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and Treatment
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Nina B. Paul, Julia E. Maietta, and Daniel N. Allen

�Introduction

In the previous chapter on diagnosis and preva-
lence of Diagnostic and Statistical Manual of 
Mental Disorders fifth edition (DSM-5) (APA, 
2013) schizophrenia spectrum and other psy-
chotic disorders (SSOPD), we reviewed preva-
lence rates of the disorder across age, gender, and 
ethnicities, discussed cultural considerations for 
symptom presentation, and considered impact of 
culture and ethnicity on diagnosis. New knowl-
edge regarding the importance of cultural factors 
in the assessment and treatment of schizophrenia 
spectrum disorders has also emerged over the 
past couple of decades, and in this chapter we 
summarize this information to provide a resource 
for behavioral healthcare providers who provide 
assessment and intervention services to diverse 
populations with schizophrenia spectrum 
disorders.

The first part of this chapter addresses cul-
tural factors relevant for assessment of 
SSOPD.  Structured and semi-structured inter-
views commonly used to arrive at a diagnosis 
are summarized, with discussion of culture-

related diagnostic issues including cultural mis-
trust. Next, selected measures used to assess 
psychotic symptom severity and frequency are 
discussed including their translation from 
English into other languages, selected psycho-
metric data, and symptom expression across 
racial and ethnic groups. A brief discussion of 
cultural sensitivity when assessing neurocogni-
tion and daily functioning for people with 
schizophrenia spectrum disorders is included 
given that neurocognitive deficits are identified 
as a core feature of schizophrenia and func-
tional impairment is common. Last included is 
a review of recommendations to assure fairness 
in testing and assessment.

The second part of this chapter addresses cul-
tural factors relevant for treatment of schizo-
phrenia spectrum disorders. It begins with 
discussing the most recent review on cultural 
adaptations of psychosocial treatments for 
schizophrenia that proposed nine common 
themes of cultural adaptations. Cultural adapta-
tions of the seven therapy approaches that 
received an evidence-based rating of “strong 
support” by the American Psychological 
Association’s (APA) Division 12 are then 
reviewed. References are provided for these cul-
turally adapted treatment manuals to aid clini-
cians in accessing these resources. The chapter 
concludes with a general approach that allows 
the integration of cultural factors into any type 
of treatment approach.
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�Cultural Factors Relevant 
for Assessment of Schizophrenia 
Spectrum and Other Psychotic 
Disorders

�Diagnostic Assessment

Culturally informed assessment of psychotic 
symptoms for SSOPD diagnoses may be facili-
tated by the use of validated structured and semi-
structured interviews. Other sources provide 
more detailed information regarding general con-
siderations in clinical interviewing for diagnostic 
and treatment purposes (Allen & Becker, 2019a, 
2019b), so here we emphasize cultural consider-
ations when using available diagnostic assess-
ment procedures. It should be noted that there are 
strengths and limitations to these approaches. For 
example, strengths of structured interviews 
include that they ensure the same information is 
being gathered across different clients by differ-
ent clinicians, and the information gathered is 
relevant to standard DSM or ICD diagnoses. As a 
result, their use improves diagnostic reliability 
and validity. However, the extent to which they 
can be modified to address specific cultural fac-
tors and symptom expression is often quite lim-
ited, and they are also inherently limited when 
the diagnostic criteria are not culturally informed. 
It is relevant to recognize that although they 
improve the reliability and validity of diagnoses, 
they may not mitigate all diagnostic bias. A 
recent meta-analysis found that use of unstruc-
tured and structured interviews had only a small 
effect in reducing increased diagnoses of schizo-
phrenia in Black individuals compared to White 
individuals (Olbert, Nagendra, & Buck, 2018). 
Diagnostic bias is one possible explanation for 
this disparity, although the increased rates of 
schizophrenia diagnoses in Black individuals 
may be due to a number of other factors, such as 
biases in the diagnostic criteria themselves, 
decreased access to care which may lead to 
delays in treatment and more severe symptoms at 
the time of diagnosis, and social factors such as 
discrimination and poverty that may contribute to 
increased incidence of numerous physical and 
mental disorders, including SSOPD (for review 

see Olbert et  al., 2018). Because there is abun-
dant evidence that structured and semi-structured 
interviews increase diagnostic reliability and 
validity by reducing criterion-related error and 
there is evidence supporting a small decrease in 
diagnostic bias with use of structured interview 
procedures, clinicians should consider using a 
structured approach to diagnostic interviewing.

The comprehensiveness of any evaluation of 
psychotic symptoms depends on the setting, the 
clinician’s expertise, and the patient’s presenta-
tion. The Structured Clinical Interview (fifth edi-
tion, clinical version; SCID-5-CV; First & 
Williams, 2016) remains one of the most well-
validated structured clinical interviews for diag-
nosing SSOPD and other DSM-5 disorders. The 
SCID-5 has been translated into 15 languages 
(APA, 2018) and has separate versions for 
research and clinical diagnoses. Currently, only 
the research version but not the clinician version 
is available in Spanish (APA, 2018). Besides the 
SCID-5, other semi-structured and structured 
interviews such as the Diagnostic Interview 
Schedule (fourth version; DIS-IV; Robins, 
Cottler, Bucholz, & Compton, 1995), the 
Schedule for Affective Disorders and 
Schizophrenia (SADS; Endicott & Spitzer, 
1978), the Present State Examination (PSE; 
Wing, Birley, Cooper, Graham, & Isaacs, 1967), 
or the Schedules for Clinical Assessment in 
Neuropsychiatry (SCAN; World Health 
Organization, 1994) may also be used. The 
Composite International Diagnostic Interview 
(CIDI; Kessler & Üstün, 2004) and the Mini 
International Neuropsychiatric Interview (MINI; 
Sheehan et al., 1998) were developed for cross-
cultural assessment purposes and so may be par-
ticularly helpful in decreasing diagnostic bias. 
More detailed information about these proce-
dures and cultural considerations regarding their 
use can be found in several recent chapters (Allen 
& Becker, 2019b; Zink, Lee, & Allen, 2015), and 
interested readers are referred to these resources 
for additional information.

Culture-Related Diagnostic Issues  The DSM-
5 lists the following culture-related diagnostic 
issues clinicians should consider when diagnos-
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ing schizophrenia spectrum disorders: (1) spiri-
tual beliefs (e.g., witchcraft) or religious 
experiences (e.g., hearing an Angel’s voice) that 
are normative in some cultures may be misinter-
preted as delusions or hallucinations, (2) linguis-
tic differences in narration that may be 
misinterpreted as disorganized speech, (3) cul-
tural differences in emotion expression that may 
be misinterpreted as negative symptoms or sup-
port of other psychotic or mood symptoms, and 
(4) cultural expression of distress that may be 
misinterpreted as hallucinations (APA, 2013). 
When coming across a possible symptom of 
delusion with spiritual and religious content with 
which the clinician is not familiar, a culturally 
competent clinicians may ask “Is this a common 
belief in your religion that other members of your 
community also hold?” If the answer is “yes,” 
then there should be considerable doubt as to 
whether it truly represents a psychotic symptom. 
If a clinician is still not sure whether possible 
psychotic symptoms are better understood in the 
context of cultural factors, then the diagnosis 
should be postponed until colleagues, spiritual or 
religious leaders, or members of the community 
can be consulted and help with diagnostic clarifi-
cation (Sue & Sue, 2016).

At every level of assessment, it has been sug-
gested that clinicians consider cultural mistrust 
when treating people with severe mental illness 
from cultural backgrounds that differ from the 
cultural background of the treatment provider 
(Gurak, Maura, de Mamani, de Andino, & 
Rosenfarb, 2018). In this context, cultural mis-
trust describes trusting people from other cultural 
backgrounds less than people who share the same 
cultural background with oneself. Cultural mis-
trust has been found to be related to decreased 
help seeking behavior, preferences for clinicians 
from the same cultural background, and compe-
tency beliefs about clinicians (David, 2010; 
Townes, Chavez-Korell, & Cunningham, 2009; 
Whaley, 2001). There is some research to suggest 
that clinicians may misinterpret expression of 
cultural mistrust by African Americans as para-
noia, which may further contribute to the higher 
diagnosis of schizophrenia in African-American 

populations compared to Caucasian populations 
(Combs et al., 2006; Whaley, 2001). Hence, clini-
cians must be aware of the concept of cultural 
mistrust and educate themselves about historic 
and current events that justify cultural mistrust. 
For more detailed information on cultural consid-
erations when assessing symptoms of psychosis, 
see our chapter in this volume on Prevalence, 
Symptoms, and Diagnosis.

�Assessment of Psychotic Symptom 
Severity and Frequency

There are a number of measures that are avail-
able to assess the severity and frequency of psy-
chotic symptoms. Table 27.1 shows a selection 
of measures which are most commonly used for 
populations with psychotic symptoms to assess 
severity and frequency of symptoms as well as 
impairment in neurocognition and daily func-
tioning. The Positive and Negative Syndrome 
Scale (PANSS; Kay, Fiszbein, & Opler, 1987) 
and newer measures such as the Brief Negative 
Symptom Scale (BNSS; Kirkpatrick et  al., 
2011) and the Clinical Assessment Interview 
for Negative Symptoms (CAINS; Kring, Gur, 
Blanchard, Horan, & Reise, 2013) have been 
translated into Spanish. The BNSS and CAINS 
represent new-generation assessment 
approaches for negative symptoms of schizo-
phrenia that were based on the 2005 Consensus 
Development Conference on Negative 
Symptoms sponsored by NIMH (Kirkpatrick 
et al., 2006). They include items that assess five 
symptom domains identified at the conference: 
anhedonia, avolition, asociality, blunted affect, 
and alogia. These newer rating scales are pre-
ferred over older scales. Other commonly used 
measures, such as the Scale for the Assessment 
of Positive Symptoms (SAPS; Andreasen, 
1984) and the Scale for the Assessment of 
Negative Symptoms (SANS; Andreasen, 1982), 
have not been translated into Spanish. 
Considering that Spanish is the second most 
spoken language in the United States, more 
research on measures translated into Spanish is 
required.

27  Cultural Considerations and Schizophrenia
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Symptom Expression Across Racial/Ethnic 
Groups  A recent review has suggested that the 
high prevalence of schizophrenia spectrum disor-
ders among ethnic minorities may be at least 
partly explained by factors such as differences in 
symptom expression across ethnic and racial 
groups (Schwartz & Blankenship, 2014) rather 
than diagnostic bias. This suggestion is consis-
tent with the literature that indicates cultural 
groups express different patterns and severity of 
symptoms (Gurak et al., 2018). For example, one 
of the pioneering studies in this field has found 
that African Americans present with more severe 
positive symptoms of psychosis (such as auditory 
hallucinations, thought withdrawal or insertion, 
thought broadcasting, delusional perception) 
which resulted in more frequent diagnoses of 
schizophrenia and less frequent diagnoses of 
depression with psychotic features (Arnold et al., 
2004; Strakowski et  al., 1996). In comparison, 
Caucasian Americans express more persecutory 
delusions than African Americans (Strakowski 
et al., 1996) and Mexican Americans (Weisman 
et al., 2000). Interestingly, regarding schizophre-
nia spectrum disorders, Mexican Americans have 
been found to be more likely to report physical 
symptoms than Caucasian Americans (Weisman 
et  al., 2000). There is further evidence from a 
recent large-scale study with a nationally repre-
sentative sample of African Americans, Asians, 
Caribbean Blacks, and Latinos living in the 
United States that Latinos endorse delusions of 
reference and thought insertion/withdrawal sig-
nificantly more often than African Americans 
and that African Americans are significantly less 
likely to endorse visual hallucinations but signifi-
cantly more likely to endorse auditory hallucina-
tions compared to Caribbean Blacks (Earl et al., 
2015). Regarding negative symptoms, however, 
several studies have found no differences when 
comparing African Americans, Caucasian 
Americans, and Latino Americans (Dassori et al., 
1998; Weisman de Mamani & Caldas, 2013). The 
structure of negative symptoms appears stable 
across cultures when newer measures of negative 
symptoms are examined (Ahmed et  al., 2019), 
although factor analytic results for older mea-
sures such as the SANS indicate that negative 

symptoms are represented as a unitary domain 
for Caucasian Americans but are represented as 
two domains (one representing diminished 
expression and one representing motivation and 
pleasure) for African Americans (Strauss & 
Culbreth, 2015). In conclusion, knowing about 
these cultural variations may assist clinicians in 
arriving at a culturally informed diagnosis in 
order to provide appropriate treatment.

�Assessment of Neurocognition 
and Functional Impairment 
in Schizophrenia Spectrum Disorders

The Measurement and Treatment Research to 
Improve Cognition in Schizophrenia Consensus 
Cognitive Battery (MATRICS; Kern et al., 2008; 
Nuechterlein et al., 2008) is a neuropsychologi-
cal assessment battery developed for assessment 
of cognitive changes in schizophrenia resulting 
from the effects of medication. The battery was 
derived based on expert consensus, incorporating 
existing neuropsychological tests that had strong 
validity and reliability evidence when used to 
assess individuals with schizophrenia. It assesses 
various cognitive domains including processing 
speed, attention/vigilance, working memory, rea-
soning and problem-solving, as well as social 
cognition. It has been translated into more than 
20 languages and is used internationally in many 
settings (these translations use English norms). 
The development of the norms relied on patient 
and community samples from rural and urban 
settings that were representative of the US popu-
lation regarding age, sex, racial and ethnic back-
ground, and education level (Kern et al., 2011). 
Hence, its norm-based approach may be consid-
ered culturally sensitive. It is commercially avail-
able, and more information can be obtained on 
the publishers website (https://www.parinc.com/
Products/Pkey/225).

Assessment of functioning in daily activities 
such as managing finances, making appoint-
ments, or shopping may also be required in cer-
tain settings. The UCSD Performance-based 
Skills Assessment (UPSA; Patterson et al., 2001) 
is an assessment procedure to evaluate functional 

27  Cultural Considerations and Schizophrenia
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impairment in schizophrenia spectrum disorders. 
As its name suggests, the UPSA requires 
completion of certain tasks that are essential to 
adaptive functioning in real-world setting, and so 
it differs from other assessment procedures that 
use self-report or informant-report to judge func-
tioning. The UPSA has been translated into 
Spanish. In support of Spanish translations of 
measures of everyday functioning, a study has 
found no differences for monolingual Spanish 
speakers, Latino English speakers, and non-
Latino English speakers who completed the 
assessment in their native language (Bengoetxea, 
Burton, Mausbach, Patterson, & Twamley, 2014). 
Also, there is support that Caucasian raters do not 
show an ethnic/racial bias when rating everyday 
functioning among African Americans, 
Caucasian, and Latino patients (Sabbag et  al., 
2015). Lower performance on measures of every-
day functioning among patients from ethnic/
racial minority backgrounds is related to lower 
levels of education and equivalent levels of cog-
nitive performance (Sabbag et  al., 2015). 
Adjusting UPSA results for the influence of edu-
cation and acculturation eliminated differences 
between Latino and non-Latino patients 
(Mausbach, Tiznado, Cardenas, Jeste, & 
Patterson, 2016).

Fairness in Testing  Differences in performance 
on personality, intellectual and neurocognitive 
tests are widely reported across cultural groups 
and have led to controversial opinions such as 
that intelligence inherently differs between eth-
nic and racial groups (Herrnstein & Murray, 
1994). Such opinions have been rebutted over 
the past several decades (for review see Ma and 
Schapira, 2017) and promoted discussion and 
research into racial or ethnic factors that may 
unfairly bias test results. Thus, in this context, 
fairness in testing refers to diminishing the 
impact of variance in test performance that is not 
related to the construct that is being measured, 
but rather results from individual or cultural dif-
ferences. There has been in-depth exploration 
that also considers factors such as language and 
acculturation contributing to differences in psy-
chological test performance among cultural 

groups (Boone, Victor, Wen, Razani, & Pontón, 
2007). Efforts have also been directed at explor-
ing how bias in the testing procedure itself can 
influence differences in neuropsychological per-
formances between cultural groups (for review 
see Afolabi, 2014). The American Psychological 
Association’s Standards for Educational and 
Psychological Testing (2014) suggest that fair-
ness in testing can be promoted by (1) treating 
the test taker fairly during testing, (2) avoiding 
measurement bias, (3) providing access to mea-
sured constructs, and (4) individualizing inter-
pretation of test scores. Melikyan, Agranovich, 
and Puente (2019) further suggest that fairness 
in psychological testing can be improved by (1) 
selecting the most valid test for a minority client 
by considering test constructs, test procedures, 
and stimulus materials, (2) asking diagnostic 
questions to determine which norms are the most 
appropriate for the individual case (researching 
whether norms for minority groups are available 
and valid), (3) assessing level of acculturation 
and assimilation to consider test wiseness and 
level of performance on tests, (4) determining 
the language in which the assessment should be 
conducted and considering that some unintended 
or atypical responses may be due to language, 
and (5) approximating the socioeconomic status 
and quantity/quality of education to account for 
test wiseness and test performance.

Thus, when conducting an evaluation with a 
Spanish or Chinese client, for example, one may 
choose to administer the MATRICS in Spanish or 
Chinese and utilize norms from a Spanish 
(Rodriguez-Jimenez et al., 2012) or Chinese (Shi 
et  al., 2015) representative sample. Also, clini-
cians who are not fluent in the language of the 
test taker should perform the assessment with an 
interpreter present or refer to a clinician who is 
fluent in the test taker’s language. Yet, beyond 
these decisions, each individual case still requires 
clinical expertise to judge other factors such as 
whether test constructs measured by the 
MATRICS are valued in the clients’ culture (e.g., 
in Eastern cultures quality of work is often val-
ued over speed), whether the client has accultur-
ated/assimilated to a new culture and in this 
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culture gained testing experience and possibly 
test wiseness, or whether the clients’ quality of 
education justifies the education-based correc-
tion of performance scores. In conclusion, we 
advise the reader to treat the information on cul-
turally sensitive measures discussed in this chap-
ter only as foundational knowledge but use 
clinical expertise, consultation, and existing 
research to arrive at optimal treatment decisions 
on a case-by-case basis.

�Cultural Factors Relevant 
for Treatment of Schizophrenia 
Spectrum and Other Psychotic 
Disorders

Cultural factors should be considered in behav-
ioral treatments for SSOPD. In the following sec-
tions, we discuss a recent review on cultural 
adaptations of psychosocial treatments for 
schizophrenia which identified nine common 
themes of cultural adaptations. Next, we intro-
duce the seven therapy approaches that received a 
rating of “strong support” by APA’s Division 12 
and review cultural adaptations for each. Last, we 
discuss a general approach of how consideration 
of cultural factors may be integrated into any 
kind of treatment approach.

Of note, pharmacological treatment remains 
the first-line treatment for SSOPD (Miyamoto, 
Miyake, Jarskog, Fleischhacker, & Lieberman, 
2012). For this reason, behavioral health special-
ists should regularly consult with their patients’ 
psychiatrists or prescribing medical healthcare 
providers to be informed about their patients’ 
current medications. Behavioral healthcare pro-
viders may also refer patients to prescribing med-
ical healthcare providers in the community if 
their patient’s pharmacological needs have not 
yet been met. Since medication management is 
often a challenge for patients with severe mental 
illness, behavioral strategies such as medication 
logs to assist with compliance may be beneficial 
(Eckman, Liberman, Phipps, & Blair, 1990).

�Nine Common Themes of Cultural 
Adaptations of Psychosocial 
Interventions for Psychosis

Degnan et  al. (2018) conducted a systematic 
review and meta-analysis of culturally adapted 
psychosocial interventions for psychosis. Their 
review included studies on culturally adapted 
CBT, social skills training, family psychoeduca-
tion, family interventions, combined interven-
tions, and illness management and recovery 
programs. They summarized that cultural adapta-
tions for psychosocial interventions of schizo-
phrenia can be grouped according to the following 
nine themes: (1) language (direct translation into 
national language, incorporation of local dialect), 
(2) concepts and illness models (culture-specific 
explanatory models, focus on mental health 
stigma, acknowledgment of low mental health 
knowledge and education level), (3) family 
(importance of family involvement, culture-
specific family structures, culture-specific family 
roles and responsibilities), (4) communication 
(cultural differences in openness and disclosure, 
culture-specific strategies of conflict resolution 
and problem-solving, culture-specific ways of 
teaching and learning), (5) content (addition of 
culture-relevant content, removing of culturally 
irrelevant content), (6) cultural norms and prac-
tices (culture-specific practices and coping meth-
ods, culturally relevant activities and scenarios, 
enhancing community and social networks), (7) 
context and delivery (location of intervention, 
flexibility in scheduling sessions, intervention 
mode, length of intervention), (8) therapeutic 
alliance (therapist and client matched for charac-
teristics, therapist’s cultural competency training, 
adapting therapeutic approach), and (9) treatment 
goals (intervention goals and outcome). Their 
meta-analysis results concluded that culturally 
adapted psychosocial treatments were more effi-
cacious than treatment as usual regarding symp-
tom severity, positive symptoms, and general 
symptoms. Moreover, the degree of cultural 
adaptation predicted symptom improvement.
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There is a paucity of literature regarding psy-
chosocial treatments of SSOPD for children and 
adolescents (Stafford et al., 2015) which is likely 
related to onset of psychotic symptoms before 
adolescence being rare (APA, 2013). Yet, consid-
ering literature on first-onset psychosis and adult 
psychosis, recommended treatments for youth 
include cognitive behavioral therapy, social 
skills, multifamily group therapy, and some 
briefer forms of cognitive rehabilitation training 
as well as an integration of supported vocational 
or academic programs (Baker, Howell, & 
Findling, 2016).

�Culturally Adapted Evidence-Based 
Behavioral Treatments

Based on criteria proposed by Chambless and 
Hollon (1998) for empirically supported thera-
pies, the American Psychological Association’s 

Society of Clinical Psychology (Division 12) 
ascribes “strong support” to the following 
evidence-based treatments for schizophrenia and 
severe mental illness: cognitive behavioral ther-
apy, social skills training, family psychoeduca-
tion, social learning/token economy programs, 
cognitive remediation, supported employment, 
and assertive community treatment (for more 
information regarding Division 12’s strongly 
supported evidence-based treatments, visit 
https://www.div12.org/diagnosis/schizophrenia-
and-other-severe-mental-illnesses, APA, 2016). 
We briefly describe each of these treatments and 
their cultural adaptations (if any) below. See 
Table 27.2 for a list of resources of English mate-
rials and culturally adapted treatments.

Cognitive Behavioral Therapy for Psychosis 
(CBTp)  Similar to cognitive behavioral therapy 
(CBT) for other diagnoses, CBT for psychotic 
disorders (CBTp) involves fostering a working 

Table 27.2  Cultural adaptations of evidence-based therapies for schizophrenia spectrum disorders 

Therapy English resources recommended by APA Cultural adaptation resources
Cognitive behavioral 
therapy for psychosis 
(CBTp)

Cognitive Behavioral Therapy for 
Schizophrenia (Kingdon & Turkington, 
1994) and Cognitive Therapy for 
Schizophrenia (Kingdon & Turkington, 
2005)
Cognitive Therapy for Delusions, Voices 
and Paranoia (Chadwick, Birchwood, & 
Trower, 1996)

CBT for Psychosis translated for Mexican 
patients (Zimmer, Duncan, Laitano, 
Ferreira, & Belmonte-de-Abreu, 2007)
CBT for Psychosis translated for Chinese 
patients (Li et al., 2015)
Culturally Adapted CBT for Psychosis 
(CA-CBTp) for Egyptian patients (Naeem 
et al., 2015)
Metacognitive Training (MCT) for Indian 
patients (Kumar et al., 2010)

Social skills training Social Skills Training for Schizophrenia 
(Bellack, Mueser, Gingerich, & Agresta, 
2004)
Social Skills Training for Psychiatric 
Patients (Liberman, Derisi, & Mueser, 
2001)

Skills Training (ST) adapted for Mexican-
American, other Central American, and 
Caribbean patients (Kopelowicz, Zarate, 
Smith, Mintz, & Liberman, 2003)
Psychosocial Skills Training (PSST) 
adapted for Mexican patients (Valencia 
et al., 2010)
Social Cognitive Skills Training (PEDAL) 
adapted for Latino patients (Mausbach 
et al., 2008)
Chinese Basic Conversation Skills Module 
(CBCSM) adapted for Chinese patients (Lak, 
Tsang, Kopelowicz, & Liberman, 2010)
Social Cognition and Interaction Training 
(SCIT) adapted for Chinese patients (Wang 
et al., 2013)
Social Skills Training adapted for Chinese 
patients (Weng, Xiang, & Lieberman, 2005)
Social Cognitive Skills Training (SCST) 
adapted for Egyptian patients (Gohar, 
Hamdi, Lamis, Horan, & Green, 2013)

(continued)
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Therapy English resources recommended by APA Cultural adaptation resources
Family 
psychoeducation

Family Psychoeducation Resource Kit 
(Substance Abuse and Mental Health 
Service Administration, SAMHSA, 2010a)
Multifamily Groups in the Treatment of 
Severe Psychiatric Disorders (McFarlane, 
2002)
Family Care of Schizophrenia (Falloon, 
Boyd, & McGill, 1984)

Multiple-Family Group Treatment (MFGT) 
for Vietnamese patients (Bradley et al., 2006)
Family Intervention for Schizophrenia 
adapted for Italian patients (Carrà, 
Montomoli, Clerici, & Cazzullo, 2007)
Family Education (FE) for people with 
Schizophrenia adapted for Chinese patients 
(Li & Arthur, 2005; Ran et al., 2003)
Psychoeducational Family Intervention 
adapted for Chinese patients (Xiang, Ran, 
& Li, 1994)
Group Psychoeducation of Relatives of 
Schizophrenic Patients, adapted for Chinese 
patients (Zhang & Yan, 1993)
Family-based Intervention for 
Schizophrenic patients, adapted for Chinese 
patients (Xiong et al., 1994)
Multiple-Family-Group Intervention for 
Chinese families of patients with 
Schizophrenia (Chien & Chan, 2004)
Family Intervention for Schizophrenia 
adapted for Iranian patients (Koolaee & 
Etemadi, 2010)
Psychoeducational Intervention for Caregivers 
of Indian patients (Kulhara, Chakrabarti, 
Avasthi, Sharma, & Sharma, 2009)
Psychoeducational Group Program, adapted 
for Korean American patients (Shin & 
Lukens, 2002)

Social learning/token 
economy programs

Treatment and Rehabilitation of Severe 
Mental Illness (Spaulding, Sullivan, & 
Poland, 2002)
The Token Economy (Ayllon & Azrin, 
1968)

None found in our literature search

Cognitive remediation Training Program for the Remediation of 
Cognitive Deficits in Schizophrenia 
(Delahunty & Morice, 1993)
Remediation of Cognitive Deficits in 
Psychiatric Patients (Medalia, Revheim, & 
Herlands, 2002)
Cognitive Remediation Therapy for 
Schizophrenia (Wykes & Reeder, 2005)

Cognitive Rehabilitation for Schizophrenia 
adapted for Korean patients (Lee & Lee, 
2017)
Cognitive Rehabilitation for Schizophrenia 
adapted for Brazilian patients (Pontes et al., 
2013)

Supported 
employment

A Working Life for People With Severe 
Mental Illness (Becker & Drake, 2003)
Supported employment implementation 
resource kit draft (SAMHSA, 2010b)

Supported Employment Program adapted 
for Latino Americans (Mueser et al., 2014)

Assertive community 
treatment

Assertive community treatment 
implementation resource kit draft 
(SAMHSA, 2008)
Assertive outreach in mental health (Burns 
& Firn, 2002)
Assertive Community Treatment of 
Persons with Severe Mental Illness (Stein, 
1998)

Assertive Community Treatment for 
Persons with Severe Mental Illness adapted 
for ethnic minority groups (Yang et al., 
2005)

Table 27.2  (continued)
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alliance, providing psychoeducation and normal-
ization, and a case formulation and treatment 
plan that consider the interplay of thoughts, feel-
ings, and behaviors (APA, 2016). In addition, 
CBTp may include setting goals that specifically 
address psychotic symptoms such as learning 
how to reattribute, understanding the content of, 
and using coping strategies for hallucinations; 
assessing antecedents and consequences of delu-
sions and generating alternatives; or working on 
negative symptoms in the short and long term 
(Kingdon & Turkingdon, 2005). The overarching 
treatment goal is typically to help patients man-
age their symptoms, decrease personal distress, 
and improve functioning in daily life (APA, 
2016). There is much meta-analytic evidence 
supporting the efficacy of CBTp (Burns, 
Erickson, & Brenner, 2014; Hazell, Hayward, 
Cavanagh, & Strauss, 2016; Turner, van der 
Gaag, Karyotaki, & Cuijpers, 2014). There is 
also evidence for the efficacy of translations and 
cultural adaptations of CBTp. A cognitive behav-
ioral program translated for the use with Mexican 
patients showed significantly greater positive 
effects on cognitive variables, social-occupational 
functioning, and quality of life compared to treat-
ment as usual (Zimmer et al., 2007). CBTp trans-
lated for use with Chinese patients was found to 
be significantly more efficacious than supportive 
therapy for reduction of overall symptomatology, 
positive symptoms, and social outcomes func-
tioning (Li et  al., 2015). Further, metacognitive 
training (MCT), a variant of CBT, translated for 
the use with Hindi-speaking patients showed a 
greater decline in positive symptoms with 
medium to large effect sizes compared to treat-
ment as usual (Kumar et al., 2010).

Naeem et al. (2015) went beyond translating 
CBTp by also incorporating the following cul-
tural adaptations for the use with Pakistani 
patients: (1) inclusion of a spiritual dimension in 
case formulation and treatment plan, (2) usage of 
Urdu equivalents of CBT jargons in therapy, (3) 
development of culturally appropriate homework 
assignments, and (4) incorporation of folk stories 
and examples related to local religious beliefs to 
explain therapeutic concepts. Importantly, treat-

ment length was limited to six sessions to over-
come the barrier of geographical distance to the 
treatment facility. An additional session for the 
whole family and the involvement of a carrier 
throughout treatment acknowledged the impor-
tance of family in Pakistani culture. This treat-
ment showed significantly greater improvement 
in overall symptomatology, positive symptoms, 
negative symptoms, and insight when compared 
to treatment as usual (Naeem et al., 2015). These 
examples speak to the success of translating and 
culturally adapting CBTp for the use in countries 
outside the United States, yet future studies are 
needed that develop and assess cultural adapta-
tions for the use of culturally diverse patient pop-
ulations residing within the United States.

Social Skills Training (SST) for 
Schizophrenia  Social skills training (SST) for 
psychotic disorders is usually conducted in 
groups and involves therapists modelling social 
skills broken down into concrete steps as well as 
patients learning the skills in role-plays with 
other group members and repeatedly practicing 
the skills (APA, 2016). Specific social skills exer-
cises may relate to conversing with others, being 
assertive, managing conflict, living with others, 
interacting with friends and romantic partners, 
managing health-related situations, functioning 
in work situations, or coping with drug and alco-
hol use (Bellack et  al., 2004). There is meta-
analytic evidence of the efficacy of SST related to 
improvement of general psychotic psychopathol-
ogy and specifically of negative symptoms 
(Turner et al., 2017). There are also several stud-
ies that support the efficacy of culturally adapted 
SST for Spanish-speaking patients including 
Latino-American patients (Kopelowicz et  al., 
2003; Mausbach et  al., 2008) and Mexican 
patients (Valencia et al., 2010; Valencia, Rascón, 
Juárez, & Murow, 2007). Further, there are stud-
ies that support SST programs culturally adapted 
for the use with Chinese patients (Lak et  al., 
2010; Weng et al., 2005). Interestingly, the Social 
Cognition and Interaction Training (SCIT), a 
relatively new variant of social skills training that 
considers recent research on social cognition in 
individuals with psychotic disorders, adapted for 
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the use with Chinese patients showed significant 
improvement in emotion perception, theory of 
mind, social functioning, and attributional style 
compared to no treatment (Wang et  al., 2013). 
Translating a similar cognitive skills training 
(SCST) program into Arabic for Egyptian 
patients also led to significant improvement in 
identifying emotions and managing emotions and 
overall emotional intelligence compared to the 
control condition (Gohar et al., 2013).

In addition to straightforward translation of 
existing manuals and stimuli, these studies also 
employ more complex and creative methods. For 
instance, Kopelowitz, Zarate, Smith, Mintz, and 
Liberman (2003) attempted to create a “universal 
Spanish” that could be understood by Spanish-
speaking patients from different backgrounds by 
considering various Latino dialects and colloqui-
alisms and focusing on Spanish vocabulary at the 
elementary school level. Videos presenting social 
modelling examples were substituted by in-
session modelling (Valencia et al., 2010), by per-
formances by local actors (Lak et al., 2010), or by 
newly made videos (Wang et al., 2013).

The abovementioned studies went beyond 
translation efforts and additionally included vari-
ous cultural adaptations. Adaptations to Latino 
culture focused on creating a sense of personal-
ismo (i.e., importance of a personal connection 
with others) by including a time for platica (small 
talk) in the beginning or end of sessions, having 
therapists offer appropriate self-disclosure, or 
sharing food (Kopelowicz et al., 2003; Valencia 
et  al., 2010). Adaptations to Chinese culture 
involved changing examples of social situations 
from Western culture to Eastern culture—for 
instance, changing an example of a party situa-
tion to an example of a “yum cha,” a tea gathering 
at a restaurant (Lak et al., 2010). Cultural adapta-
tions for Egyptian and Arabic culture involved 
excluding stimuli that depicted unfamiliar recre-
ational activities such as drinking alcohol or 
playing American football (Gohar et  al., 2013). 
Moreover, in culturally adapted programs for 
both Latino and Chinese patients, family mem-
bers were involved in therapy (Kopelowicz et al., 
2003; Valencia et al., 2010; Weng et al., 2005). 

Overall, social skills trainings for psychotic dis-
orders have been adapted broadly for culturally 
diverse clients and in general appear to be well 
suited to be adjusted to individual patients by 
incorporating personally relevant examples of 
social situations.

Family Psychoeducation for Schizophrenia  
Family psychoeducation for schizophrenia 
involves treatment models that include family 
members in interventions. The goals of this type 
of treatment are to decrease the family’s burden, 
increase family communication and improve 
relationships, as well as reduce distress of family 
members. Psychoeducation includes aspects of 
education about crisis intervention, general infor-
mation about schizophrenia, help with family 
problem-solving, support, and family communi-
cation training. Family psychoeducation pro-
grams have been shown to reduce relapse rates, 
benefit the family’s well-being, and improve 
recovery for patients with schizophrenia (Dixon 
et  al., 2001; Jewell, Downing, & McFarlane, 
2009; McFarlane, Dixon, Lukens, & Lucksted, 
2003). Because schizophrenia typically causes 
significant functional impairment, burden on 
family members is a common occurrence (Awad 
& Voruganti, 2008). There are, of course, cultural 
differences in regard to the importance of family 
on an individual. In fact, one study found that as 
many as 60% and 75% of African-American and 
Latino patients (respectively) lived  with their 
family, as compared to 30% of White patients 
with schizophrenia (Guarnaccia, 1998).

There is an abundance of literature discussing 
cultural adaptations  of family psychoeducation 
for schizophrenia that takes into account spiri-
tual, linguistic, and other cultural contextual fac-
tors. Indeed, some families (especially those that 
have more collectivistic family values) prefer to 
care for their family member with schizophrenia 
at home rather than have them reside in inpatient 
treatment facilities, and so psychoeducation can 
greatly benefit these groups (Chien, 2008; 
Khoshknab, Sheikhona, Rahgouy, Rahgozar, & 
Sodagari, 2014). Language of psychoeducation 
has demonstrated benefits for post-

27  Cultural Considerations and Schizophrenia



392

psychoeducation symptom reduction as well as 
family coping and reduction in caregiver burden 
(Barrio & Yamada, 2010; Cheng & Chan, 2005; 
Kopelowicz et  al., 2012). Family psychoeduca-
tion approaches for schizophrenia have been 
adapted for Chinese (Chien & Chan, 2013; Li & 
Arthur, 2005; Ran et  al., 2003; Zhang, He, 
Gittelman, Wong, & Yan, 1998), Korean 
American (Shin & Lukens, 2002), and Iranian 
patients (Koolaee & Etemadi, 2010). Spirituality 
has been shown to be associated with lower nega-
tive symptoms (Shah et al., 2011), and religious 
methods of coping have also been shown to pro-
duce good outcomes for symptom reduction and 
coping as well as family coping with schizophre-
nia (Mohr et  al., 2011; Murray-Swank et  al., 
2006; Revheim, Greenberg, & Citrome, 2010; 
Rosmarin, Bigda-Peyton, Öngur, Paragament, & 
Björgvinsson, 2013; Tabak & Weisman de 
Mamani, 2014; Weisman de Mamani, Weintraub, 
Gurak, & Maura, 2014). Lopez, Kopelowicz, and 
Cañive (2002) present strategies for adapting 
family psychoeducation interventions for Latino 
groups. Lefley (2009) describes family psycho-
educational practices from around the world.

Social Learning/Token Economy Programs 
for Schizophrenia  Social learning and token 
economy programs for psychotic disorders are 
typically used in inpatient or residential facilities 
and involve rewarding adaptive/appropriate 
behaviors (e.g., treatment participation, medica-
tion adherence, self-care, or vocational activities, 
among others) with rewards (e.g., tokens or 
points) (APA, 2016). A recent review on token 
programs for psychotic disorders concluded that 
while studies provide support for the efficacy of 
these programs, most studies are restricted by 
methodological flaws and the historical context 
of when they were conducted decades ago 
(Dickerson, Tenhula, & Green-Paden, 2005). Our 
literature review did not find cultural adaptations 
of social learning and token economy programs 
for psychotic disorders.

Cognitive Remediation for Schizophrenia  Due 
to the significant functional impairment that cog-

nitive deficits (such as executive function, mem-
ory, processing speed, and attention) cause in 
patients with schizophrenia, cognitive remedia-
tion treatment for schizophrenia works to improve 
these cognitive abilities through cognitive train-
ing. This treatment modality is typically very 
time-limited and can include both computerized 
and paper-and-pencil cognitive tasks. While this 
treatment presents a theoretically sound basis for 
managing impairment associated with schizo-
phrenia, effects are moderate for cognitive ability 
improvement and small for symptom reduction 
(McGurk, Twamley, Sitzer, McHugo, & Mueser, 
2007; Wykes, Huddy, Cellard, McGurk, & 
Czobor, 2011). When combined with psychiatric 
rehabilitation (or psychosocial intervention to 
improve community functioning and well-being), 
outcomes improved (McGurk et al., 2007; Wykes 
et al., 2011). It is unclear whether these cognitive 
training tasks cause sustained ability improve-
ment. Research regarding combined treatment 
with cognitive remediation has demonstrated 
some support for the use of functional skills 
training (Bowie, McGurk, Mausbach, Patterson, 
& Harvey, 2012), supported employment (Bell, 
Choi, Dyer, & Wexler, 2014), and vocational 
rehabilitation (Ullevoldsæter Lystad et al., 2017). 
In general, cognitive remediation alone does not 
make a significant impact on functional outcomes 
for schizophrenia; however, when combined with 
other forms of treatment, robust improvements 
can occur. Only two cultural adaptations were 
found for cognitive remediation that included use 
of linguistically appropriate cognitive remedia-
tion exercises (Lee & Lee, 2017) and use of sim-
pler and more affordable (e.g., noncomputerized) 
methods of service delivery for a developing 
country (Pontes et  al., 2013). Adaptations that 
should be investigated in the future include 
changes in the use of language of administration 
of cognitive training tasks.

Supported Employment for Schizophrenia  
Supported employment programs for patients 
with psychotic disorders integrate vocational 
rehabilitation and mental health programs and 
focus on job placement in the community and 
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continued individualized job development and 
support (APA, 2016). There are various studies 
supporting the effectiveness of supportive 
employment approaches for patients with severe 
mental illness (Bond, Drake, Meuser, & Becker, 
1997; Drake, Becker, Biesanz, & Wyzik, 1996; 
Drake et al., 1999; Lehman et al., 2002). A recent 
study found that Latino-American patients in a 
supportive employment program had better com-
petitive job outcomes compared to Latino-
American patients in standard services or 
clubhouse programs, and overall supported 
employment programs produced comparable 
rates of competitive work for Latino-American, 
African-American, and non-Latino patients 
(Mueser et al., 2014). Adaptations of supportive 
employment programs for psychotic disorders 
targeting patients who have experienced a first 
psychotic episode (Nuechterlein et  al., 2010), 
patients that are middle-aged or older (Twamley, 
Narvaez, Becker, Bartels, & Jeste, 2008), and 
patients that live in rural areas (Gold et al., 2006) 
also report positive results. Supportive employ-
ment approaches have been adopted for countries 
other than the United States including Australia 
(Killackey, Jackson, & McGorry, 2008), Canada 
(Corbière, Bond, Goldner, & Ptasinski, 2005), 
Hong Kong (Kin Wong et al., 2008), Japan (Sato 
et  al., 2014), and several European countries 
(Fioritti et al., 2014).

Assertive Community Treatment (ACT) for 
Schizophrenia  ACT is a community-based, 
multidisciplinary treatment program that works 
to keep patients with schizophrenia out of the 
hospital by attending to community factors that 
might make them vulnerable to rehospitalization 
(Scott & Dixon, 1995; Stein & Test, 1980). ACT 
team members may include psychiatrists, psy-
chologists, and other behavioral health profes-
sionals who share a caseload and have frequent 
contact with patients. ACT teams assist with 
medication management, social service delivery 
and connection to resources, as well as rehabili-
tation. ACT is particularly useful for those indi-
viduals who have difficulty remaining in 
traditional outpatient settings (e.g., homeless 

patients; Rosenheck & Dennis, 2001). Indeed, a 
recent meta-analysis reported that ACT is sig-
nificantly better than traditional case manage-
ment models of treatment for homeless 
individuals with schizophrenia (Coldwell & 
Bender, 2007). There is some debate about ACT 
in the literature because while many patients 
report being satisfied with ACT (44%, Gerber & 
Prince, 1999), some clinicians and researchers 
cite ethical issues with some aspects of ACT 
(i.e., confidentiality, coercion through the use of 
legal methods to ensure medication compliance, 
and privacy; Szmukler & Holloway, 1998) that 
has been explored in the literature with inconsis-
tent findings regarding feelings of coercion and 
treatment outcomes (Galon & Wineman, 2011; 
Jaeger & Rossler, 2010; Lamberti et  al., 2014; 
Stanhope, Marcus, & Solomon, 2009). 
Qualitative evidence suggests that coercive 
means of treatment compliance may serve as a 
barrier to accessing healthcare (Hughes, 
Hayward, & Finlay, 2009; Swartz, Swanson, & 
Hannon, 2003). There is currently no quantita-
tive evidence that the use of legal methods to 
ensure medication and treatment compliance in 
schizophrenia leads to negative outcomes; how-
ever, the issue remains debated in many profes-
sional circles.

Regarding cultural adaptations for ACT, there 
was only one study citing specific adaptations 
that were evidence-supported (Yang et al., 2005). 
This study utilized matching ACT team members 
to patients who were linguistically diverse (e.g., 
English was not their native language), which 
resulted in a significant reduction in hospitaliza-
tions and symptoms (Yang et al., 2005). The use 
of linguistic matching as well as culturally rele-
vant social programming to enhance community 
integration (e.g., Chinese noodle group, yoga 
classes, etc.) and legal resources that may benefit 
cultural groups specifically (e.g., refugee claims, 
immigration issues) were supported in this study 
(Yang et al., 2005). Although no other studies cit-
ing specific cultural adaptations for ACT were 
found, the Department of Human Services in 
Minnesota created a resource implementation 
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guide that provides case examples integrating 
cultural competence into ACT service delivery 
(Minnesota Department of Human Services, 
2002).

�General Approach of Integrating 
Ethnic and Cultural Background 
Considerations

The review of culturally adapted evidence-based 
treatment approaches above hints at the chal-
lenges inherent in adapting every treatment for 
every likely combination of cultural factors. 
Practicing clinicians may require a more readily 
available method to meet the cultural needs for 
every individual client. Therefore, we propose to 
integrate interviews that assess ethnic and cul-
tural background as a general approach to cultur-
ally adapt any kind of evidence-based treatments 
for SSOPD. When possible, cultural adaptations 
that already exist and are supported in the 
research should be utilized. For example, the 
DSM-5 includes the Cultural Formulation 
Interview whose 16 questions address (1) the cul-
tural definition of the problem; (2) cultural per-
ceptions of cause, context, and support; and (3) 
cultural factors affecting self-coping and past 
help seeking behavior. Lately, cultural interviews 
for specific ethnic groups are also being devel-
oped. For instance, guidelines for Hispanic adult 
assessment (National Hispanic and Latino ATTC, 
2017) address assessment of risk/stressors and 
protective factors in the following eight domains: 
(1) discrimination of stress defined as problems 
due to ethnic or cultural orientation; (2) marital 
stress which may be related to cultural values; (3) 
health stress related to available or accessible 
healthcare (including culturally appropriate 
care); (4) family stress that may be related to 
family conflict, low family unity, or cultural dif-
ferences; (5) parental stress that may reflect cul-
tural differences in parenting or cultural 
orientation between children and parents; (6) 
occupational stress that reflects problems related 

to one’s culture or identity; (7) unemployment 
and economic stress related to immigrant status 
or cultural orientation; and (8) immigration stress 
including problems with legal status, deportation, 
and social isolation. These types of cultural inter-
views can easily be added on to other evidence-
based treatment modalities. In long-term 
behavioral treatment, instruments of cultural fac-
tors may be divided up over several sessions and 
can clearly add much value to the process and the 
outcome of therapy.

�Conclusion

Here we presented a comprehensive discus-
sion of how cultural factors can be considered 
by behavioral healthcare providers in assess-
ment and treatment of SSOPD.  Behavioral 
health specialists are most often in the role of 
conducting assessments for SSOPD, and 
therefore we outlined in detail how cultural 
factors can be considered in all steps of assess-
ment. First, a diagnostic evaluation may use 
semi-structured interviews (such as the SCID) 
that have been translated into multiple lan-
guages and consider culture-related diagnostic 
issues outlined in the DSM-5. Assessment of 
symptom severity should include culturally 
sensitive symptom severity measures and gen-
erally be informed by literature on different 
symptom expressions across ethnicities and 
racial groups. Last, when conducting assess-
ments of neurocognition and functional 
impairments of patients with schizophrenia 
spectrum disorders, it is necessary to know for 
which cultural groups such measures have 
been validated and to consider fairness in test-
ing. We concluded the chapter with a review of 
how cultural factors have been considered in 
psychosocial treatments of schizophrenia. 
This review showed that the most research on 
culturally adapted evidence-based therapy 
approaches is available for cognitive behav-
ioral therapy, social skills trainings, and fam-
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ily psychoeducation approaches. We propose a 
general approach to integrate a consideration 
of cultural factors into any evidence-based 
treatment approach for SSOPD by incorporat-
ing interviews that assess ethnic and cultural 
background.

References

Afolabi, O. E. (2014). Bias and cultural diversity in 
psychological assessment: An empirical review. 
Researcher, 6(2), 42–53.

Ahmed, A. O., Kirkpatrick, B., Galderisi, S., Mucci, A., 
Maj, M., Rossi, A., … Strauss, G.  P. (2019). Cross 
cultural validation of the five-factor structure of 
negative symptoms in Schizophrenia. Schizophrenia 
Bulletin, 45, 305–314. https://doi.org/10.1093/schbul/
sby050

Allen, D. N., & Becker, M. L. (2019a). Clinical interview-
ing. In G. Goldstein, D. N. Allen, & J. DeLuca (Eds.), 
Handbook of psychological assessment (4th ed., 
pp. 307–336). Amsterdam, The Netherlands: Elsevier.

Allen, D. N., & Becker, M. L. (2019b). Diagnostic and 
symptom interviews for adults. In G. Goldstein, D. N. 
Allen, & J. DeLuca (Eds.), Handbook of psychological 
assessment (4th ed., pp.  355–394). Amsterdam, The 
Netherlands: Elsevier.

American Psychiatric Association. (2013). Diagnostic 
and statistical manual of mental disorders (5th ed.). 
Arlington, VA: Author.

American Psychological Association (2014). Standards 
for educational and psychological testing. Washington, 
DC: AERA.

American Psychological Association (2016). Treatment 
target: Schizophrenia and other severe mental ill-
nesses  – psychological treatments. Retrieved from 
https://www.div12.org/diagnosis/schizophrenia-and- 
other-severe-mental-illnesses/

American Psychological Association. (2018). The 
Structured Clinical Interview for DSM-5. from: 
https://www.appi.org/products/structured-clinical- 
interview-for-dsm-5-scid-5

Andreasen, N. C. (1982). Negative symptoms in schizo-
phrenia: Definition and reliability. Archives of General 
Psychiatry, 39, 784–788. https://doi.org/10.1001/
archpsyc.1982.04290070020005

Andreasen, N.  C. (1984). Scale for the assessment of 
positive symptoms (SAPS). Iowa City, IA: University 
of Iowa.

Arnold, L.  M., Keck, P.  E., Jr., Collins, J., Wilson, R., 
Fleck, D.  E., Corey, K.  B., … Strakowski, S.  M. 
(2004). Ethnicity and first-rank symptoms in patients 
with psychosis. Schizophrenia Research, 67, 207–212.

Awad, A. G., & Voruganti, L. N. P. (2008). The burden 
of schizophrenia on caregivers. PharmacoEconomics, 
26, 149–162.

Ayllon, T., & Azrin, N.  H. (1968). The token economy: 
A motivational system for therapy and rehabilitation. 
Englewood Cliffs, NJ: Prentice Hall.

Baker, K., Howell, C., & Findling, R. L. (2016). Current 
treatment trends of psychosis in youth with schizo-
phrenia. Current Treatment Options in Psychiatry, 
3(1), 1–14.

Barrio, C., & Yamada, A. (2010). Culturally based 
intervention development: The case of Latino 
families dealing with schizophrenia. Research on 
Social Work Practice, 20, 483–492. https://doi.
org/10.1177/19731510361613

Becattini-Oliveira, A. C., de Farias Dutra, D., de Oliveira 
Campos, B. S., de Araujo, V. C., & Charchat-Fichman, 
H. (2018). A systematic review of a functional assess-
ment tool: UCSD performance-based skill assessment 
(UPSA). Psychiatry Research, 267, 12–18. https://doi.
org/10.1016/j.psychres.2018.05.005

Becker, D. R., & Drake, R. E. (2003). A working life for 
people with severe mental illness. New  York, NY: 
Oxford University Press.

Bell, M. D., Choi, K., Dyer, C., & Wexler, B. E. (2014). 
Benefits of cognitive remediation and supported 
employment for schizophrenia patients with poor 
community functioning. Psychiatric Services, 65, 
469–475.

Bellack, A. S., Mueser, K. T., Gingerich, S., & Agresta, 
J.  (2004). Social skills training for schizophrenia: A 
step-by-step guide (2nd ed.). New York, NY: Guilford 
Press.

Bengoetxea, E., Burton, C. Z., Mausbach, B. T., Patterson, 
T. L., & Twamley, E. W. (2014). The effect of language 
on functional capacity assessment in middle-aged 
and older US Latinos with schizophrenia. Psychiatry 
Research, 218(1–2), 31–34.

Bond, G.  R., Drake, R.  E., Meuser, K.  T., & Becker, 
D.  R. (1997). An update on supported employment 
for People with severe mental illness. Psychiatric 
Services, 48(3), 335–346.

Boone, K. B., Victor, T. L., Wen, J., Razani, J., & Pontón, 
M. (2007). The association between neuropsychologi-
cal scores and ethnicity, language, and acculturation 
variables in a large patient population. Archives of 
Clinical Neuropsychology, 22(3), 355–365.

Bowie, C. R., McGurk, S. R., Mausbach, B., Patterson, 
T.  L., & Harvey, P.  D. (2012). Combined cognitive 
remediation and functional skills training for schizo-
phrenia: Effects on cognition, functional compe-
tence, and real-world behavior. American Journal of 
Psychiatry, 169, 710–718. https://doi.org/10.1176/
appi.ajp.2012.11091337

Bradley, G.  M., Couchman, D., Psych, G.  M., Perlesz, 
A., Nguyen, A.  T., Singh, B., & Riess, C. (2006). 
Multiple-family group treatment for English-and 
Vietnamese-speaking families living with schizophre-
nia. Psychiatric Services, 57(4), 521–530.

Burns, A. M., Erickson, D. H., & Brenner, C. A. (2014). 
Cognitive-behavioral therapy for medication-resistant 
psychosis: A meta-analytic review. Psychiatric 
Services, 65(7), 874–880.

27  Cultural Considerations and Schizophrenia

https://doi.org/10.1093/schbul/sby050
https://doi.org/10.1093/schbul/sby050
https://www.div12.org/diagnosis/schizophrenia-and-other-severe-mental-illnesses/
https://www.div12.org/diagnosis/schizophrenia-and-other-severe-mental-illnesses/
https://www.appi.org/products/structured-clinical-interview-for-dsm-5-scid-5
https://www.appi.org/products/structured-clinical-interview-for-dsm-5-scid-5
https://doi.org/10.1001/archpsyc.1982.04290070020005
https://doi.org/10.1001/archpsyc.1982.04290070020005
https://doi.org/10.1177/19731510361613
https://doi.org/10.1177/19731510361613
https://doi.org/10.1016/j.psychres.2018.05.005
https://doi.org/10.1016/j.psychres.2018.05.005
https://doi.org/10.1176/appi.ajp.2012.11091337
https://doi.org/10.1176/appi.ajp.2012.11091337


396

Burns, T., & Firn, M. (2002). Assertive outreach in men-
tal health: A manual for practitioners. New York, NY: 
Oxford University Press.

Carrà, G., Montomoli, C., Clerici, M., & Cazzullo, 
C.  L. (2007). Family interventions for schizophre-
nia in Italy: Randomized controlled trial. European 
Archives of Psychiatry and Clinical Neuroscience, 
257(1), 23.

Chadwick, P. D., Birchwood, M. J., & Trower, P. (1996). 
Wiley series in clinical psychology: Cognitive therapy 
for delusions, voices and paranoia. Oxford, England: 
Wiley.

Chambless, D.  L., & Hollon, S.  D. (1998). Defining 
empirically supported therapies. Journal of Consulting 
and Clinical Psychology, 66, 7–18.

Cheng, L., & Chan, S. (2005). Psychoeducation 
program for Chinese family carers of mem-
bers with schizophrenia. Western Journal of 
Nursing Research, 27, 583–599. https://doi.
org/10.1177/0193945905275938

Chien, W.  T. (2008). Effectiveness of psychoedu-
cation and mutual support group program for 
family caregivers of Chinese people with schizo-
phrenia. Open Nursing Journal, 2, 28–39. https://doi.
org/10.2174/1874434600702010028

Chien, W. T., & Chan, S. W. (2004). One-year follow-up 
of a multiple-family-group intervention for Chinese 
families of patients with schizophrenia. Psychiatric 
Services, 55(11), 1276–1284.

Chien, W. T., & Chan, S. W. (2013). The effectiveness of 
mutual support group intervention for Chinese fami-
lies of people with schizophrenia: A randomised con-
trolled trial with 24-month follow-up. International 
Journal of Nursing Studies, 50(10), 1326–1340.

Coldwell, C. M., & Bender, W. S. (2007). The effectiveness 
of assertive community treatment for homeless popu-
lations with severe mental illness: A meta-analysis. 
American Journal of Psychiatry, 164, 393–399.

Combs, D. R., Penn, D. L., Cassisi, J., Michael, C., Wood, 
T., Wanner, J., & Adams, S. (2006). Perceived racism 
as a predictor of paranoia among African Americans. 
Journal of Black Psychology, 32(1), 87–104.

Corbière, M., Bond, G. R., Goldner, E. M., & Ptasinski, 
T. (2005). The fidelity of supported employment 
implementation in Canada and the United States. 
Psychiatric Services, 56(11), 144–1447. https://doi.
org/10.1176/appi.ps.56.11.1444

Dassori, A. M., Miller, A. L., Velligan, D., Saldana, D., 
Diamond, P., & Mahurin, R. (1998). Ethnicity and 
negative symptoms in patients with schizophrenia. 
Cultural Diversity and Mental Health, 4, 65–69.

David, E. J. R. (2010). Cultural mistrust and mental health 
help-seeking attitudes among Filipino Americans. 
Asian American Journal of Psychology, 1(1), 57–66. 
https://doi.org/10.1037/a0018814

Degnan, A., Baker, S., Edge, D., Nottidge, W., Noke, M., 
Press, C.  J., … Drake, R.  J. (2018). The nature and 
efficacy of culturally-adapted psychosocial interven-
tions for schizophrenia: A systematic review and meta-
analysis. Psychological Medicine, 48(5), 714–727.

Delahunty, A., & Morice, R. (1993). A training pro-
gramme for the remediation of cognitive deficits in 
Schizophrenia. Albury, NSW: Department of Health.

Dickerson, F. B., Tenhula, W. N., & Green-Paden, L. D. 
(2005). The token economy for schizophrenia: Review 
of the literature and recommendations for future 
research. Schizophrenia Research, 75(2–3), 405–416.

Dixon, L., McFarlane, W.  R., Lefley, H., Lucksted, A., 
Cohen, M., Falloon, I., … Sondheimer, D. (2001). 
Evidence-based practices for services to families 
of people with psychiatric disabilities. Psychiatric 
Services, 52, 903–910.

Drake, R. E., Becker, D. R., Biesanz, J. C., & Wyzik, P. F. 
(1996). Day treatment versus supported employment 
for persons with severe mental illness: A replica-
tion study. Psychiatric Services, 47(10), 1125–1127. 
https://doi.org/10.1176/ps.47.10.1125

Drake, R.  E., McHugo, G.  J., Bebout, R.  R., Becker, 
D. R., Harris, M., Bond, G. R., & Quimby, E. (1999). 
A randomized clinical trial of supported employment 
for inner-city patients with severe mental disorders. 
Archives of General Psychiatry, 56(7), 627–633.

Earl, T.  R., Fortuna, L.  R., Gao, S., Williams, D.  R., 
Neighbors, H., Takeuchi, D., & Alegría, M. (2015). 
An exploration of how psychotic-like symptoms 
are experienced, endorsed, and understood from 
the National Latino and Asian American Study and 
National Survey of American Life. Ethnicity & Health, 
20(3), 273–292.

Eckman, T. A., Liberman, R. P., Phipps, C. C., & Blair, 
K.  E. (1990). Teaching medication management 
skills to schizophrenic patients. Journal of Clinical 
Psychopharmacology, 10(1), 33–38. https://doi.
org/10.1097/00004714-199002000-00006

Endicott, J., & Spitzer, R. L. (1978). A diagnostic inter-
view: The schedule for affective disorders and schizo-
phrenia. Archives of General Psychiatry, 35(7), 
837–844.

Falloon, E., Boyd, J., & McGill, C. (1984). Family care of 
schizophrenia. New York, NY: Guilford.

Fioritti, A., Burns, T., Hilarion, P., van Weeghel, J., Cappa, 
C., Suñol, R., & Otto, E. (2014). Individual placement 
and support in Europe. Psychiatric Rehabilitation 
Journal, 37(2), 123–128. https://doi.org/10.1037/
prj0000065

First, M.  B., & Williams, J.  B. (2016). SCID-5-CV: 
Structured clinical interview for DSM-5 disor-
ders: Clinician version. Arlington, VA: American 
Psychiatric Association Publishing.

Forbes, C., Blanchard, J.  J., Bennett, M., Horan, W.  P., 
Kring, A., & Gur, R. (2010). Initial development and 
preliminary validation of a new negative symptom 
measure: The Clinical assessment interview for nega-
tive symptoms (CAINS). Schizophrenia Research, 
124(1–3), 36–42.

Galon, P., & Wineman, M. (2011). Quasi-experimental 
comparison of coercive interventions on client out-
comes in individuals with severe and persistent mental 
illness. Archives of Psychiatric Nursing, 25, 404–418. 
https://doi.org/10.1016/j.apnu.2010.10.004

N. B. Paul et al.

https://doi.org/10.1177/0193945905275938
https://doi.org/10.1177/0193945905275938
https://doi.org/10.2174/1874434600702010028
https://doi.org/10.2174/1874434600702010028
https://doi.org/10.1176/appi.ps.56.11.1444
https://doi.org/10.1176/appi.ps.56.11.1444
https://doi.org/10.1037/a0018814
https://doi.org/10.1176/ps.47.10.1125
https://doi.org/10.1097/00004714-199002000-00006
https://doi.org/10.1097/00004714-199002000-00006
https://doi.org/10.1037/prj0000065
https://doi.org/10.1037/prj0000065
https://doi.org/10.1016/j.apnu.2010.10.004


397

Garcia-Portilla, M.  P., Gomar, J.  J., Bobes-Bascaran, 
M. T., Menendez-Miranda, I., Saiz, P. A., Muniz, J., 
… Goldberg, T. (2014). Development of the Spanish 
brief-version of the university of California perfor-
mance skills assessment (Sp-UPSA-Brief) in patients 
with schizophrenia and bipolar disorder. Revista de 
Psiquiatría y Salud Mental (English Edition), 7(3), 
113–120.

Gerber, G.  J., & Prince, P.  N. (1999). Measuring cli-
ent satisfaction with assertive community treat-
ment. Psychiatric Services, 50, 546–550. https://doi.
org/10.1176/ps.50.4.546

Gohar, S.  M., Hamdi, E., Lamis, A., Horan, W.  P., & 
Green, M. F. (2013). Adapting and evaluating a social 
cognitive remediation program for schizophrenia in 
Arabic. Schizophrenia Research, 148(1-3), 12–17.

Gold, P. B., Meisler, N., Santos, A. B., Carnemolla, M. A., 
Williams, O.  H., & Keleher, J.  (2006). Randomized 
trial of supported employment integrated with asser-
tive community treatment for rural adults with 
severe mental illness. Schizophrenia Bulletin, 32(2), 
378–395.

Guarnaccia, P.  J. (1998). Multicultural experiences of 
family caregiving: A study of African American, 
European American, and Hispanic American families. 
New Directions for Student Leadership, 77, 45–61. 
https://doi.org/10.1002/yd.23319987706

Gurak, K., Maura, J., de Mamani, A.  W., de Andino, 
A. M., & Rosenfarb, I. (2018). Racial and ethnic diag-
nostic patterns in schizophrenia spectrum disorders. 
In C. Frisby & W. O’Donohue (Eds.), Cultural com-
petence in applied psychology (pp. 603–617). Cham, 
Switzerland: Springer.

Hazell, C.  M., Hayward, M., Cavanagh, K., & Strauss, 
C. (2016). A systematic review and meta-analysis of 
low intensity CBT for psychosis. Clinical Psychology 
Review, 45, 183–192.

Herrnstein, R.  J., & Murray, C. (1994). The bell curve: 
Intelligence and class structure in American life. 
New York, NY: Simon and Schuster.

Hughes, R., Hayward, M., & Finlay, W.  M. L. (2009). 
Patients’ perceptions of the impact of involuntary 
inpatient care on self, relationships, and recovery. 
Journal of Mental Health, 18, 152–160. https://doi.
org/10.1080/0963820802053326

Jaeger, M., & Rossler, W. (2010). Enhancement of out-
patient treatment adherence: Patients’ perceptions 
of coercion, fairness, and effectiveness. Psychiatry 
Research, 180, 48–53. https://doi.org/10.1016/j.
psychres.2009.09.011

Jewell, T. C., Downing, D., & McFarlane, W. R. (2009). 
Partnering with families: Multiple family group psy-
choeducation for schizophrenia. Journal of Clinical 
Psychology, 65, 868–878. https://doi.org/10.1002/
jclp.20610

Kay, S. R., Fiszbein, A., & Opler, L. A. (1987). The posi-
tive and negative syndrome scale (PANSS) for schizo-
phrenia. Schizophrenia Bulletin, 13(2), 261–276.

Kay, S.  R., Fiszbein, A., Vital-Herne, M., & Fuentes, 
L.  S. (1990). The positive and negative syndrome 
scale—Spanish adaptation. Journal of Nervous 

and Mental Disease, 178(8), 510–517. https://doi.
org/10.1097/00005053-199017880-00007

Kay, S.  R., Opler, L.  A., & Lindenmayer, J.  P. (1988). 
Reliability and validity of the positive and nega-
tive syndrome scale for schizophrenics. Psychiatry 
Research, 23(1), 99–110.

Kern, R.  S., Gold, J.  M., Dickinson, D., Green, M.  F., 
Nuechterlein, K.  H., Baade, L.  E., … Sugar, C.  A. 
(2011). The MCCB impairment profile for schizo-
phrenia outpatients: Results from the MATRICS psy-
chometric and standardization study. Schizophrenia 
Research, 126(1–3), 124–131.

Kern, R.  S., Nuechterlein, K.  H., Green, M.  F., Baade, 
L. E., Fenton, W. S., Gold, J. M., … Stover, E. (2008). 
The MATRICS Consensus Cognitive Battery, part 2: 
Co-norming and standardization. American Journal of 
Psychiatry, 165(2), 214–220.

Kessler, R. C., & Üstün, T. B. (2004). The world mental 
health (WMH) survey initiative version of the world 
health organization (WHO) composite international 
diagnostic interview (CIDI). International Journal of 
Methods in Psychiatric Research, 13(2), 93–121.

Khoshknab, M. F., Sheikhona, M., Rahgouy, A., Rahgozar, 
M., & Sodagari, F. (2014). The effects of group 
psychoeducational programme on family burden in 
caregivers of Iranian patients with schizophrenia. 
Journal of Psychiatric and Mental Health Nursing, 21, 
438–446. https://doi.org/10.1111/jpm.12107

Killackey, E., Jackson, H.  J., & McGorry, P. D. (2008). 
Vocational intervention in first-episode psychosis: 
Individual placement and support v. treatment as usual. 
The British Journal of Psychiatry, 193(2), 114–120.

Kin Wong, K., Chiu, R., Tang, B., Mak, D., Liu, J., & 
Chiu, S. N. (2008). A randomized controlled trial of 
a supported employment program for persons with 
long-term mental illness in Hong Kong. Psychiatric 
Services, 59(1), 84–90.

Kingdon, D.  G., & Turkington, D. (1994). Cognitive-
behavioral therapy of schizophrenia. New York, NY: 
Guilford Press.

Kingdon, D. G., & Turkington, D. (2005). Cognitive ther-
apy of schizophrenia. New York, NY: Guilford Press.

Kirkpatrick, B., Fenton, W. S., Carpenter, W. T., & Marder, 
S. R. (2006). The NIMH-MATRICS consensus state-
ment on negative symptoms. Schizophrenia Bulletin, 
32(2), 214-219. https://doi.org/10.1093/schbul/sbj053

Kirkpatrick, B., Strauss, G. P., Nguyen, L., Fischer, B. A., 
Daniel, D. G., Cienfuegos, A., & Marder, S. R. (2011). 
The brief negative symptom scale: Psychometric prop-
erties. Schizophrenia Bulletin, 37, 300–305. https://
doi.org/10.1093/schbul/sbq059

Koolaee, A. K., & Etemadi, A. (2010). The outcome of 
family interventions for the mothers of schizophre-
nia patients in Iran. International Journal of Social 
Psychiatry, 56(6), 634–646.

Kopelowicz, A., Karate, R., Wallace, C.  J., Liberman, 
R.  P., Lopez, S.  R., & Mintz, J.  (2012). The ability 
of multifamily groups to improve treatment adherence 
in Mexican Americans with schizophrenia. Archives 
of General Psychiatry, 69, 265–273. https://doi.
org/10.1001/archgenpsychiatry.2011.135

27  Cultural Considerations and Schizophrenia

https://doi.org/10.1176/ps.50.4.546
https://doi.org/10.1176/ps.50.4.546
https://doi.org/10.1002/yd.23319987706
https://doi.org/10.1080/0963820802053326
https://doi.org/10.1080/0963820802053326
https://doi.org/10.1016/j.psychres.2009.09.011
https://doi.org/10.1016/j.psychres.2009.09.011
https://doi.org/10.1002/jclp.20610
https://doi.org/10.1002/jclp.20610
https://doi.org/10.1097/00005053-199017880-00007
https://doi.org/10.1097/00005053-199017880-00007
https://doi.org/10.1111/jpm.12107
https://doi.org/10.1093/schbul/sbj053
https://doi.org/10.1093/schbul/sbq059
https://doi.org/10.1093/schbul/sbq059
https://doi.org/10.1001/archgenpsychiatry.2011.135
https://doi.org/10.1001/archgenpsychiatry.2011.135


398

Kopelowicz, A., Zarate, R., Smith, V.  G., Mintz, J., & 
Liberman, R.  P. (2003). Disease management in 
Latinos with schizophrenia: A family-assisted, skills 
training approach. Schizophrenia Bulletin, 29(2), 
211–228.

Kring, A. M., Gur, R. E., Blanchard, J. J., Horan, W. P., 
& Reise, S. P. (2013). The clinical assessment inter-
view for negative symptoms (CAINS): Final develop-
ment and validation. American Journal of Psychiatry, 
170(2), 165–172.

Kulhara, P., Chakrabarti, S., Avasthi, A., Sharma, A., & 
Sharma, S. (2009). Psychoeducational intervention 
for caregivers of Indian patients with schizophrenia: 
A randomised-controlled trial. Acta Psychiatrica 
Scandinavica, 119(6), 472–483.

Kumar, D., Zia Ul Haq, M., Dubey, I., Dotivala, K. N., 
Veqar Siddiqui, S., Prakash, R., … Nizamie, S.  H. 
(2010). Effect of meta-cognitive training in the reduc-
tion of positive symptoms in schizophrenia. European 
Journal of Psychotherapy and Counselling, 12(2), 
149–158.

Lak, D. C., Tsang, H. W., Kopelowicz, A., & Liberman, 
R.  P. (2010). Outcomes of the Chinese basic con-
versation skill module (CBCSM) for people with 
schizophrenia having mild to moderate symp-
toms and dysfunction in Hong Kong. International 
Journal of Psychiatry in Clinical Practice, 14(2), 
137–144.

Lamberti, J.  S., Russ, A., Cerulli, C., Weisman, R.  L., 
Jacobowitz, D., & Williams, G.  C. (2014). Patient 
experiences of autonomy and coercion while receiving 
legal leverage in forensic assertive community treat-
ment. Harvard Review of Psychiatry, 22, 222–230. 
https://doi.org/10.1097/01.HRP.0000450448.48564.c1

Lee, W.  H., & Lee, W.  K. (2017). Cognitive rehabilita-
tion for patients with schizophrenia in Korea. Asian 
Journal of Psychiatry, 25, 109–117. https://doi.
org/10.1016/j.ajp.2016.10.010

Lefley, H.  P. (2009). Family psychoeducation for seri-
ous mental illness. New York, NY: Oxford University 
Press.

Lehman, A.  F., Goldberg, R., Dixon, L.  B., McNary, 
S., Postrado, L., Hackman, A., & McDonnell, K. 
(2002). Improving employment outcomes for per-
sons with severe mental illnesses. Archives of General 
Psychiatry, 59(2), 165–172.

Li, Z., & Arthur, D. (2005). Family education for people 
with schizophrenia in Beijing, China: Randomised 
controlled trial. The British Journal of Psychiatry, 
187(4), 339–345.

Li, Z. J., Guo, Z. H., Wang, N., Xu, Z. Y., Qu, Y., Wang, 
X. Q., … Kingdon, D. (2015). Cognitive-behavioural 
therapy for patients with schizophrenia: A multicen-
tre randomized controlled trial in Beijing, China. 
Psychological Medicine, 45(9), 1893–1905.

Liberman, R. P., Derisi, W.  J., & Mueser, K. T. (2001). 
Social skills training for psychiatric patients. Boston, 
MA: Allyn & Bacon.

Lopez, S.  R., Kopelowicz, A., & Cañive, J.  M. (2002). 
Strategies in developing culturally congruent family 

interventions for schizophrenia: The case of Hispanics. 
In H. P. Lefley & D. L. Johnson (Eds.), Family inter-
ventions in mental illness: International perspectives 
(pp. 31–90). Westport, CT: Praeger Publishers.

Ma, C., & Schapira, M. (2017). The bell curve: Intelligence 
and class structure in American life. London, UK: 
Macat Library.

McFarlane, W. R. (2002). Multifamily groups in the treat-
ment of severe psychiatric disorders. New York, NY: 
Guilford.

McFarlane, W. R., Dixon, L., Lukens, E., & Lucksted, A. 
(2003). Family psychoeducation and schizophrenia: A 
review of the literature. Journal of Marital and Family 
Therapy, 29, 223–245.

McGurk, S. R., Twamley, E. W., Sitzer, D.  I., McHugo, 
G.  J., & Mueser, K.  T. (2007). A meta-analysis of 
cognitive remediation in schizophrenia. American 
Journal of Psychiatry, 164, 1791–1802. https://doi.
org/10.1176/appi.ajp.2007.07060906

Mané, A., García-Rizo, C., Garcia-Portilla, M. P., Bergé, 
D., Sugranyes, G., Garcia-Alvarez, L., … Fernandez-
Egea, E. (2014). Spanish adaptation and validation of 
the brief negative symptoms scale. Comprehensive 
Psychiatry, 55(7), 1726–1729.

Mantovani, L. M., Machado-de-Sousa, J. P., & Salgado, 
J.  V. (2015). UCSD performance-based skills 
assessment (UPSA): Validation of a Brazilian ver-
sion in patients with schizophrenia. Schizophrenia 
Research: Cognition, 2(1), 20–25.

Mausbach, B. T., Bucardo, J., McKibbin, C. L., Goldman, 
S.  R., Jeste, D.  V., Patterson, T.  L., … Barrio, C. 
(2008). Evaluation of a culturally tailored skills inter-
vention for Latinos with persistent psychotic disor-
ders. American Journal of Psychiatric Rehabilitation, 
11(1), 61–75.

Mausbach, B. T., Tiznado, D., Cardenas, V., Jeste, D. V., 
& Patterson, T.  L. (2016). Validation of the UCSD 
performance-based skills assessment (UPSA) in 
Hispanics with and without schizophrenia. Psychiatry 
Research, 244, 388–393.

Medalia, A., Revheim, N., & Herlands, T. (2002). 
Remediation of cognitive deficits in psychiatric 
patients: A clinician’s manual. New  York, NY: 
Alliance for the Study of Cognitive Disorders.

Melikyan, Z.  A., Agranovich, A.  V., & Puente, A.  E. 
(2019). Fairness in psychological testing. In 
G. Goldstein, D. Allen, J. Deluca (Eds.), Handbook of 
Psychological Assessment (pp.  551–572). Academic 
Press.

Minnesota Department of Health Services. (2002). Assertive 
community treatment implementation resource kit: 
Statement on cultural competence. Retrieved from 
http://www.dhs.state.mn.us/main/groups/disabilities/
documents/pub/dhs_id_027769~1.pdf

Miyamoto, S., Miyake, N., Jarskog, L. F., Fleischhacker, 
W. W., & Lieberman, J. A. (2012). Pharmacological 
treatment of schizophrenia: A critical review of the 
pharmacology and clinical effects of current and 
future therapeutic agents. Molecular Psychiatry, 
17(12), 1206.

N. B. Paul et al.

https://doi.org/10.1097/01.HRP.0000450448.48564.c1
https://doi.org/10.1016/j.ajp.2016.10.010
https://doi.org/10.1016/j.ajp.2016.10.010
https://doi.org/10.1176/appi.ajp.2007.07060906
https://doi.org/10.1176/appi.ajp.2007.07060906
http://www.dhs.state.mn.us/main/groups/disabilities/documents/pub/dhs_id_027769~1.pdf
http://www.dhs.state.mn.us/main/groups/disabilities/documents/pub/dhs_id_027769~1.pdf


399

Mohr, S., Perroud, N., Gillieron, C., Brandt, P., Rieben, I., 
Borras, L., & Huguelet, P. (2011). Spirituality and reli-
giousness as predictive factors of outcome in schizo-
phrenia and schizo-affective disorders. Psychiatry 
Research, 186, 177–182. https://doi.org/10.1016/j.
psychres.2010.08.012

Mueser, K., Bond, G., Essock, S., Clark, R., Carpenter-
Song, E., Drake, R., … Cook, J. A. (2014). The effects 
of supported employment in Latino consumers with 
severe mental illness. Psychiatric Rehabilitation 
Journal, 37(2), 113–122.

Murray-Swank, A.  B., Lucksted, A., Medoff, D.  R., 
Yang, Y., Wohlheiter, K., & Dixon, L.  B. (2006). 
Religiosity, psychosocial adjustment, and subjective 
burden of persons who care for those with mental ill-
ness. Psychiatric Services, 57, 361–365. https://doi.
org/10.1176/appi.ps.57.3.361

Naeem, F., Saeed, S., Irfan, M., Kiran, T., Mehmood, N., 
Gul, M., … Farooq, S. (2015). Brief culturally adapted 
CBT for psychosis (CaCBTp): A randomized con-
trolled trial from a low income country. Schizophrenia 
Research, 164(1–3), 143–148.

National Hispanic and Latino ATTC. (2017). A guide for 
conducting clinical assessment of Hispanic and Latino 
clients. Bayamón, PR: Universidad Central del Caribe.

Norman, R.  M., Malla, A.  K., Cortese, L., & Diaz, F. 
(1996). A study of the interrelationship between 
and comparative interrater reliability of the SAPS, 
SANS and PANSS. Schizophrenia Research, 19(1), 
73–85.

Nuechterlein, K.  H., Green, M.  F., Kern, R.  S., Baade, 
L.  E., Barch, D.  M., Cohen, J.  D., … Goldberg, T. 
(2008). The MATRICS consensus cognitive bat-
tery, part 1: Test selection, reliability, and validity. 
American Journal of Psychiatry, 165(2), 203–213.

Nuechterlein, K. H., Subotnik, K. L., Turner, L., Ventura, 
J., Gitlin, M.  J., Gretchen-Doorly, D., … Liberman, 
R. P. (2010). Individual placement and support after an 
initial episode of schizophrenia: The UCLA random-
ized controlled trial. Early Intervention in Psychiatry, 
4, 5.

Olbert, C. M., Nagendra, A., & Buck, B. (2018). Meta-
analysis of black vs. white racial disparity in schizo-
phrenia diagnosis in the United States: Do structured 
assessments attenuate racial disparities? Journal of 
Abnormal Psychology, 127(1), 104–115.

Patterson, T. L., Goldman, S., McKibbin, C. L., Hughs, 
T., & Jeste, D. V. (2001). USCD performance-based 
skills assessment: Development of a new measure of 
everyday functioning for severely mentally ill adults. 
Schizophrenia Bulletin, 27(2), 235.

Pontes, L.  M. M., Martins, C.  B., Napolitano, I.  C., 
Fonseca, J. R., Oliveira, G. M. R., Iso, S. M. K., … 
Elkis, H. (2013). Cognitive training for schizophre-
nia in developing countries: A pilot trial in Brazil. 
Schizophrenia Research and Treatment, 2013, 1–10. 
https://doi.org/10.1155/2013/321725

Ran, M. S., Xiang, M. Z., Chan, C. L. W., Leff, J., Simpson, 
P., Huang, M. S., … Li, S. G. (2003). Effectiveness of 
psychoeducational intervention for rural Chinese fam-

ilies experiencing schizophrenia. Social Psychiatry 
and Psychiatric Epidemiology, 38(2), 69–75.

Revheim, N., Greenberg, W. M., & Citrome, L. (2010). 
Spirituality, schizophrenia, and state hospitals: 
Program description and characteristics of self-
selected attendees of a spirituality therapeutic group. 
Psychiatric Quarterly, 81, 285–292. https://doi.
org/10.1007/s11126-010-9137-z

Robins, L. N., Cottler, L. B., Bucholz, K., & Compton, W. 
(1995). NIMH Diagnostic Interview Schedule, version 
IV. St. Louis, MO: Washington School of Medicine.

Rodriguez-Jimenez, R., Bagney, A., Garcia-Navarro, C., 
Aparicio, A. I., Lopez-Anton, R., Moreno-Ortega, M., 
... & Green, M. F. (2012). The MATRICS consensus 
cognitive battery (MCCB): Co-norming and standard-
ization in Spain. Schizophrenia Research, 134(2–3), 
279–284.

Rosenheck, R.  A., & Dennis, D. (2001). Time-limited 
assertive community treatment for homeless per-
sons with severe mental illness. Archives of General 
Psychiatry, 58(11), 1073–1080.

Rosmarin, D.  H., Bigda-Peyton, J.  S., Öngur, D., 
Pargament, K. I., & Björgvinsson, T. (2013). Religious 
coping among psychotic patients: Relevance to 
suicidality and treatment outcomes. Psychiatry 
Research, 210, 182–187. https://doi.org/10.1016/j.
psychres.2013.03.023

Sabbag, S., Prestia, D., Robertson, B., Ruiz, P., Durand, 
D., Strassnig, M., & Harvey, P.  D. (2015). Absence 
of bias in clinician ratings of everyday functioning 
among African American, Hispanic and Caucasian 
patients with schizophrenia. Psychiatry Research, 
229(1–2), 347–352.

Sato, S., Iwata, K., Furukawa, S., Matsuda, Y., Hatsuse, 
N., & Ikebuchi, E. (2014). The effects of the combina-
tion of cognitive training and supported employment 
on improving clinical and working outcomes for peo-
ple with schizophrenia in Japan. Clinical Practice and 
Epidemiology in Mental Health, 10, 18–27. https://
doi.org/10.2174/1745017901410010018

Schwartz, R. C., & Blankenship, D. M. (2014). Racial 
disparities in psychotic disorder diagnosis: A 
review of empirical literature. World Journal of 
Psychiatry, 4, 133–140. https://doi.org/10.5498/
wjp.v4.i4.133

Scott, J. E., & Dixon, L. B. (1995). Assertive community 
treatment and case management for schizophrenia. 
Schizophrenia Bulletin, 21, 567–668.

Shah, R., Kulhara, P., Grover, S., Kumar, S., Malhotra, 
R., & Tyagi, S. (2011). Relationship between spiritual-
ity/religiousness and coping in patients with residual 
schizophrenia. Care & Rehabilitation, 20, 1053–1060. 
https://doi.org/10.1007/s11136-010-9839-6

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, 
P., Janavs, J., Weiller, E., … Dunbar, G.  C. (1998). 
The Mini-International Neuropsychiatric Interview 
(M.I.N.I): The development and validation of a struc-
tured diagnostic psychiatric interview for DSM-IV 
and ICD-10. The Journal of Clinical Psychiatry, 
59(20), 22–33.

27  Cultural Considerations and Schizophrenia

https://doi.org/10.1016/j.psychres.2010.08.012
https://doi.org/10.1016/j.psychres.2010.08.012
https://doi.org/10.1176/appi.ps.57.3.361
https://doi.org/10.1176/appi.ps.57.3.361
https://doi.org/10.1155/2013/321725
https://doi.org/10.1007/s11126-010-9137-z
https://doi.org/10.1007/s11126-010-9137-z
https://doi.org/10.1016/j.psychres.2013.03.023
https://doi.org/10.1016/j.psychres.2013.03.023
https://doi.org/10.2174/1745017901410010018
https://doi.org/10.2174/1745017901410010018
https://doi.org/10.5498/wjp.v4.i4.133
https://doi.org/10.5498/wjp.v4.i4.133
https://doi.org/10.1007/s11136-010-9839-6


400

Shi, C., Kang, L., Yao, S., Ma, Y., Li, T., Liang, Y., ... & 
Zhang, C. (2015). The MATRICS consensus cogni-
tive battery (MCCB): Co-norming and standardiza-
tion in China. Schizophrenia Research, 169(1–3), 
109–115.

Shin, S. K., & Lukens, E. P. (2002). Effects of psycho-
education for Korean Americans with chronic mental 
illness. Psychiatric Services, 53(9), 1125–1131.

Spaulding, W.  D., Sullivan, M., & Poland, J.  (2002). 
Treatment and rehabilitation of severe mental illness: 
A comprehensive approach. New York, NY: Guildford 
Publications.

Stafford, M. R., Mayo-Wilson, E., Loucas, C. E., James, 
A., Hollis, C., Birchwood, M., & Kendall, T. (2015). 
Efficacy and safety of pharmacological and psycho-
logical interventions for the treatment of psychosis 
and schizophrenia in children, adolescents and young 
adults: a systematic review and meta-analysis. PloS 
one, 10(2), e0117166.

Stanhope, V., Marcus, S., & Solomon, P. (2009). The 
impact of coercion on services from the perspective of 
mental health care consumers with co-occurring disor-
ders. Psychiatric Services, 60(2), 183–188.

Stein, L. (1998). Assertive community treatment of per-
sons with severe mental illness. New  York, NY: 
Norton Professional Books.

Stein, L. I., & Test, M. A. (1980). Alternative to mental 
hospital treatment: I.  Conceptual model, treatment 
program, and clinical evaluation. Archives of General 
Psychiatry, 37, 392–397.

Strakowski, S. M., Flaum, M., Amador, M., Bracha, H. S., 
Pandurangi, A. K., Robinson, D., & Tohen, M. (1996). 
Racial differences in the diagnosis of psychosis. 
Schizophrenia Research, 21, 117–124.

Strauss, G.  P., & Culbreth, A.  J. (2015). Assessing 
psychosis in African American clients. In L.  T. 
Benuto & B.  D. Leany (Eds.), Guide to psy-
chological assessment with African Americans 
(pp.  247–259). New  York, NY: Springer. https://doi.
org/10.1007/978-1-4939-1004-5_16

Substance Abuse and Mental Health Service 
Administration [SAMHSA]. (2008). Assertive 
community treatment resource kit. Retrieved from 
https://store.samhsa.gov/system/files/gettingstarted-
act.pdf

Substance Abuse and Mental Health Service 
Administration [SAMHSA]. (2010a). Family psycho-
education implementation resource kit: Information 
for practitioners and clinical supervisors. Retrieved 
from https://store.samhsa.gov/product/Family-
Psychoeducation-Evidence-Based-Practices-EBP-
KIT/sma09-4423

Substance Abuse and Mental Health Service 
Administration [SAMHSA]. (2010b). Supported 
employment implementation resource kit: Information 
for practitioners and clinical supervisors. Retrieved 
from https://store.samhsa.gov/product/supported-
employment-evidence-based-practices-ebp-kit/
sma08-4365

Sue, D. W., & Sue, D. (2016). Counseling the culturally 
diverse: Theory and practice. Hoboken, NJ: Wiley.

Swartz, M. S., Swanson, J. W., & Hannon, M. J. (2003). 
Does fear of coercion keep people away from mental 
health treatment? Evidence from a survey of persons 
with schizophrenia and mental health professionals. 
Behavioral Sciences & the Law, 21, 459–472. https://
doi.org/10.1002/bsl.539

Szmukler, G., & Holloway, F. (1998). Ethics in commu-
nity psychiatry. Current Opinion in Psychiatry, 11, 
549–553.

Tabak, N., & Weisman de Mamani, A. (2014). Religion’s 
effect on mental health in schizophrenia: Examining 
the roles of meaning-making and seeking social sup-
port. Clinical Schizophrenia & Related Psychoses, 8, 
91–100. https://doi.org/10.3371/CSRP.TUWE.021513

Townes, D. L., Chavez-Korell, S., & Cunningham, N. J. 
(2009). Reexamining the relationships between racial 
identity, cultural mistrust, help-seeking attitudes, 
and preference for a Black counselor. Journal of 
Counseling Psychology, 56(2), 330–336. https://doi.
org/10.1037/a0015449

Turner, D. T., McGlanaghy, E., Cuijpers, P., van der Gaag, 
M., Karyotaki, E., & MacBeth, A. (2017). A meta-
analysis of social skills training and related interven-
tions for psychosis. Schizophrenia Bulletin, 44(3), 
475–491.

Turner, D. T., van der Gaag, M., Karyotaki, E., & Cuijpers, 
P. (2014). Psychological interventions for psychosis: 
A meta-analysis of comparative outcome studies. 
American Journal of Psychiatry, 171(5), 523–538.

Twamley, E. W., Narvaez, J. M., Becker, D. R., Bartels, 
S.  J., & Jeste, D.  V. (2008). Supported employment 
for middle-aged and older people with schizophre-
nia. American Journal of Psychiatric Rehabilitation, 
11(1), 76–89.

Ullevoldsæter Lystad, J., Falkum, E., Øksendal Haaland, 
V., Bull, H., Evensen, S., McGurk, S. R., & Ueland, T. 
(2017). Cognitive remediation and occupational out-
come in schizophrenia spectrum disorders: A 2-year 
follow-up study. Schizophrenia Research, 185, 122–
129. https://doi.org/10.1016/j.schres.2016.12.020

Valencia, M., Rascon, M.  L., Juarez, F., Escamilla, R., 
Saracco, R., & Liberman, R.  P. (2010). Application 
in Mexico of psychosocial rehabilitation with schizo-
phrenia patients. Psychiatry: Interpersonal and 
Biological Processes, 73(3), 248–263.

Valencia, M., Rascón, M.  L., Juárez, F., & Murow, E. 
(2007). A psychosocial skills training approach 
in Mexican out-patients with schizophrenia. 
Psychological Medicine, 37(10), 1393–1402.

Valiente-Gómez, A., Mezquida, G., Romaguera, A., 
Vilardebò, I., Andrés, H., Granados, B., … Bernardo, 
M. (2015). Validation of the Spanish version of the 
clinical assessment for negative symptoms (CAINS). 
Schizophrenia Research, 166(1–3), 104–109.

Wang, Y., Roberts, D.  L., Xu, B., Cao, R., Yan, M., & 
Jiang, Q. (2013). Social cognition and interaction 
training for patients with stable schizophrenia in 

N. B. Paul et al.

https://doi.org/10.1007/978-1-4939-1004-5_16
https://doi.org/10.1007/978-1-4939-1004-5_16
https://store.samhsa.gov/system/files/gettingstarted-act.pdf
https://store.samhsa.gov/system/files/gettingstarted-act.pdf
https://store.samhsa.gov/product/Family-Psychoeducation-Evidence-Based-Practices-EBP-KIT/sma09-4423
https://store.samhsa.gov/product/Family-Psychoeducation-Evidence-Based-Practices-EBP-KIT/sma09-4423
https://store.samhsa.gov/product/Family-Psychoeducation-Evidence-Based-Practices-EBP-KIT/sma09-4423
https://store.samhsa.gov/product/supported-employment-evidence-based-practices-ebp-kit/sma08-4365
https://store.samhsa.gov/product/supported-employment-evidence-based-practices-ebp-kit/sma08-4365
https://store.samhsa.gov/product/supported-employment-evidence-based-practices-ebp-kit/sma08-4365
https://doi.org/10.1002/bsl.539
https://doi.org/10.1002/bsl.539
https://doi.org/10.3371/CSRP.TUWE.021513
https://doi.org/10.1037/a0015449
https://doi.org/10.1037/a0015449
https://doi.org/10.1016/j.schres.2016.12.020


401

Chinese community settings. Psychiatry Research, 
210(3), 751–755.

Weisman de Mamani, A., & Caldas, T. (2013). A com-
parison of positive and negative symptom types in 
Anglo, Latino, and African-American patients with 
schizophrenia. Interamerican Journal of Psychology, 
3, 111–116.

Weisman de Mamani, A., Weintraub, M. J., Gurak, K., & 
Maura, J. (2014). A randomized clinical trial to test 
the efficacy of a family-focused, culturally informed 
therapy for schizophrenia. Journal of Family 
Psychology, 28, 800–810. https://doi.org/10.1037/
fam0000021

Weisman, A. G., Lopez, S. R., Ventura, J., Nuechterlein, 
K.  H., Goldstein, M.  J., & Hwang, S. (2000). A 
comparison of psychiatric symptoms between 
Anglo-Americans and Mexican-Americans 
with schizophrenia. Schizophrenia Bulletin, 26, 
817–824.

Weng, Y.  Z., Xiang, Y.  Q., & Liberman, R.  P. (2005). 
Rehab rounds: Psychiatric rehabilitation in a Chinese 
psychiatric hospital. Psychiatric Services, 56(4), 
401–403.

Whaley, A.  L. (2001). Cultural mistrust and the clini-
cal diagnosis of paranoid schizophrenia in African 
American patients. Journal of Psychopathology and 
Behavioral Assessment, 23(2), 93–100.

Wing, J. K., Birley, J. L. T., Cooper, J. E., Graham, P., 
& Isaacs, A.  D. (1967). Reliability of a procedure 
for measuring and classifying “present psychiatric 
state”. The British Journal of Psychiatry, 113(498), 
499–515.

World Health Organization. Division of Mental Health. 
(1994). Schedules for clinical assessment in neuro-
psychiatry: Version 2. World Health Organization. 
Retrieved 5 April, 2019, from https://apps.who.int/iris/
handle/10665/40356

Wykes, T., Huddy, V., Cellard, C., McGurk, S.  R., 
& Czobor, P. (2011). A meta-analysis of cogni-
tive remediation for schizophrenia: Methodology 
and effect sizes. American Journal of Psychiatry, 
168, 472–485. https://doi.org/10.1176/appi.
ajp.2010.10060855

Wykes, T., & Reeder, R. (2005). Cognitive remedia-
tion therapy for schizophrenia: Theory and practice. 
New York, NY: Brunner-Routledge.

Xiang, M., Ran, M., & Li, S. (1994). A controlled evalu-
ation of psychoeducational family intervention in 
a rural Chinese community. The British Journal of 
Psychiatry, 165(4), 544–548.

Xiong, W., Phillips, M.  R., Hu, X., Wang, R., Dai, Q., 
Kleinman, J., & Kleinman, A. (1994). Family-based 
intervention for schizophrenic patients in China: A 
randomised controlled trial. The British Journal of 
Psychiatry, 165(2), 239–247.

Yang, J., Law, S., Chow, W., Andermann, L., Steinberg, 
R., & Sadavoy, J. (2005). Assertive community treat-
ment for persons with severe and persistent mental ill-
ness in ethnic minority groups. Psychiatric Services, 
56, 1053–1055.

Zhang, M., He, Y., Gittelman, M., Wong, Z., & Yan, 
H. (1998). Group psychoeducation of relatives 
of schizophrenic patients: Two-year experiences. 
Psychiatry and Clinical Neurosciences, 52(S6), 
S344–S347.

Zhang, M., & Yan, H. (1993). Effectiveness of 
psychoeducation of relatives of schizophrenic 
patients: A prospective cohort study in five cities 
of China. International Journal of Mental Health, 
22, 47–59.

Zimmer, M., Duncan, A. V., Laitano, D., Ferreira, E. E., 
& Belmonte-de-Abreu, P. (2007). A twelve-week ran-
domized controlled study of the cognitive-behavioral 
integrated psychological therapy program: Positive 
effect on the social functioning of schizophrenic 
patients. Revista Brasileira de Psiquiatria, 29(2), 
140–147.

Zink, D., Lee, B., & Allen, D. (2015). Structured and 
semistructured clinical interviews available for use 
among African American clients: Cultural consider-
ations in the diagnostic interview process. In L. T. 
Benuto & B. D. Leany (Eds.), Guide to psychologi-
cal assessment with African Americans (pp. 19–42). 
New York, NY: Springer.

27  Cultural Considerations and Schizophrenia

https://doi.org/10.1037/fam0000021
https://doi.org/10.1037/fam0000021
https://apps.who.int/iris/handle/10665/40356
https://apps.who.int/iris/handle/10665/40356
https://doi.org/10.1176/appi.ajp.2010.10060855
https://doi.org/10.1176/appi.ajp.2010.10060855

	27: Cultural Considerations for Schizophrenia Spectrum Disorders II: Assessment and Treatment
	Introduction
	Cultural Factors Relevant for Assessment of Schizophrenia Spectrum and Other Psychotic Disorders
	Diagnostic Assessment
	Assessment of Psychotic Symptom Severity and Frequency
	Assessment of Neurocognition and Functional Impairment in Schizophrenia Spectrum Disorders

	Cultural Factors Relevant for Treatment of Schizophrenia Spectrum and Other Psychotic Disorders
	Nine Common Themes of Cultural Adaptations of Psychosocial Interventions for Psychosis
	Culturally Adapted Evidence-Based Behavioral Treatments
	General Approach of Integrating Ethnic and Cultural Background Considerations

	Conclusion
	References




