoil of
schizophrenia, in particular, may unleash material from the mind's
depths that could become a tremendous source of self—-undérstanding
and direction in a person's life. A series of audiotapes were developed
which focused on the positive aspects of psychotic experivence's by pre-
senting accounts of people who emerged ‘healthier and happier than be- |

fore, Other iapes described individuals whose schizophrenic experiences
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TABLE 2

Outline of Tuesday and Thursday Afternoon Stress Management

1

DAY

Tuesday

Thursday

Tuesday

Thursday

Tuesday

Education Sessions
MATERIAL

What is Holistic Health?

Tape, Attention Check Quiz, Discussion Guide

Presentation of the basic principles emphasiz-
ing self-responsibility

Schizophrenia as a psychosomatic illness of the
brain resulting from prolonged stress

Art therapy: draw a picture that expresscs
yourself taking good care of your brain.

Stress and Illness

Tape, Attention Check Quiz, Discussion Guide

The Fight or Flight Response

The effects of prolonged stress on the body

Relapse of schizophrenia triggered by stressors

Art therapy: draw a picture of how you feel when
‘having a Fight or Flight Response. Draw a
picture of stress affecting the brain.

Recognizing Stress :
Fape, Attention Check Quiz, Discussion Guide
The bodily, mental and behaviotal signs of stress

Ari therapy: draw a picture of your bodﬂy,
mental, and behavioral stress warning signs.

What Causes Stress

Tape, Attention Check Quiz

A 1hree-stcp model for the developmcnt of stress:
stressor, the stress filter, the coping response

 Art therapy: think of a specific stressful incident

and draw the stressor, your stress filter, and
then your coping respornse.

Meditation Training
Tape, Mantra List
Patients choose a mantra from a list of 16

"Tape #3 from Patricia Carrington's Meditation

Training Program is used to: 1ntroduce the
technique. :



L WEEK

b

3

5

DAY

Thursday

Tuesday

Thursday

Tuesday

Thursday
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_MATERIAL

Managing Stressors: Universal Stressors
Tape, Attention Chceck Quiz, Discussion Guide

The major factors that cause disharmony and can

lead to illness: overstimulation, nz.olatxon )
poverty and life changes.

Managing Stressors: Your Relapse Stressors

Tape, Attention Check Quiz, Relapse Stressor
Form, Discussion Guidc ,

The Relapse Stressor Form is filled out for the
month period preceding each hospitalization.

A list of known rclapse sircssors is compiled from
this information.

Art therapy: draw a picture of an environment
filled with your relapse stressors. Draw an

- environment W1tnout any of your relapse

stressorQ.

Strengthening Your Stress Filter: Aerobic

-Excrcise

Tape, Attention Check Quiz, Discussion Guide

Cardiovascular fitness improves general health
-and brings increased oxygen and nuirients
to the brain.

Exercise burns up stress hormones in the blood.

Exercise builds up a cross-tolerance to stress.

Art therapy: draw yourself building resistance
to stress by exercising., Draw yourself using
exercise to reduce stress.

Strengthening Your Stress Filter: Meditation

Tape, Attention Check Quiz, Discussion Guide

Meditation produces a relaxation response that
is the opposite of the stress response.

Meditation produces a state of hypersynchrony
where the brain waves from the right and
left hemispheres are synchronized.

Art therapy: draw the feeling of relaxation you
get while meditating. Draw the state of
hypersynchrony between the right and left
brains while meditating.

Strengthening Your Stress Filter: Medication

Tape, Attention Check Quiz, Discussion Guide

Medication reduces the arousal of the autonomic
nervous system, slowing down the Fight or
Flight response.

Medication equalizes arousal between the right
and left sides of the brain.
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WEEK - DAY MATERIAL
WEBD Yo ERIAL
5 Thursday (continued)

6 Tuesday

6 Thursday

7 Tuesday
ki Thursday
8 Tuesday

- 8 Thursday

Medication reduces the chance of relapse.
Art Therapy: draw a picture that represents
the benefits of medication.

Strengthening Your Stress Filter: Nutrition I
Tape, Attention Check Quiz, Discussion Guide
The basics of preventive nutrition

The "white" plague - white sugar and white flour

Art therapy: draw a picture of your favorite

junk foods and how they can affect your
body. Draw a picture of your favorite health
promoting foods and how they affect your
body.

Strengthening Your Stress Filter: Nutrition II
Salad ingredients, utensils
Preparing a healthy meal

Developing Constructive Coping Responses 1

T—ipe, Attention Check Quiz, Discussion Guide

Destructive coping responses and how to avoid
them

Art therapy: draw a destructive coping response
that you have used in the past and the nega-
tive effects it had.

Developing Constructive Coping Responses I

Tape, Attention Check Quiz, Discussion Guide

Constructive coping responses for different
kinds of stressors

Developing specific stress redu¢t1on plans

Art therapy: draw yourself using constructive
coping responses and reducing stress.

Developing Constructive Coping Responses III
Tape, Attention Check Quiz, Discussion Guide
Constructive thinking versus stress thinking
Art therapy: draw a cartoon with a balloon con-
taining examples of your stress thinking and
how you feel. Draw a cartoon with a balloon
containing examples of constructive thinking.

Aftercare Lifestyle and Environmental Goals I
Tape, Attention Check Quiz, Discussion Guidc
Learning your stress warmng signs
Setting goals that will minimize your exposure
to your known relapse stressors
Art therapy: draw your most important stress
warning signs. Draw yourself achicving your
goals. '




60

CWEEK DAY MATERIAL
9 Tuesday Aftercarc Lifestyle and Environmental Goals 1I

Tape, Attention Check Quiz, Discussion Guide

Setting goals for developing a regular stress
reduction program

Art therapy: draw yourself carrying out your
stress reduction plan. '

9 . Thursday Make-up Session or Review Session
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enabled them {0 become successful cultural innovators, visionaries,
religious mystics, shamans, and artists. This component of thec pro-
gram was designed to .bolster the patient's self-image which usually
had been damaged by the stigma and cdemoralizing experience of hos-
pitalization, promote self-disclosure of the contents of the patient's
psychotic experiences, and initiate exploration for meaning in those
cxperiences through nonverbal techniques. Table 3 outlines the t;opics
'covered dux;ing the Tuesday evening sessions.

To further mobilize the patiént's beliefs regarding his ability to
recover, the Monday afternoon sessions were modeled after the Simon-
tons' (1978) innovative visualization techniques for cancer patients.
The patient drew andfvisﬁalized his brain beéoming healthier and the
two hemisphei‘es cooperating more harmoniously wi%th each other. The
visualization images are based on Julian J ayn‘es' (1978) theory that
schizophrenia is a stress-induced disharmony betv&gen the right and
left brains. This theory provided the schizophrenic with a scientific
explanation for his unusual mental experiences and‘ scemed to have a |
healing effect by replaciﬁg the fear of the unknown with a "‘sehse of
understanding."

Other aspects of successful functioning in the community such
as setting and achieving goals were discussed, visualizéd, and ex-
pressed in art therapy. The objective was to mobilize the patient's
positii(e e:-.cpeétations ébout his ability to stay well and achicve his
goals while in the community. Table 4 outlines the topics covered
durihg tiie Monday afternoon sessions.

One evening a week was devoted to exercises culled from
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TABLE 3

Outline of Tuesday Evening Holistic "Growth and

Schizophrenia" Sessions

Schizophrenia as a Growth Experience

The case of Beatrice who emerged {rom her psychotic experience
healthiér and happier than before

Quotation on the relationship between schizophrenia and growth

Art therapy: draw a picture that represenis personal growth
to you. :

A Closer Look at Your Schizophrenic Expcrience 1

The feelings, thoughts and experiences of schizophrenia

The Kink's song, "Acute Schizophrenia Paranoia Blues"

Art therapy: draw a picture expressing the new feelings,
thoughts and experiences you had during your schizophrenia
expericnce.

Schizophrenia and Social Change: Handsome Lake

An American Indian whose visions and hallucinations were the
basis for a new religion among the 18th century Iroquois
Nation

Art therapy: draw yourself as a prophet whose visions help
creatc a new socicty or religion,

Schizophrenia and Personal Change: Indjan Vision Quests

The similarities between the self-induced altered states of con-
sciousness of Indians sceking their identities and the acute
achizophrenic.

Art therapy: draw yourself as an Indian during a vision quest.
Include elements from your own schizophrenic experlencc,
such as animals encountered.

Schizophrenia and Healing: The Shaman

The shaman is called to his rcspected position as the tribal
healer following an acute schizophrenic experience.

Art therapy: draw yoursclf as a shaman in a primitive tribe
who can help to heal other people.

Schizophrenia and Religion: Mysticism

The similaritics betwoen deeply religious cxpenences and
~schizophrenic expzriences.

Art therapy: draw a picture representmg any rehglous of
-highly meaningful part of your schlzophremc expcnencc

Sch17ophrcma 'n"d Art: Perceptual Alteration]
The enhancement of Vincent Van Gogh's creativity as he ex-
pressed the altered states of perception of his psychosis.
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Art therapy: draw a picture of an altcrced state of perception
that you experienced during your schizophrenic episode.

Schizophrenia and Art: Artists with Visions

Allen Ginsburg, a poet whose visionary experiences were a turn-
ing point in his work, but 2Jso janded him in a psychiatric
hospital with a diagnosis of schizophrenia

Art therapy: draw a picture of yourself with enhanced personal
creativity and making use of it.

-~

A Closer Look at Your Schizophrenic Experience 11

How have you changed as a result of your schizophrenic ex-
perience? What new experiences, insights, feelings and
'rhoughts did you have?

Art therapy: draw a picture that expresses these changes.
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TABLE 4

Outline of Monday Aftlernoon "Developing Positive Beliefs”

Sessions

WEEK

MATERIAL

Introduction to the Holistic Program and Schedule

Tape, Attention Check Quiz, Discussion Guide

Presentation of daily schedule

Rationales for running, meditation and other program
components ' '

What is Schizophrenia: The Split Brain Theory

Tape, Attention Check Quiz, Discussion Guide

The explanation of schizophrenia as the result of
right brain/left brain disharmony

Presentation of simplified pictures illustrating this

Art therapy: draw a picture that represents the
state of disharmony between your left and right
brains as you experience it.

What is Schizophrenia II

Tape, Attention Check Quiz, Discussion Guide

Review of Split Brain Theory

Hallucination, thought insertion and delusions of con-
trol explained by this theory

Art therapy: redraw previous weck's picture to
represent greater harmony between the right and
left brains.

What is Schizophrenia III

Tape, Attention Check Quiz, Discussion Guide

Additional information on hallucinations

Presentation of new pictures illustrating the Split
Brain

Art therapy: Continue work on developing a posi-
tive image of right brain/left brain harmony.

Developing Positive Beliefs About Your Ability to
Live with Schizophrenia ,

Tape, Attention Check Quiz
Commonly held negative beliefs about schizophrenia

i
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WEEK MATERIAL
6 ~ Developing Positive Life Goals I
Tape, Attention Check Quiz, Discussion Guide
Importance of having concrete goals and a time-
frame for achieving them _
Developmental tasks of different life stages
Art therapy: draw a picturc of yourself achiev-
ing your most important goal. ,
7 Developing Positive Life Goals II
Continuation of previous session
8 Staying Well in the CommAunity
Developing positive expectations of your ability to
stay well and achieve goals while in the community
Art therapy: draw a p1cture of yourself 5 years -
{rom now.
9 Overcoming Fears about Readjustment

Discussion of last-minute fears about going to live in
the community
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humanistic psychology and educational sources which were designed

to promote development of a positive self-image. The importance of

.maintaining a positive self-image was emphasized, and the exercises

helped to catalog a variety of the patient's assets and good qualities.
The specific exercises utilized‘ are listed in Table 5.

Pationts in the holistic program were also in a weekly aftercare
group with a social worker which focused on developing concrete goals
and plans. 'The holistic patients joined the social skills patients when
they went into the community for their homework assignments. There-
fore, both groups spent equal time in the corhmunity‘. Family therapy
~ for holistic patients was conducted by the unit psychiatrist. During
these weekly sessions, the families were encouraged to confront con-
flicts, discuss them, ventilate feelings, make future plans, and gain
insight into their _relationships. Table 6 pl;esen.ts the schedule of
sessions and their times.

Minimal Treatment Procedures. The MT patients received the

standard Camarillo State Hospital treatment given on thec short-term,
acute units. While the nine acute ‘un”its vary in the details of their pro-
" grams, the typical treatment regimen for the MT pafients coﬁsisted of
2-8 wecks ,Of chemotherapy and participétion in group therapy scssions
two or three times a week. The current treatment philo'soph}; in Cali-
fornia deemphasizes hosioital treatment in favor of community-based
programs. The role of the hospital is to help the patient recover from
bis /h{e’r psychotic episode and then provide a referral for continuing
care a;ad therapy in community-based facilities. Intensive thérapy is

not meant to be part of the treatment provided by the hospital, thus
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TABLE 5

Outline of Thursday Evening Self-Esteem Sessions

MATERIAL

67

Importance of Self-Estcem

Discussion of > gquotations dealing with sclf-estcem

Each person picks out his favontc and gives his
rcasons for selecting it

Art therapy: select one of a list of 20 quotations
and draw a poster based on the quotalion.

Nature Walk
A walk to the picnic grounds at dusk
Watch the sunset

Unstructured discussion on the importance of being

connected to nature

W

Coat of Arms

Art exercise of drawing one's strengths as a friend,

family member, worker, athlete
Discussion of each of these areas

"Who Am I" Collage

Cutting out pictures from magazines and making a
collage that expresses your unicueness

Discussion on each person's collage

Magic Circle Discussion
Topics focus on success experiences and skills

Commercial for Myself

Compose an advertisement for yoursc]f It can be
a radio ad to be read out loud or a magazine ad

~ with @ picture.

Magic Circle Discussion
Problems and fears that you have dealt \uth
Problems and fears still to face
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Tab]e 5
WEEK MATERIAL
8 Self-estcem Tree
Execise focusing on the roots of one's self-e:;toem
| | I
9 Maintaining Self-esteem in the Community

Open discussion of upcoming readjustment an
threats to self-esteem

. e i




TABLE 6

Holistic Stress Management Program Schedule

Wednesday

T hﬁrsday

Monday Tuesday Friday
9:30 Yoga Yoga Yoga Yoga iYoga
11:30 Jogging Gym Jogging - Gym Jogging
Meditation Meditation Meditation Meditation Meditation
12:30 Developing Stress Aftercare and Siress
2:00 Positive Management Leisure Management
Beliefs Education Counseling . Education
2:00 Community Trip Community Trip
4:00
7:00 Family Therapy Growth and Learning to
8:30 , Schizophrenia Love Yourself

69
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CHAPTER IV

RESULTS

Preliminary Analyscs

Prior to testing the hypotheses, the data was subjected to two
preliminary analyses. Even though analysis of covariance (ANCOVA)
is designed to control for pretreatment differences, preliminary analy-
ses of variance (ANOVA) were conducted on each dependent measure
to see whether significant pretreatmeht differ‘e‘nces did exist between
the HT and SST groﬁps. Of the 23 dependent measures, only the
Anxiety subscale of the PAS showed a significant difference at the
.05 level (F=4.45, (__1_£= 1,26, é<.05) . ‘Since there were 23‘ such tests,
the likelihood of one significant difference at the .05 level is quite
high. The lack of significant differences on 22 of the 23 dependent
measures argues for the pretreatmént equivalence of the HT and SST
groups. |

The results for each dependent measure were also tested for
homogeneity of within-group regreSsioﬁ. Homogeneity of within—.group
regression is one of the assumptions of the ANCOVA. There were
three cases whereithis éssumption was not met. The Depression sub-
scale of the PAS was one of the measures which aid not show homogen-
eity. _Since. there were two other measures of depression which could
also be utilized to test Hypothesis 3, :;nd since none of the measures

showed significant results, the lack of homogeneity was not critical
71
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for testing the hypothesis.

However, in the case of the Total Self-concept scale of the TSC,
there were no other measures which could be employed to test Hypothe-
sis 4. Lack of homogeneity of within- grouﬁ il-egrcssion indicates that
the relationship between the pretreé.tment and posttrcatment scores
was not the same for both groups, i.é. , the regression coefficient was
not cons‘ta:nt within each cof the populations. However, there is an
alternative techﬁique for such situatioh's which involves graphing the
data and using the Johnson-Neuyman technique. Because the prelim-
inaryvanalysis indicated that ANCOVA cduld not be used with the self-
concept data, this alternative procedure was employed. A more com-
plete description of the Johnson-Neuynian technique appears in the
section on self-concept .(Hypothesis 4). |

The third case which lacked homogeneity of within- group re-
gressioh was the Social-self subscale of the TSC. ' There were two
other measures of social skills.  However, one sh@wed a significant
diffcrence and the other did not. Therefore, ‘che-Johnson—Ncuyman
technique was also employed to try to extract additional information
which would bear on Hypothesis 5. |

Treatment Phase

Overall Symptomotology. Hypothesis 1 predicted no significant

differences between the HT and SST treatments on the measures of
overall symptomothOgy. Symptoms were assessed from three differ-
ent Iﬁerspectives. The paﬁent_’s self-report of symptom-related dis-
tress was derived from the SCL-90. An interview assessment’ was ob-

tained from the research unit psychiatrist's report on the PAS. The
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nursing staff's view was recorded. using the CGI scale. The sub-
scale and summary scores [or each of these three instruments were
subjected to separate 2(HT, SST Groups) X Z(Pfe, Posttreatment)
analyses of covariance, with the pretreatment score serving as the
covariate and the posttreatment score as the dependent variable. The
means and results of these analyses are presented in Tables 7, 8, and
9.

For the purposcs of Hypothesis 1, the results of the analyses
on the summary scoreg are most critical. As can be seen in Tables 7,
8, and 9, nonc of the summary scores showed a significant differénce
between the two treatments at the .05 level. Despite this lack of sig-
nificant findings, which was predicted by Hypothesis 1, an important
pattern emerges when the direction of differences in all the various
subscales is examined. Table 10 shows thé.t the HT patients had lower
posttreatment adjusted means on seven of the eight subscales of the
PAS, seven of the nine subscales of the SCL-90 (with one tie), a#d
both scales of the CGI. Thus, the HT group had a lower level of
symptomatology on 16 of the 19 subscales. They also had Jower scores
on the PAS total and the three SCL-90 summary indexes.

If both treatments were equally effective, it would be expected
that half of the differences would favor the HT treatment and half

would favor the SST treatment. Since there are only these two possible

’outcomes—-SST>HT or HTLSST, the results of the 19 measures can be

conceptualized as a Bernoulli process. In order to test whether the
observed pattern of differences among the scores represents a signifi-

cant deviation from a random distribution of 19 trials ecach with an



TABLE 7

Pre- and Postireatment SCL-90

Adjusted

Pre Post Mean - F P
Soxnatiza_x_ti_g_x_}_
SST(14) .75 .41, .45 ' .02 ns
HT (12) .98 .51 . 47
Obsessive-
Compulsive
SST (14) 1.18 .85 . 92 1.77 ns
HT(12) 1.39 .66 .58
Interpersonal
Sensitivity
SST(14) - - 1.10 1.01 1.00 © 3,33 p<.10
HT (12) 1.09 .53 . b3
Depression
SST (14) 1.53 1.16 1.13 . .84 ns
HT (12) 1.38 . 81 .85
é_nxietz
SST(14) 1.19 .66 .63 - .00 ns
HT (12) 1.08 .60 .63
Hostility
SST(14) .69 51 . .50 07 ns
HT (12) . 65 .44 .45 '
Phobic
Anxiety:
SST (14) .83 . .68 .68 1.33  ns

HT (12) .83 .40 .40




TABLE 7 (Continued)
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: Adjusted ‘
Pie Post Mean F P
Pa._tanoicl
{deation
SST(14) 1.26 .88 . .85 .02 ns
HT (12) 1.12 A7 .81 '
Psychoticism
SST(14) 1.24 .81 .78 .30 ns
AT (12) 1.00 .58 .62
PST
SST(14) 55.50 38.79 37.74 .03 ns
CHE(12) 51.92 35.17 36.39
GSI |
© §ST (14) 1.20 .81 .78 .50 ns
- HT(12) 1.08  .60 .63
: PSDI
- 8ST(14) 1.85 . 1.73 1.72 1.64 ns
HT (14) 1.81 1.49 1.50
Scale: 0 = not at all
1 = a little bit
2 = moderately
3 = quite a bit-
4 = cxtremely

PST  Positive Symptom Total = No. of items rated as causing distress

GS1 General Symptom Index = Sum of all items

No. if items in SCL-90

Positive Symptom Distress Index = Sum of all items

PST



Pre- and Posttreatment PAS

TABLE 8
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Adjusted
Pre Post Mean E ' P
“Anxziet
'5‘§’T(145 1.29 1.43 1.48 .23 ns

L HT(14) 2.00 1.36 1.30
Depressig_n_ ,

g (14) 1.50 .93 .85 .86 ns
AT (14) . 86 .43 .51
Retardation

. §8T(14) 1.07 .64 .56 2.53 Rg.15

- BT (14) .71 .14 .22 .

" Delusions
§ST(14) 2.64 1.50 1.62 .07 ns

- HT(14) 3.07 1.57 1.45 ‘

. Hallucinations

SST(14) 2.00 1.79 1.70 .65 ns

- HT (14) 1.71 1.21 1.30 !

‘Incoherence ,

S5T (14) 1.21 .57 .62 .07 ns
HT (14) 1.50 .57 .bh2

. Flat Affect '

- 88T (14) 1.86 1.21 1.21 19 ns
HT (14) 1.86 1. 07 1.07 A
Poverty of
speech
SST(14) 1.57 .64 . 65 .03 ns

- HT(14) 1.64 .71 .11
Total :
SST(14) 13,14 8.21 8.29 .44 ns
HT(14) 13.36 7.07 7.00
Scale: 0 = absent

1 = mild

2 = moderate
3 = marked
4 = severe



TABLE 9
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CGI Rated by Nursing Staff

Adjusted

Pre Post Mean F 1]
Severit
S§ST (14 3.43 2.79 2.97 .84 ns
HT (14) 4.00 2.79 2.60
Improvement * t P
55T (14) 3.57 .93 ns
HT (14) 3.14

Improvement Code

1 - very much improved
. 2 = much improved
- 3 - minimally improved
4 = no change
minimally worse
much worse
very much worse

5
6
7

'l in

*The instructions for rating this scale state:
condition at admission to the project,

Severity Code

normal, not at all il}
borderline mentally ill
mildly ill

= moderately ill

markedly ill

severcly ill

among most extremely ill

SNt N
nuwunui

"Compared to his

how much has he changed?"

Therefore, only the posttreatment score was utilized and no co-

variance analysis was performed.
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cqual probability of success for the HT and SST treatments, the sign
test was sclcctc‘:d.‘ The sign test assumes ind‘cpcndcnce between the
various observations (Hays, 1973).. In the following analysis, the
subscales are treated as observations, but they are not truly inde-
pendent because the subscales correlate with cach qt11er. Because of
the lack of an alternative statistical option to handlé this situation,
the clearly redundént summary scores were eliminated and the fcst was
performed. The sign test 'vas significant at the .001 level (Table 10).
While the violation of the independence assumption renders this finding
Jess secure, it confirms what visual inspection of the results also clearly
reveals: a small but consistent difference in favor of the HT treatment
in the posttreatment level of symptomatblogy. The validity of this find-
ing is buttressed by the consistency across a wide range of symlﬁtoms-—
including both neurotic dimensions (such as aniiety and dépression) ,
and psychotic dimensions (such as hallucinations and delusions), as
well as across the three different rating modes: self-report, psychiatric
interview, and nursing staff observation.

Anxictz.l Hypothesis 2 predicted that the HT patients would have
lower scores on the measures of anxiety because of their daily training
in relaxation techniques, exercise, and stress management. This
hypothesis can be evaluated by examining the results of the analyses
of covariance on the anxiety subscales of the PAS and the SCL-90

(see Tables 7 and 8). Neither analysis yielded significant effects.

Whijle the HT group showed a lower posttreatment adjusted mean on

the PAS anxiety subscale, the difference was not significant (1.30



TABLE 10

Sign Test for Subscales of Symptom Ratings

" PAS

L me——

Depression

: Anxiety
© Flat Affect

Motor Retardation
Delusions
Hallucinations
Incoherence
Poverty of Speech

SCL-90

Anxicty

.. Depression

Somatization
Obsessive-Compulsive

" Interpersonal

Sensitivity
Hostility

. Phobic Anxiety

Paranoid Ideation

Psychoticism
- cal
Severity v
Improvement *
Total: 16 +
2 -
10

4
]

T 4+ 4+ + + +

+ 1+ o

+ 4+t

sign test for N=18 r=16

=.5is

significant with p<. 001~

+ HT posttreatment adjusted mean lower
- SST posttreatment adjusted mean lower

0 tie

* unadjusted posttrecatment mean used

79
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versus 1.48, p».10). However, the level of anxie{ity in the SST group
ectualiy increased from 1.29 to 1.43 over the course of the program
(Table 8). The HT patients' scores declined from.a mean of 2.00 to
1.36 vduring the program. |

On the SCL-90, the patients' self-reports of\anxiety declined in
both groups, and the adjubsted posttreatment mecans were identical:

.63. Thus, evidence for a strénger effect of the HT treatment on
anxiety was not vfound, although the HT treatment did reduce anxiety
on both the self-report and interview ratings.

Depression. Because rurnning has been founded»to be a success-
ful treatment for dcpression in a study of John Griest (1978), Hypothe-
sis 3 predicted that ;che HT patients would show a greater reduction in
depression than the SST patients. The results of the analyses of the
depression subscales on the PAS and the SCL~-90 are presented in
Tables 7 and 8.

Both the mean adjusted for covariance effects and the unadjusted
mcan on the PAS Depression subscéle were lower at posttest in the
HT group than in the- SST group: adjusted .51 versus .85; unad-
justed .43 versus. 93. 'However, both treatments prqduced a reduci
tion in depression and the difference was not significant. On the PAS
Motor Retardation subscale, the difference between the two treatments
approachedbsigniﬁcance‘ (F = 2.53, df = 1,25, p (.15).Both groups
showed a réduction,‘ but the adjusted posttreatment mean for the HT
group was .22 versus .56 for the SST group. Since the scale ex- -
ten&s from 0 to 4, both of these scores were quite low. On the SCL-90,

the adjusted posttreatment mean on the Depression subscale also favored
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the HT group, .85 versus 1.13. While all three measures of depression
were in the predicted direction favoring the HT program, none of these
" 4indings achieved statistical significance, and therefore Hypothesis 3
cannot be considered to have been confirmed.

Self-ton:.ﬁit_. Hypothesis 4 prediéfed that the HT groupvwould
show greater improvement in self;concept on the TSC because the HT
program had a weekly group which focused on building self-esteem.

As discussed in the section on preliminary analyses, the assﬁmptions
for ANCOVA were not met for the TSC self-concept data. Therefore,
the data were grap'hed and the Johnson-Neuyman ltechnique was ap-
plied. Figure l’ shows the raw data and regression lines for both
groups, The corrclation coefficient for the HT group was .02 indi-
cating that there was no relationship between the ‘%-IT patients' pre-
and posttrcatment scores, However, the HT mean improved from
296,15 to 317.08, from the 6th to the 19th percentile. The SST pa-
tients showed a .85 correlation between pre- and posttreatment scores
indicating a strong linear relationship, but there was very little chan ge
in their mean over the course of treatment (331.00 to 332.86).

The Johnson—Neuyman technique is useful in situations where
there is a significant di‘fference in the regression coefficients between
two groups. The- procedure:

enables the researcher té establish regions of significance, there-
by making it possible to state within what ranges of the X scores
subjects from the different groups differ significantly on Y, and
within what range of X subjects from different groups do not
differ significantly on Y (Kerlinger & Pedhazur, 1973, p. 256).
" For the TSC Total results, the region of nonsignificance was be-

tween 188,85 and 549.63. This means there should not be significant
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- differcnces between the two treatments at posttest among people who
. gcore between 188.85 and 549.63 at pretest. However, individuals

’_; , gcoring below 188.85 would be expected to show larger improvements
in the HT program, while people who score above 549.63 would do

f 'better in the SST program. Since the maximum scale score possible

~on the TSC is 450, and a score of 188.85 is below the .10 percentile,

the region of nonsignificance encompasses virtually the entire spec-

I trum of possible scores. Therefore, the TSC results indicate that

' there was no difference between the HT and SST treatments.

Social Skills. Hypothesis 5 predicted that the SST gfoup would

‘f,’perform better on the social skills measures. There were three self-

report measures rclated to social skills employed in this study. The

SAD scale and SCL-90 Ihterpersonal Sensitivity subscale daté were

" analyzed using ANCOVA. The TSC Social self data did not meet the

~ !

. assumptions for ANCOVA of homogeneity of within—'group regression.

. Therefore, the data were graphed and the Johnson-Neuyman technique

' applied.

On the SAD scale, the difference between the HT and SST

groups was'nonsignific‘ant (Table 11, P_).IO) . However, thev differ-

_ence between the HT and SST groups on the SCL-90 subscale was the

only posttreatment finding to approach significance (Table 7, F 3,33,

» df=1,23, p 10), and it favored the HT group.  The HT group showed

a .56 reduction whereas the SST group improved only slightly--. 09,
Figure 2 shows the raw data and regression lines for the TSC
Social self data from both groups. The region of nonsignificance ex-

tends through most of the likely test scores, from 57.07 to 75.76.
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Prc- and Posttreatment Tennessee Self-Concept and SAD Scores

' Test that means of covariate (pre) are‘equal:;g

Pre Post AdeSted F_ P
Mean
;TSC Total
:"__....,--*—-—-
L5sT (J4) 331.00 332.86 319.28 .39 ns
] (28th %) (30th %)
Far (13 296.15 i 317.08 I 331.70
¥ (6th %) (19th %)

3.72, df = 1,25, p(.05

&est for homogenity of within-group regression:'§;= 8.83, df = 1,25,

LTSC Social Self p<-01

ssT (14) 65.57 65.86 63.46 W41 ns
(45th %) (45th %) :

T (13) | 58.69 63.69 66.28

’ (38th %) (43rd %)

fTest for homogenity of within-group regression: F = 8.90, df = 1,25,

3 ' P <.01

SAD Scale |

(_SST (13) 12.15

9.92

10.13 [.54 I ns

LT (13)

13.80 l 10.15 l

9.69
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400 y-

POST

156

TOTAL
350 |~

300 L

250 |-

200 |~

150 A ) g )
150 200 250 300 350 400

PRE TSC TOTAL

X = SST patients

HT SST ® = HT patients
b = 322.6 b = -46.06
m= -.018  om=1.145
r = -.02 r = .83

Johnson~-Neuyman Region of Nonsignificance (e{= .05): 188.85-549.63

Figure 1, Raw Data and Regression Lines of HT and SST TSC Total
Scores '
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1 1 ! 1 I
40 50 60 70 80 90
PRE TSC SOCIAL SELF ’

SST | . HL, ) X= ssT patients
b= <13.9. b = 51.54 ] ~
m= 1" 22 m = .21 e = HT patients
r= g4 r= .23

Johnson~-Neuyman Region of Nonsignificance (eX= .05): 57.07-75.76
) :

Figure 2. Raw Data and Regression Lines of HT and SST TSC Social
Self Scores - ‘
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- This range covers the 3rd to 82nd percentiles. The SST group showed
a .84 correlation between pre- and post scores, while the correlation
;for the HT group was only .23. Thus, there was little relationship
%ibet\vcen the HT patients pre~ and post scores. In terms of means, the
SST group changed very little--.31, while the HT group improved

5,00 points (Table il) . However, both scores were in the range of
nonsignificance irdicating that there was no significant difference be-
tween the two treatments.

The seli-report data did not confirm vthe prediction of Hypothe-
;’_‘sis 5 that the SST group would do better on thé sorl:ial skills related
measures, In two of the three tests, the HT group showed greater
improvement, and on the Interpersonal Sensitivity subscale, the dif-

ference approached uignificance in favor of the HT treatment.

Community Phase

Follow-up Periods and Attrition. All participants in thc HT and
- SST treatment programs ’were scheduled for assessrﬁénts at 1, 3, and
9 months. posttvreatment.' In addition, ’any’ indication of an exacerbation |
of symptoms, such as an increase in the subject's medication, the
social worker's or parént's report of withdrawal or incoherency, or hos-.
pitalizﬁtion, resulted in an immediate evaluation of fhe's_ubjecti's symp-
toms. |

Loss of subjécts over time varied among the different measurcs.
The observcr-rated’ measures had the lowest attrition 1‘afe. Of the 28
subjects, 24 were assessed at one month, v25 at three months, ‘and 22

at nine months. On the self-report measures, the attrition rate was
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much higher., Some subjects were unwilling and some unable to com-
plete the written tests. In some cases, the subject was given the
tests to fill o‘ut at home and return by mail. The compliance rate on
this approach seemed particularly low. On the SCL-90, 23 subjects
completed filling out the forms at one and three months, but at the
nine-month testing, the day w{a‘s, so filled with various tests that many
patients were given the SCL- 90 to return by mail. The result is that
data for only 17 subjects was collected. The attrition rate at nine
months on the TSC, the only point during the Community Phase it was
-administered, was even higher. . Only 11 subjects completed the TSC,
which rendered that data not amenable to meaningful analysis.
Relapse ahd hospitﬁlization information was given a high prior-
ity. The research center employed a social worker full-time to pro-
vide aftercare and monitor the SST and HT. patients in the commun-
ity. She maintained a regular schedule of weekly contacts with the
pa:‘ients‘. Shé also met with the patients weekly during their 10-week
stay in the program and was able to develop rapport with most of
them. It is highly unlikely that any relapses or hospitalizations went
undetected in the HT and SST grdups. It will be recalled that a non-
cquivalent control group was introduced to provide an additional com-
parison for the relapse and/or hospitalization rates of the HT and SST
groups. Since the MT patients were part of a different study, follow-
up proved more difficult. VT‘he $ecretary at the %research center a;c—
tempied to m'aintain monthly contacts with the patients' families. More-
ove'r‘, since neither the patients nor their familiécs knew the secretary

nor received any afiercare services from her, th= level of cooperation
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was less. If the parent(s) did report that an MT patient had been
hospitalized or was having trouble with symptoms, an interviewer was
gsent to conduct an assessment for relapse. I'IO\;,'eveI", the time interval
of a month between telephone contacts was sufficient for a patient to
relapse and remit. The MT patients who had not beén rated as re-
lapsed by the ninth month were also evaluated, and these follow-ups
uncovered periods of symptomaﬁc exacerbation and cven hospitaliza-
tions which had gone uﬁdetected by ‘the telephone coﬁtacts. There-
fore, it scems likely that some MT relapses and hospitalizations went

undetected due to the less intense follow-up procedures.

Overall S'ympbtomatologl. Hypothesis‘ 6 predicted that there would
not be any significan;c differences between the HT and SST groups on
the summary indices of symptoms. To test this hypothesis, 2(HT,

SST Groups) x 2(pretreatment, follow-up period) analyses of covari-
-ance were conducted on the PAS total, the SCL-90 PST, and the SCL-90
PSDI scores, with the pretreatment scores serving as covariates and
‘the one-month, three-month, and nine-month follow-up periods as the
respective dependent variables. The results of these analyses, pre-
sented in Tables 12 and 13, were consistent with this_hypothésis. Un-
like the results at posttreatment, there was no consisteht pattern to
the differences fa{roring either the HT or the SST program. The dir-
ection of differences flucfuated: at one month, the SST adjusted mean
on the PAS Total was slightiy lower; at three months, the HT .adjusted
mean was lower; at nine months, the SST adjusted mean was lower
again (Table 12). While attrition of subjects was minimal at one and

three months, the loss of five SST patients at nine months adds to the



PAS Scores: Communitv Phase

Table 12

Posttreatment| 1 mo. F |3mo, F 19 mo F
8.29 6.13 .37 {7.50 .67 |6.66 .01
(14) (12) ns | (12) ns | (9) ns
7.00 7.29 16.03 6. 84
(14) (12) (13) (13)
‘f ANXIZTY
' 551 1.48 .58 .34 |1.00 39| 1.15 3.74
- (14) (12) " ns | (12) nst (9) p .10
1.30 .84 .77 .35
(14) (12) (13) (13)
b DEPRESS TON
.85 .97  1.87)1.13 1270 .35 .03
(14) (12) ns | (12) ns] (9) ns
.51 .45 .65 42
(14) (12) (13) (13)
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Table 13

8CL~90 Scores: Community

Phase

90

E Posttrecatment] )1 mo. Fl 3 mo. F:l9me. F
e »

SST 37.74 29.86 .07 {35.30 .26 §30.89 .02
¥ T(14) (12) ns (12) ns (8) ns
. "THT 36.39 32.52 39,94 132.65
| (12) (11) (11) (9)

a0t
8T 1.72 1.61 a6 146 17| 1.21 .12
(14) (12) (12) (8) ns
. h 1.50 1.41 1.33 1.34
(12) (11) (11) (2)
mvIETY

SST .63 1.13  .31{1.36 .01 .52 .09

(14) (12) ns | (12) ns (8) ns

HT .63 1.05 1.08 .63

(12) (11) (11) (9
DEPRESSION
SST 1.13 91 .05 .97 03} 62 o1
(14) (12) ns | (12) ns. (8) ns
HT .85 .82 .91 .67
(12) (11) (11) (9)
N
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inconclusiveness of the findings.

The patients' self-reports of symptoms also showed no signifi-

cznt differences and an alternating pattern in terms of direction of

diffcrences. The SST group reported fewer symptoms at the one,

' three, and nine-month follow-ups (PST, Table 13). All these differ-

. ences were quite small and nonsignificant.

The analysis of the pattern of small, nonsignificant differences

- at posttest using the binomial test was based on the entire sample of

: 14 in each group.  The nonrandomness of attrition during the follow-
ups wduld render such an analysis for the one, three, and nine-month
. data of dubious validity. The results from the PAS and SCL-90 sum-

| mary indices indicate that the overall level of symptoms did not differ

. between the HT and SST groups during the community phase.

Anxziety. Hypnathesis 7 predicted that the HT group would show a

“lower level of anxiety during the community phase. The results of

~ analyses of covariance on the anxiety subscales of the PAS and the

 SCL-90 are presented in Tables 12 and 13. At one month, both groups

showed a decrease on the PAS anxiety subscale compared to their dis-
charge scofe, and the SST group's decline of .9 was particularly large
(Table 12). However, the difference between the gr'cgups was not sig-
nificant. At three months, the SST adjusted mean rose and exceeded
the HT mean, although not significantly, The HT adj‘usted mean con-
tinued to drop at each asseSsment over the nine-month follow-up period.
At nine months, the HT mean of .35 was particularly low, and. the dif-
ference between the HT and SST groups approaéhed significance at the

N,

+10 level.



However, the self-report measures at onc and nine months were
jn the opposile direction of the PAS interview. resul.ts. First, the
SCL-90 anxiety score at one month rose in both gro\ups relative to the
;_‘discharge score (Table 13). At one month, the HT adjusted mean was
.t lower while at nine months the S57T ‘mean«\was lower. . None of these dif-
ferences were significant either, and there was a hﬁge proportion of
L“ missing subjects on the SCL—96;data in both groups. While there was
no evidence to support Hypothesis 7, perhaps the most important find-
ing is that the ievel of anxiety remained low in both groups during the
T“;.f follow-up period.
Depression. Hypothesis 8 predicted a greater decrcase in de-
pi‘ession among the H'T patients (see Tables’ 12 and 13 for results of
| analyses of depression subscales). On’ the PAS Depression subscale,
. the differences at one, three, and nine months were all nonsignifi-
:cant. The HT adjusted mean was slightly lower at one and three
months, while the SST mean was lower at nine months (Table 12).
The SCL-90 aata showed the same pattern. The HT meah was slightly
lower at one and three months, while the SST mean was lower at nine
~ months (Table 13). While Hypothesis 8 was not confirmed, depression
in both groups remained low during the community phase, usually be-
low the "mild" (1.0), and "a littlé bit" (1.0) levels on the PAS and
SCL-90 respectively. | | |

Self-concept. Hypothesis 9 predicted that the HT patients would
do bctt‘cr on the measure of self-concept at follow-up. The results of
the analysis of covariance on the nine-month TSC scéres is p}:\esented

in Table 14.
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Table 14

Tennessece Self-Concept and SAD Scores: Community Phase

Adjusted
Posttreatment 9 mo,. Mean F P
'1."
15C T0Ta% | |
65T 332.86 324.00 | 318.94 .63 ns
i (14) (6) ‘
HT 317.08 334.17 342.37
(13) (5)
TSC SOCTAL SELF
88T 65.86 65.60 65.43 .55 ns
(14) (6)
. HT 63.69 67.50 68.18
(13) (5)
. §C1.-290 INTERPERSOMAI. SENSITIVITY
- SST 1.01 .58 .62 .10 ns
| (14) (6)
HT .53 . 60 .55
(12) (9)
SAD
sST 9.92 10.86 10.74 1.50 ns
(13) (7) '
HT 10.15 14.40 | 13.91
(13) (10)
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At nine rnor.\ths,’the data basc for the TSC diminished to less
than half the patients, The pattern of the nine-month results is simi-
‘ lar to the posttreatment findings. ‘The HT group started at a lower
;';]evel but improved, whereas the SST group showed a slight decline
(Table 14). However, the difference was nonsignificant, and the at-
;’E.trition rate was so high--17 of >28 patients, that no reliable conclusipn
4 can be drawn from the data. Thérefore, Hypothesis 9 which prédicted
larger improvement in self-concept for HT pat'ieﬁts was not confirmed
by the community findings.

Social Skills.. Hypothésis 10 predicted a better outcome on the.
?social skills measures for thé SST patients at the nine-month follow-
up period (see Table 14 for rcsults of analysis of covariance on these
data).

- At nine months, there were no significant differences between
"‘jv‘the two groups on any of the three self-report measures of social
:.skj.lls. The attrition rate was high on all three measures, fnaking in-
‘terpretation of the data difficult. The SCL-90 Interpersonal Sensitiv-
:ity subscale results, which approached signiﬁcance'.at posttreatment,
E were very close at nine months: .62 for the SST group and .55 for -
‘the HT group. The TSC Social Self subscale means were also similar:
65.43 and 68.18 for the HT group. The SAD showed the largest dif-
ference and favored the SST program, but the loss j'of half the SST
Patients on this measure leads to questions regarding the representa-
3 tiveness of the data. However, the nonsignifiganqe ‘'of all these results
‘:'leads to the conclusion that Hypothesis 10 which préglicted better re-

sults for the SST group was not supported by the data.
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Communijty Survival. Data was collected on both symptomatic re-

japse and hospitalization in the SST, HT, and MT groups. First, the
| resﬁlts concerning patients who relapsed and/or were hospitalized will
be examined. Patients who experienced either of tlaese conditions
 clearly had a difficult time surviving in the community. Then the re-
' lapse and hospitalization data will be examined separately. In the follow-
| ing analyses, the SST and HT groups: will be compai\‘ed with each other
| first. Then the MT data will be examined. There are two reasons for
following this procedure. First, the most essential cdmparison is
between the randomly assigned HT and SST groups. The MT treatment
is a post hoc quasi-experimental control group developed to give an
. additional perspective oﬁ the HT veréus SST cémparison. Second, the
- Fischer Exact test permits the comparison of 2 x 2 data even with
small samples. The chi squafe test requjre's a minimufn of five expected
per cell and, unfortunately, most of the tébles éomparing Vthe HT, SST,
~ and MT groups do not meet this minimum requirement. |
Hypothesis 11 predicted no differences in number of relapse/
hospitalizations between the HT and SST groups. Table 15a shows that
the SST program did slightly better, eight "survivors" versus six in
the HT group. However, the difference was not significant at the ;10
- level., Thus, Hypothesis 11 was supporfed by rthé data.
Table 152 also shows the results from the MT group.v Hypothesis
12 predijcted that the SST and HT .‘groups would have fewer relapse
and /(;r' hospita’!izations than the MT group. As in the HT group, the
majority of MT patients relapsed or were hospitalized within mr\le months

of discharge. However, the differences ambng the three treatments



AT

Relapse and/or Hospitalizaticn by Treatment Condition

Table 15a

HT SST MT
Relapse/Hosp. 8 6 14
: I No Relapse/Hosp. 6 8 9
X
HT x SST: X = .14, df =1, ns
A
HT x SST x MT: X=1.18, df - 2, ns
‘Table 15b
Relapse by Treatment Condition
y :
HT SST MT
Relapse 8 -4 9
No Relapse 4 8 9

HT x SST: X =1.67, df = 1, ns’

o :
HT x SST x MT: X = 2.67, df = 2, ns

Table 15¢

' Hospitalization by Treatment Condition

HT SST MT
Hosp. 7 4 9
No Hosp. 7 10 14
’ . 1. .'\..\

HT x SST: X = .60, ns

r R
HT x SST x MT: X =1.

35, ns
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- werc not significant (p<.10), leading to the conclusion that rclapse

and/or hospitalization was not affected by either the HT or SST pro-

grams.
The data on relapse during the ninec-month period following treat-
ment are shown in Table 15b. Two patienits in both the HT and SST
programs werc discharged with /s’uch a high‘ level of persisting symp-
toms that it was impossible foi/"/t}hem to relapse under the PAS criteria
(sce section on relapse in Dependent Measures). Since they were not
included in the following analysis, there were only 12 patients in the
SST and HT groups. While tWice as many HT patients relapsed (eight
versus four), the difference in relapse rate did not achieve statistical

significance (p ».10). As in the case of the relapse and/or hospitali-

zation data, Hypothesis 11 predicting no differences betwecn the HT

and SST groups, was supported by the results,

The difference in relapse rates among the SST, HT, and MT
groups also was not significant (Table 15b, py.10). However, Hypoth-
esis 1’2 predicted a significant difference. Thus, the data do not sup;
port the hypothesis that there was a differential treatment effect
operating among the HT, SST, and MT groups. |

The résui"cs of the hospitalization data for the HT and SST pa-
tients were similar to the relapse and/dr hospitalization and relapse
findings. Although mofe of the HT patients weré hospitalized (seven
versus four), thie difference was not significant ‘(E >.10,. Tab}e 15c).

This is the outcome predicted by Hypothesis 11. The hospitalization

data did not show the significant difference among the three'treat-

ments predicted by Hypothesis 12 (p$.10, Table 15¢).
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Thus, all three outcome measures of community survival sup-
ported Hypothesis 11 which predicted that there would not be a signifi-
cant differential treatment effect between the HT and SST groups.
However, all three outcome measures failed to support Hypothesis 12,
indicating that the two experimental treatments (HT and SST) wcre not
significantly more effective than the minimal treatment control group
as Hypothesis 12 had pr edlc/ted

Medication Compliance . Since medication compliance has been

found to strongly influence relapse and hospita.liza/tion (Hogarty, 1974) ,
medication-compliance effects need to be assessed m any evaluation of
patient outcome in the community. Patients were divided into medica-
tion-compliers and me‘dication-re'fus‘ers using the criteria described in
the Dependent Measures section. Because ot the 'small sample sizc in
the HT and SST groups, the Fiéchér- Exact test was uscd to examine
the relationship between medication éompliance and outcome for all
three indices of community survival. Both the HT and SST relapse
and /or hospitalization by medication. compliance comparisons were sig-
nificant (Table 16a, HT:p = .06; SST: p = .06). Table 16b, which
combines the HT and SST data also shows a. significant rclationship be-
tween relapse and/or hospitalization and medication compliance (JC?‘:
7.00, df = 1, p<.01). ‘

However, when the MT data were subjected to a chi square test,
the relationship of medicati_t)n compliance to relapse and/or ht.aspiytali—
zation did not attain significance (Tablc 16a, p >-10). In examining
Table 1l6c, it can be seen that the results for medication-recfusers in

the MT program were consistent with the HT /SST findings. In all
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Table 16a

Relapse and/or Hospitalization by Treatment Condition

by Medication Compliance

HT SST MT
.Com. Ref. Com. 'Ref. Com. Ref.
Relapse /Hosp. 1 7] 2 -4 2 12
No Relapse/Hosp. | 4 2 || 7 1 2 7

HT: Fischer Exactp = .06
SST: Fischer Exact p =.06
' 2.

MT: X= .01, df =1, ns

Table 16b

Relépsc and/or Hospitalization by Medication Compliance:
HT and SST Combined

Compliers Refusers
[ Relapse/Hosp. T 3 ' 11
| No Relapse/Hosp. 11 3
2

K'=7.00,df =1, p<.01

Table 16¢

Relapse and/or Hospitalization by Medication Compliance:
All Treatments Combined

Compliers Refusers
Relapse/Hosp. 5 23
| No Relapse/Hosp. 13 10

-L .
X=8.27,d6=1,p .005
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f:‘ three groups, most of the medication-refusers relapsed or were hospit-

it ]

alized. However, the prbtective value of medication was not as appar-
ent among the MT patients. Half the compliers still relapsed, although
the small sample of four makes the interpretation of this finding very
tentative. However, the combined MT, SST and HT data showéd a
significant relationship between medication compliance and relapse

o . A
and for hospitalization among all the patients in the study (Table 16e X =

8.27, df =1, p<.005), which is pi‘o_bably due to the strength of the

* HT /SST results, o

The pattern of results in the relapse data was the same as in the

~ relapse and/or hospitalization data. Within the HT and SST groups,

~ medication compliance was significantly related to relapse (Table 17a,

HT:p = .07; SST:p = .01), but the findings were not significant for
the MT group (p.10). Table 17c, which combines the data for all
three treatments still showed a significant relationship between relapse
and medication compliance (’Xi\m 13, df =1, E(.Ol). |
In the hospitalization data, nieithei'» the SST nor HT groups showed

a significant effect for medication compliance (Table 18a, p>».10). How-

~ ever, in both groups the compliers fared better than the refusers.

When the data from both groups were combined, the effects of medica~
tion comp]iance still did not attain significance (Table 18b, p_).IO). .

Neither the MT results alone or combined with the other two treatments

. were significant either (Tables 18a, 18c, p_}.lO). Thus, medication

compliance did not scem to be as powerful an influence on hospitaliza-
tion as it was on the other two measures of community survival,

The finding that medication compliance significantly affccted
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Relapse by Treatment Condition by Medication Compliance

HT . SST MT
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Com. Ref. Com. Ref. Com. Ref.
‘ Relapse 1 T 0 4 111 8
No Relupse 3 17 11 8

—

HT: Fischer. Exact p=.07
SST: Fischer Exact p =.01

MT: Fischer Exact R).IO,‘ ns

Table 17b

Relapse by Medication Compliance: HT and SST Combined

Compliers _ ~ Refusers
Relapse : - 1 : 11
No Relapse ' 10 : - 2

Fischer Exact p = .0004

Table 17¢

Relapse by Medication Compliance: All Treatments Combined

‘Compliers Refusers
Relapse o 2 19
'No Relapse 11 10

)(72 7.13, pLOL | \
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Table 18a

Hospitalization by Treatment Condition by Medication Compliance

"HT SST MT
Com. Ref. Com. . Ref. Com. Ref.
Hosp. 1 6 2 2 1 8
No Hosp.| 4 3 7 : 3 .3 11

HT: Fischer Exact p>.1C, ns
SST : Fischer Exact p$.1l0, ns

MT: Fischer Exact pV. 10,» ns

Table 18b

Hospitalization by Medication Compliance: HT and SST Combined

Compliers Refusers
Hosp. ' 3 | 7
No Hosp. | 1 6

X% 2.40, df = 1, ns

Table 18c

Hospitalization by Medication Compliance: All Treatments Combined

- Compliers Refusers
Hosp. o o , 4 16
No Hosp. ' o 14 17
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relapse and/or hospitalization and relapse measures raised a number

of questions which were not part of the original 12 hypotheses. First
of all, was there a significant difference in medication compliance
among the three trcatments? Second, if there was a significant dif-
ferchcc in medication compliance, -are there any intervening variables
which might accoﬁnt for this difference? Further analyses were there-
fore conducted to address these questions.

A chi square analysis of the number of medication-compliers and
medication-refusers ’in the HT and SST groups was not significant
(Table 19a, p>.10).. However, the HT x SST x MT comparison was
significant at the .05 level (Table 19%a,0C= 8.38, df = 2, p<.05). Thus,
there seemed to be differences in the rate of medication compliance
amohg‘ the three treatments. The SST groups had a highest rate of
medication compliance: 64%. A minority of.patients in both the HT
(36%) and MT (17%) programs were compliers.

Despite the lack of significance in the community survival datzi,
the differences between the HT and SST groups were quite‘ visible.

For example, eight’of the HT paticnts relapsed wherecas only four of
the SST patients relapsed. However, when medication-compliers and
meciication—refuscrs are separated within each treatment, it can be seen
that most of the compliers in both groups avoided relapsing, while most
of the refusers in both groups did relapse (Tablés,l‘)b and 19c). Com- _
bining the data from both treatments, it can be seen that 10 of the 11
compliers avoided relapse while 11 of the 13 refusers relapsed. Thus,
some of the observed differences in community su‘\rvival cou]fi be due

to the differential rate of medication compliance.
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Table 19a

Medication Compliance by Treatment Condition

!

HT ' SST MT

Mcdication-Compliers 5 9 4
Medication-Refusers 9 5 19
HT x SST:/X= 1.29, df = 1, ns
s ,
HT x SST x MT: X' = 8.38, df = 2, p.05
Table 19
Relapse by Treatment Condition: Medication Refusers
HT SST MT
Relapse . 7 4 8
No Relapse . | 1 1 8
HT x SST: Fischer Exact p).10, ns
Table 19c
Relapse by Treatment Condition: Medication Compliers
HT SST MT
Relapse ' B | 0 o1
No Relapse o 3 » 7 | 1

HT x SST: Fischer Exact R).J.O, ns



105

This analysis takes some liberty with the data since neither the
analysis of treatment effects nor differences in ratc of medication corm—
pliance attained significance in the SST and HT groups. Howevér, the
power of most siatistical tests is highly related to the size of the sample.
In situations with a smali n, visual inspectioh of the data can be a valu-
able adjung:t to statistical analyéis by suggesting possibilities which are
not necessarily validated by statistical testing.

The finding that nine of the SST patients werge medication-~
compliers while only five HT patients were compliers warrants further
attention. One possibility, examined in Table 20a; is that more of the
SST group returned to their families where their medication could be
supervised instcad of living on their own in the community. However,
eight of the HT patients and séven of the SST patiénts returned to
their fémilies, ruling out return to family per se as a significant factor.
But when relapse is examined along with the living.situation, an inter-
esting pattern emerges. In the SST group, patients who lived on their
own were no more likely to relapse than patients living with their fami-
lies (Table 20b). However, in the HT groups returning to the family
seemed to offer some protection against relapse, whereas a_ll of the five
patients who returned to the community relapsed.

Since medication compliance was such an important influence on
relapse and hospitalization, this variable was explored along with living
situation. The overall difference in medication compliance has already
been mentjoned--nine of the SST patients remained on medication while
only five of the ‘HTI patients did. Table 21 shows that most of the SST

patients were regular medication users regardlesé of whether they
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Table 20a

Posttreatment Living Situation by Treatment

HT _ SST
Family 8 7
I Community 6 1 7
1,

’)<= 0, ns

Tablc 20b

Relapse by Living Situation by Treatment Condition

HT : SST
Family  Community Family  Community
Relapse 3 5 2 2
No Relapse 4 0 4 4

1

HT: Fischer Exact p .10, ns

S5T: Fischer Exact p%.10, ns



Medication Compliance bv Living Situation by'Ti‘eatmc:_nt Condition

Table 21

‘ HT , SST »

Family  Community Family Community
Compliers 4 1 5 4
Refusers 4 5 . 2 3

HT: Fischer Exact pY.10, ns

SST: Fischer Exact p>-10, ns

107
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returned to their families or to the community, although patients in
their families were particularly likely to be compliers. However,
patients in the HT group were much more likely to stay on medication
if they returncd to their family--four of the five HT compliers lived
with their family. Only one of tﬁe six patients who %]ivéd in the com-
munity used medication regularly, The HT patients who returned to
the community showed a medication-compliance record that was con-
siderably poorer than that of the SST patients. The higher
rate of relapse and hospitalization among HT patients\ could have been
affected by the low rate of medication compliance of the HT pat;ients who
returned to live in the community. Since none of the findings concerning
living situation achieved significance at the .10 level using the Fischer
Exact test, the above findings and interpretations must be treated
cautiously.

In summary, Hypothesis 11, which predicted no differences be-
tween the HT and SST groups, was confirmed by the lack of signifi-
cant ﬁndings on relapse/hospitalization, relapse, and hospitalization.
There was no evidence of any difference in the effectiveness of the ex-
perimental (HT, SST) versus control »(M'I;) treatments., These results
do not support Hypothesis 12 which predicted better outcomes for the
HT and SST patients. Significant‘ findings were found between medica-
tion compliance and relapse and/or hospitalization and also relapse; but
not with hospitalizafion. The rate of medication compliance was also
found tp vary significantly in the three treatments, with the SST pa-
tients notably hig_hef than the HT ’a,nd MT patients. Medication com-

pliance seemed particularly low among HT paticnts who returndd to
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live in the community.

Program Evaluation

| The HT program was designed tc achieve o/bj‘ectives in the arcas
of physical fitness, anxiety, self-ébncept, relaxétion training, stress-
management education and utilization of ;tl'ess—reduction techniques in
the coiﬁﬁlunity. In this section, outcomeé in each of these arcas will
be evaluated among the HT patients without reference to the SST pa-
tients. ‘The focus in this scction is whether the varioﬁs HT training
proéedures were effective in acbi"eving theif individual objectives.
Whether such treatment objectives are helpful in ‘reducing symptoms
and enabling patients to adjust better in the community is a separate
question. The relative clinical effectiveness of the HT treétment was
the subject of the scctions‘on Results: Treatment Phase, ’and Resulis:
Cornmunity ‘Phasé.

The “one-grouin pretest-post design" used in the analysis of this
data has limitations, particularly with regard to internal validity
(Campbell énd Stanley, 1963). The effects of time and medication are
confounded in this design“. Nevertheless, ’the lack of previous research
on the use of holistic téchniques with schizophrenic patients makes the
question of the effective administration of the training procedures a

particularly important concern.

Objective 1: Physiéal’Fitness. Daily physical exercise was a majdr com-~
ponent of the HT program. Three days a week, the HT patients trav-
ersed a 1.8 mile route around the grdunds of the hospital. .On the

other two weekdays, the patients exercised in the gym. During the
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3 first week of treatment, all the HT patients were given the Cooper

(1977) l2-minute aerobics fitness test. This simple test has been
shown to correlatc .90 with maximum oxygc‘n consumption, considered
the most valid measure of aerobié fitness (Cooper, 1977). At pretest,
the 11 patients for whom there are data avéraged 1.04 miles. This
: placed them in the "very poor" category of physical fitness. At post-
test, they averaged 1.21 miles, an improvement of 16.7%. This change
was significant at the .05 level. The average score of 1.21 miles just
missed (by .01 miles) r¢aching the next highest category for fitness
which 'Cooper labels "poor." While only two of the 11 scored above the
"very poor" level at pretest, seven scored above this category at post-
test, Eight of the 11 HT patients improved their performance. The
finding of low levels of fitness among the HT patients is consistent with
previous research showing that psychiatric patients have lower levels
of fitness than the general popﬁlation (Morgan, 1969). The signifi-
cant impro{rement in performance on the 12-minute aerobic fitness test
demonstrates that the schizophrenic patients in the present study did
impfove in physicai condition over the course of the stfuctured exer-

cise program.

Objective 2: Anxiety.' Much of the training during the HT program con-
cerned stress-reduction. The daily relaxation training and exercise

was expected to l;educe anxiety. The SCL-90 has two scales which
measure anxiety-related sjrmptdms. HT patients' self-reports of Soma-
tization symptoms declined froxﬁ a mean of . 96 to .51 during the pro-
gram‘ (Table 7). The _ttestfor correlated means showed thiéxchange to

be significant at the .05 level, Somatization remained at the low dischérge
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level throﬁghout the community phase as well.

. On the Anxiety subscalé, the average score declined from 1.08 to
.60 (Table 7) during treatment, significant at the .001 level. Althbugh
it rose slightly at one and three months, at nine months it was back to
the level at discharge. |

The Anxiety subscale of the PAS was rated by the research unit

psychiatrist. The HT group declined from 2.00.to 1.36 (Table 8). While
this change was not significant at the .65 level, it was below the .10
level. Anxiety continu’ed to decline during the f:ommunity phase and
reached the very low score of .35 at the nine-méhth follow-up. Thus,
the two self-report measures and the interviewer-rated scores all re-
flect reduction in anxiety.during treatment, and maintenance of a low

level of anxiety in the community.

Objective 3: Self-Concept. The HT patients came into treatment with

a very low self—concept—~fhe 6th percentile on the TSC (Table 11).
Weekly sessions focused on building self-esteem. At discharge, nine of
the 13 patients had increased their self-concept, and the group mean
increased to the 1%th percentile. However, this result did not achieve
significance at the .10 level. During the community phase, self-concept
i‘ose slightly, but the increase was not significant and only a rhinority of

patients were assessed at nine months.

Objective 4: Relaxation Training. The HT patients spent 30 minutes
each weekday practicing deep breathing, chanting, and meditation. How-
ever, the patients showed no change in their ability to lower their blood

pressure over the course of the program. The mean change in systolic
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blood pressure at pretest was .4 mm Hg, reflecting a slight rise over

the 20 minutcs of relaxation. At posttest, the 10 patients for whom
there are data decreased their systolic readings .3 mm Hg. Given that
the systolic averaged 111.40, this waé a nonsignificant change clinically
as well as statistically (t = .63, ns). The diastolic mean change did

not vary from pre-ﬁtoA posttest. In both groups there was a very slight
rise of .16 over the average level of 59.40. However, a recent summary
of the relaxation literature has indicated that blood pressure is not a
very sensitive indicator of relaxation skills in normotensive subjects. |
These findings are presented in the Discussion Section. Neverthcless,
the training of HT patienfs in relaxation techniques was not demonstrably

successful based on the available data.

Objective 5: Stress-Management Education. Starting with the second
HT cohort, the patients listened to tapes twice a weék which presented
material on the nature of stress, its relation to diseases including
schizophrenia, and ways to control stress. In order to check \.vh‘cther
the material was being comprehended, six-item true/false quizzes were
devecloped for many of the tapes, starting with the third program. ’i‘hc A
quizzes were administered immediately following theltape presentation
and surveyed the basic concepts covered on the t?pe. The mean score
on the quizzes was‘ 5.36, and there were no score:’; below 4. Based on

these results, it seems the HT patients comprehended the basic con-

cepts of the stress-management curriculum.

Objective 6: Stress-Reduction in the Community. The aftercare social

worker at the research center maintained regular contact with the HT



113

patients throughout the community phase. During her contacts, she
inquired about the paticnts' utilization of the stress-reduction tech-
niques. Her records show that none of the HT patizents practiced any
of the stress-reduction techniques on a regular bésis. One patient in
the first program and oné patient in the second program continucd ex-
ercising, but only for the first month after discharge. Three patients
repdrted using meditation occé"sionally. None repor‘t;ed using yoga.
The failure of the HT patients to maintain the praétice of these
technigi:cs while in the community is the most important shortcoming of
the HT propgram, Reasons fof this failure and suggestions for mainten-
ance of stress-reduction activities are explored in the Discussion Sec-

tion.
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CHAPTER V

DISCUSSION

Treatment Phase

Overall Symptomatology. Both the HT and SST treatments resulted

in substantial decreases in symptomatology over the 10-week course of
the program. The number of self-reported symptoms on the SCL-90
declined from a mean of over 50 in both groups fo under 40 (Table 7).
Severity of distress associated with thes;a sympton;s also declined
(PSDI). The interview (PAS) and nursing staff ratings of symptoma-
tology reduced as well (Tables 8 and 9). There ‘w,'ere no significant
differences at the .05 1e§e1 in the posttreatment aé{justed means on any
of tiue scales or sﬁbscales, as Hypothesis 1 predicted. However, the
pattern of differencczs‘distinct’ly favored the HT program. Of the 19
subscales assessing different symptoms, the HT patients scored Jower
on 16 and tiecyl'on one other. Although the finding from the sign |
test ﬁ;llst be interpref.ed with caution because of the lack of indepen-
dence among the subscales, the difference was significant at the .001
level.

The HT treatment was not specifically designed to reduce symp-
toms with the exception of éﬁxiety. The traditional medic;al r.node‘l ex-—
plicitly treats sympfoms. The physician attempts to locate the exact
site of the patient's physiological dysfunction anci uses medication or

surgery to restore normal functioning. Currently, most of the funding
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" in schizophrenic research goes toward projects attempting to locate
neuro-transmitter substances and sites in the brain which are affected
in schizophrenia. Thirty years ago, the excitement in the medical com~
munity generated by the development of a surgical technique, lobotomy,
for the treatment of schizophrenia, led to its originator being awarded
the Nobel Prize for medicine.. However, it was later discovered that,
while symptoms were reduced; almost every other ifnportaht area of
functioning was also reduced. Current treatment inethods in psychiatry
rely heavily on chemotherapy. |

In the holistic model, medication and surgery have important
roles in the treatment of illness as well. But other factors which go
beyond the patient's .physiological functioning are also considered im-
portént. Issues of meaning and direction in the patient's life, his/her
sense of inner happiness, health habits, and stress patterns are all
considered relevant treatment concerns in the holistic model because
they affect the person's general state of health. The assumption in |
the holistic approach is that the wéy to improve a malfunctioning part
of the body is to improve,the overall well-being of the person.

The HT program included syrriptom-oriented treatments such as
medication and trainiﬁg in techniques to reduce ANS and brain arousal.
But it also included compoﬁents to improve everyday health habits,
self-esteem, physical fit.ness, positive expectations, and to facilitate
the search for personal meaning. |

The SST program straddled both the traditional and holistic
models. As in the holistic model, the SST program went 'bengd a

physiological focus inio the patient's lifestyle. But it concentrated
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~very heavily on just two areas: social and independent living skills.
Thus, it maintained the narrow focus of the traditional model by not
attempting to touch most areas of the patient's life. Yet, the SST
program also had genecrally positive effects on a wide array of symp-
toms. Thus, the results from the SST prografn conform té the holistic
assumption that the individual is an integrated system, and improve-

ments in one area of functioning affect other areas as well.

Delusions and Hallucinations. Most of the di‘ffere‘nqes between the HT

and SST programs were related to their focus on Separate clinical ob-
jectives. Although these treatments were pitted against each other in -
this study, they are basically complementary. A treatment program
could include both sets of training procedures. But there was one
arca where the HT and SST programs were in conflict--the treatment
of hallucinations and delusions. The behavioral approach views them
as asocial behaviors which serve to atiract attention, and therefore the
basic trcatment strategy is to ignore them entirely. The following ex-
cerpts -are from a case study of a behavioral treatment of a patient
with hallucinations and delusions:

When S and I were talking (apparently remforcmg for him) and

he said "voices," 1 would look away, check my watch, begin to

- leave, and do other things associated with breaking contact.

When he spoke about "thoughts" or anything involving personal

responsibility, I would maintain eye contact, smile, nod my head,

and say "mm-hmm." The rest of the staff were also informed of

these contmgcncms and were encouraged to do the same, and most

of thcm did. :

Using the same verbal conditioning procedures outlined above, he

was reinforced for speaking about his human qualities, frailties,

needs and motives, and was ignored when talking about his de-
lusional system (Nydegger, 1972, p. 226).
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The bchaviorally-oriented research unit which housed both the
HT and SST programs had a unit-wide policy of putting "delusiénal
talk" and discussion of voices on extinction. If a patient introduced the
topic of his/her voices or deluéibnal beliefs while conversing with a
staff member, fhe staff member immediately terminated the conversa-
tion., Even discussion of re]igidﬁk'with 'patients was prohibited because
it was considered to contriﬁﬁfe' to the patients' delusional system. The
SST program followed this policy as well. No discussion or expression
of hallucihatory or delusional experién'ce’s‘ was permitted during any of
the sessions.

" The HT program, however, took the opposite tack by encouraging
patients to express and explore their psychotic exineriences. Sessions
were specifically “scheduled and designed to facilitate verbal and non-
verbal expression of hallucinations and delﬁsiohg . The HT approach
was based on the premise from the Jungian s’chodl that, "the abstract
symbolic expression of"bizarre—mythologicé] imagé‘s touch upon a criti-
cal issue in the life of the individual" (Perry, 1974, p. 163).

The conflict between the HT and SST treatment philqsophies

was illustrated in their differing approaches toward patients' religious
delusions. Several patients in the HT program reported that they had
seen angelé, talked to God, or been the Messiah, These experiences
rémained important to many of them despite the lack of validation given
to such experiences by their social envirenment. During the "Growth
and .Schizophrenia"‘sessions‘,'. patients explored these experiences in
discussions and artwork. They also listened to tapes describing simi-

lar experiences of well-known religious mystics and. social prophets,
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and drew parallels with their own experiences.
Another illustration of the HT approach toward delusions was
the treatment given a patient who had heard the voice of Frankenstein

during his psychotic episode. He was encouraged to read the novel

Frankeﬁstein during the program. The Jungian-based sessions focused |
on what parts of himself the patient was not accepting or expressing,
and therefore nceded to split off from him and take an independent
voice in order to be heard.

The research’ unit's psychiatrist, some of the nursing staff, and
members of the HT /SST treatment team expressed the concern that the
HT program might be contributing to the patients' delusional systems
and hallucinations by givihg them attentioﬂ. However, the results
showed that the HT patients' Hallucinations and delusions reduced dur-
ing the program. In fact, hallucinations and delusions on the PAS
(Table 8) showed a larger reduction (although not significant) in the
HT program than in the SST program. Thus, the behavioral assumption
that hallucinations and delusions increase with attention was not sup-
ported by these findings. The Jungién assumption that the échizo-
phrenic's hallucinations and delusions are meaningful work that the
psyche ié doing cannot be validated by data. Unfortunately, there is
no measure fbr such intrapsychic growfh. ’Hoxve\}er, the data did show
that a treatment which‘ derived from the Jungian premise did not appear
to ex‘acerbate hallucinations and delusions while working with the con-
tents of such psychotic experiences.

“

"

" Anxiety, Depression, Social Skills, Self-Concept. Hypotheses 2 and 3
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: predictcd that the HT treatment would produce greater reduction in
anxiety and depression. While the differences were no’t significant,
most were in the predicted direction.  Both programs resulted in re-
ductions on the PAS and SCL-90 Depression subscales,. but the HT
adjusted means were lower. The difference on the PAS Motor Retarda-
tion approached significance at the .15 level in favor of the HT group.
On the anxiety subscale of the "{AS the SST group's scores actually in-
crcased during treatment while the HT mean decreased. The increase
in anxiety may be related to the performance demands placed on the SST
patients. As part of their training, they roleplayed interactions with
other patients or the therapists in front of a videorecorder. Then their
performance was reviewed and criti‘qued. Some patients reported find-
ing this procedure anxiety-arousing. This may also-explain why the
only subscale to achieve significance at the .10 level was the Inter-
personal Sensitivity subscale on the SC1-90. This subscale assesses
discomf_ort during social interactions. The SST progfam's focus on per-
formance and evaluation for several hours a‘ day may have heightened
the patients' anxiety regarding social interactions., The argument could
be mede that the temporary increase in discomfort was offset by the
long- term benefits of 1mproved sk1lls which would subsequently reduce
discomfort in “oual 1nteract1ons Some treatments medlcal and psycho-
therapeutic, have the cffect of temporamly mcreasmg symptoms and
distress, e. g., surgerj; grief counsehng. However, the argument
could elso be made that the significanf difference wes the result of the
HT prog1~aﬁ's stress fcéuction training genefehzinig to interpezsonal

interactions. While the data did not stfongiy suppert Hypoth‘cses 2 and
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3, the HT program did produce larger reductions in anxiety and de‘-
pression. However, the differences 1did not achieve significance.

In the area of social competence; Hypothesis 5 predicted that
the SST paﬁents would perform better at posttest. However, the ad-
jucted means of the HT patients on the SAD, TSC Social Self subscale,
and SCL-90 Interpersonal Sensitivity subscale reﬂected greater reduc-
tion of distress in interp,efsonal interactions. Tl?e above discussion
on the Interpersorial Sensitivity subscale applies to the SAD and TSC
as well. | \

In the area of self-concept, Hypothesis 4 p;t"edicted that the HT
patients would improve more on the TSC. The HT patients did incréase
th¢ir ’score":s; on’ the’ fotal measure 'of thekTSC, while thé SST patients
showed né change. ’This difference, Aivh.ile.: in the f)fedicted‘ diréction,
was pot large enough to attain significance.‘ ‘Goffman (1961), Scheff
(1975), and others have discussed the loss of self—esteem eng;.endered
by psychiatric hospitalizationi. Trying tob improve self-esteém among

hospitalized patients may be like swimming upstream.

Community Phase

Overall Symptomatology, Anxiety, Dépr,ession, Social Skills, Self-

Concept. During the community phase, none of the findings were sig-
nificant. No pattern of differences emerged with r"egard to overall
symptomatology (Hypothesis 6), and none of results concerning anxiety
V(Hypvothesis 7, dept"ession (Hypothesis 8), social skills (Hypothesis 9),
or self-concept (Hypothesis 1-0) showed statis,ticallﬁr or clinically signifi-

o,

cant differences. The attrition of subjects over the nine months
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" contributed to the inconclusiveness of the community data. However,
another factor affecting the HT results was the total lack of maintenance
of the stress-reduction and positive health practices by the HT patients.
The implications of this finding are discussed in the followi"ng"section-
evaluating the HT program, However, the available data did indicate
that most of the reductions from pretreatment levels of aﬁxiety, de-
pression, and psychopatholog‘yﬂ, as well as the improvements in self-
concept and social competence that were present at posttreatmeht were
maintained during the course of the community phase by patients in

both programs.,

Community Survival. The lack of signifiéant differences among the SST,

HT, and MT tréatments during the communify pha‘se is in line with the »
- four ;o‘ther studics reviewéd in Chapter Two which followed patiente; af-
ter the termination of treatment. In these studies, the beneficial ef-
fects of 'treatmevnt on symptomatic status and hospitalization did not con-~
tinue through the posttreatmént period. These findings with regard

to hospitalization were replicated in this study where hospitalization
rates were not’ significantly different between the SST and HT trecat-
men‘ts, or béfween the int’é‘n’s‘i\‘re. experiméntal‘t’reatments and the mini~
mal control treatment.

The finding with regard to symptoﬁaatic status/ was not as clear.
Rclapse was defined in terms of symptomatic éxacégbation, and the re-
lapse rates did‘not differ signiﬁcantlvy bet‘w‘een the' groups. The one,
three, and nine-month follow-up asseséments showed that the avérage

: , : o ‘ “
level of symptomatology in the HT and SST patients remained !élose to
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" their level at discharge. The PAS and SCL-90 scores at nine months
were similar to the posttreatment results. Unfortunately, there were
no follow-up data on the MT patients. Thus, it seemed tha.\t despite
periods of exacerbation, the HT and SST patients were able to main-
tain their posttreatment level of symptomatology during the community
phas‘e’. However, the attrition of some of the moreﬁhighly symptomatic
patienfs aﬁd fhe lack of a contrél grdup to cbmpare these follow-lip
results to makes fhe conclusion tentative.

The most important factor affecting community survival in this
study was medication compliance. Relapse hospitali?atioﬁ and relapse
were both si.gnificantly related to medication compliance. This finding
is in line with other research. Hogarty, Goldberg, Schooler, and
Ulrich (1974) found that 67.5% of patients on placebo reiapséd within
‘one year, whereas 30.9% of drug-treated patiénts relapsed. About 75%
of the relapsed ratients were actually hospitalized.

Nine of the SST patients were medication-compliers while only
five of the HT patients were. The difference in compliance, while
possibly influencing the observed difference in relapses and hospital-
izations, is an important finding itself. Particularly intéresﬁng is the
virtual lack of medication compliance among HT péxtients who returned
to the community. .' Even the one HT pétient living in the community.
w‘ho was classified as a éomplier went off his medication for two weeks
before his relapse and hospitalization (one month off medicatiép was
used as the criterion for drug-refusal).

" Neither the SST nor the HT procedures included a sig{tificant »

component on medication. However, an examination of the family
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therapy curriculum for the SST program shows tlaiat’ one and a half of
thc two-hour sessions were devoted to medication. The first dealt

with the effects of neuroleptics, the relationship of medication to relapse,
and side effects. The other session covered the i‘ndividual patient's
specific medication and dosage while in the program, and developed

plans for medicationkcompli.ancle ‘when the patient wés discharged. The
SST family therapy sessions ‘wé,re assembled and led by Robert Liberman,
M.D., Ian Falloon, M.D., and Robert Aitchison, Ph.D. Drs. Liberman
and Falloon are both considered expert psychopharmocologists and have
several publications in the area of medication-effects.

The HT Ia:ﬁily therapy sessions suffered primarily from a lack of
participation. Whercas 100% of the 14 SST,patienfs’ families  attended
the weekly »thcrapy sessions, only half of the HT patients' families were
involved. One HT patient did not have a faﬁxily, but the major factor
was probably the difference in location of the SST and HT family ther-
apy sessions. The SST scssions were held in an office specifically
rented for this purpose. It was located midway between the hospital
and Los Angeles, resulting in a much shorter drive for the SST fami-
lies. The HT family therapy was held at Camarillo Hospital, which was
a one to two-hour drive each way for most of the families.

The unit physician, social worker, and rehabilitation therapist
led most of the HT sessions. A psychologist was also involved with
two of the patient glfoups' families. The format was not educational,
but dynamic. The content focuscci on conflicts within the family and
relationship issues. Medication effects and compliance topicé_\Wen'e

dealt with if they emerged during the sessions, but there was no
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systematic coverage of medication beneﬁts and side ‘effects. Thué,
even the seven patients who par‘ticipéted in‘ therépir .‘wit.h their fami-
lies received less information on medication. Table 22 indicates that
the family therapy sessions were effecfive in forestal]ing relapse/
hospitalization among the HT patients: six of the seven patients who
received no family therapy rcla];’);‘e’d or were:’ho‘spitalized, while only
two of the seven patiénts who p;rticipated with their families did. |
This diffefence_ wassignﬁiéanﬁ (p<: 05). ‘ ffhus, anothle'r factor that
may have contributed to the higher incidence of relapse and hospitali-
zation among the HT patients was the lack of participation in family
therapy by half the patients in the program.

- Although there were reductions in both treatments over the course
of the program, these changcé could have been due to the sustained use
of medication or nonspecific effects such as increased attention, posi-
tive staff expectations, etc. Unfortunately, with thc‘].ack of a true con-
trol group, there is no way to test this possibility. In the final'evalﬁa—
tion of both treatments, the lack of effectiveness beyond medication and
nonspecific effects looms as a distinct possibility.

The data from the community phase could be used to afgue that
trcatment pfograms should focus entirely on developing‘lstrategies for
increasing medication compliance. While there still is much work to be
don‘e in this area, 'the current thrust in freatment for the disabled con-.
cerns quality of life issues, such as level of independent functioning.
The research reviewed earlier sﬁowed that schizophfenicshave defi-
ciencies in many‘ areas of functioning which are not affected\}g\y medica-

tion. Thus, despite the discouraging outcome during the community
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Family Participation in Therapy ana Relépsé/Hospitalization Among,
HT Patients ' ;

_No
Family “Family
Therapy Therapy
Relapse/Hosp. - j
2 6
No Relapse/Hosp. 5 1

Fischer Exact p = .049

N
AN
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phase of this phase, there is still a need to develop more effective
treatments which will improve other nonsymptom-related dimensions

: 'Q . . B X
of community living, '

Evaluation of the Holistic Program

Since this W‘le tlae {irst holistic tfeatnieht'program for schizo-
phremcs, it should be con51dered a pllot program. While not all of the
HT treatment ob]ectlves were met the proglam did result in a rcduc-
tion on every symptom'dlmensmn targetcd for 1mprovement as Well as.
on the complete array of symptomatology assessed by the SCL- %0, PAS,
and CGI at postitest. However, these analyses were not based on ‘com- A
parisons with a control groupi and, thereforc, have to be considcred |
tentative. But the results should aIleviate the coﬁcefn ’of some treat-
ment and nursmg staff that delvmg into pauents' psychotm exper- ‘
iences results in an increasc in the1r delusmns and hallucinations since
both of these dimensions showed a greatcr rcducuon in the HT pa-
tients, Physical intne‘ss seemed to improve. Anxiety was reduced at
posttreatment on all three mcasdres, and two of these findings were
statistically signiticant when compared to the HT means at pretreat-
ment. Self-concept improved from tltle 6th tothe i‘)th percentile, al-
though this difference was not significant. The qui‘z results demoﬁstrate
that scﬁizophrenic patients, despite attentional and information process-
ing deﬁcits,v can absorb an educational cqrriculum on‘t‘he subjec‘t of
stress management. o

V'I‘v/o objectives of the HT progr‘atniwcre not met. rRelaxation train-
ing did not resuit in increased ability to lovver b]ood pressui':.\ How-~

ever, a recent survey of the literature has shown that blood pi'ess ui‘e
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is not strongly affected by biofeedback a’nd'relaxati‘ox‘i techniques in
normotensive subjects (Frumkin, Nathan, Prout, and Cohen, 1978).
Most studies employing finely calibrated instrumentation report changes
of only 5-10 mm Hg systohc and diastolic after trammg, whereas

" hypertensxve sub]ects given more extenswe trainin g have been able

to decrease BP by significantly larger amounts, as much as 16 mm Hg
systolic and 21 mm diastolic" (p. 301). The "plwhreyssure cuff/stethoecope
measurement procedure "em’ployed‘ ‘in this sfudy was ;v)robab‘ly not suffi--
ciently reliable to detect diffcrences on the order of 5-10 mm.

Clearly the most important unfulfi]leyd‘obje'ctive of the HT program
was the total lack of patient follewet'l;xreugh ‘m‘the use of stress-
feduc’tion'techniql.les while in the community. Holistic treatment methods
have generally been used with people who are lughly mot1vated to alter
their health practices. For example, the UCLA CHEER program is a
residential treatment program which focuses on changmg health prac-
tices related to risk factors. It requires a 28—aey commitment‘ of time
and over $4,000 in tuition which is not covered by, insurance. Most of
the holistic movement is fueled by books and art/i_%cl‘es Which appeal
primarily to the higher socioeconomic strata‘ of tl;e population. In fact,
no report of a prior holistic treatment program for s‘c‘hizophrenics was
uncovered. ' _ | o

Most people find .it difficult Ito‘ stay on a regimen.of good healthv
practices such as regular exercise‘,' good 'nutrition, and low stress.
Ore of the characteristic expenences of schlzophrema is a loss of voli-

tion. In extreme form, this results in delusmns of control \Vhere the

paticnt is convinced that he/she is a robot or zombie under_the control
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of another force or person. . But taking the dangelgous liberty of gen-
eralizing about schizophrenics as a group, they are often apathetic
and unmotivated, The argument has been made that this is a specific
stance they have taken against the competitive and-‘highly, achievement
oriented values of our culture. . Also, one of the DSM III requirements
for a diagnosis of schizophrenia is impaired functioning in such areas
as work and social relations. The lack of maintenaﬁce of positive healih
practices and stress-reduction activities among the HT patients would
not be surprising to mental health professionals who have experience
working with this population. The lack of follow-through by schizo-
'phrenics has been noted with educatioﬁal, voc‘ational, and other ob-
jectives as well. |
Yet, the HT patients, with only a few exceptions, cooperated with

the program, and several became enthusiasfs while participating in the
program. The key difference between the treatment phase and the com-
munity phase seemed to be the structure provided by the program. The
patients returned to an environment where the practice of yoga and
meditation was not actively supported. Not only were there no sched-
uled ’daily sessions, bu.t practicing yoga or meditation in a board-and-
care, or probably even in most of the patients' families' homes, would
have set them apart from the‘ norms of their social environment. This
finding concerning the need for continﬁing structured activities has
been taken into account in the following section on suggestions. for
future treatment programs. |

. A finding which reflects positively on the HT program was its im-

..

provement over the 18 months of treatment with continuing development.
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The HT program began with no prior research-validated procedures,
no piloting, and only three weeks of preparation prior to the beginning
of the study. The SST program started with a solid base of research.
and clinical techniques stretching back 15 irears to provide direction.
In addition, a tie’atnient team consisting of a';asychiatrist, th Ph.D.
psychologists, and two M.A. psychologists piloted the SST procedures
for six months with six patients befere utilizing the techniqueswithv
the research subjects o Only two of the eight therapists were versed
in the holistic philoso‘ph’y» or treatment methods. The problems of im-
plementing a holistic program with personnel who were not holistically
oriented became apparent during the first program. : The therapists
were willing to lead tlf'le'HT ‘'sessions, and therewe;‘e few problems
with the exercise, yoga and meditation sessions which were highly:
structured and repetitive. However, the difficulty-_occurred in the
afternoon educational sessions where different content areas had to be
covered each day. Initially, the therapists were provided with reading
materials and asked to lead discussions on such topics as nutrition, or
the relationship~between stress and disease. However, the therapists
generally did not feel well-informed on these top1cs, and someumes
found themselves in the uncomfortable p051t10n of presentmg aspects of
the hohstm phlloso*)hy that thcy did not understand well or did not
concur w1th

Starting with the second treatment cohort, audiotapes were de-
ve]oped which presented the 1nformat10n to be covered durmg the after-
noon sessions. Quizzes, dlscussmn guidelines, and art ass1gQP1ents

were also created to accompany each session and thereby structure the
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therapists' time and activities during the session. With these mater-
ials, the therapists were able and willing to facilitate the patients’
understanding of holistic concepts. The first set of tapes were ovcriy
broad and complex in their coverage of the various topics. They were
revised for the third program based on the feedback from the patients
and therapists, and remained the same in the fourth and fifth programs.
Table 23 shows that the success of the HT patients in the co.mmun-
ity improved significantly with these refinements inv'the programs
(p=.03). Al ﬁ.ve of the patients in the first two cohorts relapsed or
were hospitalized. Two of the three patients in the third program did
as well, but only one of the six patients in the last two cohorts relapsed
or was h'ospi.f,alized. This finding is not an artifact of time'épent in the
community since discharge. Although the earlier cohorts were in the
community longer, and thus were more vi.lln'erable to felapse aﬁd hos-
pitalization for a longer period, the tirhe period covered by these data

was limited to the first nine months following discharge for all cohorts.

Suggestions for Future Holistic Treatment Programs

- The lack of maintenance of the stress-reduction activities in the
community sugg’est-s that any future holistic programs must pay special
attention to the issue of generalization. One way to increase generali-
zatioh would be to base the treatmént program in the community in-
stead of at a hospital, thereby facilitating continuity with the patienf's
natural environmentv. In order to maintain such heaith practices, pa4
tients need to integréte exércise, relaxation, nutr%tional awareness,

4 .
and stress management into their lives. The shift from the treatment
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Table 23

Relapse Rates Among HT Cohorts Gro'uped‘by

Time of Entry into Program

‘RelapseA ' No Relapse

Cohorts 1, 2, 3 | A 1

Cohorts 4, 5 o ; 1 5

Fischer Exact p = .03
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environment in the hospital to the patient's ongoing living situation in
the community was disruptive. | |

A lon ger per1od than 10 weeks of treatment is also probably neces-
sary to make lastmg changes in schlzophremc patlents' hfestyles ' A
reS1dent1a1 half—way settmg would seem to be an ideal environment for
a progmm. The move from the half—way housc to an apartment or board-
and-care could be 1ntroduced gradual]y , W1th pat1ente 1n1t1al]y return-
ing in the cvening and on weekends. A member of the treatmcnt staff
could visit the patient to ensure that plans arc being followed through.
Patients returning to a’partments or he;a'rd-‘and-cares cou]d be linked to
each other through a "buddy .:ystem" to prov1de comp1n1onshlp and
support for maintaining the strees reductlon act1v1t1es. In addltlon,
the holistic treaimenf should be ﬂexxb]e enough to permlt 1nd1v1dual
prefercnccs for the d1fferent forms of exercise and rela;xatmn tech—
niques, partlcmatly in the later part of the treatment perxod The re-
search needs of the SST /HT study reqmred that all pat1ents partici—
- pate in identical activitics. However, da1ly yoga or runnmg for a per-
son who d1sl1kes such an act1v1ty is not hkely to yleld any long-lastmg
changes. The time could be much better spent explonng alternative
forms of relaxation and exercise wh1ch the 1nd1v1dua1 would prefer and,
therefore, would be more hkely to contmue on hl., or her own. The
selectmn of partners for the buddy system could be based partly on
sharcd preferenc‘es for strees-reductioh act‘ivities. |

The demands of expenmental design also requlred a clear separa-
tion of ‘the treatment procedures. Thus, the SST group did nef parti-

cipate in any regular exercise and the HT patients did not receive
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training in éocial skills or independent.living skills. Yet, holistie

treatment is not inherently limited to any particular set of techniques:
Holism is a philosophy for better living through awareness of all
things which touch or affect us, combined with a private regimen
for self-improvement which incorporates all the germane and usable
1nformat1on we have (Grant 1978 P. 15)

Clearly the ability to be assertlve and to do launclry affect the
qnality of a person's life. Therefore, tra.mmg in soc1a1 and 1ndependent
living skills would be encompasscd w1th1n the holistic treatment phxlos-
ophy as well. | | |

" The SST approach toward trammg in theee areas suffered from
some of the same r1g1d1t1es that the HT program had Wh11e the I1tera-
ture rewewed in Chapter Two shows that schlzophremcs as a group
have a lower level of soc1a1 skﬂlq than the nonschlzophremc popula-—
tion, some patients in the program did not seem to lack soc1a1 skills. |
Also, patients had def1c1enc1es in dlfferent areas of soc1al skﬂls and in-
dependent hvmg sk1lls wh11e the SST program was des1gned to cover
the same areas for all patients. Learning rates also varied among the
patients, and the trainin‘g did not aceommodate these differenees either.
Thls lack of ﬂex1b111ty probably watered down the 1mpact of the SST
treatment as well Yet from anecdotal ev1dence, severa] pat1ents
seemed to benefit from the focus on soc1a1 and 1ndependent living skills.
A few SST patlenta reported that 1t was ea51er for them to engage in
conversations and to be assertive 1nf s1tuat1ons where prevmusly they
would have exploded or withdr‘awn. | Somal and 1ndependent hvmg

skills trammg spec:tfically tailored to the 1nd1v1dua1 needs and defi-

ciencies of the patlent would also be part of an 1doal commumty—hased
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residential treatment pro gr'am.

The finding that participation in family therapy was related to
rclapse and medicatioﬁ compliance in the HT group merits inclusion in
the treatment program as well. Medication seems to be an especially
important area to focus on during family therapy sessions. prics
could include the benefits and side effects of medication, when and how
to change dosage or type of medicétion, and any concerné the patient
or family may have regarding medication. E;stalplishin g a balance between
reduction in symptoms and side effects requires careful monitoring over
a period of many weeks. Neuroleptic mediéation usually takes several
weeks to achieve their maximum effect, and they remain in the brain
tissues for at least one month (Domino, 1979). Because the effects of
the medication are delayed, the usﬁal strategy of increasing dosage
until symptoms disappear often results in a }ﬁgher ddsage than is nec-
essary. In general, the higher the level of medication, the higher the
level of side effects, and medication compliance has been found to be
related to the development of side effects (Van Putten, 1974), There-
fore, the type of medication, schedule of médiqation taking, and dosage
which provides the patient with the most overall:benefits, balancing
symptom reduction with side effects, should be an‘ active and ongoing
concefn during the treatment pro‘gram. '

The oppoftunity for’ patients and their families to reestablish con-
tact was another benefit of the family therapy session;. The SST family
the;‘apy ‘attempted to aid the family in their understanding of the ﬁature :
of schizophrenia and to enhance their ability to copej with and be sup-

portive of their relative. Because of the family's continuing importance
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to most patients, families should be encouraged to participate in the
sessions even when the aftercare plans do not include the patient re-
turning to live with the family. |

The finding in the SST/HT study and other studies that the ef-
fcﬁts of treatment disappear once treatment terminates suggeéts that a
trea.trﬁent model based on cure or even rehabilitation may not be appro-
priate. ‘Patients should be en"c;uraged to be as self-sufficient as pos-.
sible, but many would probabiy require continuing care in or‘:de‘r to
maintain living in the.community,, Therefore, an ideal treatment pi‘o—
gram would not terminate contact with all patients. It would fade to
some cdntinuing care phase at whatever level is necessary to allow the
patient to function as autonomously as he or she is capable, |

While there were reductions in the level of symﬁtomatology in both
treatment groupé, the lack of a true con'tro‘l‘ gx;oup makes it impossible
to rule out medication and nonspecific effects as competing explanations
for the change. Thus, there is need for caution in the final evaluation
of the effectiveness of the HT and SST treatmentsj For a"'maiden
voyage," the HT treatment did well in comparison with the much better
established SST treatment épproach, espécially during the treatment
phase. However", much work remains in dew'reloping'\ ways to increase
maintenance of the stress-reduction techniques once the patients are

discharged from the program.
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