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Abstract

Cognitive Enhancement Therapy (CET) is a develop-
mental approach to the rehabilitation of schizophrenia
patients that attempts to facilitate an abstracting and
“gistful’” social cognition as a compensatory alterna-
tive to the more demanding and controlled cognitive
strategies that often characterize schizophrenia as well
as much of its treatment. Selected cognitive processes
that developmentally underlie the capacity to acquire
adult social cognition have been operationalized in the
form of relevant interactive software and social group
exercises. Treatment methods address the impair-
ments, disabilities, and social handicaps associated
with cognitive styles that appear to underlie the posi-
tive, negative, and disorganized symptom domains of
schizophrenia. Style-related failures in secondary
rather than primary socialization, particularly social
cognitive deficits in context appraisal and perspective
taking, are targeted goals. Illustrative examples of the
techniques used to address social and nonsocial cogni-
tive deficits are provided, together with encouraging
preliminary observations regarding the efficacy of
CET.
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As we have described in our companion report (Hogarty
and Flesher, this issue), a psychiatric disorder such as
schizophrenia that is characterized by clear developmental
anomalies probably requires developmental rehabilitation.
-This article describes the goals, methods, and procedures
of a new intervention called Cognitive Enhancement
Therapy (CET) and comments on important differences
between CET and the techniques embodied in other cog-
nitive rehabilitation programs. We encourage the reader to
refer to the theoretical foundation of CET (Hogarty and
Flesher, this issue) for a more detailed description of
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social cognition and its likely developmental failure in
schizophrenia.

Goals of CET

The first and foremost goal of CET is to facilitate attain-
ment of social cognitive milestones. Among these normal
developmental milestones are a “gistfulness” in social
exchange that is appropriate to the healthy adult, in con-
trast to a reliance on the details of “verbatim” memory or
concrete thinking that is associated with earlier develop-
mental periods (Brainerd and Reyna 1990). Further, these
milestones include an effortful and active processing of
social content that is typically acquired by early adult-
hood, rather than the more passive reception of informa-
tion that is often characteristic of the prepubertal child.
Other acquired milestones of adult cognition include cog-
nitive flexibility (e.g., “divergent” thinking that accommo-
dates multiple alternatives and sources of information), a
tolerance for ambiguity and uncertainty, and a personal
comfort with abstraction. By contrast, reliance on or pref-
erence for specific rules and formulas that direct the per-
formance of appropriate behavior often characterize an
earlier developmental period (Selman and Schultz 1990).
CET seeks to help patients attain these milestones by pro-
viding personally meaningful and self-directed experi-
ences tailored to the performance of adult roles that
require social cognitive competence. This approach mini-
mizes responses based on practiced performance of con-
trived roles that are perfected by instruction, modeling,
role play, and rehearsal.

Second, CET encourages behavior appropriate to
unrehearsed social contexts, including awareness of one’s
response and its effect on another person. These sec-
ondary socialization competencies require context
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appraisal and perspective-taking abilities (Berger and
Luckman 1966; Brim 1966; Baldwin 1992) and thus take
precedence over the training in such primary socialization
skills as voice tone and volume, eye contact, and pre-
scribed prosocial and refusal statements. The novel and
unrehearsed exercises of CET might be perceived as
arousing and even mildly stressful to some patients, per-
haps more so than the conventional training and practiced
performance of generic cognitive tasks. However, these
unpredictable encounters have impressed us as being pre-
cisely the everyday experiences that patients often avoid;
when successfully negotiated, such encounters foster
social cognitive growth. Given the context of increased
risk taking, CET is applied in a learning environment that
is focused, safe, and predictable by providing structure as
a way to control unwanted stimulation. A broad written
agenda for the learning experiences; the provision of
explicit rules of order; and the cueing, coaching, support,
and environmental control offered by clinicians during
each exercise provide an atmosphere in which a develop-
mentally compromised social cognition can be addressed.

Third, CET seeks to develop a personally relevant
understanding of schizophrenia by providing an educa-
tional program wherein patients can inquire and respond
to information regarding their social and nonsocial cogni-
tive deficits. This exercise in psychoeducation is designed
to guide a patient’s active participation in forming and
maintaining a treatment plan, including an appraisal of
their own cognitive difficulties and strengths, rehabilita-
tion goals, and the strategies needed to achieve these
objectives.

Fourth, as is common among traditional cognitive
rehabilitation programs, CET also attempts to address the
influence of neuropsychological (nonsocial) cognitive
deficits on behavior, but in a manner that is more charac-
teristic of an experiential, interactive process than a for-
mal didactic exercise.

In brief, CET stimulates a patient to think more as a
young adult and less like a prepubertal or early adolescent
subject. From a developmental perspective, adult thinking
is guided by an appreciation of the other person’s point of
view (Selman and Schultz 1990). Adults are expected to
give an interpersonally sensitive and affectively appropri-
ate “motivational” account of their position, one that is
targeted to a specific audience (Mills 1940). Adult think-
ing also includes an awareness of how this account would
likely be received and responded to by other people
(Baldwin 1992). The social exchanges that characterize
adult cognition also include verbal references to historical
precedents and the details of a current exchange that con-
stitute a shared social context between the sender and a
receiver of information. The problem some schizophrenia
patients have in failing to provide clear, cohesive refer-
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ences in speech is well known and in its more severe form
often leaves the listener confused (Andreason et al. 1985).
The ability to provide shared social context is an impor-
tant product of adult, secondary socialization experiences.

The capacity to negotiate potential impasses and
ambiguities is also characteristic of adult exchanges,
rather than the use of declarations that resemble demands,
threats, or exhortations, or the adoption of a2 noncommu-
nicative position frequently observed among younger sub-
jects (Selman and Schultz 1990). Healthy adults tend to
guide their behavior in difficult contexts by spontaneously
ascertaining a set of implicit rules, whereas prepubertal
subjects more often follow explicit prescriptions for situa-
tions, typically those laid down by another adult (Berger
and Luckman 1966; Brim 1966). Furthermore, adult cog-
nition carries with it the responsibility to be coherent and
gistful, whereas children are often idiosyncratic and con-
crete in their discourse. In more traditional treatment pro-
grams, when adult patients make idiosyncratic statements,
therapists often tend to respond much like parents by
restating the patient’s account in a more gistful manner (“I
think I hear you saying. . .”"). A rehabilitation program that
supports adult cognition would deliberately but sensi-
tively shift the burden of coherent explanation to the
patient. Thus, the competent exercise of adult social cog-
nition requires an ongoing active mental effort and rarely
includes impoverished, disorganized, or constricted
responses that confuse the listener.

Methods

CET is a psychosocial rehabilitation program for adult
schizophrenia outpatients that is administered each week
in two 1-1.5-hour sessions. It is applied in the context of
maintenance antipsychotic treatment; principles of sup-
portive psychotherapy; and provision of basic services
related to obtaining needed entitlements and medical care,
as well as food, shelter, and clothing.

Reducing Heterogeneity. In our attempt to transform
CET theory into a relevant and viable clinical practice, we
discovered a clear and compelling need to address two
potential constraints posed by schizophrenia. The first was
the widely recognized heterogeneity both in symptom
presentation and associated cognitive processes. The sec-
ond constraint was the equally diverse adaptive responses
of patients to these cognitive impairments, coping strate-
gies that might account for the numerous disabilities and
social handicaps of schizophrenia. A relevant point of
entry, a concept recommended by many rehabilitation
authorities (e.g., Green 1993), therefore not only serves to
reduce heterogeneity in symptom presentation, cognitive
processing, and adaptation, but aiso provides the opportu-
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nity to focus on the common deficits that exist within a
circumscribed number of cognitive processing and adap-
tation styles. Selecting clinically stable outpatients as can-
didates for CET, rather than acutely symptomatic inpa-
tients, also reduces the heterogeneity in symptom
presentation and cognitive dysfunctioning. Limiting the
initial application of CET to more stable patients provides
an optimal test of potential efficacy since more sympto-
matic patients might not comprehend or easily engage in
the cognitive exercises. Nuechterlein and Dawson (1984)
have reported that patients who experience acute psy-
chotic symptoms often require longer stimuli presenta-
tions for simple cognitive tasks or experience difficulty in
recognizing even the familiar stimuli of “low processing
loads.” These authors speculate that acute symptoms
might further reduce a limited processing capacity or dis-
rupt automatic processing potential.

In an effort to reduce heterogeneity, many studies
(Buchanan and Carpenter 1994; Andreason et al. 1995)
have attempted to classify the acute symptom presenta-
tions of schizophrenia patients. A growing consensus has
emerged that at least three domains can be consistently
identified. Some feel that these domains correspond to
distinct “etiopathophysiologic” models that have been
variably supported by studies of cerebral blood flow and
metabolism (Liddle et al. 1992; Buchanan and Carpenter
1994). Other investigators have sought to establish and
validate a neuropsychological cognitive foundation to
these three symptom domains as well (Liddle 1987;
Liddle and Morris 1991; Brown and White 1992; Norman
et al. 1997). The symptom and cognitive style classifica-
tions most often cited are positive symptoms (and a corre-
sponding “reality distortion” cognitive style); negative
symptoms (and a “psychomotor poverty” cognition); and
a domain of cognitive impairment called “disorganiza-
tion” that characterizes both symptoms and cognitive
style. Unfortunately, all but one study (Arndt et al. 1995)
has focused on the cross-sectional assessment of symp-
toms among more acutely ill patients (most often hospital-
ized patients), thus limiting an elaboration of the associ-
ated cognitive processing styles among recovering
outpatients who are either less symptomatic or in symp-
tom remission. Clearly, disorganized and negative symp-
tom behavior, and by inference the corresponding cogni-
tive styles, continues to be characteristic of many
recovering schizophrenia outpatients (Arndt et al. 1995),
as our early experience with CET has confirmed (see
below). But prominent positive symptoms of hallucina-
tions and delusions that constitute “reality distortion” are,
by definition, less apparent among stable outpatients. In
fact, neuropsychological support for the “reality distor-
tion” syndrome has yielded inconsistent findings (Liddle
1987; Norman et al. 1997). The best that one can con-
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clude from the relevant longitudinal study available is that
the positive symptom domain persists but is less severe
over time, is poorly correlated with earlier assessments,
and is not clearly characterized at followup (Arndt et al.
1995). However, Magaro (1981) provides a clue to the
residual cognitive processing of previously delusional
patients, describing a cognitive style among paranoid
individuals that is characterized by controlled and rapid
processing that attempts to accommodate “rigid” cogni-
tive schemata and assembly processes.

In our attempt to reduce heterogeneity related to
symptom presentation, cognitive deficits, adaptations, and
thus treatment planning, we chose as our point of entry to
focus on the domain-related styles descriptive of “impov-
erished,” “disorganized,” and “rigid” cognitions. Our
Cognitive Styles Inventory, a rating scale that serves the
dual purpose of establishing eligibility for CET and pro-
viding the criteria for improvement, has yielded high in-
traclass coefficients among six raters (r > 0.78) and low F
ratios between raters (p < 0.10) for each style. (Thirty-six
patients participated in one or more of these pilot studies.)
However, considerable modification and redefinition of
the terms associated with the rigid style were required
before acceptable reliability was achieved. The continuing
phenomenological study of remitted schizophrenia
patients will provide a better understanding of this style.
Our experience to date has led us to consider the rigid
cognitive style of some recovering patients as “cognitive
constriction” or a “residual distortion” of beliefs about the
world, reflecting a relative absence of hallucinations but
the persistence of mild delusional thinking. While these
might ultimately prove to be more relevant descriptions,
for the sake of continuity we shall refer to this cognitive
processing style as “rigid” throughout the report. Without
such styles to guide both patient and clinician’s under-
standing of cognition, a seemingly endless and con-
founded list of nonsocial and social cognitive deficits
would need to be addressed. Cognitive styles provide a
structure that allows an individualized approach to reha-
bilitation.

Cognitive Style Impairments, Disabilities, and Handi-
caps. The methodological approach of many cognitive
rehabilitation programs typically targets the neuropsycho-
logical (nonsocial) impairments of schizophrenia, such as
those identified through formal tests of attention, memory,
and problem solving. While it is a matter of debate
whether these cognitive impairments can be durably
improved by training (Benedict et al. 1994), the emphasis
on functional cognitive disabilities and social handicaps
represents a remediation of specific social behaviors and
adaptive responses through didactic training rather than
through an experiential socialization of the patient. The
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latter is a process that CET uniquely emphasizes, particu-
larly in its response to social handicaps.

The methods of CET approach the impairments, dis-
abilities, and handicaps of schizophrenia through the
symptom domain—associated cognitive styles. It needs to
be underscored, however, that the style-related cognitive
deficits of schizophrenia patients have not been well
described in literature to our knowledge. Typically, symp-
tom domains drawn from rating scale assessments of posi-
tive and negative symptoms as well as attentional impair-
ment among acutely ill patients have first been correlated
with neuropsychological tests that are alleged to reflect
cortical and subcortical impairments as understood from
the test results of brain-damaged subjects (Cummings
1993). The behavioral sequelae of focal or neural system
deficits have then been indirectly inferred from the test
results of schizophrenia patients. An emerging literature
describes the cognitive deficits that might be associated
with these symptom domains (Buchanan and Carpenter
1994; Norman et al. 1997), but most recognize that the
study of the underlying neurobiology and behavioral
sequelae is in its infancy (Arndt et al. 1995). We rely
largely on our own clinical experience, as well as selected
citations, when describing the impairments, disabilities,
and handicaps of the three targeted cognitive styles.

Patients with an “impoverished” style appear to lack
relational schemata and are believed to experience “effort-
ful processing” in retrieving stores of social cues and
expressive language (Allen et al. 1993). The basic impair-
ments that underlie this style are thought to include
poverty of speech and gestures, executive functions, and
vocal inflection and a restricted or blunted affect that
might reflect anomalies of the dorsolateral prefrontal cor-
tex and caudate (Buchanan and Carpenter 1994; Norman
et al. 1997). Disabilities often appear both in the initiation
as well as the planning of behavior. Affected patients
seem most handicapped when language does not ade-
quately express their needs, preferences, or opinions, a
problem that often precludes the ability to give a credible
(motivational) account of their behavior. An associated
reduction in stamina and interest often seems to lead to
social withdrawal and the absence of a vocational life.

Impairments that underlie the “disorganized” or cog-
nitive impairment style relate more to ineffective inhibi-
tion (Broen and Storms 1966) and affect dysregulation
than to foresightful planning capacity (Taylor and Cadet
1989; Malla et al. 1995). Formal thought disorder, poverty
in the content of speech, inattentiveness, derailment, dis-
tractibility, inappropriate affect (Buchanan and Carpenter
1994), and a reduced ability to develop integrated cogni-
tive schema also appear to be characteristic impairments.
These underlying impairments have been associated with
either orbital prefrontal cortex or anterior cingulate cortex
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anomalies (Norman et al. 1997), or features of the left
superior temporal gyrus (Buchanan and Carpenter 1994).
Functional disabilities, in our experience, are reflected in
imprecise or chaotic planning, failure to stay on task, and
difficulty selecting a preferred problem-solving alterna-
tive. Failures to “chunk” or categorize memory stores also
appear disabling. These patients seem most handicapped
by inappropriate responses that are not self-edited and at
times by language that is not coherent (Liddle and Morris
1991). Vocational plans, goals, and often employment
itself seem to change indiscriminately.

Those with a “rigid” cognitive style appear most
impaired by difficulties in developing alternative
responses to social problems as the requirements of con-
texts change. The neuropsychological evidence for the
acute positive symptom domain that is associated with the
reality distortion syndrome has been traced to left tempo-
ral lobe dysfunction (Norman et al. 1997), but the associa-
tion appears stronger for hallucinations than delusions
(Buchanan and Carpenter 1994). These residually para-
noid patients seem frequently disabled by fixed, inflexi-
ble, and restricted cognitive schema and a reduced toler-
ance for ambiguity (Magaro 1981). In day-to-day life,
patients appear most handicapped by a single-minded pur-
suit of inappropriate goals or career plans and by narrow
if not stereotyped or mildly delusional attributions to the
motivation and behavior of others (i.e., severe limitations
in perspective taking). This often idiosyncratic thinking,
in turn, can serve to desocialize and isolate the patient.

In response to style-related deficits, the methodologi-
cal approach of CET places relatively greater emphasis on
the functional handicaps of schizophrenia using the
process of secondary socialization. It is hoped that these
exercises in experiential learning will have reciprocal
effects on the associated impairments and disabilities.
CET seeks to improve the impoverished style by encour-
aging greater elaboration and more gistful construction of
cognitive schema, particularly spontaneous representa-
tions of the cognitive, affective, and behavioral states of
self and others that often appear deficient in negative
symptom patients (Frith and Corcoran 1996). An empha-
sis is placed on decreasing the patient’s reliance on a more
demanding verbatim memory and facilitating gist extrac-
tion during performance of social cognitive exercises. An
active, abstract processing of neuropsychological tasks is
similarly encouraged. Among disorganized patients,
enhancement of an attentive, gistful, cognitive organiza-
tion and foresightful planning is sought, one that would
facilitate the ability to apprehend and appropriately com-
municate the central point in neuropsychological tasks
and social exchanges. For rigid patients, multiple solu-
tions to a specific neuropsychological exercise are encour-
aged. Greater flexibility in considering the perspectives of






