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Abstract
Introduction: This study aimed to assess the impact of a holistic combination of Occupational Therapy and Social Skills Training on
occupational performance, social participation, and clinical symptoms in people with schizophrenia.
Method: 60 people with schizophrenia were randomly assigned to two groups. One group received standardized Social Skills Training
once a week for a total of 10 sessions, while the other group received a combination of Occupational Therapy and Social Skills Training
once a week for a total of 16 sessions.
Results: A greater increase was determined in the scores of COPM total performance/satisfaction and the Community Integration
Questionnaire in the Occupational Therapy and Social Skills Training group. Furthermore, these achievements were sustained in the
Occupational Therapy and Social Skills Training group compared to the Social Skills Training group at the 6-month follow-up.
Conclusion: The clients received the combination of Occupational Therapy and Social Skills Training showed a better improvement
compared to the Social Skills Training group in terms of occupational performance, social participation, and severity of clinical
symptoms. The use of Occupational Therapy in a holistic approach in psychosocial rehabilitation of people with schizophrenia can
increase their functionality and social participation. Further studies are needed to assess long-term effects of Occupational Therapy in
schizophrenia.
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Introduction

Schizophrenia is a chronic disease that disrupts the cognitive,
emotional, and psychosocial functioning of individuals.
James et al. (2018) have identified schizophrenia as one of
the most severe and debilitating diseases and one of the 20
leading causes of disability worldwide. The clinical symp-
toms of schizophrenia disrupt the daily living activities
(ADLs) and social participation of the individuals. ADL is
defined as the daily activities necessary for independent
living at home or in the community, such as self-care abilities
and social skills. People with schizophrenia often have dif-
ficulties in performing ADLs and need assistance to perform
those activities (Chapleau, 2012). While both positive and
negative symptoms have a substantial effect on social and
work functionality, negative symptoms have been shown to
disrupt ADLs more (Bejerholm and Eklund, 2007; Bellack
et al., 2004). Antipsychotic drugs are often used to improve
positive symptoms, but they show a limited effect on the
negative symptoms of schizophrenia. Therefore, psychoso-
cial interventions are of great importance in improving the
level of psychosocial functionality. Previous research has re-
vealed that a combination of psychosocial interventions and

pharmacotherapy results in better improvement of psychiatric
symptoms, daily living skills, and social functioning of in-
dividuals with schizophrenia compared to pharmacotherapy
alone (Marder et al., 1996; Perilli et al., 2018; Valencia et al.,
2007). Many different psychosocial interventions (skills
training, occupational therapy, cognitive rehabilitation, vo-
cational rehabilitation, psychoeducation, etc.) have been im-
plemented to develop social and daily living skills in people
with schizophrenia during the past two decades (Kopelowicz
et al., 2003; D’Amico et al., 2018). Social skills training (SST)
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Beyazıt Training and Research Hospital, Ankara, Turkey

Corresponding author:
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is one of the evidence-based psychosocial rehabilitation
programs in schizophrenia and has been shown to enhance
basic conversation and problem-solving skills of clients
(Kurtz and Mueser, 2008). However, some studies men-
tioned that the participants administered SST showed dif-
ficulties in integrating the newly acquired skills into real-life
situations (Granholm et al., 2005; Heinssen et al., 2000;
Kurtz andMueser, 2008). Practicing the skills learned in SST
into daily life is an important issue in the psychosocial re-
habilitation of schizophrenia (Kopelowicz et al., 2003).
Occupational therapy is another psychosocial program in
mental health and aims to increase independence in basic and
instrumental activities of daily living by developing social
skills (Gibson et al., 2011). Social skills are substantial in
terms of occupational engagement and social participation in
Occupational Therapy. The use of structured activity groups
to promote social interaction in people with schizophrenia
has a long history and is an important part of their re-
habilitation. Such activities may also be beneficial in pro-
viding an opportunity to practice skills learned in SST
programs and help social skills generalize to ordinary social
situations (Turvey et al., 1985). The emphasis in Occupa-
tional Therapy is identifying appropriate contexts for daily
living, work, leisure, and social participation for successful
community integration (Gibson et al., 2011). Occupational
Therapy helps clients to perform their roles by integrating
physical, social, and psychological functions with meaningful
and purposeful activities for the individual. Occupation-based
interventions have been reported to provide better outcomes
in social functioning, occupational participation, and clin-
ical symptoms compared to clients receiving treatment as
usual (Cook et al., 2009; Tatsumi et al., 2011; Foruzandeh
and Parvin, 2013; D’Amico et al., 2018). Kopelowicz et al.
(2003) suggested that a community-integrated, multimodal,
and comprehensive approach in routine psychiatric follow-
up is more efficient in the rehabilitation of people with
schizophrenia. Similarly, Ohno and Inoue (2014) proposed
that combining psychosocial programs such as Occupa-
tional Therapy and Social Skills Training might provide
better social participation and better performance in daily
activities. Recent studies have emphasized the importance
of holistic treatment programs in schizophrenia and have
shown the effectiveness of combined psychosocial pro-
grams (Bowie et al., 2012; McGurk et al., 2007). The current
holistic approaches aim to improve participation and pro-
vide a sustainable improvement in different daily life areas
such as independent living skills, social participation, ed-
ucation, work, and social relations.

Although Occupational Therapy and Social Skills Training
interventions have been widely accepted as effective treat-
ment modalities in the rehabilitation of mental disorders, they
are regarded as two distinct strategies. In a review study
(Perilli et al., 2018) examining the effectiveness of Occu-
pational Therapy and Social Skills Training interventions, the
authors concluded that both interventions were greatly
beneficial for promoting independence and were effective for
the acquisition of daily functional activities. Ventriglio et al.
(2020) concluded that the combination of SST with other
treatments is recommended to increase the effectiveness of

SST and achieve recovery. Furthermore, according to
Kreyenbuhl et al. (2009), skills training for improving social
functioning and learning daily living skills can be enacted
within a community setting. Therefore, we wanted to in-
vestigate the effect of a holistic approach by combining
Occupational Therapy and Social Skills Training interventions
to strengthen the transfer of skills to the real world and fa-
cilitate social participation for people with schizophrenia.

To our knowledge, there have been no previous studies
investigating the effect of a combination of Occupational
Therapy and Social Skills Training in schizophrenia. Thus,
the study aimed to assess the impact of a combination of
Occupational Therapy and Social Skills Training in people
with schizophrenia, and one hypothesis of the study was that
the combination of Occupational Therapy and Social Skills
Training would improve occupational performance, social
participation, and clinical symptoms compared to SST alone
in schizophrenia.

Methods

Participants

The study sample consisted of 60 people with schizophrenia
who were followed up at the Community Mental Health
Center of Dışkapı Training and Research Hospital, Ankara,
Turkey. The diagnosis of schizophrenia was confirmed ac-
cording to the Diagnostic and Statistical Manual of Mental
Disorders (5th ed., text rev.; American Psychiatric Associ-
ation, 2000) by the treating physician. The clients with
schizophrenia aged 18–60 years and who agreed to partici-
pate in the research were included in the study. The clients
were excluded from the study if they were hospitalized within
the past 6 months, or had psychiatric comorbidities such
as mental retardation, organic brain disease, or alcohol/
substance abuse.

Procedures

Seventy-five participants were eligible for inclusion in the
study, but four of them declined to participate and five of them
did not meet the inclusion criteria. The remaining 66 par-
ticipants were included while six people left the therapy in the
first six sessions, and thus, the final sample comprised 60
clients. The 60 clients were randomly assigned to two groups:
30 in the Occupational Therapy and Social Skills Training
(OT+SST) group and 30 in the Social Skills Training (SST)
group. Reporting of the research was performed according to
the Consolidated Standards of Reporting Trials (CONSORT)
statement (Schulz et al., 2010). Randomization was carried
out via a web-based system enabling computer-generated
random assignment into treatment and control groups.
Figure 1 shows the CONSORT diagram of the study. Both
groups received their usual antipsychotic drugs and continued
the routine follow-up at the Community Mental Health
Center (CMHC) during the study. One group participated in
SST once a week for a total of 10 sessions, while the other
group participated in OT+SST once a week for a total of 16
sessions. The sessions lasted 50 min, and the clients were not
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concurrently involved in any other psychosocial interventions
during the study period.

This study was approved by the Clinical Research
Ethics Committee of the Health Sciences University
Dışkapı Yıldırım Beyazıt Training and Research Hospital.
Informed consent was obtained from all participants. The
participants were evaluated by a psychiatrist (third author)
and one occupational therapist at baseline, post-intervention,
and 6-month follow-up. While occupational performance and
social participation measurements were scored by an occu-
pational therapist, clinical scales (BPRS and SANS) were
made by a psychiatrist. Both the psychiatrist and the occu-
pational therapist were blinded to the assigned interventions.

Measurements

A sociodemographic data form was prepared to obtain so-
ciodemographic and clinical variables. The scales used in the
comparisons of the groups are listed below:

Primary outcome measures. The Canadian Occupational
Performance Measure (COPM): COPM is used to evaluate
occupational performance and satisfaction levels for activi-
ties. The COPM is administered using a semi-structured
interview in which clients are asked to identify all the ac-
tivities in self-care, productivity, and leisure that are im-
portant for them (Law et al., 1990). The five important
occupations are rated by the clients on a 1–10 scale in terms of
their performance at these occupations and satisfaction levels
with their performance. The performance and satisfaction
scores of the activities are counted separately, and the total
score is divided by many activities. Average performance and
satisfaction scores are calculated, and those scores are used in
comparisons across time. The validity and reliability studies
of the Turkish version were performed by Torpil (2017).

COPM was used to determine the problem areas of occu-
pational performance of the clients at the onset. COPM was
also administered post-intervention and follow-up and used to
compare the effectiveness of interventions.

The Community Integration Questionnaire (CIQ): The
CIQ is a self-reported questionnaire used to assess clients’
participation in community integration in three areas (Sander
et al., 1999). The scale has 15 items in three domains of home
integration (e.g., meal preparation, housework, and child
care), social integration (e.g., shopping, visiting friends, and
leisure activities), and productivity (e.g., full-time versus
part-time work, school, and volunteer activities). The total
CIQ score is the sum of the three-domain scores and can range
between 0 and 29, with higher scores indicating better
community integration. The validity and reliability studies of
the Turkish version were conducted by Akyürek et al. (2016).

Secondary outcome measures. The Brief Psychiatric Rating
Scale (BPRS): The BPRS is used to evaluate the severity
of psychiatric symptoms in patients with psychotic dis-
orders (Overall and Gorham, 1962). It consists of 24 items,
and all items are scored between 0 and 6. The validity and
reliability studies of the Turkish version were performed by
Soykan (1989).

The Scale for the Assessment of Negative Symptoms
(SANS): The SANS was developed by Andreasen (1990) to
measure the severity of the negative symptoms of schizo-
phrenia. It consists of 25 items, and all items are scored
between 0 and 5. The validity and reliability studies of the
Turkish version were performed by Erkoç et al. (1991).

Verbal feedback was obtained from the participants for
their evaluation after the patisserie experience with open-
ended questions. How was the patisserie experience? What
did you feel? What did you like after such an experience?
What didn’t you like?

Figure 1. Flow chart of the participants.
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Interventions

Both intervention programs (Social Skills Training and
Occupational Therapy) were designed based on previous
literature (Bellack et al., 2004; Liberman and Corrigan, 1993;
Shimada et al., 2016). The OT and SST interventions were
administered by SED, who has clinical experience of psy-
chosocial rehabilitation of schizophrenia and practices SST
for 8 years. HK provided supervision during the sessions.

Social Skills Training (SST) Program: The SSTconsists of
two modules: conversation skills and problem-solving skills.
It is a group-based program (6 participants), and the first two
sessions were devoted to meeting the group members and
introducing the program. The first module comprised four
sessions (3–6) and aimed to introduce basic conversation
skills and practice the skills with role-playing. The second
module covering sessions 7–9 focused on teaching the basic
principles of problem-solving skills and reinforced the ways
of problem-solving with examples. The final session was
devoted to reviewing and evaluating all the sessions. Be-
havioral techniques were used to help transfer the learned
skills to daily life for two interventions. The features of each
skill were defined, and the skills were practiced step by step.
Scenarios were realized with role-plays, and the skills were
learned and practiced with positive reinforcement and cor-
rective feedback. It was also aimed to make the skills per-
manent with homework assignments.

Occupational Therapy with Social Skills Training Pro-
gram (OT+SST): The OT+SST program is a person-centered
program addressing the needs and desires of people with
schizophrenia and a group-based program (six participants)
consisting of the SST (basic conversation skills and problem-
solving skills) and OT programs (activity planning skills and
recreational skills programs). The Occupational Therapy
program was administered on a group basis, giving priority
to individual needs. Individual needs were determined ac-
cording to the problem areas of occupational performance
in the COPM at onset and goals set with the client. Encour-
agement andmotivational interviewingwere used to generalize
the skills learned in the clinical environment to real-life
conditions, enhance adherence to therapy, and thereby be
able to meet activity needs and to use personal capacity.
Participants were monitored throughout the program with
homework, and sustainability was encouraged by providing
feedback. The themes in this combined intervention program
(OT+SST) included preparation for community living,
practicing basic conversation skills, identifying desired ac-
tivity goals and finding strategies to achieve them, problem-
solving strategies to deal with daily living challenges, and
developing leisure skills. Each session contained a brief ed-
ucation section, a group activity, in vivo exercises, and
homework assignments. The first two sessions were devoted
to both meeting the group members and introducing the
program, and then sessions 3–6 focused on basic conversation
skills. Sessions 7–9 engaged the clients in problem-solving
skills with examples of daily living difficulties. Sessions 10–
12 included activity training and follow-up of individualized
occupational therapy programs determined in a one-on-one
interview. The importance and benefits of occupational

engagement in the recovery from schizophrenia were ex-
plained by providing knowledge and awareness about daily
living activities with an activity training session. A daily
activity schedule was used and followed up according to
participants’ intervention plans to practice their performance.
So, they became habitual. The activity schedule of the group
members was reviewed in each activity session, and their real-
life experiences were evaluated and discussed with them.
Besides, at the end of each session, the activity plan was
reviewed individually with the therapist to help the partic-
ipants actualize skills in daily life. The last three sessions were
administered to develop recreational skills. It was aimed to
practice communication skills and transfer those skills into
daily life by simulating the selected recreational activity
during the recreation skills sessions. The recreational activity
in the study was meeting at the patisserie. The activity steps
are summarized as (1) selecting the patisserie, (2) meeting
friends at the patisserie, (3) asking for the menu, (4) giving an
order, (5) chatting with friends and drinking coffee, (6) asking
for the bill, and (7) leaving the patisserie and saying goodbye
to friends. The final session was devoted to reviewing and
evaluating all the sessions. Table 1 shows the skill areas for the
four modules.

Statistical analysis

Data obtained in the study were analyzed statistically using
SPSS statistics version 22 software. Continuous variables were
presented as mean and standard deviation values and cate-
gorical variables as numbers and percentages (IBM, 2012).
The data were normally distributed, assessed by the skewness–
kurtosis statistics and Q–Q plots. The independent samples
Student’s t-test and chi-square test of independence were used
to compare the baseline characteristics of groups. The effec-
tiveness of the combination of the Occupational Therapy and
Social Skills Training group and Social Skills Training group
was compared with the paired samples t-test and repeated
measures two-way analysis of variance (ANOVA). Bonferroni
corrections were used for the post hoc multiple comparisons if
the time and group interactions were significant. All p values
were calculated as two-sided, and the level of significance was
defined as 0.05 for all results in the study.

Results

The two groups were compared at pre-intervention, post-
intervention, and at 6 months of follow-up in terms of oc-
cupational performance, social participation, and clinical
symptoms. At baseline, sociodemographic variables did not
show a significant difference between the groups. No sig-
nificant difference was determined between the groups in
the mean total and subscale scores of COPM and CIQ (p 0 >
0.05). The SST group had statistically significantly higher
mean BPRS scores than the OT+SST group (p = 0.040).
No significant difference was determined between the two
groups in respect of disease duration and SANS scores (p >
0.05). The baseline characteristics of the two groups are
shown in Table 2.
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Table 2. Baseline characteristics of the combined Occupational Therapy and Social Skills Training group and Social Skills Training alone
group.

Characteristics OT+SST (n = 30) SST only (n = 30) p t/X2

Agea 37.03 (9.66) 40.76 ± 7.77 0.105 t:�1.649
Genderb

Female 11 (47.8) 12 (52.2) 0.791 X2 = 0.071
Male 19 (51.4) 18 (48.6)

Marital Statusb

Single 22 (73.3) 22 (73.3)
Married 7 (23) 5 (16.7) 0.501 X2 = 1.381
Divorced 1 (3.3) 3 (10)

Education levelb

Primary school or lower 5 (16.6) 4 (13.3)
Middle school 6 (20) 6 (20) 0.670 X2 = 2.358
High school 15 (50) 13 (43.3)
University 4 (13.3) 7 (23.3)

Employmentb

Employed 1 (3.3) 4 (13.3) X2 = 0.353
Unemployed 29 (96.7) 26 (86.7)

Duration of the diseasea

Less than 5 years 4 (13.3) 1 (3.3)
5-10 years 10 (33.3) 8 (26.7) 0.887 X2 = 2.859
11-20 years 11 (36.7) 15 (50)
More than 20 years 5 (16.7) 6 (20)

BPRSa 24.80 ± 7.05 21.10 ± 6.60 0.040� t:2.097
SANSa 95.40 ± 9.64 92.90 ± 7.51 0.267 t:1.120
COPM-Total Performancea 2.54 (0.74) 2.22 (0.53) 0.063 t:1.893
Self Carea 2.42 (0.81) 2.16 (0.56) 0.215 t:1.257
Productivitya 2.82 (1.43) 2.45 (0.75) 0.306 t:1.037
Leisurea 2.51 (0.71) 2.23 (0.85) 0.185 t:1.341

COPM-Total Satisfactiona 2.32 (0.69) 2.43 (0.60) 0.511 t:0.662
Self Carea 2.34 (0.92) 2.50 (0.80) 0.517 t:�0.653
Productivitya 2.79 (0.88) 2.63 (0.74) 0.549 t:0.605
Leisurea 2.25 (0.70) 2.45 (1.10) 0.419 t:�0.813

CIQ- Totala

Home Integrationa 1.76 (1.58) 2.12 (2.25) 0.478 t:�0.715
Social Integrationa 2.16 (1.68) 2.43 (1.67) 0.541 t:0.615
Productivitya 1.06 (1.20) 1.33 (1.70) 0.487 t:�0.699

Data; number of cases (percentage). # Mean ± S.D. Brief Psychiatric Rating Scale (BPRS), the Scale for the Assessment of Negative Symptoms (SANS), the
Canadian Occupational Performance Measure (COPM), Community Integration Questionnaire (CIQ).
aIndependent Samples t-test,
bChi-square test for independence, p < 0.05�.

Table 1. The skill areas and goals of the combined Occupational Therapy and Social Skills Training program.

1. Basic conversation skills module
Active listening skills
Initiating conversations
Maintaining conversations
Ending conversations
Putting it all together

2. Problem-solving module
Defining the problem solving process (defining a problem; determining the cause of the problem; identifying, prioritizing, and selecting
alternatives for a solution; and implementing a solution)

Working through problem solving stages with the sample
Identifying the participants’ problem solving resources
Practicing the participants’ daily life problems by using the steps of problem solving

3. Activity training and planning module
Identifying the importance of activity and benefits of occupational engagement in the recovery from schizophrenia
Providing knowledge about daily living activities and raising awareness
Following the individual occupational programs
Reviewing activity goals and creating solutions with group members

4. Recreation for leisure module
Identifying benefits of recreational activities and getting information about recreational activities
Determining the recreational activity needed together with group members
Planning the activity steps and implementing the recreational activity in CMHC
Applying in real life situations (patisserie)
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A significant improvement was determined in COPM total
performance and satisfaction scores during the follow-up
(Wilks λ = 0.691, F (2.116) = 17.262; p = 0.001; Wilks
λ = 0.144, F (2.116) = 130.072; p = 0.001). A statistically
significant improvement was determined in the COPM total
performance score from baseline to post-intervention, but no
significant change was found from post-intervention to the 6-
month follow-up evaluation (p = 0.001; p = 0.971). The
increase in the COPM total performance score was found to
be greater in the OT+SST group compared to the SST group,
with final scores of 5.25 ± 1.45 and 3.36 ± 0.04 in the
OT+SST and SST groups, respectively (p = 0.001). A sta-
tistically significantly greater increase was determined in the
COPM total satisfaction score in the OT+SST group during
the follow-up period (p = 0.001). The COPM total satisfaction
scores at 6 months were 6.04 ± 1.94 and 3.65 ± 1.23 in the
OT+SST and SST groups, respectively.

A statistically significant improvement was determined in
the performance and satisfaction scores of self-care, pro-
ductivity, and leisure occupations from baseline to follow-up
(p = 0.001). An improvement in all COPM subscales was
seen in post-intervention, but no significant change was
documented in the COPM subscales from post-intervention
to the 6-month follow-up evaluation (p = 0.001; p > 0.05).
The performance and satisfaction scores of self-care, pro-
ductivity, and leisure occupations showed a statistically

significant increase in the OT+SST group compared to the
SST group (p = 0.001). The changes in the clinical scales and
COPM based on scores for the OT+SST and SST groups
separately at baseline, after the interventions and at the
6 month follow-up are shown in Table 3.

A statistically significant improvement in the CIQ total
score was determined during the follow-up, and the im-
provement in the CIQ score was found from baseline to post-
intervention (Wilks λ = 0.479, F (2.116) = 22.105; p = 0.001;
p = 0.001). No significant change was found from post-
intervention to 6-month follow-up (p > 0.05). The increase in
the total score of the CIQ was found to be higher in the
OT+SST group compared to the SST group (Wilks λ = 0.907,
F(2.116) = 3.921; p = 0.027). The CIQ total scores were 11.60
± 5.83 and 7.68 ± 4.66 in the OT+SST and SST groups,
respectively, and the difference was statistically significant
(p = 0.006). The home, social, and productivity integration
scores showed a significant increase from baseline to post-
intervention (p = 0.001; p = 0.001; p = 0.001), and no sig-
nificant change was found from post-intervention to 6-month
follow-up (p > 0.05). The increase in those scores was sta-
tistically significantly greater in the OT+SST group than in
the SST group (p = 0.001; p = 0.001; p = 0.027). The CIQ
scores at baseline, post-intervention, and 6-month follow-up,
and within-group changes of the CIQ scores for the OT+SST
and SST groups are shown in Table 3.

Table 3. BPRS, SANS, COPM performance/satisfaction and CIQ scores mean, standard deviations, F and p values by group and time

Pre-intervention Post- intervention Follow up Time
Time x group
interaction

Variable Group X ± ss X ± ss X ± ss F p F p

BPRS OT+SST 24.80 ± 7.05 21.10 ± 6.60 11.86 ± 5.70 153.388 .001� 3.643 .035�
SST 21.10 ± 6.60 13.16 ± 4.33 11.76 ± 4.19

SANS OT+SST 95.40 ± 9.64 59 ± 13.21 41.60 ± 19.76 438.844 .001� 10.247 .001�
SST 92.90 ± 7.51 62.86 ± 8.32 53.70 ± 11.67

COPM-total performance OT+SST 2.54 ± 0.74 4.78 ± 1.17 5.25 ± 1.45 130.072 .001� 17.262 .001�
SST 2.22 ± 0.53 3.59 ± 0.74 3.36 ± 0.89

Self-care OT+SST 2.42 ± 0.81 4.43 ± 1.87 5.14 ± 2.18 34.157 .001� 24.022 .001�
SST 2.16 ± 0.56 2.49 ± 0.78 2.34 ± 0.81

Productivity OT+SST 2.82 ± 1.43 4.70 ± 2.00 5.32 ± 1.85 21.953 .001� 7.343 .001�
SST 2.45 ± 0.07 3.36 ± 1.28 3.00 ± 1.54

Leisure OT+SST 2.51 ± 0.71 5.32 ± 1.41 5.61 ± 1.90 130.539 .001� 3.290 .001�
SST 2.23 ± 0.85 4.65 ± 1.33 4.38 ± 1.38

COPM-total satisfaction OT+SST 2.32 ± 0.69 5.59 ± 1.42 6.04 ± 1.94 148.462 .001� 28,068 .001�
SST 2.43 ± 0.60 4.24 ± 0.81 3.65 ± 1.23

Self-care OT+SST 2.34 ± 0.92 5.15 ± 2.26 5.88 ± 2.73 26.53 .001� 27.027 .001�
SST 2.50 ± 0.80 2.90 ± 0.57 2.28 ± 1.24

Productivity OT+SST 2.79 ± 0.88 5.55 ± 1.94 6.38 ± 1.75 26.758 .001� 13.457 .001�
SST 2.63 ± 0.74 3.79 ± 1.60 3.00 ± 2.05

Leisure OT+SST 2.25 ± 0.70 6.14 ± 1.75 6.35 ± 2.19 136.405 .001� 5.487 .005�
SST 2.45 ± 1.10 5.59 ± 1.47 4.97 ± 1.86

CIQ- total OT+SST 5.06 ± 3.43 11.05 ± 4.34 11.60 ± 5.83 79.915 .001� 17.601 .001�
SST 5.86 ± 3.95 9.02 ± 4.09 7.68 ± 4.65

CIQ-home integration OT+SST 1.76 ± 1.58 3.98 ± 2.11 3.84 ± 2.31 34.631 .001� 11.453 .001�
SST 2.12 ± 2.25 2.72 ± 2.45 2.68 ± 2.46

CIQ-social Integration OT+SST 2.16 ± 1.68 5.16 ± 2.13 5.66 ± 2.64 61.565 .001� 14.326 .001�
SST 2.43 ± 1.67 4.20 ± 2.21 3.36 ± 2.22

CIQ-productivity OT+SST 1.06 ± 1.20 1.90 ± 1.49 2.10 ± 1.76 22.105 .001� 3.921 .027�
SST 1.33 ± 1.70 2.10 ± 1.76 1.70 ± 1.89

OT+SST (N:30), SST (N:30), p < .05�, Brief Psychiatric Rating Scale (BPRS), the Scale for the Assessment of Negative Symptoms (SANS), the Canadian
Occupational Performance Measure (COPM), Community Integration Questionnaire (CIQ).
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The repeated measures two-way ANOVA revealed a sig-
nificant decrease in BPRS scores, and this decrease was found
both from baseline to post-intervention and from post-
intervention to the follow-up period (Wilks λ = 0.203,
F (2.116) = 153.388; p = 0.001; p = 0.001; p = 0.001).
A statistically significantly greater decrease in the BPRS
total scores was determined in the OT+SST group than in the
SST group (p = 0.035). The SANS scores showed a gradual
decrease from baseline to post-intervention and from post-
intervention to the follow-up period in both groups (Wilks λ =
0.064, F(2.116) = 438.844; p = 0.001; p = 0.001; p = 0.001).
At the 6-month follow-up evaluation, the SANS scores were
41.60 ± 19.76 in the OT+SST group and 53.70 ± 11.67 in the
SST group. The decrease in the SANS score was found more
in the OT+SST group than in the SST group during the
follow-up period (p < 0.05).

Discussion and implications

To our knowledge, this is the first study to assess the ef-
fectiveness of the combination of Occupational Therapy and
Social Skills Training on occupational performance, social
participation, and clinical symptoms in people with schizo-
phrenia. The study results indicated that the clients who
received the combined program experienced a higher increase
in occupational performance and social participation scores
and a significant decrease in the severity of psychiatric
symptoms compared to the clients who engaged in SST. It can
be suggested that combined Occupational Therapy and Social
Skills Training interventions improved the daily functioning
and well-being of the clients in the present study.

At first, there was a low drop-out rate in our study, and
there were some particular reasons for this low rate. Most of
the participants have been attending the CMHC for 2 years
and longer, and our participants had a great need for such
interventions. Besides, in our study, it can be said that person-
centered assessment and joint decision-making positively
affect treatment adherence (Kreyenbuhl et al., 2009). Addi-
tionally, a drop-out rate of 13% was obtained in a meta-
analysis inquiring about psychosocial programs among
people with schizophrenia, similar to our study (Villeneuve
et al., 2010). Furthermore, meeting one’s occupational and
social needs has previously been described as the most
motivating factors for regular participation in the programs
(Eklund and Tjörnstrand, 2013). The study participants were
called every week to remind the program the day before the
training, and also a reminder note was written at the end of
each session. Those factors might have reduced the drop-out
rate in our study.

People with schizophrenia have some difficulties in per-
forming daily living activities due to clinical symptoms,
cognitive impairment, and drug side effects (Chapleau,
2012). On the other hand, if problems in occupational per-
formance areas are addressed, and appropriate interventions
are implemented according to the current literature, daily
functioning can be increased. Previous studies showed a
significant increase in occupational performance and satis-
faction in individuals who received a client-centered and
activity-oriented Occupational Therapy program (Cook et al.,

2009; Schindler, 2010; D’Amico et al., 2018). Similar to
these findings, the combined Occupational Therapy and
Social Skills Training group showed a higher increase in
occupational performance and satisfaction within the areas
of self-care, productivity, and leisure in the current study. The
clients in the OT+SST group had an opportunity to experi-
ence activity participation and to practice in their problem
of occupational performance areas. Activity participation
training was performed to make individuals realize their
occupational problems and provide more productive leisure
time. Becoming engaged in occupational performance areas
where they have problems may have also increased their self-
confidence. One-to-one work with the clients and highlight-
ing their specific needs and preferences may have increased
occupational performance and satisfaction. Consequently,
engagement in meaningful and satisfying occupations can be
seen to play a central role in mental health and quality of life
(Goldberg et al., 2002). In the current study, the client-
centered, occupation-based Occupational Therapy and
Social Skills Training program increased the scores of per-
formance and satisfaction of occupational performance
problems identified on the COPM. Therefore, the study
findings show that participation in ADLs and occupational
performance can be increased with Occupational Therapy
interventions. Moreover, it was observed that most of the
combined Occupational Therapy and Social Skills Training
group members maintained achievements of occupational
performance and satisfaction at the 6-month follow-up
evaluation. This finding is of the utmost importance be-
cause changes occurring during treatment appear to have
a longer-lasting effect. From the study findings, it can be
assumed that dealing with daily life skills and recreation skills
together led to an increase in the social participation levels of
individuals. It has been reported that people with schizo-
phrenia spend most of their time at home alone in quiet
activities. They often have limited social and recreational
opportunities and are less interested in social and enjoyable
activities (Chapleau, 2012). The current study findings
demonstrated that the OT+SST group showed more im-
provement in the community integration total score and the
subdimensions of home participation, social participation,
and productivity than the SST alone group. This result is in
line with previously reported results that Occupational
Therapy interventions increase productivity skills and social
functionality and facilitate community integration of in-
dividuals (Abaoğlu et al., 2020; Cook et al., 2009; Gibson
et al., 2011). The current study findings were also consistent
with the results of the study by Bullock and Bannigan (2011)
in which activity-based groups were found more effective in
improving social interaction skills, providing greater symp-
tom reduction, and increasing levels of community func-
tioning than verbally based groups. Ohno and Inoue (2014)
compared to a cooking activity group with SST. The authors
reported that the cooking activity led to more interaction
among the participants than in the SST group. In particular,
the patisserie activity was simulated with role-plays in the
CMHC to develop recreational skills. Both attendances at
patisserie and simulation of the activity may have increased
community integration skills. The meeting in the patisserie
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allowed clients to interact with each other and engage in
a structured activity. Therefore, combining Social Skills
Training and Occupational Therapy interventions increased
the social participation of individuals in the current study.
Lloyd et al. (2007) showed that clients who engaged in leisure
activities reported that they had an enjoyable time with others,
felt relaxed, and were satisfied with these opportunities.
Similarly, in the current study, after the meeting at the pa-
tisserie, the clients reported that they felt good and pleased
with this interaction. Feedbacks from group members about
the patisserie experience were supportive of this issue: “It was
good not to talk only about the disease,” “I have never met
anyone outside until now,” “I am relieved to see that others
have similar problems. I am not alone,” “I was able to order at
the patisserie,” and “I was bored at the beginning. Then it was
good to see that I can chat.” In a study by Turner et al. (2017),
it was noted that there were two main problems that in-
dividuals experienced in community integration: “having
something productive to do” and “being close to someone in
the community.” In particular, the clients are satisfied by
recreational activities, and participation in social and recre-
ational activities should be used more commonly in daily
practice. In addition, recreational activities allowed the clients
to practice social and communication skills. Therefore,
merging OT+SST is very important for individuals with
schizophrenia to live independently in the community.

The clients who received combined Occupational Therapy
and Social Skills Training showed a greater improvement in
the severity of general psychiatric and negative symptoms
than the patients in the SST alone group. This can be at-
tributed to the combined administration of occupation-based
interventions and the SST program. Unlike SST, the person-
centered occupational performance evaluation/practice and
recreational activities in the Occupational Therapy in-
tervention may have played a role in amelioration in negative
symptoms. The current study findings are consistent with the
results of previous studies (Abaoğlu et al., 2020; Cook et al.,
2009; Foruzandeh and Parvin, 2013; Shimada et al., 2016).
Foruzandeh and Parvin (2013) found that the Occupational
Therapy program provided a significant improvement in
positive and negative symptoms in people with schizophrenia
compared to a routine treatment group. Tatsumi et al. (2011)
examined the effect of Occupational Therapy (cooking ac-
tivity) on interpersonal relationships and negative symptoms
in hospitalized people with schizophrenia in a randomized
control study. The total SANS scores, the scores of avolition-
apathy, and anhedonia/asociality subscales were significantly
decreased in the Occupational Therapy group. The clients
participated in meaningful and purposeful activities they like
and prefer in the combined Occupational Therapy and Social
Skills Training program. Besides, they had a chance to so-
cialize with the other individuals having similar problems like
themselves in the group. They also participated in leisure time
activities and worked toward problem-solving skills. These
conditions may have led to a reduction in the severity of
clinical symptoms. Occupational Therapy interventions in

schizophrenia do not focus directly on the treatment of
clinical symptoms, but rather aim to increase the individual’s
social participation, quality of life, and well-being (Bejerholm
and Eklund, 2007; D’Amico et al., 2018). People with
schizophrenia have difficulties planning their daily schedule
and spending productive leisure time, and these difficulties
might lead them to focus more on clinical symptoms.
Bejerholm and Eklund (2007) emphasized that being occu-
pied with real-life experiences instead of their chaos of
thoughts and delusions might have been beneficial in re-
ducing the severity of symptoms. In summary, increased
participation in meaningful activities for the individual re-
duces the severity of symptoms and improves the client’s
professional performance.

There are some limitations to this study. At first, the
baseline BPRS scores were lower in the OT+SST group.
Lower BPRS scores in this group after the intervention might
be related to lower baseline BPRS scores. In addition, the
number of sessions was not equal due to the program content
for the two groups. The higher number of sessions in the
OT+SST group may have caused higher improvement scores.
However, the addition of OT sessions to the SST may have
been effective in integrating newly acquired skills into real-
life situations and increasing skill acquisition. It may be
suggested to conduct studies in which the number of sessions
of both groups is equal in the future.

This client-centered and group-based combination of the
Occupational Therapy and Social Skills Training program
consisted of multiple components to improve participation in
daily living activities, effective communication with others,
problem-solving skills, and leisure skills. The main goal of
the combined Occupational Therapy and Social Skills
Training was to maximize community integration and transfer
the skills into the real world. The current findings provide
initial support for the combined use of Occupational Therapy
interventions and SST in people with schizophrenia to im-
prove occupational performance and social participation.
Furthermore, the achievements gained by all the study par-
ticipants were sustained at the 6-month follow-up in terms of
participation in daily living activities and community in-
tegration. A drop-out rate was 9% in our study. The con-
clusion drawn from these findings was that the combined
Occupational Therapy and Social Skills Training module
used in the study helped the occupational skills develop and
enabled a 6-month persistence in daily functioning.

This study is the first randomized controlled trial to
demonstrate a combined Occupational Therapy and Social
Skills Training program is proper for use in the CMHC. Such
a program can ameliorate occupational performance, social
participation, and psychiatric symptoms in people with
schizophrenia. Occupational Therapy can be used more
commonly in daily practice to promote daily living activities
and increase social participation. In conclusion, the combi-
nation of Occupational Therapy and Social Skills Training
ensured favorable outcomes in the present study, and further
studies are needed to support and verify these initial findings.
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Key findings

1. The combined Occupational Therapy and Social Skills
Training program is a beneficial intervention for people
with schizophrenia to address occupational and com-
munity needs.

2. Significant improvements were identified in occupational
performance and social participation in people with
schizophrenia who participated to the combined program
in the study.

What the study has added

This study provides support for merging the Occupational
Therapy interventions to Social Skills Training programs for
people with schizophrenia to improve occupational perfor-
mance and social participation.
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