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DESCRIPTION OF SCHIZOPHRENIA

• Schizophrenia is characterized by delusions, hallucinations (most commonly auditory), disorganized thinking or 
speech, disorganized or abnormal motor behavior, and negative symptoms (e.g., flat affect; American Psychiatric 
Association [APA], 2013).

• 
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IDENTIFICATION/ASSESMENT STRATEGIES 

Due to the nature and scope of schizophrenia, assessment of symptoms might rely disproportionately on third-
party sources, such as a family member.  However, counselors may prefer to include clients in the assessment 
process. Therefore, the first assessment included is a client-rated measure of the experience of psychosis. Also, 
outlined is a clinician-rated assessment. A combination of client-report, third-party report, and clinician report 
provides a holistic assessment of how individuals experience schizophrenia. Furthermore, the measures outlined 
allow counselors to track progress across the course of treatment.

Subjective Experiences of Psychosis Scale
The Subjective Experiences of Psychosis Scale (SEPS; Haddock, Wood, Watts, Dunn, Morrison, & Price, 2011) 
measures self-perception of how psychosis impacts an individual.  The 41-item measure is divided into three 
subscales: impact of experience, impact of support, and dimensions of psychotic experiences.  The impact of 
experience subscale (29 items) includes items associated with how an individual functions in daily life, such 
as isolation, socialization, and mood.  The impact of support subscale (5 items) assesses support from people, 
religion, and medication. The dimensions of psychotic experiences subscale (6 items) includes self-perceptions of 
how an individual experiences his or her psychosis.  Individuals self-rate their responses on a 5-point Likert scale 
ranging from not at all to very much.  Haddock et al. (2011) reported a unique feature of the measure is that each 
item is rated in regards to positive impact and negative impact. For example, an item such as, ability to socialize, 
is rated for both positive impact on ability to socialize and negative impact on ability to socialize.  Furthermore, 
at the end of the survey, individuals report a qualitative response assessing if completing the measure elicited 
any distress.  Haddock et al. (2011) reported good reliability because Cronbach’s alphas of subscale scores ranged 
from .66-.95. Furthermore, researchers conducted factor analysis to establish discriminant and convergent validity 
(Haddock et al., 2011).  Counselors may use the SEPS to measure outcomes throughout treatment because 
Haddock et al. (2011) reported sensitivity to change. The measure is free and does not require permission for use.

Clinician-Rated Dimensions of Psychosis Symptom Severity
The Clinician-Rated Dimensions of Psychosis Symptom Severity (APA, 2013) assesses eight symptoms related to 
psychosis.  Counselors may use this assessment to determine the presence and severity of hallucinations, delusions, 
disorganized speech, abnormal psychomotor behavior, negative symptoms, impaired cognition, depression, 
and mania. Each of the 8-items corresponds to the eight domains or symptoms of psychosis.  Counselors rate 
the client’s symptoms from the past 7 days on a 5-point scale in which 0 = not present, 1 = equivocal, 2 = mildly 
present, 3 = moderately present, and 4 = severely present.  Scores can be tracked over time, and higher scores indicate 
problem areas for further consideration as it relates to treatment implications.  APA created this measure in 
association with the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5; APA, 2013).  The 
measure is free and does not require permission to use.  The publishers accept counselor and researcher feedback 
on the use of the measure.  Currently, the publishers do not report psychometric properties of the measure. 

Resource: 
Online Assessment Measures
http://www.psychiatry.org/practice/dsm/dsm5/online-assessment-measures

INTERVENTION STRATEGIES 

Counselors working with individuals diagnosed with schizophrenia are typically part of a multidisciplinary 
treatment team, which may include a psychiatrist and case manager (Barrio Minton & Prosek, 2014).  Treatment 
for schizophrenia includes a combination of psychopharmacological and psychosocial interventions (Rössler, 
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based psychosocial interventions that promote coping-mechanisms and community engagement.  Moreover, 
counselors can attune to other mental health risk factors associated with schizophrenia.  For example, Schwarz 
and Cohen (2001) identified risk factors of suicide among those diagnosed with schizophrenia to include severe 
depressive symptoms, younger age, and trauma symptoms.  Therefore, counselors might continually assess for 
crisis risk among clients diagnosed with schizophrenia.

Resource: 
NAMI
http://www.nami.org/Template.cfm?Section=schizophrenia9

Psychopharmacological Interventions
According to the DSM-5 (APA, 2013), there is no cure for schizophrenia, therefore treatment options focus on 
symptom management. Antipsychotic medications have a demonstrated ability to decrease symptoms of psychosis 
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Resources: 
Assertive Community Treatment information: NAMI, Treatment Options
http://www.nami.org/Template.cfm?Section=ACT-TA_Center

SAMHSA Assertive Community Treatment Evidence-Based Practice Kit
http://store.samhsa.gov/product/Assertive-Community-Treatment-ACT-Evidence-Based-Practices-EBP-KIT/
SMA08-4345

 Cognitive behavioral therapy.  Cognitive Behavioral Therapy (CBT) as an evidence-based practice 
used in managing the symptoms of individuals diagnosed with schizophrenia (Mueser, Deavers, Penn, & Cassisi, 
2013).  In their review of randomized studies, Turkington, Kingdon, and Wedien (2006) concluded CBT coupled 
with antipsychotic medication resulted in a reduction of psychotic symptoms among individuals diagnosed with 
schizophrenia.  Furthermore, Turkington et al. (2006) reported CBT as the accepted evidence-based treatment for 
those diagnosed with schizophrenia in the United Kingdom.  In comparison studies, CBT demonstrated similar 
symptom reductions than individuals assigned to a group therapy intervention (Sensky et al., 2000).  Therefore, 
counseling as an adjunct service, regardless of specific theory, demonstrated better outcomes (Hewitt & Coffey, 
2005), although CBT is widely accepted for treatment of schizophrenia.  Moreover, researchers found CBT as 
more beneficial for individuals experiencing a psychotic episode compared to those with chronic psychosis 
(Zimmermann, Favrod, Trieu, & Pomini, 2005).

Resources: 
SAMHSA’s National Registry of Evidence-based Programs and Practices
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=256

SAMHSA’s National Registry of Evidence-based Programs and Practices
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=273

 Acceptance and commitment therapy. Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, 
& Wilson, 1999) is an adaptation of CBT with greater attention to increasing perspective taking and decreasing 
undesirable thoughts and feelings. Bach and Hayes (2002) reported individuals experiencing psychosis who 
received ACT demonstrated a reduction in rehospitalization four months post-intervention.  At the 1-year follow 
up, clients who received ACT at the time of hospitalization again demonstrated a reduction of rehospitalization 
(Bach, Hayes, & Gallop, 2012).  Furthermore, Gaudiano and Herbert (2006) found positive results of ACT among 
non-dominant populations diagnosed with schizophrenia.  Therefore, Bach et al. (2012) strongly suggested the 
consideration of ACT as an accepted evidence-based practice adjunct service for individuals with schizophrenia. 

Resource: 
SAMHSA’s National Registry of Evidence-based Programs and Practices
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=191 
 

Family psychoeducation. Due to an accompanying decrease in functioning, individuals diagnosed with 
schizophrenia tend to rely on family members for support (Mueser, Deavers, Penn, & Cassisi, 2013).  Therefore, 
Mueser et al. (2013) advocated for family psychoeducation as part of the treatment process.  In a meta-analysis of 
randomized control studies, researchers indicated a family psychoeducation intervention yielded lower rates of 
relapse and rehospitalization for the family member experiencing psychosis (Pharoah, Mari, Rathbone, & Wong, 
2010).  Hooley (2007) indicated individuals with schizophrenia with higher rates of relapse also demonstrated 
higher levels of family stress; therefore, it seems family involvement remains an important aspect of comprehensive 
treatment.

Resource: 
SAMHSA Family Psychoeducation Evidence-Based Practice Kit
http://store.samhsa.gov/product/Family-Psychoeducation-Evidence-Based-Practices-EBP-KIT/SMA09-4423



Schizophrenia  |  5

REFERENCES

American Psychiatric Association. (2013). 



Schizophrenia  |  6

National Institute of Mental Health. (2012). Mental health medications (NIH Publication No. 12-3929). Retrieved   
 from http://www.nimh.nih.gov/health/publications/mental-health-medications/nimh- 
 mental-health-medications.pdf
Pharoah, F., Mari, J., Rathbone, J., & Wong, W. (2010). Family intervention for schizophrenia. Cochrane Database 

System Review, 12. doi:10.1002/14651858.CD000088.pub2
Rössler, W. (2011). Management, rehabilitation, stigma. In W. Gaebel (Ed.), Schizophrenia: Current science and 

clinical practice (pp. 217-246). Hoboken, NJ: Wiley-Blackwell.
Schizophrenia Medications. (2013, March). Retrieved from http://health.nytimes.com/health/guides/disease/
 schizophrenia/medications.html
Schwartz, R. C., & Cohen, B. N. (2001). Risk factors for suicidality among clients with schizophrenia. Journal of 

Counseling & Development, 79, 314-319. doi:10.1002/j.1556-6676.2001.tb01976.x
Sensky, T., Turkington, D., Kingdon, D., Scott, J., Scott, J., Siddle, R. O., Carroll, M., & Barnes, T. R. E. (2000). A 

randomized controlled trial of cognitive-behavioral therapy for persistent symptoms in schizophrenia 
resistant to medication. Archives of General Psychiatry, 57, 165-172. doi: http://www.ncbi.nlm.nih.gov/
pubmed/10665619

Tempier, R., Balbuena, L., Garety, P., & Craig, T. J. (2012). Does assertive community outreach improve social 
support? Results from the Lambeth study of early-episode psychosis. Psychiatric Services, 63, 216-222. 
doi:10.1176/appi.ps.201100132

Turkington, D., Kingdon, D., & Weiden, P. J. (2006). Cognitive behavior therapy for schizophrenia. American 
Journal of Psychiatry, 163, 365-373. doi: 10.1176/appi.ajp.163.3.365

Zimmermann, G., Favrod, J., Trieu, V. H., & Pomini, V. (2005). The effect of cognitive behavioral treatment on the 
positive symptoms of schizophrenia spectrum disorders: A meta-analysis. Schizophrenia Research, 77, 1-9. 
doi:10.1016/j.schres.2005.02.018

World Health Organization. (1996). Schizophrenia and public health. Retrieved from http://www.who.int/mental_
health/media/en/55.pdf?ua=1.

World Health Organization. (1997). Gender differences in the epidemiology of affective disorders and 
schizophrenia. Retrieved from http://www.who.int/mental_health/media/en/54.pdf?ua=1.

World Health Organization. (2014). Schizophrenia. Retrieved from http://www.who.int/mental_health/
management/schizophrenia/en/.


