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Objectives 

 Obtain an overview of CBTp and the 
relevant evidence base 

 Develop familiarity with the basic 
elements of CBTp 

 Learn the basic techniques for 
implementing CBTp in individuals with 
diverse symptom presentations 

 



First Episode Psychosis 

 Broad terminology 
 Individuals with a range of clinical issues 

that include psychotic symptoms 
 Accommodates flux in syndromes during a 

period where diagnosis is ambiguous 
 Treatment not contingent on diagnosis 

Presenter
Presentation Notes
Psychosis is usually used rather than a diagnostic label (e.g., schizophrenia, bipolar disorder, schizoaffective disorder) in reference to a group of individuals who are experiencing a broad range of symptoms that typically tend to evolve over time. The umbrella term is important because it sets-up a framework for providing treatment before a concrete diagnosis has been established. At the same time, it allows for interventions to begin early on during a phase where individuals may be more responsive to treatment.



Treatment: Medications 

 Historically, medications have been first 
line of treatment but have several 
limitations:  
 Psychotic symptoms persist and/or recur 
 Don’t treat comorbid depression and anxiety 
 Don’t address social disability associated 

with psychotic illness (e.g., social isolation, 
unemployment, housing issues) 

Presenter
Presentation Notes
It has been our experience that patients typically refuse to take medications due to side effects, stigma, and a belief that psychotic symptoms will resolve on their own. Furthermore, if positive symptoms have remitted during hospitalization, patients tend to think symptoms will not return after discharge and refuse to continue taking medications. There are instances where families don’t understand the purpose and function of psychiatric meds and they don’t encourage patients to take meds outside the hospital either. 



Treatment: Psychosocial 
Interventions 
 Important adjunct to medication 

 Provide framework for early intervention 
 Prevent and resolve comorbid conditions 

and/or secondary difficulties 
 Promote recovery 

Presenter
Presentation Notes
Many times, patients with first episode psychosis find the inpatient hospitalization traumatizing and upsetting. Therapy can help establish a feeling of collaboration, safety and destigmatization. If engagement is successful, it can pave the way for early intervention and promote recovery more rapidly.



Evidence for CBT for Psychosis 
• Drury et al., 1996 

• CBT group demonstrated significant improvement 
in overall symptoms and shorter inpatient stays 

 
• Kuipers et al., 1997 

• 20 sessions of manualized CBT treatment 
• CBT group significantly reduced psychotic 

symptoms over treatment as usual  
• 65% of CBT group maintained treatment gains at 

18-month follow-up 
 

  
 

Presenter
Presentation Notes
Since the 1990’s there has been a slow growing body of research supporting a range of CBT interventions for psychosis
Limitations- did not account for medication differences at baseline



Evidence for CBT for Psychosis 
 Tarrier et al., 1998 

○ Compared CBT against supportive counseling and 
routine care 

○ Intensive treatment- 2 sessions per week over 10 
weeks 

○ At 3 months both CBT and supportive counseling 
were better than treatment as usual 

○ CBT group showed more than 50% improvement 
in positive symptoms 

○ Effects not sustained at 1 year follow-up 

 

Presenter
Presentation Notes
Limitations



Evidence for CBT for Psychosis 
 Sensky et al., 2000 
○ Compared CBT with “Befriending”  for 9 

month period 
○ Found significant improvement in both 

treatment groups for positive, negative and 
depressive symptoms 

○ Only CBT group maintained gains at 18 month 
follow-up 



Evidence for CBT for Psychosis 
 Lewis et al., 2002 

○ Compared CBT, supportive  counseling and 
treatment as usual for less than 6 months 

○ Found CBT accelerated improvement  
○ Gains were lost after 6 weeks 

 Morrison et al., 2014  
○ CBTp without antipsychotic medication  
○ Mean PANSS scores significantly lower in 

CBTp group compared with TAU  

  
 

Presenter
Presentation Notes
Over 16 randomized controlled trials have been published examining CBT for schizophrenia and overall meta-analyses have suggested that the CBT techniques are efficacious in individuals with both positive and negative symptoms. Overall, benefits have been found to continue up to a year after completion but after that, most benefits are lost suggesting the need for booster sessions. There is still more research to be done in the area of first episode psychosis to determine the benefits of CBT.




Evidence Base for CBT for Psychosis 
 Morrison et al., 2004  

○ Highly acceptable to individuals 

 Wykes et al., 2008  
○ Reduces positive symptoms, negative 

symptoms and increases functional outcomes 

 Sarin et al., 2011  
○ CBTp had delayed impact with most 

improvement at follow up  

 Stafford et al., 2013  
○ CBT for those at risk of psychosis prevents 

transition to psychosis at 12 months  

 



Elements of CBT  

 Therapeutic Skills 
 Agenda setting  
 Feedback  
 Understanding 
 Interpersonal Effectiveness 
 Collaboration 
 Pacing and efficient use of time 
 
 
 
(Kingdon & Turkington, 2005) 

 
 

 
 

   



Elements of CBT  

• Techniques 
– Guided discovery 
– Focusing on key cognitions and behaviors 
– Strategy for change 
– Application of CBT techniques 
– Homework 

 
 
 

 
 
(Kingdon & Turkington, 2005) 

Presenter
Presentation Notes
In first episode psychosis treatment there is generally more flexibility in the elements of CBT that are employed- for instance the therapist might have an agenda in mind rather than asking the patient to construct one; less structure might be better tolerated by the patient; have to be able to speak about a wide range of concepts and philosophies meaningfully to understand the client’s psychotic experience; need to work with the person’s model as joint investigators; sessions need to be enjoyable; and in general the therapeutic process can be very slow. 



Initial Focus 
 Engagement (Tattan & Tarrier, 2000) 

○ Psychoeducation and normalization 
 Assessment and Formulation (Kinderman & Lobban, 2000) 

○ Variation of psychotic symptoms 
○ Emotions 
○ Context 
○ Consequences 
○ Coping Strategies 

 

Presenter
Presentation Notes
Engagement: can last 1 to 5 sessions; purpose: explain CBT; discuss collaborative nature (develop a positive relationship between patient and client) and nature of diagnosis 
Assessment & Formulation: Collaboratively explore key problem areas; provide questionnaires and other types of interviews to inquire about symptoms, their nature, triggers, consequences, context, internal feelings and thought patterns, coping strategies, etc. Important to identify patterns in experience of symptoms.




Engagement Strategies (Kingdon & Turkington, 

2008) 

 Disorganized 
 Stay with client and remain curious 

 Silent 
 Remain patient  
 Assess cognitive impairment and internal 

distractions 
 Very Talkative 

 Structure the session 
 Attempt to interrupt and use humor 



Psychoeducation 
 Demystifying psychosis 
 Normalizing and de-catastrophizing 

psychotic experience 
 Provide alternative perspectives 
 Improve person’s understanding of 

symptoms and context in which they 
occur 

 Discussion of medications and other 
treatment alternatives 
 
 

Presenter
Presentation Notes
-After a formulation has been developed about the presenting problems and their context we move on to provide some education about psychosis. In our studies, we frequently include family members in sessions and discuss issues as a group.
-Help individuals and family members have a clear understanding of what is known about psychosis and what is a myth- as it relates to what the individual is experiencing
-Normalizing relates to discussing psychotic symptoms and comparing them to experiences that healthy individuals describe when they are under extreme stress: sleep deprivation, hostage situations, feeling oversensitive



Normalizing 

 Hallucinations 
 Sleep deprivation 
 Abuse/trauma 
 Stress 
 Violence 
 Drugs 
 Hostage situations 
 Bereavement 



What is Psychosis? 

• Review individual’s symptoms and relate 
them to key symptoms or experiences of 
psychosis 

• Provide information about: 
– Positive symptoms 
– Disorganized symptoms 
– Negative symptoms 
– Types of psychosis diagnoses 

• Practice cultural competency 
 
 



Sample Handout 



Case Formulations 

Event 

Interpretation 

Emotions Behaviors 

Beliefs 



Interventions 

 Coping Enhancement/Compensation 
Strategies  

 Dearousing Techniques 
 Increasing Reality or Source Monitoring 
 Belief and Attribution Modification 
  



Coping Enhancement and 
Compensation Strategies (Tarrier & Haddock, 2002) 

 
 Attention Switching  
 Attention Narrowing 
 Increased Activity Levels  
 Social Engagement and Disengagement  
 Modified Self-Statements and Internal 

Dialogue  
 

Presenter
Presentation Notes
All of these strategies can be practiced in session and eventually as patients become more comfortable they become more automatic outside of session
Attention switching: research shows that patients with schizophrenia have difficulty switching attention from one thing to another, this skill can be enhanced by practicing in session. Ex: have the patient focus on one a positive image and learn to bring up this image when experiencing a hallucination as a way to distract.
Attention Narrowing: Having patients blank their minds and learn to pay attention to specific things in their environments and block out others a sa way of coping.
Increased Activity Levels: delusions and hallucinations may be more frequent during periods of inactivity; helpful to find something to do
Social Engagement and Disengagement: develop strategies and tolerance to social situations that can serve as distractions and strategies to get away from these situations when they become overwhelming
Modified Self-Statements and Internal Dialogue: can be used to control negative emotions, or for reality testing- “I don’t need to be afraid.” “Why do I think that woman is looking at me when I’ve never seen her before?”




Behavioral Techniques 

 Activity Scheduling 
 Evaluate current level of activity 
 Gradually extend current activities 
 Use pleasure or mastery scales to reflect 

which activities are most helpful/rewarding 
 



Behavioral Techniques 

 Graded exposure/ task assignment 
 Use task person wants to achieve 
 Break down to more manageable tasks 
 Plan with patient to gradually work through 

the hierarchy 
 



Dearousing Techniques (Tarrier & Haddock, 2002) 

 Simple behaviors to avoid agitation 
 Breathing exercises 
 Sitting quietly 
 Quick relaxation 
 



Coping with Stress 
• Identify personal stressors (past and present) 
• Identify techniques to help deal with major and 

minor stressors 
– Avoidance 
– Relaxation 
– Meaningful activities 
– Developing a support system 
– Promoting healthy behaviors 

• Help family communicate effectively about 
stressful events 
 

Presenter
Presentation Notes
Sessions focus on providing information about stress, it signs, causes and consequences. Collaboratively identify stressful events and problem-solve better ways to handle them, practicing effective communication styles, practicing relaxation techniques, identifying meaningful activities; identifying and seeking supportive individuals
-Discuss maladaptive strategies that the individual may use (e.g., substance abuse) and examine pros and cons of using these strategies 



Calming Card 

• Have individual carry around a card with 
instructions for breathing techniques 

 

1. Ensure that you are sitting in a comfortable chair 
or laying down on a bed 

2. Take a breath in for 4 seconds (through the nose 
if possible 

3. Hold the breath for 2 seconds 
4. Release the breath taking 6 seconds (through 

the nose if possible) 



Belief and Attribution Modification (Tarrier & 

Haddock, 2002) 

 Examination of Belief 
and Reattribution 

 Belief Modification 
 Reality Testing and 

Behavioral 
Experiments 
 
 

Presenter
Presentation Notes
Examination of Beliefs and Reattribution: Patients are taught to generate an alternative explanation to their experiences and practice reattribution statements- reattribute a voice that seems to come from the outside to an internal one (own thought). This helps to remove the threatening aspects of the experience.
Belief Modification: Learn to examine and challenge inappropriate beliefs; examine evidence and develop alternatives- “What would be the purpose of someone spying on them?”
Reality Testing and Behavioral Experiments: Patients learn to identify specific beliefs and generate alternative predictions that can be tested- Patient who does not want to travel on a bus because he believes all the passengers will know he is gay is asked to predict how the other passengers will react. He will then take a short bus ride to test out his prediction. This is followed by longer journeys to confirm the test.



Cognitive Behavioral Therapy Model 

 Link between thoughts, feelings and behaviors                           
 

A           B   C 
Activating 

Event 
 
 
 

Beliefs  Consequences 

High Risk 
Situation  

   Automatic 
reactions/thoughts 
 

Feelings  
or behaviors   

 

               



Cognitive Restructuring 

• Delusions: 
– Thoughts and feelings 
– Disputing delusional beliefs 

– don’t argue, convince or use logic to convince 
– Experiments to test beliefs  

– explore the evidence for and against 
– Balanced Thinking 

 

Presenter
Presentation Notes
Delusions: help person re-assess some of the delusional beliefs and develop alternative balance beliefs or explanations
Balanced thinking: a way to allow the individual to

Exercise: 

Exercise in pairs: 
1.Partner 1: think about a fact about yourself that you know to be true i.e. eye color, hair color, place of birth (stay away from religion/politics) 
2.Partner 2: do everything you can to argue the opposite (no, I don’t think that is true + evidence to the contrary) 
3.Switch roles 
4.Reflection: what was it like to have a fact disputed? How did it feel? How did you respond? 




Delusions 

 Thoughts and feelings 
 Help identification of thoughts and feelings 

in specific situations 
 Facilitate a discussion connecting thoughts 

and feelings 
 
 

What happened? What was I thinking? What was I feeling? 
What did I do? 

This may include an actual 
event or situation, a thought, 
mental picture or physical 
trigger, leading to unpleasant 
feelings. 

What thoughts were going 
through your mind when the 
event occurred? 

Describe how you feel and 
include any physical 
sensations you experience, as 
well as your actions and 
behaviors. 

Presenter
Presentation Notes
Making a connection between thoughts and feelings- “How would you have felt if you were thinking differently in this situation?”
Different cognitive processes might become evident at this time: 1) Jumping to conclusions (using very little evidence or data gathering bias)  2) Attribution bias: tendency to blame others for bad events that happen rather than chance or themselves  3) Deficits in theory of mind: difficulties understanding the thoughts, intentions and motivations of others  



Delusions 

 Disputing delusional beliefs 
 Help patient challenge beliefs with goal of 

reducing distress caused by the belief 
 Generate and test alternative non-delusional 

explanations 
○ “Is this the only explanation for this?” 
○ “Is there any other possible explanation for 

this person’s behavior?” 
○ “What would you want to know to explore the 

evidence for and against?” 



Delusions 

• Behavioral experiments: 
– Help counter cognitive biases 
– Encourage noticing information they may 

have missed 
– These tests can sow doubt when events 

don’t transpire as patients expects 
 
 
 
 

 

Presenter
Presentation Notes
Person beliefs they can foretell the future, determine the the event will be and when it will happen and then see that it does not. 



Experiment Record 
• Thought to be tested 
• Prediction: What would happen if this 

thought were true? 
• Possible problems 
• Plan to deal with possible problems 
• Outcome of experiment- What actually 

happened? 
• Did the experiment support the thought 

being tested? 



Delusions 

• Balanced Thinking 
– Encourage integration of positive and 

negative aspects of a situation rather than 
simply reject their original belief 

– Help patients develop new explanations 
– Develop coping statements and reminders 

of skills that can be used 
• “When I feel threatened, I feel others are 

giving me cues which lead me to feel anxious 
and afraid for my safety.”  

 



Cognitive Techniques 

 Hallucinations: 
 Thoughts and feelings 
 Voices as triggers 
 Dispute automatic thoughts about voices 
 Behavioral experiments to test beliefs 
 Balanced thinking 
 

Presenter
Presentation Notes
Voices: work under the context that it is not the experience of hearing voices alone but the way the voices are understood and interpreted that cause distress
- To work with both delusions and voices we ask person to focus on understanding what happened in a situation, identify the thoughts and feelings they had during the situation; distinguishing between thoughts and feelings; making connections between thoughts and feelings; identifying significant delusional beliefs or voices; verbal challenging of delusional beliefs or disputing automatic thoughts about voices; design behavioral experiments to test beliefs; develop alternative coping self-statements or new explanations



Hallucinations 

 Cognitive processes 
 Difficulty distinguishing internal stimuli 

(thoughts) from external stimuli (voices) 
 Beliefs of voices that are most distressing 
○ Related to power 
○ Identity and intention of voices (e.g., person 

believes voices are out of their control and 
wish to harm them) 



Hallucinations 

 Behavioral Experiments:  
 Simple experiments to help gather 

information relevant to beliefs bout voices 
 Trying techniques for controlling voices can 

serve to challenge beliefs 
○ Wearing earplugs 
○ Reading aloud 
○ Relaxation techniques/distraction 



Developing Resiliency 

 Identifying personal strengths 
 Identifying prior situations where 

individual felt resilient 
 Reflect on how resiliency can promote 

well-being 
 Discuss strategies to build resiliency and 

acknowledge positive qualities in 
themselves 
 



Relapse Prevention Strategies 

 Self-Management Planning 
 Identification of early warning signs of a 

psychotic episode 
 Reflect on types of stressors/triggers 
 Monitor early warning signs 
 Make a plan about what to do when warning 

signs start 
 Reflect on coping strategies, balanced 

thinking and techniques to stay well 
 

Presenter
Presentation Notes
-Important to communicate to individual that symptoms come and go over time and that crises can be managed.



Relapse Prevention Worksheet 

 My most significant early warning signs 
are? 

 Plan of action: 
 What will I do if I notice these early warning 

signs? 
 What would I say to my friends/family? 
 What would I ask friends/family to do to help 

me? 
 What are my support options? 

 Friends, family, community  
 Professional support network and contact 

info 
 

Presenter
Presentation Notes
The idea is that if the individual has all of this information available and accessible it might be helpful when symptoms arise and/or during a crisis situation when they are less likely to think clearly.



Relapse Prevention Worksheet 

 What are all the things I can do to help 
myself? 

 What situations are potential problems 
for me? 

 What coping strategies have I found 
most useful? 

 What are my common unhelpful 
thoughts? 

 What are my balanced beliefs? 
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