
A randomized comparison of group
cognitive-behavioural therapy and group
psychoeducation in patients with
schizophrenia

Introduction

Recently, quite a few studies have applied cogni-
tive-behavioural therapy (CBT) to patients with
schizophrenia in individual therapy settings (1–10).
These interventions are structured and time-limited
and mostly involve elements like engagement and
assessment, coping strategy work, developing an
understanding of the experience of psychosis,
working on delusions and hallucinations, addres-
sing mood and negative self-evaluations and
relapse prevention (11). There is a growing evi-
dence that CBT in addition to pharmacotherapy
may reduce symptoms in medication-resistant
patients (4, 5, 7–10) and that it may have a positive
impact on relapse and readmission rates or time to
readmission at short-time follow-up in patients
with recent onset (3, 6) and acute psychosis (1).

However, although, for example, the National
Health Service in the United Kingdom suggested
that all patients with schizophrenia should have
some individual psychotherapy, because of the
shortage of trained therapists, the length of treat-
ment and therefore the higher short-term costs
(12), specific individual CBT treatments are unli-
kely to become widely available in most health
services in the near future. An alternative may be
to present CBT in a brief (13) or a group format
(14), which offers the likelihood of a more general
availability of psychological treatment at a lower
cost.

However, some studies suggest that brief indi-
vidual or group interventions educating patients
about schizophrenia and antipsychotic treatment
by using standardized presentations of educational
material and mainly didactic intervention strategies
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(15) may also be effective on symptoms, compli-
ance with medication, relapse and re-hospitaliza-
tion rates (16–18). As yet, there have been no
systematic studies of the differential efficacy of
CBT in a group format when compared with a
psychoeducational (PE) group programme in
patients with schizophrenia, although group ther-
apies have less dependence on expert therapists�
time and are therefore more likely to be integrated
in mental health services.

Aim of the study

The present randomized trial was conducted
among patients with schizophrenia to explore the
efficacy of a brief group CBT intervention in
comparison with a PE group programme with
regard to re-hospitalization, relapse, symptoms
and compliance with medication.

Material and methods

Subjects

Patients were recruited from consecutive acute
admissions to the in-patient unit of the Depart-
ment of Psychiatry and Psychotherapy at the
University of Cologne between July 1999 and
December 2000. They were aged 18–64 years and
met criteria for an episode of a schizophrenic or
related disorder (ICD-10: F 20, F 23, F 25). Any
patient with a primary diagnosis of drug or alcohol
dependence, organic brain disease, learning dis-
ability or hearing impairment was excluded from
the study.

Study design

Within 14 days of hospital admission, responsible
psychiatrists were approached to seek permission
for the inclusion of their patients in the study.
Where permission was given, the case notes were
fully perused and the patients were asked for their
participation. Patients were randomized to receive
either CBT or PE treatment only after they had
given full informed consent. Randomization was
conducted by computer-generated random num-
bers for blocks of eight participants. The results
were placed in sealed envelopes and only opened at
the time of treatment allocation.

Sessions of both interventions were delivered to
groups of eight patients within a therapy envelope
of 8 weeks. Groups of both interventions were led
by an experienced and CBT trained psychiatrist
(A.B.) or clinical psychologist (B.K.). The sessions
were carried out while the patients were in-patients

and continued when they were discharged during
the therapy envelope period. All interventions were
an adjunct to routine hospital care and patients
remained under the medical supervision of the
responsible consultant psychiatrist who alone
determined the pharmacological regime, timing of
discharge and readmission.

Assessments

A wide range of assessments was administered to
participants at baseline, post-treatment and at
6 month follow-up. In this paper, we present the
effects of both interventions on the primary
outcome measures rehospitalization, relapse, psy-
chopathology and compliance with medication.
Decisions regarding re-hospitalization and medi-
cation were completely independent from the
study. With regard to psychopathology and com-
pliance measures, we made attempts to blind
assessments by carrying out most of the assess-
ments by independent raters (C.K. and S.S.), who
were not involved in treatment. A secondary
outcome measure was subjective quality of life as
measured by the MSQoL (19). Putative moder-
ating variables of treatment effects – coping beha-
viour, locus of control and self-efficacy – were
assessed by self-rating scales (20, 21). Results
regarding secondary outcome and moderating
variables will be presented elsewhere.

Measures

Objective information was assessed by a short
demographic interview and was extracted from
case notes.

Psychopathology was observer rated using the
�Positive and Negative Syndrome Scale (PANSS)�
(22). Following a period of training in the instru-
ments, mental state assessments were subject to a
reliability check to prevent drift in accuracy of
ratings across the study. Intraclass correlation
coefficients were 0.87 for the positive syndrome
subscale, 0.73 for the negative syndrome subscale
and 0.87 for general psychopathology scale.

Clinical significant change was calculated by a
two-fold criterion in accordance with Jacobson and
Revenstorf (23): (i) improvement of PANSS global
score >2 SD beyond the mean of the intake
sample at follow-up and (ii) reliable change index
exceeds 1.96. The latter is calculated by dividing
the absolute magnitude of change by the SE of the
change score (follow-up minus pretest).

Compliance was measured by a 4-point rating
scale (similar to the one used by Kemp and
coworkers, 24), based on corroboration from as
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many sources as possible including patient, rela-
tives, psychiatric nurse and psychiatrist-in-charge
(mean number of sources approximately 2). The
following scores could be obtained on the scale:

1 complete or partial refusal (refused depot or
accepts only minimum dose);

2 takes medication irregularly (interruption of
medication <4 weeks), reluctant, requires
persuasion, disagrees with psychiatrist-in-
charge about dose;

3 takes medication regularly (interruption of
medication <1 week), agrees with psychia-
trist-in-charge about dose;

4 active participation, readily accepts and shows
some responsibility for regime.

Relapse criteria were similar to the ones used by
Ventura and colleagues (25). Relapse was defined
by a rating of at least 5 and a 2-point increase
compared with the previous assessment in at least
one of the items of the positive syndrome subscale
of the PANSS.

Re-hospitalization was defined in accordance
with Buchkremer and coworkers (26) by a 36-h full
hospitalization or a 5-day partial hospitalization
because of an exacerbation of acute psychotic
symptoms.

Details of medication, converted to chlorprom-
azine equivalents (27), were taken from medical
case notes. Atypicals and antidepressives were
noted.

Treatment groups

Group cognitive behavioural therapy (CBT). The
group CBT treatment was based on the approach
by Tarrier and coworkers (28, 29), who used
coping strategy enhancement, problem solving
and relapse prevention in patients with psychosis.
It proved to be effective with chronic (8–10), recent
onset psychotic (3, 6) and �dually diagnosed�
patients (30) in individual therapy settings. The
group CBT intervention was focused on the
treatment of auditory hallucinations and delusions,
associated symptoms and problems (for example,
anxiety, depression), relapse prevention and asso-
ciated problems and enhancing medication com-
pliance. As it was our clinical experience that
experiencing psychotic symptoms is recognized by
most patients as a kind of personal dysfunction
(especially during recovery), which is likely to be
associated with negative self-evaluations, we integ-
rated the component �improving self-esteem� in
accordance with Garety (11) into the intervention
to foster feelings of hope and engagement with
therapy. The intervention included 16 sessions in

8 weeks. Sessions followed a semistructured format
and lasted between 60 and 90 min, interrupted by a
5–10 min break. Treatment involved the following
elements: (i) assessment and engagement (sharing
information about voices and delusions, models of
psychosis), (ii) improving self-esteem, (iii) formu-
lation of key-problems, (iv) interventions directed
at reducing the severity and the occurrence of key
problems, (v) relapse prevention/keeping well. The
following specific CBT strategies were used: for-
mulation, guided recovery, symptom monitoring,
exposure/focusing strategies for managing voices,
hypothesis/reality testing, reframing attributions,
rational responding, coping strategy enhancement,
distraction techniques, role play, anxiety manage-
ment, depression and self-esteem work, medica-
tion compliance/motivational interviewing, schema
work, relapse prevention and keeping well strat-
egies.

Group psychoeducational programme. The PE pro-
gramme was similar to the PE group training for
patients developed by Hornung and coworkers
(31), which demonstrated the improvement in
medication compliance and re-hospitalization
rates in patients with schizophrenia (26, 32). The
programme included eight sessions in 8 weeks.
Sessions followed a semistructured format and
lasted between 60 and 90 min, occasionally inter-
rupted by a 5–10 min break. It covered the
following topics: symptoms of psychosis, models
of psychosis, effects and side-effects of medication,
maintenance medication, early symptoms of
relapse, relapse prevention. The approach was
primarily didactic and included the following
strategies: formulation, guided discovery and moti-
vational interviewing.

Data analysis

Sample characteristics were analysed using t-test or
chi-squared test to check the randomization. The
lost-to-follow-up mechanism was investigated by
comparing sociodemographic data, psychopathol-
ogy and compliance ratings at the pretreatment
stage for the group whose ratings were missing at
post-treatment or follow-up with the remaining
participants for whom scores existed. The effects
of treatment on symptoms were checked by using
t-test for dependent samples (t). All analyses of
treatment effects were calculated by intention-to-
treat. To test the differential effects of CBT and PE
on symptoms and compliance, an ANCOVA was
carried out using pretreatment scores as covariants.
Two-tailed tests of significance were used in all
analyses.
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Results

Characteristics of the sample

During the study period, 189 patients fulfilled
inclusion criteria. Of these, 57 patients were not
approached, either because they were involuntary
admissions, formally detained under the Mental
Health Act and could therefore not be included in
randomized trials or because during their in-
patient stay, patient flow was too small to form a
group of eight patients to start a group interven-
tion. Of the remaining 132 subjects whose consent
to enter the trial was sought, there was a 33.4%
non-participation rate (n ¼ 44) due to refusal, non-
German speaking, inability to complete assessment
or rapid discharge. Table 1 shows the characteris-
tics of the 88 patients included in the study. They
had, on average, been hospitalized between two
and three times and had a mean time since
diagnosis of more than 4 years. Most patients
were singles and lived alone or with their families.
Only a minority was employed on a regular basis.
There were no significant differences between the
CBT and PE group at inception with regard to age,
gender, time since diagnosis, and number of
admissions.

Adherence to treatment and follow-up

After randomization one CBT patient and two PE
patients attended no treatment session. To eight of
40 patients (CBT, maximum 16 sessions) and to 13

of 48 patients (PE, maximum eight sessions) the
maximum number of sessions were delivered. On
average in the CBT group patients attended 11.9
sessions (SD, 4.1) and PE patients received at mean
6.4 (SD, 1.8) sessions.

From the initial sample of 88 patients, 71
(80.7%) completed the assessment at 6-month
follow-up. There was no significant difference
regarding the lost to follow-up rates between
both intervention groups. In the CBT group nine
of 40 subjects (22.5%) and in the PE group eight of
48 patients (16.7%) were lost to follow-up. More-
over, there were no significant differences on any
variable at the pretreatment stage between the
group whose ratings were missing at post-treat-
ment or follow-up (n ¼ 17) and the remaining
participants for whom scores existed (n ¼ 71).

Relapse and re-hospitalization

For the 71 patients followed up until 6 months
post-treatment there were the following relapse
rates according to our criteria: CBT four of 31
(12.9%), PE eight of 40 (20.0%). This difference
was not significant (v2 ¼ 0.63, P ¼ 0.43). During
the follow-up period zero of 31 (0.0%) of the CBT
group and five of 40 (12.5%) of the PE group were
hospitalized. This difference was significant
(v2 ¼ 4.17, P ¼ 0.04). Readmission was not signi-
ficantly associated with compliance at post-treat-
ment (r ¼ 0.43, P ¼ 0.82) or follow-up (r ¼ )0.15,
P ¼ 0.21).

Table 1. Sample characteristics (n ¼ 88)
Cognitive-behavioural
therapy (CBT, n ¼ 40)

Psychoeducation
(PE, n ¼ 48)

Test statistics
and significance

Age, years [mean (SD)] 32.2 (9.9) 31.4 (10.6) T ¼ )0.37, P ¼ 0.71
Gender [n (%)]

Female 22 (55.0) 26 (54.2) v2 ¼ 0.06, P ¼ 0.94
Male 18 (45.0) 22 (45.8)

Time since diagnosis, 56.7 (65.4) 50.0 (58.7) T ¼ )0.53, P ¼ 0.59
months [mean (SD)]
Number of admissions [mean (SD)] 2.6 (3.8) 2.4 (3.2) T ¼ )0.36, P ¼ 0.72
ICD-10 diagnoses [n (%)]

F 20 32 (80.0) 37 (77.1)
F 23 – (0.0) 2 (4.1)
F 25 8 (20.0) 9 (18.8)

Marital status [n (%)]
Married, cohabitation 4 (10.0) 6 (12.5)
Living alone, divorced 36 (90.0) 42 (87.5)

Employment status [n (%)]
Unemployed 21 (52.5) 24 (50.0)
Full-/part-time 4 (10.0) 8 (16.7)
Pension 3 (7.5) 4 (8.3)
Other 12 (30) 12 (25.0)

Housing status [n (%)]
Independent 21 (52.5) 18 (37.5)
Family 17 (42.5) 28 (58.3)
Staffed/unstaffed home 3 (7.5) 1 (2.1)
Unknown – (0.0) 1 (2.1)
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Symptoms

As presented in Table 2, significant and large
pretreatment-post-treatment and pretreatment-
follow-up improvements were found in the CBT
and PE group for the PANSS-positive syndrome
(pre-post CBT/PE: t ¼ 2.65, P ¼ 0.01/t ¼ 5.06,
P < 0.01; pre-follow-up CBT/PE: t ¼ 2.0,
P ¼ 0.05/t ¼ 3.69, P < 0.01), negative syndrome
(pre-post CBT/PE: t ¼ 2.27, P ¼ 0.03/t ¼ 4.21,
P < 0.01; pre-follow-up CBT/PE: t ¼ 3.32,
P < 0.01/t ¼ 3.69, P < 0.01) and general psycho-
pathology (pre-post CBT/PE: t ¼ 3.10, P < 0.01/
t ¼ 5.81, P < 0.01; pre-follow-up CBT/PE
t ¼ 2.60, P ¼ 0.01/t ¼ 4.26, P < 0.01). On a
descriptive level there were advantages for the PE
group with regard to positive symptoms at follow-
up, negative symptoms at post-treatment and
general psychopathology at post-treatment and at
follow-up. Similar results an a descriptive level can
be observed, when calculating individuals with
clinical significant change [CBT: 2/31 (7%); PE 5/
40 (13%)]. However, when pretreatment scores
were controlled by ANCOVA no significant
differences emerged between CBT and PE in any
psychopathological syndrome.

Compliance

Compliance with medication was high in both
groups at intake. This high compliance level was
maintained during the intervention period and
declined during follow-up. On a descriptive level,
the CBT group showed higher compliance ratings
at post-treatment and at follow-up. However, there
were no significant differences between the two
interventions at any assessment point.

Medication use

The mean dosages of typical antipsychotics con-
verted to chlorpromazine equivalents were nearly
the same at baseline and follow-up evaluations,

although there was a wide range of dosage within
the treatment groups [pretreatment [mg mean
(SD)]: CBT 431.7 (201.0), PE 375.0 (349.5); post-
treatment: CBT 158.8 (73.3), PE 520.0 (413.3);
follow-up: CBT 358.3 (340.4), PE 361.4 (340.9)].
All patients were treated with neuroleptics, most
with atypicals (pretreatment: CBT 80%, PE 85%;
post-treatment: CBT 93.5%, PE 87.8%; follow-up:
CBT 88.9%, PE 89.2%). Around one-third of
patients studied also received antidepressive medi-
cation (pretreatment: CBT 26.3%, PE 25.0%; post-
treatment: CBT 25.8%, PE 38.9%; follow-up: CBT
31.0%, PE 28.9%). No significant differences
emerged between treatment groups at pre- and
post-treatment or follow-up.

Discussion

The present paper compares a group CBT with a
group PE programme in patients with schizophre-
nia. The results indicated that patients who
received CBT experienced significantly less re-
hospitalizations during the follow-up period than
patients of the PE group. On a descriptive level
there were advantages for CBT regarding relapse
rates and compliance ratings at post-treatment
and follow-up. Both forms of therapy led to
significant clinical improvement at the end of
treatment and at 6 month follow-up. On a
descriptive level there were advantages for the
PE group with regard to symptoms and clinical
significant change. Results suggest that strategies
which include cognitive, affective and psychomo-
tor components such as the group CBT interven-
tion are more likely to change complex behaviour
patterns influencing rehospitalization, relapse and
compliance than didactic interventions which
focus on knowledge and concepts of illness such
as the PE programme. These changes of complex
behaviour by CBT were associated with a slightly
unfavourable psychopathological course during
the postacute recovering period when compared
with PE.

Table 2. Mean values and SD for positive and negative symptoms, general psychopathology and compliance for group cognitive-behavioural therapy (CBT) and group
psychoeducation (PE) at pretreatment, post-treatment and 6-month follow-up and group differences post-treatment and follow-up corrected for pretreatment scores (ANCOVA)

Pretreatment Post-treatment Follow-up
CBT vs. PE

post-treatment
CBT vs. PE
follow-up

CBT mean
(SD)

PE mean
(SD)

CBT mean
(SD)

PE mean
(SD)

CBT mean
(SD)

PE mean
(SD) F-test P-value F-test P-value

PANSS-positive 13.6 (5.3) 15.1 (5.6) 11.3 (4.2) 11.4 (4.5) 11.6 (4.3) 11.4 (4.8) 0.64 0.55 0.31 0.58
PANSS-negative 16.3 (6.4) 17.6 (7.2) 13.9 (4.5) 13.1 (5.2) 12.5 (4.0) 13.0 (6.1) 1.23 0.27 0.02 0.89
PANSS general 33.3 (9.6) 31.6 (8.5) 28.0 (9.2) 25.0 (6.2) 28.5 (8.8) 26.0 (6.9) 2.13 0.15 1.22 0.27
Compliance 3.9 (0.3) 3.8 (0.5) 3.9 (0.3) 3.7 (0.7) 3.5 (0.9) 3.2 (1.0) 2.73 0.10 1.26 0.27

PANSS, Positive and Negative Syndrome Scale (22).
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Results of the present study are in accordance
with those previously published. The lost to follow-
up rate of around 20% is comparable with other
trials of CBT and PE in patients with schizophre-
nia (1–10, 13, 14). In accordance with our findings,
other CBT trials which included patients with
recent-onset (3, 6) or acute psychosis (1) showed
significant impact on relapse and readmission rates
or on time to readmission at short-time follow-up,
whereas interventions focusing on persistent psy-
chotic symptoms did not prove to be effective with
regard to these outcome measures (5, 7–10).
Although the CBT intervention showed a signifi-
cant effect on symptoms and a clinical significant
change, which was comparable with other inter-
ventions in severe mentally ill (33), we failed to find
a significant difference compared with PE with
regard to symptoms. On a descriptive level there
were even some advantages for PE. There could be
a number of reasons for that. (i) Our study
population showed comparably low positive syn-
drome scores, which makes it more difficult for an
intervention to show to be effective regarding this
issue. (ii) The CBT intervention also addressed
other issues than positive symptoms such as relapse
associated problems, self-esteem and relapse pre-
vention, which may have reduced the impact of the
therapy on symptoms and may have exposed some
individuals to additional stress, which might have
prolonged symptomatic recovery. (iii) Group CBT
interventions in general might be less effective on
symptoms than individual CBT. (iv) Power, effect
size and sample size of the trial were to small to
detect significant differences. Given the small
between-group treatment effect sizes and the
small power of the study a sample of more than
600 patients would have been needed to observe
significant between-group effects on symptoms.
However, CBT studies in a group (14) or a brief
(13) format or trials also using enriched packages
of care as control conditions such as befriending
(7) or supportive counselling (3, 6, 8–10) failed to
show significant benefits for CBT on symptoms of
schizophrenia at some assessment occasions, too.
Despite the fact that several authors stated CBT
might enhance medication adherence (11), this is
the first CBT trial, which on a descriptive level
supports this hypothesis using empirical data.

Methodological issues

To our knowledge this is the first study which
compared a CBT intervention with PE programme
in patients with schizophrenia. Therefore, it is also
the first time that conclusions regarding the differ-
ential efficacy of CBT in patients with schizophre-

nia could be drawn from the findings. Although the
results of the study are promising, there are some
limitations: (i) due to logistic reasons we could only
deliver the interventions to in-patients with schi-
zophrenia. Although we doubt that this is a
significant source of bias, one might not be able
to generalize the results to other clinical settings or
other clinical populations without further consid-
erations. (ii) In a trial of psychological interven-
tions it is extremely difficult to make assessments
that are totally blind to the treatment condition.
Decisions regarding re-hospitalization were made
completely independent from the study by the
responsible consultants, who were not involved in
the trial and were generally not aware of the
treatment conditions of the patients. Psychopa-
thology and compliance ratings were mainly car-
ried out by persons, who were not involved in
treatment. Although attempts were made to blind
ratings, raters could have found out about the
treatment conditions of patients during the assess-
ments, which we did not control for. However,
these limitations could have led to biased results.
(iii) The conclusions about treatment specificity
could be limited by the fact that we did not control
for contact time. Although both interventions were
an adjunct to treatment as usual (including phar-
macological treatment, daily clinical assessments,
supportive therapy, group meetings, occupational
therapy, counselling by social workers) and there-
fore the difference of attention between the two
interventions was small compared with the overall
attention, the face-to-face contact with therapists
within the trial was twice as much for patients in
the CBT group than for patients receiving PE. This
varying contact time alone could have accounted
for the differences of outcome between the two
interventions. Moreover, due to problems of sta-
tistical power we did not introduce a non-specific
control condition, which again limits conclusions
regarding treatment specificity.

Clinical consequences

Despite the limitations mentioned above, the
results of this study suggest that CBT in a brief
group format also has a strong impact on outcome
measures such as re-hospitalization, relapse, symp-
toms and compliance with medication. Regarding
readmission, relapse and compliance the present
results indicate the superiority of CBT treatment to
PE – at least on a descriptive level. The study has
demonstrated that brief group CBT treatment is
primarily effective for in-patients but it might also
be feasible for out-patients or in community
health centres. It may be a practical psychological
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treatment, which has less dependence on expert
therapists� time than individual CBT and is there-
fore more likely to become integrated in mental
health services. Group CBT may improve the
prognosis of many people with schizophrenia, at
least in comparison with PE, and could therefore
be of considerable clinical and economic import-
ance.
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