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Emotional management therapy in early psychosis

Background Emotional management

therapy (EMT) aims to improve handling

ofemotional stress in schizophrenia.

It consists oftwo sub-programmes:

the first includes relaxation techniques,

the second stress coping skills.

Method A pilot study of EMT in

19 patients with early psychosis produced

positive results and a post-hocstudy of

16patients was commenced.

Results EMT showed positive results,

with chronic patients improving more

than patients with early psychosis.

Conclusion EMT can be effective

in early psychosis, especially for

cognitive functioning.
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Since the early part of this century,
schizophrenia has been defined by dys­
functions of cognition and emotion (Krae­
pelin, 1919; Bleuler, 1950). There has
been substantial investigation into the
experience and perception of emotion
(Hellewell et al, 1994). It appears that
people with schizophrenia are not im­
paired in identifying faces (Walker et al,
1984; Feinberg et al, 1986) but are slower
and less accurate at recognition of emo­
tional stimuli compared with normal and
depressive subjects (Russell & Fehr, 1987;
Emmenegger, 1992; Gaebel & W6lwer,
1992; Heimberg et aI, 1992). If back­
ground stimuli are complex or stressful,
people with schizophrenia worsen in their
ability to appraise affect (Bellack, 1989,
1996). They seem to be unable to detect or
decode cues which are essential for identi­
fying the intensity of affects, especially
negative ones (Bellack et al, 1992). Data
from several studies suggest that these
deficits are not specific to particular
emotions but rather are related to dysfunc­
tions in information processing, with
attentional impairments playing a central
role (Gaebel & W6lwer, 1992; Bellack,
1996).

THERAPY FOR MALADAPTIVE
EMOTIONAL PROCESSING

Relatively few systematic therapies have
been designed specifically to remediate
maladaptive emotional processing in peo­
ple with schizophrenia. For the most part,
empirically validated approaches in wide
use at the present time try to address such
needs as part and parcel of therapies with
a broader focus. These are usually com­
prehensive intervention packages or speci­
fic modalities which may have a beneficial
impact on emotional processing but were
not designed expressly for this purpose.

Integrated Psychological Therapy for peo­
ple with schizophrenia (IPT; Brenner et al,
1987, 1994; Roder et al, 1988, 1992) is
one example. IPT focuses primarily on
information-processing dysfunctions and
their impact on social functioning. Related
emotional aspects are also discussed
throughout therapy. The individuals work
with emotionally loaded topics such as
anger, sadness or distressing social inter­
actions. Social interpersonal skills are
developed and emotional life may be
enriched in the course of treatment that
does not explicitly focus on emotional
processing. The Community Re-Entry
Program and Basic Conversation Skills
Module (Liberman, 1990, 1995) of the
University of California at Los Angeles
Social and Independent Living Skills Pro­
gram employ multi-modal therapies to
teach social, problem-solving and instru­
mental skills. Like IPT, emotionally
loaded situations are included in the
curriculum, but emotional processing is
not the primary focus. The same is true of
specific therapies. The cognitive psy­
chotherapy of Perris (1989) helps indivi­
duals to become aware of and then
change irrational assumptions about them­
selves and others. Hogarty et al (1995)
teach people specific strategies for coping
with affect dysregulation. Various investi­
gators have self-guided or coping-skills
approaches. The stress-inoculation train­
ing programme for people with schizo­
phrenia developed by Meichenbaum &
Cameron (1973, 1974) uses guided self­
instruction. Individuals learn step-by-step
self-talk strategies that can be used as a
cognitive method of coping with anxiety.
In a technique devised by Falloon (1987),
subjects learn to reduce arousal by saying
'stop' when they begin to panic. Kraemer
et al (1988, 1991) emphasised helping
people to develop problem-solving skills
for navigating stressful situations. All of
these approaches may alleviate suffering
and have a beneficial effect on the
individuals' emotional lives. However,
they do not explicitly address the dis­
ordered processing which may underlie
recurring and often catastrophic emotional
experiences of individuals with psychoses.
What is lacking at the present time is a
systematic treatment methodology which
combines techniques for remediating mal­
adaptive styles of emotional interaction
with preventive strategies which operate
as 'protective mechanisms' (Holzman &
Bivens, 1988).
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EMOTIONAL MANAGEMENT
THERAPY

Emotional Management Therapy (EMT)
was designed to help people develop and
refine specific strategies for coping with the
impact of distress, anxiety and dysfunctions
in information-processing (Hodel et al,
1995, 1996; Hodel & Brenner, 1996).
EMT consists of two sub-programmes,
each comprising several steps. Groups of
five to seven people receive training from a
therapist and co-therapist. Being essentially
an evolutionary development from work
with the IPT, the formal procedures and
therapy materials of EMT have undergone
extensive empirical testing and validation
(Roder et al, 1988, 1992).

The first sub-programme includes the
steps:

(a) Individuals describe their physiological
and cognitive reaction patterns when
confronted with stress, fear or excite­
ment.

(b) The individuals learn techniques for
immediate relaxation.

(c) They apply them in vivo.

The second sub-programme includes
eight steps:

(a) Emotions on a visual display are
defined and described (e.g. quality,
intensity, duration and course of the
emotions).

(b) People describe their own experiences
of similar emotions.

(c) Individuals report on their own experi­
ences and on the consequences of their
cognition and behaviour in coping with
these emotions ("How was the
emotional experience reduced or
prolonged, ameliorated or exacer­
bated?").

(d) Alternative strategies are added to the
reported coping strategies.

(e) Coping strategies are analysed in terms
of their 'constructiveness' and 'practic­
ability'.

(f) The adequate strategies are listed, with
only those which are neither too
frightening nor inconsistent with
personal interests available as subse­
quent options.

(g) A particular strategy is selected and
role-played in defined situations.

(h) For habituation, the strategy is addi­
tionally role-played.

EMT was previously evaluated in a
multi-centre study. The sample comprised
66 people meeting DSM-IV criteria for
chronic schizophrenia (American Psychia­
tric Association, 1994). Results showed that
in comparison with an anti-stress therapy
and with a cognitive training programme,
only the people receiving EMT improved
significantly in terms of ability to differ­
entiate affective stimuli and in reduction of
psychopathological symptoms (Hodel et ai,
1996; Hodel & Brenner, 1997).

MODIFICATIONS OF EMT
IN EARLY PSYCHOSIS

In contrast to people with chronic psycho­
sis, individuals in the early stages of
psychotic illness appear to have subtle
deficits in emotion recognition (Kienzle &
Martinius, 1995). The personality, how­
ever, seems to be very unstable. Such a
fundamental instability may result in a
variety of secondary disorders. Among
these is a severe psychosocial vulnerability
often leading to social withdrawal and
isolation. A vicious circle may arise. Young
people with psychosis have a restricted
sphere of peer-contacts. Unlike normal
adolescents, they have only limited occa­
sions to learn social behaviour. Their social
competence does not increase, and psycho­
social vulnerability is not countered with
adequate development of protective skills.
Emotional management in stressful situa­
tions is often inadequate or insufficient.
Psychopathological symptoms may worsen
and the threat of decompensation may
increase (Kienzle & Martinius, 1995).
Thus, there is a critical need for therapy
programmes that nurture, develop and
refine effective emotion-recognition and
processing skills in people with early-stage
psychosis. Such skills can reduce vulner­
ability to psycho-social stressors and serve
as protective factors against relapse or a
worsening course.

The modified EMT was designed to
address these factors, with specific atten­
tion to the following considerations.

General

Group therapy includes complex social
situations. Because of their psychosocial
vulnerability, many young people with
psychosis have difficulty in such contexts.
Groups can be anxiety provoking, thus
group settings have to be carefully intro­
duced. A subdivision of the process of EMT

EMOTIONAL MANAGEMENT THERAPY

seems to be reasonable: individual therapy
during the first sub-programme and group
therapy restricted to two or three people
per group during the second sub­
programme.

Limited social competence hinders
acquisition of adequate coping strategies.
Individuals should be extensively trained in
new skills.

New social contacts are often stressful
for people with early psychosis. It is
essential to create a relational context that
reduces fears and maximises individual
participation. The therapeutic relationship
is seen as a cornerstone of the modified
EMT effort. It is no way peripheral or
adjunctive. A positive relationship between
therapist and subjects must be established
before EMT begins.

Specific

An additional treatment step should be
affixed to the first EMT sub-programme.
Functional deficits in young people with
psychosis can reduce the effectiveness of
relaxation techniques. Succinct and effi­
cient behaviours must be added. For both in
vivo practice and actual crisis management,
simple 'distractor' techniques are paired
with formal relaxation exercise. Examples
include looking in a shop window or
whistling a tune. Such activities have
several virtues. They are innately pleasur­
able, compete with fear responses and are
readily available in any locale.

The second EMT sub-programme was
modified in several aspects:

(a) Compared with people with long-term
illness, most people with early-stage
psychosis remain stimulated by their
job or other social environments.
Topics used in therapy should be those
suggested by the individual whenever
possible, so as to be personally mean­
ingful.

(b) Oral descriptions of affective-mimic
cues are sufficient.

(c) Young people with psychosis frequently
suggest far more realistic coping strate­
gies than people with chronic psychosis.
However, these strategies are often
rigid, the individuals cannot flexibly
change as they do not fully consider the
complexity of situational demands.
They must be trained in detecting and
anticipating relevant aspects of situa­
tions. In EMT this work is done
through cognitive rehearsal and in
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vivo exercises; therapy takes place on
the ward, as well as in the community.

FIRST EVALUATION
OF MODIFIED EMT

In order to investigate the efficacy of the
modified EMT for people with early onset
psychosis, a pilot study was conducted. We
were interested in exploring the effects of
EMT on emotional well-being. Because of
the assumed links between emotional well­
being and disorders in cognitive and social
functioning, the latter were assessed as
well. Eight months after the study, a
descriptive rating about the maintenance
of EMT effects on people's psychopathol­
ogy and social integration was conducted.

In a subsequent step, a post hoc study
was done with data from three EMT groups
of young patients: an early psychosis in­
patient group, a chronic out-patient group
and a chronic in-patient group. We pro­
posed to find differences in EMT effects
between these subgroups of young people
with schizophrenia. Again, emotional well­
being and cognitive and social functioning
were measured.

METHOD

equivalents (Kaplan & Saddock, 1991)
during the study was about 143 mg per
day (mean=142.94 mg, s.d.=57.03). Pa­
tients were allocated either to an EMT or
to a comparison group by the matching
variables age and education. Then patients
participated in EMT, nine in the other
group. All the participants received 3-4
weeks of standard rehabilitation. However,
the EMT group had additional therapy for
the same amount of time (with 11 sessions of
40-50 minutes each). The EMT group
showed the following characteristics: age
approximately 27 years (mean=27.5,
s.d.=6.9), average duration of in-patient
care approximately 39 weeks (mean=39.0,
s.d.=30.7). The comparison group was
similar: age approximately 27 years
(mean=27.2, s.d.=7.2), average duration
of in-patient care approximately 18 weeks
(mean=17.8, s.d.=11.3). Table 1 provides
some details of the sample.

Evaluations

The following measures were used prior to
and after the study: Frankfurt Health Scale
(Sullwold & Herrlich, 1990) to assess
emotional well- being; the Learning and
Memory Test (Baumler, 1974) to check

attentional functions as well as the ability
to learn and memorise complex informa­
tion; Syllable Memorising (Fahrenberg et
al, 1977) to measure cognitive functions;
Nurses' Observation Scale for In-patient
Evaluation (NOSIE; Honigfeld et ai, 1976)

to assess social functioning.
Eight months after the four-week period

of the pilot study ratings about the partici­
pants' relapses and social integration were
arranged. At this time 900/0 of the people
had been discharged and received ongoing
neuroleptic medication. Ratings were car­
ried out in single-blind fashion by in-patient
staff. Relapses within eight months were
calculated retrospectively. Rehospitalis­
ations during this period were also com­
puted. The social integration was rated by
observable improved social skills eight
months after the study. Rating followed
Fischer's (1978) criteria for analysing bio­
graphies. Skill improvements were rated by
nominal criteria of 'observable' or 'not
observable'. Skill areas included social net
(social activities in leisure time), indepen­
dent living (independent shopping), redu­
cing social withdrawal (frequency of sitting
alone at home), improving social responsi­
bility (ability to look after a small child) and
social adjustment (presence at work).

Table I Sample description of emotional management therapy (EMT) group (n=IO) and the comparison group

(n=9) at the beginning of the study

M 19 Grade school

M 22 Grade school

F 23 Grade school

F 23 Grade school

F 24 Grade school

M 27 Grade school

F 29 Grade school

M 32 Grade school

M 34 High school

F 42 Grade school

F 18 Grade school

F 18 Grade school

M 24 Grade school

M 24 Grade school

F 25 Grade school

F 30 Special school

F 34 Grade school

F 35 Grade school

F 37 Grade school

Pilot study

Sample and treatment

The sample for the study was recruited from
the wards where treatment was specifically
provided for patients with early psychosis
(early psychosis defined by the criteria: a
single hospitalisation should last less than
eight months; the sum of the weeks of all
hospitalisations should be less than 60). On
average, patients stay at the wards for about
10-12 weeks (Merlo, 1996). Twenty-four
people with early psychosis, who were
consecutively admitted entered the study.
During recruiting five patients dropped out.
Ultimately, 19 patients participated in the
comparison study. These patients met the
following criteria: DSM-IV diagnoses of
psychotic symptoms, post-acute phase of
illness, that is remission of dominant acute
symptoms, and general ability to commu­
nicate (assessed by the German version of
the revised Brief Psychiatric Rating Scale
(BPRS); Ventura et al, 1989), average
intelligence (IQ between 91-110 assessed
by Wechsler Intelligence Test, WIP; Dahl,
1986). All 19 patients received neuroleptic
medication. The average value of prescribed
neuroleptic medication in chlorpromazine
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Fig. 2 Comparison of scores of social integration between emotional management therapy (EMT) (n=IO)

and comparison groups (n=9) by number of subjects per score at eight-month follow-up (I =Iowest, 5=highest).

0, EMT group; ., comparison group.

Fig. I Effect sizes (differences between the pre- and post-measurements of each group divided by standard

deviation of all pre- measurements) of the emotional management therapy (EMT) and the comparison groups,

both with early psychotics. LMT,Learning and MemoryTest; SM, Syllable Memorising; FHS, Frankfurt Health

Scale; NOSIE, Nurses' Observation Scale for Inpatient Evaluation. "P< 0.05, **p < 0.0 I, by Wilcoxon test.
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Sadock, 1991) during the study was about
558.34 mg per day (mean=558.34 mg,
s.d.=276.77). The eight in-patients showed
the following characteristics: age approxi­
mately 27 years (mean=26.8, s.d.=6.8),
intelligence within the range of normality
(IQ: mean=104.2, s.d.=12.6), number of
in-patient admissions about eight
(rneaneS.J, s.d.=4.7), average duration of
in-patient care approximately four years
(mean=41.6 months, s.d.=9.4) and average
duration of illness of six years (mean=70
months, s.d.=6.2). Again, all eight patients

Sample and treatment

For the post hoc study the EMT group
described above was compared with data
from an EMT sample of 16 young people
with chronic schizophrenia: eight out­
patients (recruited from a day-care centre,
all individuals lived in supported accom­
modation) and eight in-patients (recruited
from a ward for chronic psychiatric in­
patients). All 16 people were diagnosed as
having chronic schizophrenia according to
DSM-IV. The out-patient group can be
characterised by the following variables:
age approximately 26 years (mean=26.2,
s.d.=2.7), intelligence within the normal
range (IQ: mean=108.2, s.d.=21.5), num­
ber of in-patient admissions about seven
(mean=7.3, s.d.=4.1), average duration of
in-patient care approximately two years
(mean=26.5 months, s.d.=3.9) and average
duration of illness of five years (mean=61
months, s.d.=2.2). All eight people received
neuroleptic medication. The average value
of prescribed neuroleptic medication in
chlorpromazine equivalents (Kaplan &

Post hoc study

Results

The EMT group and the comparison group
began with comparable scores (analysed by
a Mann-Whitney V-test). Figure 1 demon­
strates the results of the EMT effect size
analysis. This analysis was based on the
differences between the before and after
measurements (compared by a Wilcoxon
test).

Under EMT, people with early psycho­
sis improved with respect to cognitive
function but not emotional well-being
(significant improvements in the Learning
and Memory Test, Syllable Memorising but
not the Frankfurt Health Scale). In social
functioning no significant changes could be
found (see NOSIE). In summary, after four
weeks with EMT people with early psy­
chosis showed higher improvements in
cognitive dysfunction than after the ward
treatment alone.

Eight months after the pilot study, only
four people in the EMT group experienced
attenuated relapse versus six members of
the control group. Rehospitalisations oc­
curred for one person in the EMT group
and two of the control group. Results of the
social integration rating are described in
Figure 2. The scores for improved social
integration are generally higher for the
EMT group (see Fig. 2).

131

https://doi.org/10.1192/S000712500029778X Published online by Cambridge University Press

https://doi.org/10.1192/S000712500029778X


HODEL ET AL

2.5

REFERENCES

improvements. Once again, there is the
possibility that a four-week therapy regi­
men was insufficient to yield gains with the
young early-stage in-patients with psycho­
sis. Another explanation could be a dimin­
ished correspondence between the groups;
the outcome of early psychosis is more
heterogeneous in comparison with chronic
schizophrenia. The early onset of psychotic
symptoms could be a first step to chronic
schizophrenia, but a full recovery could
also be possible. However, such an assump­
tion demonstrates the necessity of detecting
people at high-risk at the first onset of
symptoms or even in the prodromal phase.
This can be done consistently only by
developing valid and reliable instruments
(McGorry, 1992). Ideally, such instruments
would be easy to use in the field and have
high face validity. Perhaps versions could
also be developed for use by families,
strengthening the early detection process.
Thus, people are more likely to be vectored
toward much needed interventions in the
critical early stages of illness. This can also
set the stage for secondary prevention
efforts and ongoing assistance to diminish
the impact of disabilities and to improve
long-term outcome (McGorry, 1993). A
joint effort of community-based resources,
family involvement and in-patient facilities
when needed is desirable.

The conclusions offered here concern­
ing EMT in people with early psychosis
should be judged as tentative. Our samples
are small and most of the measures show a
high variance within the groups' assess­
ments. Therefore, these results are best
viewed as preliminary. Nevertheless, the
following summary can be made. For
intervention with people with early psycho­
sis, EMT appears promising in terms of
improved sense of cognitive functioning
and relapse rates, as well as maintaining
improved social integration. Further re­
search is necessary to clarify the strengths,
weaknesses and general utility of this
methodology. EMT may prove to be a
potent adjunct to existing therapies and
could play a substantial role in secondary
prevention.

0.4*

1.38**

2.39**

Significant improvements were found in
cognitive skills but not in emotional well­
being. In social functioning, the EMT and
the comparison group demonstrated no
changes. With respect to this result, two
factors should be considered. First, con­
sidering the drop-out rate during recruiting,
the sample may have been skewed toward a
'negative selection' of more socially dis­
abled people with early psychosis. The
drop-outs may have been disproportion­
ately higher functioning in terms of social­
interpersonal skills. Second, for people with
early psychosis, the study's relatively brief
duration of four weeks may have been
insufficient to allow improved social func­
tions to emerge.

The ratings administered eight months
after the pilot study indicated fewer re­
lapses and a better social integration for the
EMT group. It might be that the extensive
in vivo trainings of the EMT contributed to
such beneficial 'longer-term' effects. The
value of training in real-life contexts has
been demonstrated elsewhere (in skills
training with people with learning disabil­
ities). In EMT, people learn how to cope
with realistic situations through repeated
practice in everyday situations.

The post hoc study showed significant
differences in emotional well-being in
young out-patients with chronic course
and young in-patients with chronic course.
There were similar levels of improvements
in cognitive skills in all three groups. In
social functioning only young people with
chronic schizophrenia showed significant

1.75**

0.3

1.43*

0.5

2
f/)
Q)
N

'en
t) 1.5

£w

3

DISCUSSION

Evaluations

In each group the same measures were used
prior to and after EMT as in the pilot study
(Frankfurt Health Scale, Syllable Memoris­
ing, NOSIE).

The results of the pilot study indicate that
EMT has positive effects in early psychosis.

Results

The before measurements were compared by
a Kruskal-Wallis one-way ANOVA be­
tween the groups. Unequal before scores
were found only for the NOSIE (X2=15.7,

P=O.Ol). An additional Wilcoxon test was
carried out for an analysis of the EMT effect
sizes by comparing the differences between
the before and after measurements of the
groups. The results are presented in Figure 3.

Only chronic patients showed signifi­
cant changes under EMT on all measures;
in syllable memorising, all three groups
improved similarly; in social functioning
(NOSIE), the group of chronic out-patients
showed highest improvements.

All 16 people participated in an un­
modified EMT lasting eight weeks with a
total of 16 sessions of 90 minutes each.
Before the post hoc study, data of the 16
people were compared with control groups.
Results showed significant positive effects
for EMT in cognitive and social functioning
(Hodel & Brenner, 1996; Hodel et ai, 1996).

Fig. 3 Effect sizes (differences between the pre- and post-measurements of each group divided by standard

deviation of all pre- measurements) of the emotional management therapy (EMT) with early psychotics, out-patients

with chronic schizophrenia and in-patients with chronic schizophrenia. D, Syllable Memorising; ~, Frankfurt Health

Scale; ., Nurses' Observation Scale for Inpatient Evaluation. *p< 0.05, **p< 0.0 I, by Wilcoxon test.

Early psychotics (n=10) Out-patients with
chronic schizophrenia

(n=8)

In-patients with
chronic schizophrenia

(n=8) American Psychiatric Association (1994) Diagnostic
and Statistical Manual of Mental Disorders (4th edn)
(DSM-IV).Washington, DC: APA.

Baumler, G. (1974) Lern-und Geddchtnistest LGT-3.
Gbttingen: Hofgrefe.

132

https://doi.org/10.1192/S000712500029778X Published online by Cambridge University Press

https://doi.org/10.1192/S000712500029778X


Bellack, A. S. (1989) A comprehensive model for the

treatment of schizophrenia. In A Clinical Guide for the
Treatmentof Schizophrenia (ed. A. S. Bellack), pp. 1-21.
New York: Plenum.

EMOTIONAL MANAGEMENT THERAPY

BETTINAHODEL, Ph0, HANS D. BRENNER, MD, MARCO C. G. MERLO, MD, Psychiatric University Services,
Berne Middle-West, Switzerland; JEFFREY F. TEUBER, PhD, Atascadero, USA State Hospital, Atascadero,
California, USA

Correspondence: Dr Bettina Hodel, Research Psychologist, Psychiatry University Services, Berne Middle-West,
Bolligenstrasse III, 3072 Ostermundigen, Switzerland

_ (1996) Defizitares Sozialverhalten und Training

sozialer Fertigkeiten: Neue Entwicklungen und Trends.

In Integrative Therapie der Schizophrenie (eds W Boker

& H. D. Brenner), pp. 191-202. Bern: Huber.

_ , Mueser, K.T., Wade, J. L., et 01 (1992) The ability

of schizophrenics to perceive and cope with negative

affect. British Journal of Psychiatry, 160,473-480.

Bleuler, E. (1950) Dementia Praecox of the Groupof
Schizophrenias (trans J. Zinkin). New York: International

University Press.

Brenner, H. D., Hodel, B., Kube, G. L., et 01(1987)
Kognitive Therapie bei Schizophrenen: Problemanalyse

und empirische Ergebnisse. Nervenarzt, 58, 72-83.

_ , Roder, V., Hodel, B. L., et 01 (1994) Integrated
Psychological Therapy forSchizophrenic Patients(IPT).
Seattle: Hofgrefe and Huber.

Dahl, G. (1986) Reduzierter Wechsler-Intelligenztest
(WIP): Testzentrale der SchweizerPsychologen. Bern:

Huber.

Emmenegger, D. (1992) Traurig oder frohlich. Die
Beurteilung von emotionalenGesichtsausdrOcken und der
Effekt des Bezugssystems bei schizophrenen Patientinnen
und Patienten. Diploma work, Department of

Psychology, University Fribourg, Switzerland.

Fahrenberg, J., Kuhn, M., Kulick, B., et 01(1997)
Repeated psychological measurement. Diagnostica, 23,
15-36.

Falloon, I. R. H. (1987) Cognitive and behavioral

interventions in the self control of schizophrenia.

In Psychosocial Treatmentof Schizophrenia
(eds J.S. Strauss,W Boker & H. D. Brenner),

pp. 180-190. Toronto: Huber.

Feinberg, T. E., Rifkin, A., Schaffer, C., et 01(1986)
Facial discrimination and emotional recognition in

schizophrenia and affective disorders. Archives of General
Psychiatry, 43, 276-279.

Fischer, W. (1978) Struktur und Funktion erzahlter

Lebensgeschichten. In Soziologie des Lebenslaufs
(ed. M. Hohli), pp. 331-338. Darmstadt: Luchterhand.

Gaebel, W. & Wolwer, W. (1992) Facial expression

and emotional face recognition in schizophrenia and

depression. European Archives of Psychiatry and Clinical
Neuroscience, 242, 36-52.

Heimberg, C., Gur, R. & Erwin, R. J. (1992) Facial

emotion discrimination: III.Behavioral findings in

schizophrenia. Psychiatry Research, 42, 253-265.

Hellewell, J. S. E., Connell, J. & Deakin, J. F.W. (1994)
Affect judgement and facial recognition memory in

schizophrenia. Psychopathology, 27, 255-261.

Hodel, B., Zanello, A. & Brenner, H. D. (1995) Zur

Weiterentwicklung des Integrierten Psychologischen

Therapieprogrammes fur schizophrene Patienten (IPT):

Eine Vergleichsstudie zwischen der Neuentwicklung

"Bewaltigung von maladaptiven Emotitonen" und dem

IPT-Unterprogramm "Kognitive Differenzierung". In

Neuere Entwicklung in der Behandlung schlzophrener

Psychosen (eds W Bender, W Hubmann & F. Mohr),

pp. 259-275. Munchen-Haar: VTS.

_ & Brenner, H. D. (1996) EinTrainingsprogramm,

zur Bewaltigung von maladaptiven Emotionen bei

schizophren Erkrankten: Erste Ergebnisse und

Erfahrungen. Nervenarzt, 67, 564-571.

_ , Sandner, M., Brenner, H. D. (1996) EinTraining

zur Bewaltigung maladaptiver Emotionen bei

schizophren Erkrankten. In Klinische Psychotherapie
(eds P. Hofmann & M. Steinbauer), pp. 261-269.

Wien: Springer.

_ , Zonello, A., Welling, A. L., et 01(1997) Ein

Therapioprogramm zur Bewaltigung von maladaptiven

Emotionen bei schizophren Erkrankten: Ergebnisse

einer Multicenter Studie. In Psychotherapie in der
Psychiatrie (eds Ch. Munt, M. Linden & W Barnett),

pp. 86-89. Vienna: Springer.

Hogarty, G. E., Kornblith, S. J. L., Greenwald, D.,
et 01(1995) Personal therapy: a disorder-relevant

psychotherapy for schizophrenia. Schizophrenia Bulletin,
21,379-393.

Holzman, ~ S. & Bivens, L. W. (1988) Basic behavioral

sciences. Schizophrenia Bulletin, 14,423-456.

Honigfeld, G., Gilles, R. D. & Klett, C. J. (1976)
Nurses' Observation Scale for Inpatient Evaluation.

In ECDEU Assessment Manual for Psychopharmacology
(ed W Guy), pp. 265-273, Rockville, MD: USGPO.

Kaplan, H. I. & Sadock, B. J. (1991) Synopsis of
Psychiatry. Baltimore, MD: Williams and Wilkins.

Kienzle, N. & Martinius, J. (1995) Modifikationen

und Adaptionen des IPT fur die Anwendung bei

schizophrenen Jugendlichen. In IPT - Integriertes
Psychologisches Therapieprogramm fUr schizophrene
Patienten (eds V.Roder, H. D. Brenner, N. Kienzle

& B. Hodel), pp. 171-182.Weinheim: Psychologie

Verlags Union.

Kraemer, S., Dinkhoff-Awiszus, G. & Moller, H. J.
(1988) Modifikationen des Integrierten Psychologischen

Therapieprogramms (IPT) In Integriertes Psychologisches
Therapieprogramm fUr schizophrene Patienten (lPT)
(eds V.Roder, H. D. Brenner, N. Kienzle & B. Hodel),

pp. 141-146. Munchen: Psychologie Verlags Union.

_ , Zinner, H. T. & Moller, H. J. (1991) Kognitive

Therapie und Sozialtraining: Vergleich zweier

verhaltenstherapeutischer Behandlungskonzepte fur

chronisch schizophrene Patienten. In Theorie und Praxis
kognitiver Therapieverfahren bei chronisch schizophren
Patienten (ed R. Schuttler), pp. 102-117. Munchen:

Zuckschwerdt.

Kraepelin, E. (1919) Dementia Praecox and Paraphrenia
(trans. R. M. Barclay). Edinburgh: Livingstone.

Liberman, R. ~ (1990) Social and Independent Living
Skills: Basic Conversation Skills Module. Los Angeles. CA:

UCLA Department of Psychiatry.

_ (1995) Social and Independent Living Skills: The
Community Re-Entry Program. Los Angeles, CA: UCLA

Department of Psychiatry.

McGorry, ~ D. (1992) The concept of recovery and

secondary prevention in psychotic disorders. Australian
and New ZealandJournal of Psychiatry, 26, 3-17.

Meichenbaum, D. & Cameron, R. C. (1973) Training

schizophrenics to talk to themselves: A means of

developing attentional controls. Behavior Therapy, 4,
515-534.

_ & _ (1994) The clinical potential modifying

what clients say to themselves. In Self-control: Power
to the Person (eds M. Mahoney & C. T.Thoresen),

pp. 354-362. Monterey, CA: Brooks-Cole.

Merlo, M. C. G. (1996) Neuere Entwicklungen in

der pharmakologischen und neurobiologischen

Grundlagenforschung und ihre Bedeutung fur die

klinische Praxis. In Integrative Therapie der Schizophrenie
(eds W Boker & H. D.Brenner), pp. 69-90. Bern: Huber.

Perris, C. (1989) Cognitive Therapy with Schizophrenic
Patients. New York: Guilford Press.

Roder, V., Brenner, H. D., Kienzle, N. L., et 01(1988)
Integriertes Psychologisches Therapieprogramm fOr
schizophrene Patienten (lPT). Munchen: Psychologie

Verlags Union.

_ , _ , _ , et 01(1992) Integriertes Psychologisches
Therapieprogramm fUr schizophrene Patienten (lPT). 2.
Uberarbeitete und ergonzte Auflage. Munchen:

Psychologie Verlags Union.

Russell, J. A. & Fehr, B. (1987) Relativity in the

perception of emotion in facial expressions. Journal of
Experimental Psychology, 116, 223-237.

Sullwold, L. (1977) Symptome schizophrener
Erkrankungen. Berlin: Springer.

- & Herrlich, J. (1990) Frankfurter befindlichkeitsskala
(FBS) fOr schizophren Erkrankte. Berlin: Springer.

Ventura, J., Neuchterlein, K. H., Lukoff, D. L., et 01
(1989) A prospective study of stressful life events and

schizophrenic relapse. Journal of AbnormalPsychology, 98,
407-411.

Walker, E., McGuire, M. & Bettes, B. (1984)
Recognition and identification of facial stimuli by

schizophrenics and patients with affective disorders.

British Journal of Clinical Psychology, 23, 37-44.

133

https://doi.org/10.1192/S000712500029778X Published online by Cambridge University Press

https://doi.org/10.1192/S000712500029778X



