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Dear Editor,

Schizophrenia is a debilitating psychotic
illness that affects approximately 1% of the
population. Within the Canadian forensic
psychiatric system, patients are detained
under a provincial Review Board after be-
ing found not criminally responsible (NCR)
on account of a mental disorder. Here, the
prevalence rate of schizophrenia is 53%
[1]. Even with the use of psychotropic
medication, it is estimated that approxi-
mately only 25% of patients fully recover
from the illness [2]. The presence of active
psychotic symptoms increases the risk of
violent behaviour [3]. Thus, psychological
interventions have been developed to be
employed in conjunction with medication
to assist in managing or even reducing
symptomatology.

It is well established that schizophrenia is
associated with deficits in metacognition.
This refers to cognitive abilities that allow
individuals to think about their own think-
ing. Patients with schizophrenia have a
greater tendency to jump to conclusions
[4-6], be more resistant to changing their
beliefs when presented with disconfirmato-
ry evidence [7-9], and have difficulty inter-
preting and understanding other people’s
mental states [10,11]. These deficits are
thought to contribute to the development
of positive symptomatology [12-15]. Thus,
addressing the role these beliefs play in
the development of hallucinations and
delusions may lead to changes in the
ways patients think about their symptoms
and perhaps even lead to a reduction in
the symptoms themselves.

Cognitive behavioural therapy for psycho-
sis (CBTp) is a widely implemented psy-
chological intervention for the treatment of
schizophrenia-spectrum disorders. The
primary goal of CBTp is to assist patients
in objectively evaluating their delusional
beliefs and hallucinatory experiences. This
allows patients to think about their experi-
ences more flexibly so that they may at-
tribute them to symptoms of their iliness,
rather than maintaining the belief that
these experiences are true depictions of
reality [16]. Meta-analytic studies have
found that CBTp is effective in reducing
positive symptomatology, with small to
medium effect sizes [17].

Implications for forensic settings

Numerous protocols have been estab-
lished for delivering CBTp [16,18,19]. Giv-
en the prevalence of schizophrenia within
forensic settings, it is important to estab-
lish the validity of these protocols within
this context. Forensic settings introduce a
host of challenges that make the imple-
mentation of CBTp more difficult. Schizo-
phrenia is associated with neurocognitive
deficits [20], but some research suggests
that violent patients with schizophrenia
present with greater neurocognitive im-
pairments than do non-violent patients
with schizophrenia. O’Reilly et al. com-
pared violent and non-violent forensic in-
patients with schizophrenia. Violent pa-
tients performed more poorly than did non-
violent patients on various measures of
neurocognition, with moderate to large
effect sizes. These findings suggest that
forensic patients with schizophrenia with a
history of violence may have more severe
neurocognitive deficits than do those with-
out a history of violence [21]. This is par-
ticularly relevant when working with pa-
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tients who have been found NCR, as the
offenses are often violent in nature.

In addition to the above, comorbidity is
quite common in this population, including
co-occurring personality disorders and
substance use disorders [1]. There is evi-
dence to suggest that personality disor-
ders are associated with deficits in meta-
cognition [22,23], though there are conflict-
ing findings [24,25]. Thus, patients with
comorbid schizophrenia and a personality
disorder may be particularly impaired in
metacognition when compared to patients
with schizophrenia alone.

Taken together, forensic patients may not
only have greater difficulty understanding
the material taught in CBTp but also expe-
rience more severe deficits in metacogni-
tion than do general psychiatric patients. It
is possible that forensic patients may be
less responsive to CBTp because of these
factors, highlighting the need for further
research in this area.

Adapting CBTp for forensic settings

As part of the Forensic Psychiatry Pro-
gram at St. Joseph’s Healthcare Hamilton,
we implemented an 11-week, group CBTp
protocol for inpatients and outpatients
found NCR. In order to be referred to this
group, patients must have a primary diag-
nosis of a psychotic disorder or have ex-
hibited positive symptoms either in the
past or currently. The protocol was based
on the CBTp manual authored by Wright
et al. but adapted for an 11-week, group
format [26]. Topics covered included iden-
tification of values and what interferes with
accomplishing valued goals, psychoedu-
cation about psychosis and conceptualiz-
ing the development of mental illness,
emotion regulation, managing negative
symptoms (with a focus on behavioural
activation), coping with  distressing
thoughts and delusional beliefs, and cop-
ing with hearing voices.

The following adaptations were made. The
number of sessions dedicated to each
topic was reduced. While it would have
been undoubtedly beneficial to spend
more time on individual topics, this needed
to be balanced with the patients' tolerance
for the duration of the group. The case
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conceptualization stage was significantly
simplified by structuring these sessions
according to the Metacognitive Training
Program (MCT) to accommodate a group-
level format [27]. Lastly, a greater amount
of time was dedicated to teaching the CBT
model than what was originally recom-
mended in the manual.

Patients were generally open and recep-
tive to the content and provided positive
feedback about the group at its comple-
tion. The primary reason for drop-out was
decompensation and low motivation to
engage in treatment.

Lessons learned

After the implementation of the group,
there are a number of recommendations
that can be made. Firstly, it is recom-
mended that the structure of the group be
modified. The first half of the group fo-
cused on fundamental concepts (e.g.,
psychoeducation, emotion regulation,
thinking styles) and did not specifically
address managing psychotic symptoms.
This led to confusion among patients as to
the overarching purpose of the group. Fur-
ther, to reduce the number of sessions,
less time was spent on these fundamental
topics than was needed. Patients had diffi-
culty understanding the content, which
affected their ability to understand the ma-
terial taught in later sessions that built on
these concepts.

Given the above limitations, it is recom-
mended that CBTp be offered in two parts.
Part one would consist of more general
concepts taught in CBT, including psy-
choeducation about illness, emotion regu-
lation, the roles of fear and avoidance, and
problematic thinking styles. Part two would
consist of concepts specific to CBTp,
whereby patients use the knowledge and
skills obtained in part one and apply them
to managing their positive and negative
symptoms, such as disputing delusional
beliefs, coping with voices, and increasing
behavioural activation. Additionally, ad-
dressing values and how symptoms inter-
fere with valued goals would be better
addressed in part two, when patients have
a greater understanding of what their
symptoms are.
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Dividing the material in this way offers
several advantages over the original for-
mat. First, the purposes of the groups will
be clearer to the patients: Part one would
focus on understanding and managing
one’s illness and improving cognitive flexi-
bility, while part two would emphasize
managing specific symptoms. This also
allows for a greater amount of time to be
allocated to each topic without overwhelm-
ing the patients, which may lead to a
greater understanding of the content and
more therapeutic gains. Additionally, this
format may aid in retaining those who
have low motivation for treatment, as the
goals of the group would be clearer.

In addition to this structural change, there
are several general changes that are rec-
ommended. The vocabulary and concepts
taught in the group need to be simplified,
as patients had difficulty understanding the
material. It may be helpful to teach pa-
tients about problematic thinking styles in
a more explicit format. Recent research
into psychosocial interventions for schizo-
phrenia has become increasingly focused
on targeting cognitive biases, rather than
symptoms directly. MCT, a standardized
protocol designed to be delivered in indi-
vidual and group formats, teaches patients
to become more aware of and correct
cognitive biases [27]. Findings generally
support that MCT reduces cognitive bias-
es, but there are mixed findings with re-
spect to its effect on symptomatology [28-
32]. Thus, it may be effective to have pa-
tients first complete MCT followed by
CBTp, which may lead to a greater reduc-
tion in both cognitive biases and sympto-
matology.
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There are several limitations that are im-
portant to highlight. Because this was not
a clinical trial or formal program evalua-
tion, patient characteristics were not col-
lected for the purpose of analysis. As a
result, it cannot be stated definitively that
the patients who participated in this group
exhibited the same clinical characteristics
described in previous research with foren-
sic psychiatric samples (e.g., comorbid
diagnoses, neurocognitive deficits). As
such, it is possible that the above recom-
mendations are beneficial in both forensic
and non-forensic settings. Indeed, any
adaptations that improve patients’ abilities
to understand the material are likely to be
effective regardless of the setting. Addi-
tionally, clinical outcomes were not meas-
ured, and there was no comparison group.
As a result, statements regarding treat-
ment efficacy cannot be made. Rather, the
purpose of this paper was to conduct a
qualitative evaluation of the CBTp program
offered at SUHH.

In conclusion, it is feasible to implement
CBTp in a forensic setting. Several
adaptations need to be made to
accommodate this population’s level of
functioning, motivation, and tolerance for
psychosocial interventions,  however.
Future research should consider delivering
CBTp using a phased process, whereby
patients first learn fundamental concepts
associated with CBT more generally,
which can later be followed by strategies
that address specific symptoms of
psychosis.
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