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Objective: Developing behavioral interventions to improve functioning of older pa-
tients with schizophrenia and other chronic psychoses has the potential to significantly
increase the patients’ independence and quality of life. Methods: The authors evaluated
a psychosocial intervention designed to improve everyday living skills of middle-aged
and older outpatients with very chronic psychotic disorders (mean duration of illness:
21 years). Forty patients who resided in board-and-care facilities were randomly as-
signed to either a 24-session functional adaptation skills training (FAST) group ther-
apy program targeting problem areas identified in previous work as being problem-
atic for this population (e.g., using public transportation) or treatment-as-usual.
Almost all the participants also received antipsychotics. Results: Compared with the
patients randomized to the treatment-as-usual condition, FAST-treated patients’ per-
formance on everyday living skills improved significantly immediately post-interven-
tion and was still significantly better at a 3-month maintenance follow-up period.
There was no significant change in psychopathology. Conclusion: Results suggest that
older patients with longstanding psychotic disorders may benefit from participation
in this skills-training program. (Am J Geriatr Psychiatry 2003; 11:17–23)
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Schizophrenia is among the most serious and expen-
sive mental disorders in terms of treatment costs,

loss of productivity, and expenditures for public assis-
tance.1–3 As management of this disorder has improved,
more and more patients have been living in the com-
munity rather than in institutions. Currently, the most
effective mode of treatment is symptomatic and in-
volves the use of antipsychotic drugs. However, reduc-

tions in symptoms do not automatically result in an im-
proved ability to function in the real world. Although a
number of studies suggest that cognitive–behavioral
therapy (CBT) and social skills training (SST) are effec-
tive in improving the quality of life of younger adults
with schizophrenia,4–6 these treatments have shown no
consistent effects on a variety of other outcomes, such
as positive and negative symptoms, or overall social
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functioning.7 Morever, despite the growing number of
older schizophrenia patients in the population,8 most
of the psychosocial intervention research has focused
on younger patient populations.

Earlier preliminary studies from our center re-
ported that a combination of CBT and SST led to de-
creased psychopathology in middle-aged and older pa-
tients with schizophrenia.9,10 To our knowledge, no
randomized controlled study has examined the efficacy
of rehabilitation programs focused on improving every-
day functioning in middle-aged and elderly outpatients
with schizophrenia and other chronic psychotic disor-
ders. Psychosocial interventions that improve medica-
tion adherence, everyday living skills, and general
psychosocial functioning may reduce the need for hos-
pitalization and long-term care while minimizing bur-
den on institutional healthcare systems. Given that most
published studies did not examine everyday functioning
as an outcome measure and that treatment effects were
not uniform across all outcomes, we felt that daily func-
tioning was a critical outcome for intervention studies
in older patients with psychotic disorders.

The goal of this pilot study was to test the efficacy
of an intervention aimed at everyday-living skills train-
ing, titled “Functional Adaptation Skills Training
(FAST),” specifically designed for community-dwelling
middle-aged and older patients with schizophrenia or
psychotic mood disorder. We conducted this study in
board-and-care (B&C) facilities, where a sizable propor-
tion of the middle-aged and older population of patients
with severe mental illness resides, in San Diego County.
We hypothesized that patients participating in the FAST
intervention would show greater improvements in ev-
eryday functioning and in psychopathology than pa-
tients randomized to receive treatment-as-usual (TAU).

METHODS

Participants

The study was approved by the University of Cali-
fornia, San Diego (UCSD) Human Subjects Protection
Program. Eight B&C facilities in San Diego County, each
with at least 20 middle-aged and older (�40 years of
age) patients with longstanding psychotic disorders,
agreed to participate in this project. From this sample
of eight facilities, four were randomly chosen for the
present study. Ten patients were recruited from each

site and provided an informed written consent. Patients
had a DSM-IV–based chart diagnosis of schizophrenia,
schizoaffective disorder, or psychotic mood disorder.
Patients who had a DSM-IV diagnosis of dementia or a
serious suicide risk, or who could not complete the as-
sessment battery, or were participating in any other psy-
chosocial intervention or drug research at the time of
intake were excluded from this study. Two B&C facili-
tites were randomly assigned to the FAST intervention
condition, and the other two to the TAU comparison
condition. The staffing, organization, operational pro-
cedures, and nature of patient populations in the two
facilities assigned to the FAST intervention appeared to
be similar to those in the two assigned to the TAU con-
dition. The average age of the patient population was
approximately 45 years; facilities had similar patient-to-
staff ratios, and were in neighborhoods with similar
demographics.

Demographics and Assessments
of the FAST Intervention and

Treatment-as-Usual (TAU) Groups

Demographic and clinical data at baseline were not
significantly different between patients in the FAST con-
dition versus the TAU comparison condition, suggesting
that the two groups were equivalent at study entry. A
majority of the participants were middle-aged white
men who had completed high school (see Table 1). Al-
most all of the participants (100% in the FAST group
and 94% in the TAU group) were on antipsychotics and
had been on stable doses of medications for at least
several weeks.

Assessments were conducted at baseline, at the end
of the 12-week intervention, and finally, at a 3-month
follow-up, by project staff who were blind to group as-
signment. Study participants were paid $20 for com-
pleting assessment at each time-point, but were not
paid for attending the intervention sessions.

The primary outcome for this study was a change in
functional skills assessed using the UCSD Performance-
Based Skills Assessment (UPSA11). The UPSA involves
role-play tasks similar in complexity to situations that an
older community-dwelling person is likely to encounter
(i.e., general organization; management of finances; so-
cial/communications; transportation; and household
chores). We also assessed psychopathological symptoms
with the Positive And Negative Syndromes Scale
(PANSS12); depressive symptoms, with the Hamilton Rat-
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TABLE 1. Demographics comparisons

FAST Intervention
(n�16)

Treatment-as-Usual
(n�16) t[df], v

2
[df]; p

Age, years 47.9 (5.3)
Range: 42–59

51.7 (8.5)
Range: 42–69

t[30]�1.55; p�0.13

Education, years 12.8 (2.4) 12.2 (2.6) t[30]�0.94; p�0.82
Gender, n (%)

Female
Male

5 (31)
11 (69)

5 (31)
11 (69)

v2�0.00; p�1.00

Marital status
Single
Cohabitating
Divorced
Widowed

5 (31)
4 (25)
6 (38)
1 (6)

9 (60)
0 (0)
5 (30)
2 (10)

v2�5.57, p�0.14

Ethnicity
African American
Hispanic
Asian American
White
Other

1 (6)
0 (0)
1 (6)

13 (81)
1 (6)

3 (19)
1 (6)
0 (0)

12 (75)
0 (0)

v2�4.04, p�0.40

Diagnosis
Schizophrenia
Schizoaffective disorder
Mood disorder with psychotic

features

9 (56)
4 (25)
3 (19)

8 (50)
3 (19)
5 (31)

v2�0.70, p�0.94

Duration of illness, years 21.3 (11.8) 20.9 (12.3) t[30]�0.86, p�0.80
Daily neuroleptic dose (mg

chlorpromazine equivalent)
436.2 (659.1) 461.5 (598.1) t[30]�0.30, p�0.37

On neuroleptics, n (%) 16 (100) 15 (94) v2�0.04, p�0.99

Note: Values are mean (standard deviation), unless otherwise indicated.

ing Scale for Depression (Ham-D13); and health-related
quality of life, with the Quality of Well-Being (QWB14)
Scale. We also queried patients at each intervention ses-
sion as to whether they found the information from the
previous session helpful (response: Helpful, Not Help-
ful); whether they could recall the material from the pre-
vious session (if they were able to recall any material, a
“yes” was recorded); and whether they had practiced
using the newly learned skills outside the session (re-
sponse: Yes or No).

Development of the FAST Intervention

In order to identify critical areas to target for our
intervention, we started by reviewing the literature on
the use of skills-training programs for schizophrenia pa-
tients. We based some of our strategies on Liberman and
colleagues’ Social and Independent Living Skills Pro-
gram.15 We also relied on our own clinical experience
in working with older patients with schizophrenia and
on a survey done earlier in our Research Center asking
patients and providers which everyday living skills
they would like to master. On the basis of this work,
we developed a manualized social–cognitive theory-

based16 behavioral intervention focused on improving
six areas of everyday functioning: medication manage-
ment, social skills, communication skills, organization
and planning, transportation, and financial management.
The FAST program consisted of 24 semi-weekly, 120-
minute group sessions led by two individuals: a master’s-
or doctoral-level therapist and a para-professional such as
might be found in typical B&C management or nursing
staff.

We used four sessions per each of the six domains
to maximize benefit for persons with cognitive impair-
ment (e.g., built-in repetition, review, and additional
skills-building) and to assist individuals who might have
missed a session (by using make-up sessions, in-class
repetition, and review) since skills taught in each ses-
sion build upon those learned in previous sessions.
Table 2 provides an outline of the domains and skills
taught in the FAST sessions. A typical session included
the following: 1) review of the appropriate weekly class
agenda; 2) review of homework; 3) opportunity for
praise for homework practiced; 4) brief discussion of
application of skills learned during homework exercise
to other life domains (generalization); 5) introduction to
new concept/review of current concept; 6) in-session
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TABLE 2. Outline of FAST intervention

Domain Skills

Medication management Track medication administration,
monitor psychiatric symptoms and
drug side effects, communicate
with healthcare providers regarding
symptoms and needs, and problem-
solving.

Social skills Engage in appropriate conversation,
for example, initiation,
maintenance, termination, and
active listening.

Communication skills Recognize different styles of
communication—passive, assertive,
and aggressive.

Organization and planning Plan for outings or events, for
example, scheduling healthcare or
other appointments, items required
to take, or items that one needs to
provide or obtain.

Transportation Reading of maps, transportation
schedules, and identifying
appropriate persons to ask for help.

Financial management Counting money, writing checks, and
reading account statements.

practice including behavioral modeling, role-playing, and
reinforcement; 7) review of homework; and 8) review of
skills learned during the session. For example, Session #2
in the Medication Management domain was structured
in the following way: therapists 1) reviewed the agenda
for the day; 2) reviewed previous homework (complet-
ing personal medication chart with medication names,
dosages, and time of administration); 3) praised all at-
tempts at homework and problem-solved to aid those
who did not complete homework or had difficulty;
4) discussed problems and skills with a focus on gener-
alizing behaviors to various settings; 5) introduced new
material: Importance of Medication Tracking; 6) ex-
panded chart to include daily medication tracking; Intro-
duction to and Use of Pillboxes (behavioral modeling and
practice); 7) assigned homework: Daily Medication
Tracking and Use of Pillboxes; and 8) reviewed skills
learned in the session.

Format of Treatment-As-Usual (TAU)

Participants randomized to the comparison condi-
tion were assessed at the same time intervals as those
in the treatment condition, but only received their usual
medications. Participants were queried about their par-
ticipation in other interventions both before and after
participation in the present study. None of the patients

reported participating in any other psychosocial inter-
ventions during this study.

Statistical Analysis

We used repeated-measures analysis of variance
(ANOVA) to address our main hypothesis: to determine
whether participation in the FAST intervention was ef-
fective in improving everyday functioning of the pa-
tients compared with the TAU condition. All the partic-
ipants were tested at baseline, immediately after
completion of the 3-month intervention, and at a 3-
month follow-up, to assess maintenance of intervention
effects. Our group variable had two levels (i.e., FAST
versus TAU) whereas the within-subjects factor (time)
had three levels (baseline, post-intervention, and 3-
month follow-up). Additional sub-analyses included use
of age as a covariate, and inclusion of B&C facility as a
between-groups factor, with subjects nested within fa-
cility.

RESULTS

Eight of the 40 participants dropped out after the base-
line assessment and were excluded from further analy-
sis. Thus, 32 patients were included in the present re-
port. In order to determine whether there were
systematic differences between these two subgroups
(completers versus drop-outs), we examined baseline
values on demographic variables (e.g., age, gender, eth-
nicity), and treatment-outcome–related variables (e.g.,
UPSA scores). No significant differences between the
two groups were found, suggesting that subject attrition
did not seem to have biased the study sample in terms
of the major variables.

Eighty-eight percent of patients in the FAST condi-
tion attended all sessions, and 100% participated in class
discussion and exercises. Also, 88% of patients indi-
cated that they found the material to be helpful; most
could recall information presented in previous sessions;
and 63% reported practicing newly learned skills out-
side of the sessions.

Outcome Variable Distribution

Before beginning our analyses of intervention ef-
fects, we evaluated the distributions of the outcome-
related variables at baseline assessment. This examina-
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TABLE 3. Mean (standard deviation) of outcome measures at various follow-up times

FAST Intervention
(n�16)

Treatment-as-Usual
(n�16)

Baseline
12

Weeks
24

Weeks Baseline
12

Weeks
24

Weeks
Time � Treatment
Interaction (F[2,29])

UPSA (total)
Range: 0–100

31.9
(11.8)

41.5
(9.5)

42.7
(9.7)

40.3
(8.3)

42.8
(7.1)

41.6
(9.7)

10.37; p�0.0016

PANSS Positive Syndrome
Range: 7–48

12.5
(5.6)

13.0
(6.6)

12.3
(4.3)

10.4
(4.0)

14.0
(6.3)

13.1
(5.9)

2.04; p�0.15

PANSS Negative Syndrome
Range: 7–48

16.9
(6.6)

13.0
(5.1)

14.3
(6.0)

10.1
(3.2)

10.9
(4.0)

12.4
(4.4)

4.64; p�0.02

PANSS General Psychopathology
Range:16–96

25.0
(6.2)

21.9
(4.7)

23.9
(4.6)

22.3
(3.7)

21.5
(4.9)

23.9
(4.4)

1.22; p�0.31

Ham-D
Range: 0–50

7.8
(6.1)

7.7
(5.2)

7.2
(4.9)

4.6
(2.8)

8.0
(5.3)

7.9
(5.0)

3.31; p�0.053

QWB
Range: 0–1.00

0.53
(0.08)

0.55
(0.10)

0.51
(0.07)

0.49
(0.08)

0.50
(0.07)

0.49
(0.07)

0.38; p�0.69

Note: Range provided for each test is for possible scores.
Higher scores on PANSS and Ham-D suggest greater psychopathology, whereas higher scores on UPSA and QWB indicate better everyday

functioning and health-related quality of well-being, respectively.
UPSA: UCSD Performance-Based Skills Assessment11; PANSS: Positive and Negative Symptoms Scale12; Ham-D: Hamilton Rating Scale for

Depression13; QWB: Quality of Well-Being Scale14.

tion revealed that the UPSA scores approached a normal
distribution in the TAU group but not in the FAST group.
The baseline UPSA scores in the FAST group could not
be normalized with standard transformations and were
found to be significantly lower than those of the TAU
subjects (t[30]�2.38; p�0.02). We therefore decided to
compare the FAST and TAU groups in two separate anal-
yses: First, we compared the entire sample of patients
(n�16 each) who participated in the FAST or TAU con-
dition (see below). Next, we sought to make the FAST
and TAU groups comparable in the baseline UPSA
scores by removing the lowest-scoring individuals until
the two groups were equivalent (i.e., the baseline UPSA
scores of the FAST group appeared to be normally dis-
tributed, and did not differ significantly from those of
the TAU group). Using this method, we identified a sub-
set of six individuals who were analyzed separately for
some analyses.

We examined change in direct indicators of every-
day functioning as well as in psychopathology and QWB
among the 32 individuals (16 FAST/16 TAU) who com-
pleted all three assessments (see Table 3). There was a
significant improvement in the UPSA scores and PANSS
Negative Syndrome scores with FAST, compared with
TAU. There was a nonsignificant worsening of depres-
sive symptoms in the TAU patients, whereas the FAST
and TAU groups showed no significant change in the
PANSS Positive Syndrome and QWB scores.

We also examined the effects of B&C and age of

participants on our results and found no change in re-
sults (FAST Time � Site: F[2,28]�2.16, p�0.15; TAU
Time � Site F[2,28]�0.82, p�0.45; Time � Treatment
covaried for age: F[2,22]�4.49, p�0.02); that is, the dif-
ferences between the FAST and TAU groups in UPSA
scores persisted even after controlling for B&C and age.

Next, as mentioned above, we sought to equate the
groups on baseline UPSA scores by removing six pa-
tients from the FAST group with the lowest scores until
the group baseline scores did not differ significantly
from those of the TAU group. Compared with the re-
maining 10 patients in the FAST treatment group, this
subset of the 6 lowest-scoring individuals had greater
severity of negative symptoms (mean PANSS Negative
Syndrome scores: 25.3 versus 13.6; t[14]�4.25;
p�0.001), but was similar to the remaining FAST group
patients in terms of age, gender, marital status, ethnicity,
or severity of positive symptoms.

Among the 10 patients in the FAST condition
whose baseline UPSA scores were comparable to those
of the TAU group, the overall mean UPSA scores im-
proved from 39.8 (standard deviation [SD]: 4.6) at
baseline to 46.5 (SD 3.4) and 46.0 (SD 8.6) immedi-
ately post-intervention and 3 months later, respectively.
In contrast, mean UPSA scores for patients in the TAU
condition remained relatively flat: 40.3 (SD�8.3); 42.8
(SD�7.1); and 41.6 (SD�9.7), at baseline, immediately
post-intervention, and 3 months later, respectively. A 3
� 2 (Trials � Group) repeated-measures ANOVA
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yielded a significant interaction (F[2,23]�5.10; p�0.015).
However, we detected no significant change in psycho-
pathology (PANSS and Ham-D) or in health-related quality
of life (i.e., QWB scores).

Finally, we conducted exploratory analyses of the
subgroup of the six excluded cases whose baseline per-
formance was worse compared with others in the FAST
group. A repeated-measures ANOVA revealed that this
group’s mean UPSA performance improved significantly
over time, from 18.2 (SD�5.0); to 33.2 (SD�10.8); to
37.2 (SD�9.4): F[2,10]�9.26; p�0.005).

Post-hoc analyses showed that participants signifi-
cantly improved from baseline to immediately after the
intervention (t[2]�3.12; p�0.03), and did not change
significantly in the 3 months after completion of the
intervention (t[2]�0.02; p�0.99). Also, there was a sig-
nificant reduction in negative symptoms over the study
period: 23.4 (SD�3.3); 14.0 (SD�6.6); and 19.2
(SD�7.6), respectively (F[2,8]�7.42; p�0.02). This dif-
ference was due to change during the intervention pe-
riod (t[2]�4.24; p�0.02). However, there was no sig-
nificant change in mean PANSS Positive Syndrome,
PANSS General Psychopathology, Ham-D, or QWB
scores.

DISCUSSION

Our findings suggest that among older patients with
very longstanding (mean duration, 21 years) schizo-
phrenia or psychotic mood disorder, the 12-week FAST
intervention was feasible and produced global improve-
ments on a performance-based measure of everyday
functioning. These improvements were evident imme-
diately after completion of the intervention program
and persisted at 3-month follow-up. Group differences
in health-related quality of well-being and measures of
psychopathology were not observed.

It is unclear how the observed behavioral changes
may translate into real-life functioning. A number of fac-
tors influence functioning in natural settings. For ex-
ample, different behaviors (e.g., transportation) may be
facilitated or hindered by availability of rapid transit sys-
tems in specific communities. Other factors that may
influence an individual’s functioning include the pres-
ence or absence of a family caregiver. We have found
that only about one-third of older schizophrenia pa-
tients have unpaid caregivers;17 the presence of such

supports may greatly facilitate independent function-
ing. Thus, although the multi-determinant nature of
reaching maximum functional potential makes it diffi-
cult to estimate the real-world consequences of our in-
tervention, we believe that rehabilitation success even
in small increments is significant in terms of reduced
human suffering.

We did not find significant improvements in QWB,
PANSS, and Ham-D scores. We speculate that dimen-
sions of psychopathology may require more focused in-
tervention, such as Cognitive Behavioral Social Skills
Training,9 to directly address such symptoms. The QWB
is a global measure of subjectively rated health-related
functioning and may not capture the specific behavioral
domains addressed in the FAST program.

An intriguing observation that resulted from this
study was related to our group of “outliers.” This sub-
group with poor baseline functioning on the UPSA scale
had higher ratings of negative symptoms than the re-
maining individuals randomized to the FAST condition.
Exploratory analyses revealed that after participation in
the FAST intervention, performance on the UPSA in-
creased to the level comparable to the initial baseline
performance of other patients, and severity of negative
symptoms decreased. These analyses suggest that
lower-functioning older patients with schizophrenia
may benefit from the FAST program; however, they may
require more intensive interventions to reach levels that
higher-functioning patients are able to achieve.

Although our study has several strengths, including
use of a theory-based intervention specifically designed
for older psychotic patients and the use of a randomized
longitudinal design, it also has several limitations, such
as its reliance upon performance-based measures. Al-
though performance-based measures may reduce self-
report bias, when faced with the real world, in all its
complexities, it is unclear how patients’ behaviors will
play out. There is a need for objective and unobtrusive
alternatives to assessment in contrived laboratory set-
tings. Our control condition was TAU, and we cannot
rule out a possibility that patient contact alone might
have been responsible for the superiority of the FAST.
The present study did not examine the effectiveness of
our intervention in relationship to gender, patterns of
symptoms, or past psychiatric history. Considering fac-
tors such as these may provide information to suggest
more specific intervention designs. For example, older
patients with greater comorbidities may require addi-
tional assistance with transportation. In contrast,
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younger patients may be better served by programs that
focus on employment issues. Also, the FAST interven-
tion was targeted only to the patients themselves. In-
volving the patient’s family, care-providers, and B&C
staff, to ensure that they are alert to the skills taught in
the FAST and can reinforce these behaviors in the pa-
tients, would likely enhance the efficacy of the inter-
vention. We should also note that patients enrolled in
this study were recruited from four B&C facilities. Al-
though the latter were randomly selected from a larger
sample of eight B&C homes that appeared to be similar,
it is possible that staffing or organizational factors of the
homes where patients live may make the facilities more
or less conducive to development and maintenance of
the functional skills that were taught. Future studies
should include more sites and attempt to characterize

features of B&C facilities that may mediate the success

of the intervention. Findings from the present study sug-

gest that participation in the FAST intervention was as-

sociated with positive behavioral change in the form of

improved performance from baseline to 3-month fol-

low-up. Nonetheless, the observed improvement in
functioning was modest. The mean (standard deviation)
UPSA scores of our patients after FAST intervention—
42.7 (9.7)—were substantially lower than those of mid-
dle-aged and older normal subjects as reported in an
earlier study—92.6 (5.5).11 Thus, the results may point
to a need for intervention over longer periods of time,
given that the patients had had psychotic disorders for
many years. Finally, our sample size was small, and most
of our patients were middle-aged rather than elderly.

Our findings point to a need to continue to develop
and test behavioral interventions designed for older, se-
riously mentally ill patients in order to improve their
real-world functioning.
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