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or stroke (Bracy, 1987), was administered to seven
schizophrenic patients. Gains were recorded similar
to those for the modified 1FF, but again, there were
no improvements in cognitive flexibility or forward
planning.

A neurocognitive rehabilitation programme based
on putative prefrontal/frontal executive functions,
as subserved by distributed neural networks, was
then developed, and called the Frontal/Executive
Program. Improvements were recorded as for the
ITP and for the Bracy computerised programs but,
in addition, significant improvements in cognitive
flexibility and forward planning were achieved
(Morice & Delahunty, 1993).

Some 20 schizophrenic patients have now com
pleted the Frontal/Executive Program, which com
prises a two-week Cognitive Fexibility Module, and
a six-week Planning Module, administered on a
one-to-one basis. Results are encouraging, and
suggest a generalisation to higher-order activities.
Anecdotally, patients report clearer thinking and
improved functioning, and their families quite often
report marked changes in a range of behaviours.

We regard neurocognitive rehabilitation in schizo
phrenia as an important new adjunct to manage
ment, an innovation for which Brenner and col
leagues are largely responsible. But possibly they
have not been critical enough of their Cognitive
Differentiation Module, have not developed it
further on the basis of an adequate cognitive theory,
and have not made sufficient modifications to it in the
light of earlier results.

We encourage readers to remain more optimistic
than the Bern originators of this approach to
rehabilitation. While much more development and
evaluation remains to be done, early results would
seem to justify continuing optimism.
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Integrated psychological therapy for schizophrenia

SIR: It is disappointing that Brenner et a! (Journal,
October 1992, 161 (suppi. 18), 154â€”163)could not
report more encouraging results for their Integrated
Psychological Therapy Programme for Schizophre
nic Patients (IPT). This is especially disappointing
given Brenner's pioneering work in attending to the
cognitive deficits in schizophrenia in rehabilitation
programmes.

While â€œ¿�favourableoverall effects of IPTâ€•are
reported, the effects of Brenner's Cognitive Differen
tiation Module on both lower-orderand higher-order
functioning are questioned. Significantly, in our view,
the Cognitive Module did not result in improvement
in card sorting (a variant of the Wisconsin Card
Sorting Test) or in attention (as measured by the
D2-test).

It is possible that the IPT Cognitive Differentiation
Module was not administered effectively. The train
ing was brief, and given to groups of patients.
Individual, one-to-one training may be necessary if
cognitive strategies are to be imparted; strategies
which could generalise to higher-order activities.
Additionally, and as pointed out in the conclusion of
the paper, programmes may need to be â€œ¿�morefirmly
based on comprehensive cognitive theoriesâ€•.

A variant of the IPT was introduced to Australia in
1988. Gains were achieved in measures of cognitive
functions (such as certain subtests of the WAIS-R),
and there were improvements in symptoms (as
measured by the Expanded Brief Psychiatric Rating
Scale) and in the skills of daily living (as measured by
the Life Skills Profile). However, there were no gains
in cognitive flexibility (as measured by the Wisconsin
Card Sorting Test), nor in forward planning (as
measured by the Tower of London).

This led us to abandon the 1FF, and to concentrate
on neurocogrntive rehabilitation development as a
â€˜¿�front-end'to higher-order training, such as Com
munication Skills, Psycho-education, and Living
Skills Modules. A computerised package, developed
for patients with brain damage following head injury

RODNEY MoR1c@
ANN DELAHUNTY

Aumoas' REPLY:Morice & Delahunty refer to the
effects of 1FF. 1FF is a comprehensive group therapy
consisting of fivesubprogrammes which proceed from
functional cognitive skills to general behavioural
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