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Although current treatments help to alleviate some of the symptoms of schizophrenia, people with
schizophrenia often continue to experience residual symptoms. An emotion-focused treatment
approach may help to improve well-being in this population by increasing positive experiences and
resources. In this article, we discuss the feasibility and acceptability of a skills-based group treatment
for people schizophrenia or schizoaffective disorder. As part of the Awareness and Coping with
Emotion in Schizophrenia (ACES) intervention, group members learned eight empirically supported
cognitive and behavioural skills covering emotional awareness and coping. Group member feedback
and three case illustrations illuminate participants’ experiences with the group, as well as the potential
benefits and challenges of this treatment approach. These data suggest that ACES is a feasible and
acceptable group intervention. Future research is needed to examine whether ACES has a selective
impact on well-being, but these initial findings point to the promise of this intervention to improve
quality of life for individuals with schizophrenia and schizoaffective disorder, thus filling a void in
existing treatments options. Copyright © 2013 John Wiley & Sons, Ltd.

Key Practitioner Message:
• There is a void in existing treatments for schizophrenia with few interventions focusing on increasing

well-being in this population.
• Awareness and Coping with Emotion in Schizophrenia (ACES) is a skills-based group intervention that

teaches cognitive and behavioural interventions to promote awareness and coping with emotion.
• Preliminary evidence demonstrates the feasibility and acceptance of the ACES group intervention in

increasing well-being in those with schizophrenia.
• Future studies should extend this work by systematically evaluating the efficacy of this treatment approach.

Keywords: Schizophrenia, Emotion, Group Treatment, Well-being, Case-Illustration

Schizophrenia is a chronic mental illness characterized by
positive symptoms (i.e., unusual experiences or beliefs
not rooted in reality), disorganization (i.e., unusual
behaviours or incoherent speech) and negative symptoms
(i.e., dampening of motivation, emotion expression and
social closeness). Along with these symptoms, schizophrenia
is associated with poor functional outcomes (Jobe &
Harrow, 2010), including difficulties in social functioning
(Hooley, 2010), comorbid psychological disorders
(Buckley, Miller, Lehrer, & Castle, 2009) and medical

conditions (Lambert, Velakoulis, & Pantelis, 2003), and
reports of lower quality of life (Eack & Newhill, 2007).
Current treatments for schizophrenia include a mix of

medications and psychosocial interventions. Whereas
antipsychotic medications help to alleviate some of the
acute positive and disorganization symptoms, they do less
well with negative symptoms. Psychosocial treatments,
in particular cognitive behavioural therapy (CBT), offer
additional promise as an effective treatment for persistent
or medication resistant positive symptoms (Turkington,
Dudley, Warman, & Beck, 2006). Although the efficacy
of CBT in reducing negative symptoms is less clear
(Elis, Caponigro, & Kring, 2013; Wykes, Steel, Everitt, &
Tarrier, 2008), more recent studies of CBT have reported
improvements in motivation and functional outcomes

*Corresponding to: Janelle M. Caponigro, Department of Psychology,
University of California, Berkeley, Berkeley, CA, USA.
E-mail: jmcaponigro@berkeley.edu

Clinical Psychology and Psychotherapy
Clin. Psychol. Psychother. (2013)
Published online in Wiley Online Library (wileyonlinelibrary.com). DOI: 10.1002/cpp.1839

Copyright © 2013 John Wiley & Sons, Ltd.



(Grant, Huh, Perivoliotis, Stolar, & Beck, 2011; Klingberg
et al., 2011).
Though advancements have been made in the treatment

of some symptoms of schizophrenia, functional difficulties
often persist (Hegarty, Baldessarini, Tohen, Waternaux,
& Oepen, 1994), suggesting that treatments targeting
symptoms alone are not sufficient. More recently, the
field has begun to focus on more proximal correlates
of functioning, with approaches such as cognitive
remediation (McGurk, Twamley, Sitzer, McHugo, &
Mueser, 2007), social skills training (Kurtz & Mueser,
2008), social cognition training (Combs et al., 2007; Horan
et al., 2009), metacognitive-oriented therapy (Lysaker
et al., 2011; Salvatore et al., 2012) andmetacognitive training
(Moritz, Vitzthum, Randjbar, Veckenstedt, & Woodward,
2010). Although these training programs show promise, it
remains unclear whether improvements on these proximal
constructs translate to improvements in quality of life
or well-being (e.g., self-confidence or connectedness
to others).

Emotion and Well-being

Well-being, or the way a person thinks and feels about the
quality of his or her life (Diener, 2000), is a multifaceted
construct. For example, well-being can refer to how one
evaluates the quality of his or her physical (e.g., health),
psychological (e.g., happiness), social (e.g., interpersonal
relationships), economic (e.g., financial security) or
environmental (e.g., safe living conditions) resources.
Research over the last decade has highlighted the influential
role of positive emotions in enhancing well-being and life
satisfaction, opening the door for potential interventions
(Fredrickson, 2000). For example, positive emotions have
been linked to resilience (Tugade & Fredrickson, 2004), the
formation of new relationships (Waugh & Fredrickson,
2006), health-related benefits (Moskowitz, Epel, & Acree,
2008) and coping (Moskowitz, 2010).
Given the association between emotion and well-being,

researchers have begun to develop targeted interventions
to increase positive emotions and coping. For example,
healthy individuals who participated in a 6-week
loving-kindness meditation group showed an increase
in daily experiences of positive emotions as well as
improvements in well-being as indexed by increases in
life satisfaction, self-acceptance, social support and better
physical health at a 3-month follow-up compared to a
waitlist control condition (Fredrickson, Cohn, Coffey, Pek,
& Finkel, 2008). Similar improvements were observed in a
study of positive psychotherapy for depression, a treatment
focused on increasing positive emotions and pleasurable
experiences (Seligman, Rashid, & Parks, 2006). After the
intervention, depression symptoms decreased and
overall functioning and happiness increased more than

in a treatment as usual group (Seligman et al., 2006). In
another study, people with acute and severe medical
illness who participated in a five-session, one-on-one
treatment to promote positive emotions and coping
reported increased positive affect and decreased negative
affect (Moskowitz et al., 2011). These findings highlight
a potential avenue for intervention in schizophrenia.
However, little is known regarding the feasibility and
potential benefits of an intervention with a primary focus
on improving well-being in schizophrenia.

Emotion in Schizophrenia

Research over the last two decades sheds light on the
emotional experience of people with schizophrenia or
schizoaffective disorder. It is now known that a deficit in
the outward display of emotion (i.e., blunted affect) does
not necessarily correspond with a lack of emotional
experience. Indeed, research has repeatedly demonstrated
that people with schizophrenia experience just as much
positive emotion as people without schizophrenia when
presented with emotionally evocative stimuli (see Kring
& Moran, 2008, for review). However, more recent
research suggests that people with schizophrenia are
less able to maintain their emotional experience in the
absence of external stimuli (e.g., a pleasant picture;
Gard et al., 2011; Kring, Germans Gard, & Gard, 2011;
Ursu et al., 2011), which may in turn be associated
with deficits in the initiation of goal-directed behav-
iour (Kring & Caponigro, 2010). Additional research
suggests that people with schizophrenia may experience
more negative emotion compared to people without
schizophrenia, both in response to evocative stimuli
(Cohen & Minor, 2010; Kring & Moran, 2008) and on trait
measures of negative affect (Horan, Blanchard, Clark, &
Green, 2008).
Interventions with a primary focus on emotion and

well-being have received limited focus in the schizophrenia
treatment literature; however, recent studies have
demonstrated potential benefits. In a pilot open trial of
compassion-focused therapy, which emphasizes strategies
to enhance self-compassion, participants reported significant
improvements in self-esteem, and decreases in depression
and schizophrenia symptoms at the end of treatment
(Laithwaite et al., 2009). Results from two randomized
control trials of acceptance and commitment therapy, a
therapy focused on accepting symptoms without trying
to actively change or modify these experiences, indicated
greater symptom awareness, but reduced distress compared
with a treatment as usual control group (Bach & Hayes,
2002; Gaudiano & Herbert, 2006). An open trial of a
loving-kindness meditation intervention found that
participants reported an increase in positive emotions,
self-acceptance and satisfaction with life, and a decrease in
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negative symptoms after participating in six meditation
sessions, and these benefits remained at a 3-month follow-up
(Johnson et al., 2011). Finally, in an open trial of a positive
psychology group intervention, Meyer, Johnson, Parks,
Iwanski, and Penn (2012) reported increases in subjective
well-being and savouring in people with schizophrenia at
postintervention and 3-month follow-up.
Taken together, these findings suggest that people with

schizophrenia (1) experience positive emotions in
much the same way as people who do not have
schizophrenia; (2) have difficulty maintaining emotional
experiences; (3) report elevated trait levels of negative
emotions; and (4) seem to benefit from interventions
designed to broadly target emotion experience and well-
being. Thus, people with schizophrenia may benefit from
an intervention that teaches skills to prolong the experience
of positive emotions and cope with negative experiences,
thereby enhancing well-being.
The purpose of this study was to determine the feasibility

and acceptability of an emotion-focused skills-based
treatment approach for people with schizophrenia or
schizoaffective disorder. We were specifically interested
in addressing the following questions using an open
trial of the Awareness and Coping with Emotion in
Schizophrenia (ACES) group intervention: (1) Would
people with schizophrenia or schizoaffective disorder be
motivated to attend and interested in an emotion-focused
skills group? (2) Would they engage in using the
skills and which skills would they use most frequently?
(3) Would they be interested in engaging in similar
interventions in the future?

AWARENESS AND COPING WITH EMOTION
IN SCHIZOPHRENIA GROUP

Awareness and Coping with Emotion in Schizophrenia
(ACES), adapted from an existing positive emotion inter-
vention (Moskowitz et al., 2011), combines a skills-based
approach within a cognitive behavioural framework to di-
rectly target improvements in well-being. Group members
participated in six-weekly 90-min sessions during which
they learned eight empirically supported cognitive and be-
havioural skills (described below) that have been shown
to increase well-being in people without mental illness
and may prove beneficial for those with schizophrenia or
schizoaffective disorder (see Moskowitz, 2010 for review
of empirical support). This multiskill approach is ideal for
a preliminary study because it provides the opportunity for
the assessment of which skills are most accessible and bene-
ficial, allows group members to take advantage of the spe-
cific skill(s) that work best for them and is more effective
than interventions that focus on a single skill alone (Sin &
Lyubomirsky, 2009).

ACES Content and Skills

Group 1: Noticing Daily Positives and Savouring
In group one, participants were introduced to the structure

of the group. Group members practised identifying small
daily positives that occurred throughout the previous
week (e.g., eating a tasty meal, seeing a hummingbird,
enjoying the warm weather) and discussed ways to
savour ormaintain the benefits of these positive experiences
(e.g., telling a friend, writing in a journal, remembering
the experience later that week). They were provided with
a list of positive and negative emotion words and were
instructed to document one positive emotion or event
each day and practise savouring the positive experience,
paying close attention to their emotional response.

Group 2: Gratitude and Altruism
Group two incorporated both gratitude and altruism

(i.e., small acts of kindness). Group members wrote about
what they were grateful for and shared their gratitude
with the group. They were instructed to think about both
larger sentiments of gratitude (e.g., having a job) and
smaller appreciations as well (e.g., catching the bus on
time). They also brainstormed ways to practise altruism,
including thanking a bus driver or offering food to a
homeless person. For home practice, group members
were asked to write in a gratitude journal each day and
to engage in small acts of kindness when the opportunity
presented itself. Again, they were asked to pay close
attention to any emotions they experiencedwhile practicing
these skills.

Group 3: Mindfulness
The goal of group three was to gain a greater awareness

of daily experiences. Mindfulness was defined as ‘the
awareness that emerges through paying attention on purpose,
in the present moment, and nonjudgmentally’ (Kabat-Zinn,
2006). Group members learned and practised mindfulness
relaxation (e.g., deep breathing and progressive muscle
relaxation) and more informal ‘everyday’ awareness
(i.e., being aware of and appreciating the present moment).
They were provided with a mindfulness CD and were
instructed to practise mindfulness each day.

Group 4: Positive Reappraisal
Positive reappraisal was offered as a coping strategy

for dealing with negative or stressful life events. It was
presented as a balanced appreciation of both the good
and the bad that goes hand-in-hand with stress and a
conscious attempt to focus on the positive (e.g., event: I
lost five dollars; reappraisal: ‘someone who needed it
may have found my money’). Group members were
encouraged to begin with reappraising smaller everyday
hassles before attempting to reappraise major stressful
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events. They shared current stressors and discussed
different positive reappraisals as a group, helping each other
cope with and reappraise the negative situations. Home
practice consisted of practicing positive reappraisal each
day, or whenever a negative emotion or event occurred.

Group 5: Identifying Personal Strengths
Group members identified personal strengths, skills and

talents and were encouraged to discuss ways in which they
could utilize these strengths throughout the week. They
worked as a group to develop a list of personal strengths
and were encouraged to add to this list at home. They were
also asked to use their personal strengths throughout the
week and document the emotions that they experienced
while taking advantage of these skills.

Group 6: Setting Attainable Goals
Building off of the previous session, group members

developed a list of small and attainable goals that they
would like to work towards throughout the next week.
Attainable goals were defined as goals that were (1) realistic;
(2) clear; (3) not too easy and not too hard; and (4) had a
clear end point. Group members worked together to
create a list of attainable goals that met these criteria
and practised breaking down larger goals into small,
achievable components. For home practice, they were
asked to accomplish one small, attainable goal each day
and document their emotions after completing each task.

ACES Format

Group sessions incorporated three main components:
(1) didactic skill discussion; (2) skill training and practice;
and (3) home practice. At the beginning of each session,
groupmembers were encouraged to share their experiences
with practicing the learned skills, challenges they facedwith
home practice and any noticeable benefits from practicing
the skills. Sessions then moved into a didactic discussion
of a new skill. Group members were provided with the
rationale for incorporating the skill into their daily lives,
a summary of the empirical support highlighting the
benefits of the skill and real-world examples of how to
use the skill at home. Group sessions concluded with
an interactive skills practice component, which focused
on mastering the concept and generalizing the skill to
opportunities outside of group (i.e., home practice). This
final component was essential in ensuring that group
members understood the skill and were able to use the
skill in everyday life. Group members were then asked
to practise the new skill along with the previously learned
skills between group sessions. They were also provided
with a review sheet that outlined the session content,
forms for tracking their home practice and ratings of skill

helpfulness, and any materials necessary to promote
home practice (e.g., gratitude journal, mindfulness CD).

METHODS

Participants and Procedures

Eleven people diagnosed with DSM-IV-TR (American
Psychiatric Association, 2000) schizophrenia (n = 6) or
schizoaffective disorder (n=5) between the ages of 18–60years
provided informed consent to participate in this study.
Trained clinical research staff confirmed diagnoses using
the Structured Clinical Interview for DSM-IV (First, Spitzer,
Gibbon, & Williams, 1994). Assessments of psychiatric
symptoms and psychological well-being were conducted
at baseline, post-treatment and 3-month follow-up. Weekly
assessments of experienced emotion, frequency of home
practice and helpfulness of skills were assessed at the
beginning of each group. Group members were compensated
for their time during assessment interviews but were
not compensated for the group sessions. ACES sessions
were conducted by two of the authors (JMC and EKM),
advanced clinical graduate students with training in
individual and group CBT techniques.

Measures

Acceptability and Feasibility of ACES Group
The Credibility/Expectancy Questionnaire (CEQ; Devilly

& Borkovec, 2000) measures treatment expectancy and
rationale credibility and has established psychometric
properties. Items were rated on a scale from ‘1’ (not at all)
to ‘9’ (very) or a percentage ranging from 0% to 100%. The
measure was completed pretreatment and post-treatment,
with additional questions added to the post-treatment
questionnaire to assess interest and motivation to participate
in the group sessions and satisfaction with the learned
skills and therapists.

Engagement and Helpfulness of ACES Skills
To address level of engagement and helpfulness,

participants turned in a weekly home practice log where
they were asked to indicate the number of times they
practised each of the ACES skills and how helpful
they found each skill on a scale from ‘1’ (not at all helpful)
to ‘5’ (extremely helpful). Attendance was documented at
the beginning of each group.

Qualitative Post-treatment Outcomes
A structured qualitative interviewwas created tomeasure

participants’ experiences 3months following their
participation in the ACES intervention. The interview
consisted of questions measuring how often they used
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the ACES skills and their helpfulness, barriers that
prevented them from using the skills, observed changes
in specific areas of well-being (e.g., mood, social support,
self-esteem, etc.) and the likelihood of recommending
this intervention to a friend and participating in future
treatment groups.

RESULTS

Acceptability and Feasibility

As shown in Table 1, ACES was rated as acceptable with
scores on the pre-CEQ and post-CEQ questionnaires
consistently in the high range. Furthermore, group
members reported high levels of motivation (M= 7.82;
standard deviation (SD) = 0.87) and interest in the group
(M=7.64; SD= 1.36).

Engagement and Helpfulness

Group members attended the majority of group sessions
(90.91% attendance rate), with 8 out of 11 individuals
attending all six sessions. Home practice rates were also
high (Table 2); however, the amount of practice varied
across group members and skill. On average, group
members used any combination of the eight ACES skills
14.98 (SD= 8.50) times per week. They practised positive
reappraisal, identifying daily positives and mindfulness
most frequently, and gratitude and altruism least often.
Furthermore, they found the skills helpful with mean ratings
for the eight ACES skills ranging from 3.27 (SD= 0.83) to
4.05 (SD=0.59), with mindfulness rated as the most helpful
skill. Finally, all groupmembers reported that they would
recommend the ACES group to a friend and 10 out of 11
reported that they would be interested in participating
in future groups.

Case Illustrations and Qualitative Post-treatment
Outcomes

The following three cases describe the experiences, benefits
and challenges faced by three ACES group members. These
particular cases were selected for their different approaches
to participating in the group components, unique factors
that contributed to treatment challenges and commonalities
in treatment barriers.

Case 1: Joshua
Joshua is a single, middle-agedCaucasianman diagnosed

with schizophrenia. He lives alone and is employed
part-time. Although he reported no history of victimization,
he experienced frequent fears regarding the safety of his
community and felt suspicious when walking around

Table 1. The Credibility/Expectancy Questionnaire scores

Pretreatment
Post-

treatment

M (SD) M (SD)

1. Logic 7.64 (1.50) 7.64 (1.12)
2. Utility 6.73 (1.85) 6.45 (1.21)
3. Confidence in recommending 6.82 (1.54) 7.55 (1.37)
4. Feeling of improvement 7.60 (1.27) 8.00 (1.20)
5. Improvement thought to occur (%) 57.27 (29.70) 50.00 (22.80)
6. Improvement felt to occur (%) 61. 82 (26.01) 50.91 (25.48)
7. Satisfaction with group 7.27 (1.35)
8. Interest in skills/group experience 7.64 (1.36)
9. Helpfulness of skills learned 7.45 (1.37)
10. Satisfaction with therapists 8.10 (0.99)
11. Motivation to participate 7.82 (0.87)

Note. Items 7–11 were added to the CEQ-post-treatment questionnaire.

Table 2. Skills practice and helpfulness scores

Skill N

Weekly skill practice Helpfulness Total skill practice

M (SD) M (SD) M (SD)

Daily positives 8 6.25(1.39) 3.5(0.92) 21.36(14.27)
Savouring 7 5.71(1.89) 3.69(0.72) 18.54(12.32)
Gratitude 8 3.37(2.88) 3.27(0.83) 8.09(5.65)
Altruism 9 4.00(2.74) 3.73(0.42) 12.36(10.80)
Mindfulness 9 3.56(2.55) 4.05(0.59) 12.45(6.95)
Reappraisal 7 4.86(2.48) 3.87(0.80) 8.18(5.74)
Personal strengths 10 3.80(2.82) 3.77(0.96) 5.90(4.64)
Attainable goals 9 3.67(2.87) 3.75(1.04) 3.00(2.97)

Mean skills practised over 6-week group: 89.91(51.02)

Note. N=number of group members who turned in the weekly practice log; weekly skill practice=mean number of times the skill was practised following
the week the skill was discussed (max=7); helpfulness=mean helpfulness score following the week the skill was discussed (1=not at all helpful, 5=very
helpful); total skill practice= the total number of times the skill was practiced during the 6-week group.
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his neighbourhood. As a result, he spent very little time
around others or engaging in social interactions. Joshua also
experienced daily visual hallucinations and occasionally felt
that he was under the control of a higher power that
changed his behaviours (e.g., how he talked). He reported
an awareness of these residual symptoms and minimal
emotional distress related to these experiences. Joshua
was interested in the ACES group intervention
because he wanted to ‘learn new skills and be around
other people’.

Course of treatment. Joshua had very little experience
with group treatment settings or didactic seminars. He
experienced difficulty completing the pregroup assessments
because he did not understand some of the group concepts
(e.g., mindfulness). Thus, it was unclear whether the
didactic nature of the ACES intervention would be
conducive for his learning and generalizing the skills
outside of the group setting. During the baseline assessment,
he expressed some discomfort regarding the group
format related to his uneasiness in social settings.
However, he appeared motivated and engaged throughout
treatment, attending all six ACES sessions and frequently
participating in the group by providing examples during
discussions and engaging in skills practice. Although
home practice was introduced as a key component to
the ACES intervention, Joshua only practised the skills
sporadically outside of group. When home practice was
discussed as a group, however, he often remembered using
a skill throughout the week and shared his experience.
Joshua gravitated more towards the first few skills that
he learned, describing experiences with noticing daily
positives (e.g., seeing a humming bird fly by the window),
altruism (e.g., helping an older woman carry her briefcase)
and mindfulness (e.g., watering the plants and having an
awareness of the warm sun). He reported that mindfulness
helped him to feel ‘calm’ and he enjoyed engaging in
altruistic acts because he liked ‘being helpful’ and it made
him feel ‘good’.

Post-treatment outcomes. Joshua reported using the ACES
skills approximately once a week during the months
between the end of treatment and his 3-month follow-up
visit. He found it difficult to practise the skills more often
because he reported that he had forgotten about them.
However, he also noted that he would occasionally read
through the group notes and this helped him to remember
the skills. He reported that he most enjoyed talking to
people, sharing his thoughts and being around other
people during the group sessions. He described the ACES
skills as helpful because he learned that there were ‘kind
people’ and he could ‘practise self-help’ by thinking
about pleasant things and focusing on his appreciation.
Since participating in the ACES group, he reported
greater self-confidence, having more confidence around

others, being more conversational and feeling more
willing to talk about his problems. He also reported that
he planned to continue to use the ACES skills (in particular,
savouring, altruism, gratitude andmindfulness) because he
liked the skills and found them helpful.

Case 2: Neil
Neil is a divorced, middle-aged African American man

diagnosed with schizophrenia. He lives with and
provides for his young daughter and works part-time.
Although his positive symptoms were well managed
through the help of medications, he experienced chronic
depressed mood, low energy, difficulty concentrating
and blunted affect. While he did not meet diagnostic
criteria for a depressive episode, these symptoms made
it difficult for Neil to engage in tasks that lasted for an
extended period of time (e.g., research interviews,
paperwork, reading). Neil also experienced frequent
social anxiety, which often presented as suspiciousness
of others’ behaviours or beliefs that he had offended
someone. He was highly aware of his anxiety and, as a
result, became very self-conscious of his actions around
others. He was interested in joining the ACES group
because it ‘sounded intellectually interesting’ and he
hoped it would improve his quality of life.

Course of treatment. Neil attended all six ACES sessions
but remained quiet and occasionally appeared disengaged.
This did not seem to reflect a lack of interest in the group,
as he consistently practised the ACES skills several times
a day and provided detailed written accounts of his
experiences with home practice. Instead, his depressed
mood, decreased energy and blunted affect made it
difficult for him to remain engaged in the discussion
and exhibit nonverbal signs of interest. When he was
asked to share his thoughts, however, he appeared
comfortable sharing his experiences and often offered
insightful and novel methods for practicing the ACES
skills (e.g., watching the clock and being mindful of
how the second hand moves and tics with each second).
He reported that positive reappraisal was the most
helpful skill for him, and he used this skill to help him
cope with several life stressors. For example, when he
realized he made a mistake on a form, his reappraisal
was: ‘I’m glad I caught the mistake before I sent it in.’
When he worried about whether he could afford to get
to work, his reappraisal was: ‘I’m fortunate I have a job.’
When he was discouraged to discover he had not lost
weight, he reappraised this event as: ‘my cholesterol is
lower.’ Although he did not practise identifying personal
strengths at home as much as the other skills, he reported
that this skill helped to improve his self-confidence.
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Post-treatment outcomes. Neil reported continued control
of positive symptoms at the 3-month follow-up, though
he continued to experience some depressed mood and
social anxiety. He reported using the ACES skills
several times a week, including identifying daily positives,
savouring, gratitude, altruism, mindfulness and positive
reappraisal. He used identifying personal strengths the least
because he reported that it was difficult for him to recognize
his positive attributes. While Neil found the skills helpful
and used them frequently, he expressed some difficulty
remembering to use the skills more often. However, he
also noted that keeping the group mindfulness CD on
his shelf reminded him to practise the skills. He enjoyed
hearing about others’ experiences and felt that the ACES
skills had a ‘calming effect’ on his emotions. He also
reported feeling less negative and angry, more positive
and more likely to engage in conversations with others.
Neil expressed feeling ‘empowered’ knowing that he has
skills that can help to increase his sense of well-being and
reported plans to continue using these skills because
they help him to ‘cope’. Overall, Neil reported general
improvements in his emotional responses to situations,
increased sociality and an increased sense of empowerment
regarding his ability to cope with daily stressors.

Case 3: Kayla
Kayla is a single, young Hispanic woman diagnosed

with schizoaffective disorder. At baseline, she took no
medication, held a part-time job and lived alone. She
experienced paranoid beliefs about others’ intentions,
which occasionally made her feel uncomfortable in public.
She also experienced daily auditory hallucinations. Her
interest in social relationships and interactions was labile,
at times she described very little desire to maintain
friendships and at other times she presented as very
interested in social interactions. Kayla described a previous
history of mood episodes, including several bouts of
depression and two hospitalizations for mania. She was
interested in joining the ACES group because she wanted
to learnmore about her symptoms and howher experiences
related to others.

Course of treatment. Kayla attended all six ACES sessions.
During the group sessions, she was engaged and
pleasant. She presented with an eagerness to gain a better
understanding of her symptoms and often related her
experiences to those shared by other group members.
Halfway through the group session, she began to experience
an exacerbation of mania symptoms, including extreme
emotional lability, heightened interest in pleasurable
activities and grandiose thinking. She developed a strong
rapport with the cotherapists and group members and
often shared her impulsive decisions (e.g., excessive
spending and missed days at work) and new ambitions

(e.g., opening a new business). Given the intensity of
Kayla’s symptoms, the cotherapists regularly checked in
with her after and between group sessions with the goal
of encouraging her to share her experiences with her
treatment team.
Kayla frequently practised the ACES skills; however,

home practice decreased as the severity of her symptoms
increased. She practised identifying daily positives and
savouring, reporting that practicing these skills made
her feel ‘happy, excited, and proud’. While she reported
that most of the skills were helpful, she rarely practised
gratitude or mindfulness. Although she frequently practised
positive reappraisal, her reappraisals further supported
her grandiose thinking (e.g., event: did not get a loan
for her business; reappraisal: ‘they told me to apply for
more credit cards’). Fortunately, this pattern of ineffective
skill use did not appear to interfere with practicing
other ACES skills. For example, she was very logical and
realistic when using skills from the last two groups,
identifying personal strengths (e.g., ‘I have support and
friends’) and setting attainable goals (e.g., ‘email a friend,
pay electric bill’).

Post-treatment outcomes. Shortly after completing the ACES
intervention, Kayla received more intensive psychiatric
care, started medication treatment and began living with a
family member. Although she expressed reluctance about
taking medications, she displayed an awareness of her
symptoms and recognized the need to stay on medications
to remain stable. Kayla continued to use savouring,
mindfulness and setting small attainable goals. She
described the ACES skills as ‘extremely helpful’ and
reported that the skills taught her ways to ‘problem-solve’
with her family. While she expressed very little interest in
spending time with others, she reported that she would like
to find a job and go back to work. Kayla reported plans to
continue using the ACES skills, reporting that she only
sees her therapist once a month and ‘these skills help in
between visits.’

DISCUSSION

We were first interested in exploring whether group
members would bemotivated and interested in participating
in a didactic skills group, given that reduced motivation
and interest in social interactions are hallmark features
of schizophrenia (Kirkpatrick, Fenton, Carpenter, &
Marder, 2006). As illustrated through group member
participation and feedback, we found that group members
attended group regularly and were generally engaged
throughout treatment, whether they tended to be more
interested in the group component or home practice.
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We were also interested in assessing whether group
participants would engage in the skills and find them
helpful. We found that participants did practise the
skills often and reported that the skills were ‘moderately’
to ‘highly helpful’. Furthermore, they rated the group as
acceptable, logical and useful and expressed high levels of
interest and motivation. Importantly, all but one of the
group members expressed that they would be interested
in engaging in a similar intervention in the future.
We obtained a better sense of the feasibility, acceptability

and utility of ACES by taking a closer look at individual
case experiences. Indeed, we observed that the utility of
the ACES skills differed depending upon a person’s
participation in the group components, their personal
goals and their symptom severity. Joshua was engaged
and motivated to participate in the group component of
treatment but reported few experiences with home practice.
Although home practice is an important component
for incorporating these skills into a person’s everyday
repertoire of behaviours (Kazantzis, Deane, & Ronan,
2000), Joshua still appeared to benefit from the treatment.
He reported that the ACES skills helped him to ‘focus on
the positives’ and improved his self-confidence, which
may have contributed to his reported increase in social
interactions. Furthermore, it may be the case that weekly
exposure to the skills during group was influential
enough to impact his well-being; however, since he did
not routinely practise the skills outside of group, they
did not become habitual (like in Neil’s case), and therefore,
he did not remember to use these skills as frequently once
group ended.
Conversely, Neil’s lack of energy and blunted affect

seemed to make it difficult for him to actively participate
in the group discussions, but he frequently practised the
ACES skills at home. Although he was not as engaged
during group, he still seemed to benefit from the social
aspects of the group format, as he reported that he
was more likely to start conversations with others. Neil’s
dedication to learning and practicing the ACES skills
appeared to contribute to his continued use of these
skills once the group ended. Although he reported that
identifying personal strengths was beneficial during
group because it helped to improve his confidence, he
did not continue to practise this skill once the group
ended because it was difficult for him to recognize his
strengths. It is possible that the group format helped
him to engage in and benefit from this more challenging
skill because he felt encouraged and supported, thus
providing further support for the benefits of a group
intervention for this population.
Kayla’s experiences highlight the episodic nature of

schizoaffective disorder and the importance of medications
for stabilization (both Joshua and Neil were taking
medications). Her history of mood episodes and emotional
liability, medication-free status and an emotion-focused

intervention like ACES, all could have contributed to
her symptom exacerbation. However, it is important
to note that she was not the only group member with a
schizoaffective disorder diagnosis, and her symptom
exacerbation may have been avoided if she were taking
medications during the group. As each week progressed
and her symptoms worsened, it became evident that she
was unable to fully engage in the treatment or utilize
the ACES skills as intended. As a result, the intervention
required more of a symptom management component
for this group member.
Group members were repeatedly reminded about creating

a balance when practicing ACES skills; however, balance
becomes more difficult when a person is experiencing
psychological symptoms. Thus, certain symptom
exacerbations (e.g., mania) in combination with certain
ACES skills may further intensify the symptoms if
practice is taken to an extreme (e.g., intense focus on
positive emotions and experience, Johnson, Gruber, &
Eisner, 2007; or increased engagement in goal attainment;
Johnson, 2005). However, as highlighted in Kayla’s case,
group interventions like ACES are still feasible for
someone who is currently experiencing acute and intense
manic symptoms as long as the usage of these skills is
monitored closely.
As demonstrated by the three case illustrations, group

members varied in the frequency and diversity of the
skills they practised during treatment and at follow-up.
Some group members identified their favourite skills at
the beginning of group and continued to use these skills
consistently (e.g., Joshua). Others took a more holistic
approach, practicing all of the skills and then selectively
using the skills that were most helpful and appropriate
given a particular situation (e.g., Neil). We also found that
some group members tended to use a certain set of
skills while participating in the group treatment, and
yet another set of core skills when group sessions ended
(e.g., Kayla). Allowing the group members to gravitate
towards the skills that work best for them was made
possible by our decision to implement a multicomponent
intervention, offering a ‘toolkit’ of skills that can be
pulled from, as needed, by group members depending
upon the situation.

Future Directions

Although group members consistently practised ACES
skills during the group sessions, they reported that their
memory was a barrier to using the skills more consistently
after the group sessions ended. In fact, when they were
reminded of the ACES skills during the 3-month follow-up
visit, most group members expressed disappointment that
they had forgotten to use some of the skills and reported
interest in beginning to practise these skills again. While
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remembering and utilizing learned skills is a hurdle for
most healthy people, this might be even more difficult
for people living with schizophrenia or schizoaffective
disorder who may also experience cognitive difficulties
(Gold, 2004). Anticipating that memory would impact
the likelihood of skills practice, we provided group
members with session review sheets, which highlighted
key content and examples of skill practice, and materials
to help encourage skills practice (e.g., gratitude journal,
mindfulness CD). However, we did not focus on methods
for improving memory to practise skills (e.g., setting
reminder alarms, making reminder phone calls,
making reminder cards for a refrigerator or nightstand,
booster sessions after the group sessions ended). Our
experience with this open trial of ACES suggests that
future skills-based treatments should include methods
for increasing participants’ ability to recall and practise
treatment components and skills once the treatment
has ended.
Our experience with ACES also suggests that people

with schizophrenia or schizoaffective disorder are willing
to participate in a social, group treatment even when
experiencing symptoms that may otherwise hinder social
involvement (e.g., negative symptoms or social anxiety).
Group members reported enjoying the benefits of
being around others and learning about their experiences
in a group setting. These observations point to the
important potential of group interventions for people
with schizophrenia and a limitation of this open trial.
That is, it may very well be the case that simply being
around others with similar experiences or feeling supported
by others contributed to the positive experiences with
the treatment demonstrated in the case illustrations. Thus,
to determine whether engaging in the ACES intervention is
related to improved outcomes, it is necessary to (1) compare
ACES to a control group condition and (2) assess
outcomes more systematically.

Conclusions

As demonstrated by group member feedback and the
brief reports of these three cases, the ACES intervention
appears to be a feasible and acceptable treatment. Participants
showed high motivation to attend group sessions and
expressed positive feedback both during group and at a
3-month follow-up. Participants also expressed interest in
participating in similar interventions in the future. While
the current cases provide a first step in demonstrating the
feasibility and acceptance of the ACES group intervention
in increasing well-being in those with schizophrenia
or schizoaffective disorder, future studies should extend
this work by systematically evaluating the efficacy of
this treatment approach at increasing positive emotions,
well-being and coping.
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