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A Brief Review of Key Models in Cognitive
Behaviour Therapy for Psychosis
Abstract
Cognitive behavioural therapy (CBT) was originally developed as a comprehensive
theory for treating depression. It has, however, since been extensively used to
treat a wide range of emotional and mental health problems and is now a plausible
treatment of choice for schizophrenia and associated psychotic symptoms. This
review highlights the different models of CBT used for treating psychosis. These
models have varying background, theory and rationale. Overall, literature shows
that there are several models and approaches available but an underlying factor
shared by all is the centricity of collaborative empiricism and individual formulation
of specific presentations, however this varies across models. These models begin
to address the impact of culture on treatment of psychosis. That is, they begin
to acknowledge that different cultures may have different interpretations of a
psychotic presentation such as delusions. It is imperative that models such as
those presented here begin to acknowledge cultural influences and take these
into account during their formation. This will have an impact on the way psychosis
is treated using CBT. By being receptive to this, it could aid the client-therapist
relationship and thus the outcomes of treatment.
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Introduction
Schizophrenia has been defined as ‘a debilitating illness of the
mind, often characterised by symptoms such as hallucinations,
delusional beliefs, thought disorder and bizarre behaviours’.
Studies of cognitive behavioural therapy (CBT) for psychosis
[1,2] demonstrate that if CBT is culturally adapted it would be
acceptable to ethnic minority groups [2-4] Models of mental ill
health, including cognitive behavioural approaches, have been
criticised for being Euro-centric [5] and for their assertion that
they are applicable across cultures. Culture significantly impacts
on all aspects of psychosis from onset to outcomes.
In the UK, the National Institute for Clinical Excellence (NICE)
guidelines recommend CBT as a treatment of choice and put
forward that it should be offered to any individual with persistent
(positive and negative) symptoms of psychosis and those on
remission [6]. Furthermore, the guidelines stipulate that duration
of more than 16 planned sessions should be offered, an increase
from more than ten sessions previously [7]. Likewise, the American
Psychiatric Association [8] practice guidelines recommend this
intervention with moderate clinical confidence for schizophrenia.

The current review aims to highlight the models of CBT that are
used for treating psychosis. It describes the rationale of these
models and how they are used. It aims to also begin to highlight
how these models can be adapted and shaped to not only be
used on a Euro-centric population but also to diverse cultural
populations who require CBT for psychosis.

Theoretical Review
Theories behind cognitive therapy assume that unhelpful or
negative thinking is related to the distress experienced by people;
consequently CBT was initially developed as a comprehensive
theory of depression [9]. However, it has since been extended to
relate to the explanation of a range of other disorders [10] including
personality disorders [11] and as an approach to alleviate distress
and disturbance associated with psychotic phenomenon [12-15].
Beck described the application of normal cognitive techniques
with psychosis to challenge beliefs previously considered nonsusceptible to psychological therapies as early as 1952 [16].
Since then, there was a gradual development in literature of
cognitive approaches to psychosis until early 1990s when authors
like Chadwick, Birchwood, and Trowler [17] began to investigate
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and publish work on psychosis. The recent advances in cognitive
therapy for psychosis emphasis and target emotion [18] worry
intervention in psychosis. Notably, the role of attribution biases
is implicated in the development and maintenance of psychotic
phenomenon in the presence of anomalous experiences.

Other biases have also been investigated and the recent
literature highlighted potentially applicable interpretation and
information-processing biases [27]. Though these biases have
received some support from the literature this has been limited
from experimental studies.

Cognitive therapy emphasises the role of unhelpful negative ways
of thinking in the origin, maintenance and worsening of negative
automatic thoughts or thinking errors and rigid depressive
schemata. Beck et al. [11] postulate that depressive schemata
develop over a period of many years and remain ready to be
activated by a combination of stressful circumstances. This early
development of negative life experiences causes the formation
of beliefs and assumptions/rules about oneself. Consequently
cognitive models assert that responses to events are mediated
by thoughts and beliefs, that is, personal meaning to them. CBT
aims to reduce the symptoms, distress, disturbance and disability
associated with a problem (mental, physical or behavioural) and
to improve quality of life and wellbeing through cognitive change.

Bentall et al. [28] argue that persecutory beliefs may be the
consequence of genuine persecutory experiences, and they note
literature that supports particular environmental conditions
associated with paranoid thinking, [29-31]. Delusions result from
a psychological defence against underlying negative emotion and
low self-esteem [32]. An attempt to make sense of anomalous
experiences may, according to Bentall, result in ‘blaming others’
as influenced by the theory of mind deficit. The emphasis on this
model is the impact of externalising biases and consideration of
sensitive ways to addressing paranoid beliefs.

Cognitive Models of Psychosis
Cognitive models of psychosis suggest that a key factor
influencing the psychotic symptoms experienced are the negative
interpretations or ‘appraisals’ of anomalous experiences.
Previously, Maher’s theory of delusions purports their origin
from the application of normal reasoning processes to abnormal
experiences [19]. He argues that delusions reflect rational
attempts to making sense of anomalous experiences. Simply put,
he sees delusions as an explanation. The premise of this model is
based on two assumptions. Firstly, on the anomalous experiences
which drives a search for meaning, which would be biased by
pre-existing beliefs and assumptions about the self, others and
the world-view [20]. His second assumption that delusions do
not come about through biased reasoning processes has been
refuted to date [21,22] and more recently by Coltheart et al.,
[23] they argue that basic cognitive disturbances are linked to
data gathering biases such as a ‘jumping to conclusions’ (JTC)
style of thinking; such patients tend to reach decisions with less
evidence resulting in delusional experience. This factor implies
bias by deluded individuals in their ability to evaluate their
beliefs. This JTC bias and attributional style has continued to be
extensively researched. Garety and Freeman [24] have reviewed
the literature and continue to support the theory that a JTC bias
is associated with the delusions observed within psychosis. These
JTC biases also appear to be exuberated during acute states.
Accordingly Coltheart [25] supports the hypothesis that delusional
formation involves abnormal reasoning. This model can be
sensitive to cultural differences as self-construct can be based
on one’s culture. Notwithstanding limitations in Maher’s second
assumption, his theory has impetus in the psychopathology of
psychosis.
The evidence to support this hypothesis has expanded beyond
that of experimental and self-report data to that of neuroimaging
data. In a review by Underwood, Kumari and Peters [26] it has
been shown that these biases encompass the amygdala, insula,
hippocampus, anterior cingulate cortex, and prefrontal cortex.
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According to Morrison [14] persecutory delusions are implicated
when information is accurately perceived, and then misinterpreted
in ways that are culturally unacceptable due to faulty self and
social knowledge, influenced by threat beliefs or traumatic
experiences rather than faulty perceptions. Therefore their
model argues that individuals experience auditory hallucinations
following misattribution of intrusive thoughts to an external
source in order to reduce the feeling of discomfort resulting from
a discrepancy between beliefs and behaviours. Morrison’s model
draws on cognitive behaviour literature of anxiety disorders. Of
particular interest is the emphasis of misinterpretations in the
ways that are considered to be culturally unacceptable. This
model considers cultural influences, although widely adopted by
clinicians its’ empirical basis is limited.

Theory of Mind
Theory of Mind (ToM) refers to an individual’s ability to understand
that other people have desires and mental states, and explains
how individuals comprehend the knowledge and intentions of
others.
Frith [33] argued that deficits in ToM could be implicated in the
formation of persecutory delusions due to, for example; difficulties
arising from monitoring other’s thoughts and intentions resulting
in paranoid ideation and delusions of reference [34,28].
The model of ToM in relation to psychosis and, in particular, to
delusions has been somewhat refuted. In a recent review, Garety
and Freeman [24] identified 43 studies of ToM. They argued
that the literature shows a clear deficit in ToM in people with
Schizophrenia. However, the deficits in ToM were linked more so
to negative symptoms as opposed to positive symptoms such as
delusions. They thus concluded that although ToM deficits can
be identified in patients presenting with delusions they are more
strongly associated with the negative symptoms and syndromes.

A multi-factorial model of persecutory delusions
Freeman & Garety et al. [35] multifactorial model of the
formation and maintenance of persecutory delusions posits
that vulnerability to developing psychosis can be explained
through bio-psychosocial factors. The model clearly explains
the formation and maintenance of psychotic phenomenon with
This article is available from: www.psychopathology.imedpub.com
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onset from significant life events leading to cognitive deficits
such as attention, perceptual and jumping to conclusion biases
[36]. The authors emphasise the role of emotion in this process
in particular threat arousal as a contributory factor to processing
of anomalous experiences [35]. Integrating multi-factorial factors
in this model makes it ideal for use with diverse cultures as it
supports impact of social background in particular traumatic
experiences as contributory factors that can exacerbate negative
self-schemata and predisposition to psychosis. Furthermore
it considers that threat beliefs could result from a number of
cognitive biases that the authors implicate in the maintenance
cycle such as prejudices that may maintain biased belief systems.
Freeman & Garety [37] model of persecutory delusions focuses
on delusional formation and maintenance. Garety’s premise
has global applicability as the model posits a cognitive bias that
is putatively implicated in the formation of any delusion [38].
The authors posit that any individual with JTC bias from any
culture is likely to be influenced by the changing beliefs held
by the members of that culture, as reflected by the changes in
the content of delusion. Strengths also include normalisation
and targets emotion (role of anxiety with psychotic processes
is emphasised), through re-evaluation of the threat beliefs and
biases in psychological processing explanation [35]. Furthermore,
it addresses reasoning and attention biases including safety
behaviour and avoidance [39,40]. The diagrammatic presentation
of this model can be shared with patients to help them make
sense of their presenting problems; of particular interest here is
the ability to consider possible plausible explanations.
Gumley and Schwannauer [41] cognitive interpersonal approach
to recovery identifies how psychotic experiences express
developmental adaptation to the critical events and transitions.
Attachment theory informs this model through attachment
insecurity. That is, factors such as a traumatic birth, being
rejected by or loss of a parent in childhood all increase the risk
of developing psychosis at a later stage of life. The attachment
insecurity resulting from the above factors is associated with
the use of avoidant coping strategies. These strategies have
been shown to correlate with problematic user engagement in
treatment and also low levels of help-seeking [42,43]. Although
clinically relevant in practice, in that this approach t promotes
emotional recovery and reduces risk of relapse, the evidence
base for CBT in relapse prevention is limited.

Stress-vulnerability model
Another widely used theory behind CBT for psychosis is based on
a stress-vulnerable model initially developed by Zubin & Spring
[44] and further modified by Nuechterlein et al. [45]; it has been
effective in enhancing therapeutic rapport. The model proposes
that psychotic symptoms occur as a result of a combination
of vulnerabilities in the presence of stressful experiences
[46]. Therefore, by learning skills and developing alternative
ways of dealing with stress, it is likely that the symptoms will
abate. However, this theory continues to be challenged by the
proponents of the biological theory who advocate for biological
vulnerability as a consequence of genetic predisposition in the
development of psychosis. This is despite reports from clinicians,
service users and researchers that psychosocial factors do
influence the development of psychosis [47].
© Under License of Creative Commons Attribution 3.0 License
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Kingdon & Turkingdon [46] emphasise that CBT for psychosis is
not identical to standard CBT that is used for axis one problems.
What's more, Turkington et al., [48] postulate that cognitive
therapy techniques are modified in order to deal with some
limitations resulting from schizophrenia, thus list four key therapy
stages namely: (i) developing a therapeutic alliance based on the
patient’s perspective, (ii) developing alternative explanations of
schizophrenia symptoms, (iii) reducing the impact of positive and
negative symptoms and (iv) offering alternatives to the medical
model to address adherence p367.
The fundamental premise in psychological frameworks
within cognitive therapy is working collaboratively and the
development of shared formulations of individual experiences
and an experiential approach to modify beliefs and developing
alternative explanations of psychotic phenomenon. This is
hoped to result in the patient learning new coping strategies
or enhancing helpful strategies and weakening the potency of
hallucinations through such strategies as reality testing and
behavioural experiments in session and in-between session
activities. The fundamental premise of CBT for psychosis is to
reduce distress associated with psychotic symptoms [49]. Where
a patient is asymptomatic therapy may focus on developing social
skills and relapse prevention.

Conclusion
An evaluation of the literature gives the impression that
Cognitive models for Psychosis offer a convincing hypothetical
framework which is supported by decades of empirical studies
and is becoming more attractive to clinicians. In contrast, models
of ToM appear to be less effective in explaining the negative
symptoms of psychosis and thus may not be as effective to use as
a model in treatment.
The cognitive models, though based upon varying theory and
rationale, emphasise the centricity of a collaborative empiricism
which varies across cultures in particular when working with
collectivist cultures and the paternalistic concepts which differ
between western and eastern cultures [50]. This should however
not dissuade researchers from meticulously scrutinising all models
of CBT for psychosis for cultural sensitivity and addressing needs
of diverse cultures. Theorists agree in part, as to which factors are
implicated in the formation and maintenance of psychosis.
Effective use of these models in clinical settings requires good
therapeutic rapport and engagement. When working with diverse
cultures, therapist cognisance of culturally derived behaviours,
attitudes, beliefs, values and norms is vital for therapy to be
sensitive to the individual’s culture whether they have assimilated
to the host country or are stuck to the culture of the country of
origin [51]. By being sensitive to the culture of the client and thus
their interpretation of certain psychotic behaviours it may aid
rather than hinder both the client-therapist relationship and thus
the outcome of treatments.
Overall, this review has shown that there are a number of models
available to use when treating psychosis with CBT. Cognitive
models, however, appear to be more suitable, based upon
the literature, than models of ToM. It has begun to show that
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these models, though Euro-centric in origin, can be adapted
to be applicable to a wider population with various cultural
backgrounds. The literature, however, is somewhat limited (e.g.
Morrison [14] model of persecutory delusions). Further research
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