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Neuropsychological rehabilitation has been the focus of much scientific research over the past decades due to its efficacy in
different pathologies. Advances in the neuropsychology field have led to improvements and changes in neuropsychological
interventions, which in turn have given rise to different approaches and rehabilitation programs. REHACOP is an integrative
neuropsychological rehabilitation program designed by specialist neuropsychologists. With an integrated bottom-up and
top-down approach, REHACOP includes neurocognition, social cognition, and daily living tasks hierarchically organized on
an increasing level of difficulty. Task arrangement is addressed to maximize improvements and transfer effects into
participant’s daily living. To date, REHACOP has been implemented on different clinical samples such as patients with
schizophrenia, multiple sclerosis (MS), and Parkinson’s disease (PD). This manuscript presents the efficacy data of
REHACOP across these three populations and discusses it in the context of the available literature. Overall, the magnitude
of improvements obtained by means of REHACOP ranged from medium to high across samples. These changes were not
restricted to specific neurocognitive domains since participants attending the REHACOP program also showed changes in
social cognition and daily functioning variables by means of both direct and transfer effects. Results regarding REHACOP’s
efficacy in psychiatric and neurological conditions have contributed to expanding the existing evidence about the use of
structured neuropsychological rehabilitation. In addition, the results obtained after its implementation highlighted the need
and importance of designing and implementing integrative neuropsychological rehabilitation programs that are focused not
only on cognition per se but also on participants’ performance in daily living.

1. Introduction

While neuropsychological rehabilitation has been the focus
of much scientific research in different disciplines since the
late 1970s (see Figure 1), its origins and conceptualization
date back to the First and Second World Wars [1–3], and
other even remoter roots (Ancient Egypt [4], Paul Broca
[5], etc.). As neuropsychology itself, cognitive rehabilitation
history is strongly tied to historical medical advances [1–3].
The survival of brain-injured soldiers created the opportunity

and the need to work for the recovery of the lost cognitive
functions due to focal brain injuries [2]. In light of this, the
initial focus of cognitive rehabilitation in its earliest years
was traumatic brain injury patients with focal damages. Even
at that time (1940s), cognitive rehabilitation was described
from an integral approach, involving not only the affected
cognitive domain per se but also patients’ social, functional,
and family areas [2]. It was also in that decade when Oliver
Zangwill outlined the three principles of cognitive rehabilita-
tion (compensation, substitution, and direct training; [6])
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which eventually turned out to be the basis for almost all cur-
rently existing cognitive rehabilitation programs.

It was not until the late 1980s and the early 1990s that
neuropsychological rehabilitation started to be applied to
other neurological conditions, including neurodegenerative
diseases such as dementia [7]. This implementation included
slight modifications to how neuropsychological rehabilita-
tion was conceptualized and what its aims were, given the
course of neurodegenerative diseases. This highlighted the
role of cognitive rehabilitation as an instrument for both
optimizing and minimizing the extent of a disability, instead
of trying to achieve full recovery [7]. From the late 1990s and
in the early 21st century, neuropsychological rehabilitation
was also implemented in psychiatric patients in an attempt
to address those cognitive impairments that could not be
treated by either typical or atypical antipsychotics [8–10].
Therefore, neuropsychological rehabilitation principles and
techniques have historically shown potential benefits for var-
ious brain disorder profiles.

As stated by Wilson [11], neuropsychological rehabilita-
tion has been defined differently over the years, according to
the changes and advances in the neuropsychology field. In
addition, different concepts related to neuropsychological
rehabilitation have also emerged during history. For
instance, cognitive rehabilitation is usually broadly defined
as a process whereby a brain-injured patient works together
with professionals to remediate or alleviate cognitive deficits
[3]. A concept that is closely related to neuropsychological
rehabilitation is cognitive stimulation, which refers to all
those activities that focus on improving general cognitive
functioning or some specific domains such as attention, lan-
guage, or memory [12], with no specific mention to how
those activities are organized or structured. Nevertheless,
some of those and other terms are usually indistinctly used
in the literature, along with other concepts such as cognitive
remediation. However, neuropsychological rehabilitation
has been proposed as a broader concept than those previ-
ously mentioned as it addresses not only cognitive impair-
ments but also those emotional, psychosocial, and behavioral
deficits caused by any brain damage in a more or less
structured way [3].

1.1. The REHACOP Program. REHACOP (http://rehacop
.deusto.es) is an integrative neuropsychological rehabilitation
program that was designed by neuropsychology experts at
the University of Deusto [13], relying on the knowledge that
has been previously generated. The program was originally
developed to provide the first available standardized inter-
vention in neuropsychological rehabilitation for Spanish
patients with schizophrenia. However, it was later adapted
to other clinical populations including neurological condi-
tions such as multiple sclerosis (MS) and Parkinson’s disease
(PD) [14–17]. Due to the high levels of satisfaction obtained
both among patients and therapists, and its efficacy, this
manuscript seeks to describe the characteristics of the process
involved, as it could be useful for similar interventions else-
where. REHACOP’s specific aims are based on the effective
principles of neuropsychological rehabilitation enunciated
by Zangwill [6], previously mentioned (Figure 2, [13]).

REHACOP is composed of more than 300 paper-and-
pencil tasks using a bottom-up approach (about 85%), and
a final integration with top-down tasks (about 15%), follow-
ing a design that has showed efficacy [18]. This approach
highlights the importance of implementing bottom-up
approaches in neuropsychological rehabilitation programs
in order to have an impact on the basic cognitive processes
that have been altered and that could be affecting higher-
order functions [19, 20]. Tasks are divided into eight mod-
ules, each of which is focused on a specific cognitive domain
or area, namely, (a) attention, (b) learning and memory, (c)
language, (d) executive functions, (e) social cognition, (f)
social skills, (g) activities of daily living, and (h) psychoedu-
cation. The psychoeducation module is focused on the
pathology and symptommanagement. Given that processing
speed is a cross-cutting domain, its training takes place along
with the first four modules, since a lot of the tasks can be
optionally timed. REHACOP is hierarchically organized to
provide an order and a bottom-up approach to therapists,
so that patients gradually acquire abilities that require build-
ing up from the most basic to the most demanding cognitive
processes. Both the modules and the tasks included in them
are arranged based on an increasing level of difficulty, until
it becomes possible for participants to use the skills they have
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Figure 1: Number of publications including “cognitive rehabilitation” terms in PubMed.
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been trained in their real daily life. As the program allows
both individual and group intervention, the therapist can rec-
reate or simulate close to real scenarios to train the patient
and facilitate later generalization. This specific arrangement
means that the program can facilitate the generalization of
trained skills to daily living [13].

The REHACOP program includes both a patient and a
therapist manual, so all the materials are in a paper-and-
pencil format. This allows subjects to be retrained in skills
that are closer to those originally acquired across their life-
span. In the therapist’s manual, the professional can find
explanatory pages that include the name of the task, informa-
tion about the cognitive domain and subdomain that the
training is focused on, the level of difficulty, the specific
instructions for the therapist, the specific instructions to be
given to the patient, the necessary materials for each task to
be performed, and also an answer sheet with the correct
answers to all the tasks [13]. This overall structure facilitates
adherence to the underlying principles, which is in the best
interest of efficacy and scientific replication.

The recommended time for the implementation of
REHACOP in terms of time and frequency is five months,
three sessions per week, and (at least) 30-minute sessions
for individual interventions and (at least) 90-minute sessions
for group interventions, in groups of between 6 and 8
patients with one therapist [13]. Group format was selected
due to time and human resource constrictions, allowing
the REHACOP implementation in more than one individual
in each session. However, efficacy has also been enhanced by
having shorter interventions, as will be described later in
this paper. Although the first version of REHACOP was
in Spanish, the program has now been translated into
Portuguese and is currently being translated into English,
Polish, and Greek.

For schizophrenia [21], MS [14], and PD [15–17] studies
that used REHACOP described in the present review, the
intervention lasted for 13 weeks and consisted of three group
sessions per week. Each session lasted 60 minutes each for the
MS and PD groups and 90 minutes each for the schizophre-
nia group. The sessions’ structure for the schizophrenia, MS,
and PD studies was designed and implemented as follows:
(1) weeks 1 to 4—attention training (sustained, selective,
divided, and shifting attention); (2) weeks 5 to 7—learning

and memory training; (3) weeks 8 to 10—language training
(grammar, syntax, vocabulary, etc.); (4) weeks 11 to
12—executive function training (planning, analogies, etc.);
and (5) week 13—social cognition training. Due to the lack
of a social cognition module at the time that the two other
schizophrenia studies were performed [22, 23], these did
not include social cognition training, whereas the rest of
the timetable remained the same. In addition, one of the
schizophrenia studies [22] included social skills, activities
of daily living, and psychoeducation modules. A summary
of the implementation’s characteristics and main results is
described in Table 1.

2. Implementation of the REHACOP
Program in Schizophrenia, Multiple
Sclerosis, and Parkinson’s Disease

2.1. Schizophrenia. Cognitive impairment has been well
described in patients with psychosis and schizophrenia.
Their performance has been found to be at least 1 or 1.5 stan-
dard deviations below the mean when compared to healthy
controls across most of the cognitive domains [24]. However,
cognitive deficits are present to a different extent depending
on the domain. Some of the most altered domains in patients
with schizophrenia are verbal memory, processing speed,
language, and nonverbal memory [25–27]. These alterations
are present both at the beginning of the disease [26] and at
the chronic period [25]. Although to a lesser extent, other
cognitive functions such as visuospatial abilities, executive
functioning, and working memory are also affected in these
patients when their performance is compared to that of
normal controls [25, 26]. Furthermore, cognitive deficits
have also been described even before the onset of the disease
[28, 29] and in naïve patients [30]. Special attention must be
paid to basic cognitive processes such as visual or auditory
perception, which are also impaired in these patients [31]
and might have an important role in the neuropsychological
rehabilitation process [19, 20].

Beyond neurocognitive deficits, patients with schizophre-
nia also show deficits in social cognition [32]. These social
cognition alterations seem to be present in all of its four most
commonly recognized domains (theory of mind, social
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perception, emotion perception, and emotion processing)
[32]. However, the magnitude of the deficits is greater in
the social perception and theory of mind domains [32].

Neurocognition and social cognition deficits have been
found to be strongly related to functional alterations in
patients with schizophrenia, especially in the case of social
cognition [33]. The strongest associations regarding neuro-
cognition have been found between verbal fluency and com-
munity functioning and between verbal learning and
memory and social behavior in the milieu [33]. When look-
ing at the relationship between social cognition and function-
ality, the association between theory of mind and community
functioning seems to be the most important, followed by the
association between emotion processing and social behavior
in the milieu [33].

Brain alterations have been also described in patients
with schizophrenia. Regarding anatomical alterations, both
gray and white matter volume reductions are described in
these patients [27], along with abnormalities in white matter
integrity [34]. The latter are mainly circumscribed to frontal
and temporal areas located in the left hemisphere [34]. Func-
tional brain alterations have also been described both during
performance of a task and at resting state [27]. Studies have
related the abnormalities mentioned to cognitive perfor-
mance and symptoms in these patients, highlighting their
role in any rehabilitation process.

2.2. REHACOP in Schizophrenia. Different studies have sup-
ported REHACOP’s efficacy in improving not only patients’
neurocognition [21–23] but also their social cognition [21],
clinical symptoms [21, 22], and functionality [21, 22].
Patients on these studies were randomized to the REHACOP
or the active control group which performed occupational
activities with the same duration and frequency as the
REHACOP group (38 patients in the experimental group
vs. 38 patients in the active control group [23], 36 patients
in the experimental group vs. 48 patients in the active con-
trol group [22], and 52 patients in the experimental group
vs. 49 patients in the active control group [21]). Patients
with schizophrenia receiving REHACOP intervention have
shown neurocognitive improvement in processing speed,
verbal memory, verbal fluency, working memory, and exec-
utive functions [22, 23], as well as in global neurocognition
scores [21]. Effect sizes of these improvements have ranged
from medium to high depending on the assessed domain
with verbal memory and overall cognition showing the
largest effects (d = :88 and η2p = :14, respectively) [21, 22].
Among social cognition domains, theory of mind has
shown the greatest improvements after implementation
(η2p = :15), followed by social perception (η2p = :08) and

emotion processing (η2p = :07) [21]. Patients with schizo-
phrenia receiving REHACOP have also shown a decrease
in negative (η2p = :08 and d = :48) but not in positive symp-
toms after the intervention [21, 22].

The REHACOP program has also shown efficacy for
improving the social functioning of these patients in a wide
range of domains, including functional competence, global
functioning, and social competence [21, 22]. This has

highlighted the presence of both direct and transfer effects
in this pathology. Furthermore, in a more specific study
focused on the mechanisms through which REHACOP
improved functional outcomes in patients with schizophre-
nia, functional improvements were found to be mediated by
changes in cognition [35]. Specifically, functional outcome
changes were mediated by processing speed and verbal mem-
ory improvements, but not by improvements in social cogni-
tion and negative symptoms [35]. The existence of any brain
changes after the implementation of the REHACOP has not
yet been studied in this population.

2.3. Multiple Sclerosis. Cognitive impairment is also present
in neurological conditions such as MS [36–38]. Cognitive
alterations in patients with this pathology include deficits in
attention, executive functioning, long-term visual and verbal
memory, and visuoconstructive abilities, as well as global
cognition [36–38]. Processing speed is also particularly
impaired in patients with MS, affecting performance across
all other cognitive domains [36]. Deficits have also been
described in relation to social cognition, as MS patients
have been shown to have difficulty in performing tasks
involving theory of mind or emotion processing [39]. As
in schizophrenia, cognitive decline has been related to a
decreased functional outcome among MS patients. Specifi-
cally, the presence of cognitive deficits is related not only
to lower performance in daily living and functioning activ-
ities but also to reduced social and vocational activities in
these patients [36, 40–42]. In addition, cognitive decline
has been found to be directly linked to lower quality of life
(QoL) indices in MS [36].

Brain abnormalities in MS are present beyond the well-
known white matter lesions that characterize the disease.
Abnormalities have been described in both normal appearing
white and gray matter of these patients, showing cortical and
subcortical alterations, pointing mainly to decreased white
and gray matter volumes [43]. White matter integrity abnor-
malities have also been shown in these patients in widespread
white matter fibers including intra- and interhemispheric
fibers [44]. More recently, functional connectivity abnormal-
ities have also been described in this pathology that affect not
only the default mode network but also other resting-state
networks such as salience, executive, working memory, sen-
sorimotor, and visual networks [45]. These alterations are
related to the cognitive function of these patients and have
also shown to be sensitive to change after cognitive rehabili-
tation [45].

2.4. REHACOP inMultiple Sclerosis.One randomized clinical
trial has shown REHACOP’s efficacy on improving cognitive
impairment in MS [14]. Specifically, patients receiving a 3-
month REHACOP group intervention (21 patients) showed
improvements in processing speed, working memory, verbal
memory, and executive functions when compared with a pas-
sive control group (21 patients), which received no neuropsy-
chological intervention [14]. Effect sizes for changes in
cognition in this sample were medium-large, and the greatest
changes were found in processing speed and working mem-
ory (η2p = :16 and η2p = :15, respectively) [14]. Although not
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significant, performance in attention and verbal fluency
showed the same pattern of improvement in the REHACOP
group at posttreatment [14]. Neural changes after the imple-
mentation of the REHACOP have not yet been published in
MS patients.

2.5. Parkinson’s Disease. Beyond motor symptoms, cognitive
decline in patients with PD has also been well established.
PD patients have primarily shown deficits in working and
verbal memory, visuospatial abilities, and executive func-
tioning [28, 46–48], as well as in global cognition, in which
patients have been found to have lower performance levels
when compared to healthy controls [49]. Besides neurocog-
nition, theory of mind deficits have been described among
PD patients, being one of the most impaired social cognition
domains along with emotion perception [50, 51]. Probably,
due to its degenerative character, cognitive deficits show a
marked impact on functioning in PD patients, especially
regarding activities of daily living and even increasing their
disability levels, leading to lower performance levels [52].

Apart from cognitive and functional alterations, PD
patients also show brain disturbances at different levels. Gray
matter decreases have been described in these patients,
mainly in the frontal and temporal areas [53]. Structural
abnormalities have also been described regarding both intra-
and interhemispheric brain white matter fibers [54]. Beyond
structural connectivity, functional connectivity seems to be
greatly affected in this pathology and patients show distur-
bances in different resting-state networks, especially in the
connectivity of those areas that comprise the default mode
network [55]. These alterations have shown to be related to
different cognitive abilities such as perception and executive
functions [55].

2.6. REHACOP in Parkinson’s Disease. Changes after REHA-
COP’s implementation in PD have been studied both at post-
treatment [15, 16] and follow-up [17]. Taking into account
the restrained abilities of the participants associated both
with age and with the pathology itself (i.e., difficulty in read-
ing, tremors, etc.), some of the tasks were adapted accord-
ingly (i.e., increased font size, oral instead of written tasks,
and reduced number of items, etc.). Patients were random-
ized and included on the REHACOP or the active control
group. PD patients receiving REHACOP group intervention
(20 patients) exhibited improvements in processing speed,
visual memory, theory of mind, and functional disability at
posttreatment when compared to the active control group
(22 patients) that performed occupational activities during
the same period of time and with the same frequency [15].
The largest effect sizes were found for changes in visual mem-
ory (d = :81), theory of mind (d = :83), and functional dis-
ability (d = 1:02), proving the existence of transfer effects to
nontrained domains in this pathology. When assessing
REHACOP’s efficacy in PD after a longer period of time
(18 months; 15 patients included in the experimental group),
improvements were found in verbal memory, visual memory,
executive functions, theory of mind, and functional disability
when comparing baseline and follow-up [17]. In this case, as
the control group was not assessed at follow-up, no inter-

group comparison was possible. The largest effect sizes were
found for changes in theory of mind (r = :85) and executive
functions (r = :86). These studies have reinforced the efficacy
of the REHACOP program, not only in the short term but
also in the long term at 18-month follow-up, supporting
the idea that REHACOP’s benefits can be maintained even
after the end of the program.

Besides cognition and functionality, the effects of REHA-
COP on brain connectivity have been studied and described
in PD patients [16, 17]. Patients were found to have higher
brain activation in the left inferior frontal lobe during a ver-
bal learning task when comparing pre- and posttreatment
times, and also a greater activation after the intervention in
the left middle temporal area during a verbal recognition task
compared to an active control group. In addition, PD
patients receiving the intervention (15 patients) showed
higher resting-state brain connectivity at posttreatment
between the left inferior temporal lobe and the bilateral dor-
solateral prefrontal cortex when compared with the active
control group (15 patients) [16]. Changes in resting-state
brain networks were also found when comparing baseline
and follow-up (18 months), with increased activation in
frontotemporal networks at follow-up (15 patients in the
experimental group and no control group) [17]. However,
as expected in the study, no anatomical changes were found
after the REHACOP intervention, and both gray and white
matter showed a decreased volume and integrity, respec-
tively, in widespread brain areas, following the normal pro-
gression of neurodegenerative processes [17]. As in the case
of cognitive changes at follow-up, the control group did not
undergo the neuroimaging study after 18 months making
the comparisons between groups impossible.

3. Discussion

In light of the REHACOP studies mentioned above, some
characteristics of the program could be contributing to its
efficacy, such as integrating both bottom-up and top-down
approaches, having a structured design that includes tasks
arranged in a gradually increasing level of difficulty, and
also using in vivo tasks. In fact, when reviewing the neu-
ropsychological rehabilitation literature, some of these fea-
tures have shown to be especially important for the effective
design and implementation of different intervention pro-
grams [18, 56].

Neurocognitive improvements obtained by means of the
REHACOP program in patients with schizophrenia were
similar to those described in two of the most recent meta-
analyses of neuropsychological rehabilitation in this pathol-
ogy [57, 58]. Regarding social cognition improvements, both
meta-analyses described very similar medium to high effect
sizes in overall social cognition changes after intervention.
These indices are in line with those obtained after REHA-
COP’s implementation in patients with schizophrenia,
except for theory of mind changes, which showed larger
effect sizes than the rest of the social cognition domains
[21]. This especially good outcome regarding theory of mind
could be driven by the specific training of this domain in the
social cognition module of the REHACOP, in contrast to
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other commonly used cognitive training programs. In addi-
tion, changes in clinical symptoms after REHACOP [21, 22]
were accompanied by small effect sizes at posttreatment as it
has been also described in two recent meta-analyses [57, 58]
even when both the experimental and the control groups
were equivalent in terms of symptomatology. Moreover,
according to those meta-analyses, clinical changes were no
longer significant at follow-up assessment [57, 58], which can-
not be tested with REHACOP, since there was no follow-up
with these patients after treatment was completed. These
results, replicated inmost of the studies, suggest that cognitive
rehabilitation effects on clinical symptoms seem to be tempo-
rary and possibly driven by the improvement in cognition or
social functioning, especially for negative symptoms.

It is worth noting the functional improvements in these
patients that appear in many different domains of functional-
ity, highlighting direct but also transfer effects of other
improvements obtained by means of the REHACOP’s imple-
mentation in patients with schizophrenia.

Given that no studies on brain changes after REHACOP’s
implementation have been performed in schizophrenia, it is
not possible to describe those in the context of the available
literature. To date, the effects of cognitive rehabilitation on
the brains of patients with schizophrenia have been described
regarding both functional and anatomical characteristics.
Specifically, changes in resting-state networks such as pre-
frontal, thalamic, executive, and default mode networks are
present in these patients after the implementation of cogni-
tive rehabilitation in one of the latest reviews [59]. Changes
in anatomical connectivity are present especially regarding
intra- and interhemispheric fibers such as the corpus callo-
sum and the uncinate fasciculus [59]. However, volumetric
changes are not so well defined, whereas preservation of gray
matter volumes is seen after patients with schizophrenia
attended to a cognitive rehabilitation program [59].

The cognitive changes described after REHACOP’s
implementation in neurological conditions such as MS and
PD have provided additional evidence to the existing infor-
mation about neuropsychological rehabilitation effects in
these two pathologies. Specifically regarding MS, two of the
latest published reviews [60, 61] have stated that, based on
the neuropsychological rehabilitation efficacy studies avail-
able to date, there is low-level evidence that neuropsycholog-
ical rehabilitation reduces cognitive decline in MS patients.
However, recent studies show promising results when prov-
ing neuropsychological rehabilitation efficacy in MS patients
even at the long term [62]. The discrepancy between studies
may be due to different factors, including heterogeneity
within different forms of the disease. In addition, the inter-
vention format (group vs. individual) could play an impor-
tant role in terms of finding evidence of improvements. To
our knowledge, only one study besides the REHACOP
study has assessed the efficacy of cognitive rehabilitation
in a group format in MS patients [63]. The individual vs.
group approach might account for some of the inconsis-
tencies when trying to find evidence for cognitive rehabili-
tation efficacy in MS. In addition, some of the cognitive
rehabilitation studies in MS do not use an integrative
approach and intervene only on one or two specific cogni-

tive domains [64, 65], preventing the transfer effects and
significant improvements in the rest of the domains. There-
fore, further methodologically rigorous studies are still
needed in order to increase the amount of evidence on
the efficacy of the neuropsychological rehabilitation in this
pathology. Focusing on specific results, one review
highlighted improvements in memory span and working
memory, with medium effect sizes after neuropsychological
rehabilitation [60]. This review also described improve-
ments in attention and immediate and delayed verbal
memory, with low-medium effect sizes when combining
neuropsychological rehabilitation with other interventions
[60]. Results regarding cognitive changes after the imple-
mentation of REHACOP in MS patients are in line with
this data, but have described medium-to-large effect sizes
for all the improvements in cognition [14]. However, in
the specific case of the MS sample results, and owing to
the lack of an active control group, it is not possible to con-
clude that all the described improvements are due to the
REHACOP’s implementation and particularities rather
than to more general effects of performing active tasks in
a group in contrast to not performing any activity as in
the passive control group. One of the aspects highlighted
by reviews of neuropsychological rehabilitation and MS is
the need to test the efficacy of the interventions, not only
in generating cognitive changes but also on promoting
brain changes [60, 61]. Although brain changes after the
REHACOP’s implementation have not yet been studied,
the literature points to brain changes after cognitive reha-
bilitation in MS patients especially regarding functional
connectivity of several areas involved in the default mode
network [66–68]. However, structural connectivity and spe-
cifically volumetric changes are not usually seen in MS after
a cognitive intervention [68].

Regarding PD, the REHACOP program has demon-
strated long-term effects using neuroimaging techniques in
this neurodegenerative disease [17]. Another study has also
showed brain changes after cognitive intervention imple-
mentation in PD [69]. In that study, results were similar to
those obtained by REHACOP, showing increased brain acti-
vation at resting state in the left dorsolateral prefrontal cortex
and the left superior parietal cortex [69]. Moreover, to our
knowledge, REHACOP was the first neuropsychological
rehabilitation program that showed significant improve-
ments in both social cognition and functional outcomes of
PD patients [15], highlighting the presence of transfer effects
in case of functional outcome changes, since this domain was
not directly trained. Long-term effects of the neuropsycho-
logical rehabilitation have not been widely tested in PD, but
the scarce literature available suggests that cognitive changes
following intervention are maintained over time [17]. These
results emphasize the efficacy of the intervention not only
in the short term but also maintained over time, although
the lack of assessment of the active control group at follow-
up limits this conclusion in relation to REHACOP.

Although the studies described in the current manu-
script present similar results in terms of the efficacy of
REHACOP, it is challenging to compare specific results
between studies. On the one hand, each sample’s idiosyncrasy
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(neurodevelopmental vs. neurodegenerative diseases, char-
acteristic age of each pathology, characteristic impairment
of each sample, etc.) makes it impossible to compare
improvements in terms of the effect sizes of enhanced
domains or changes. It is therefore difficult to postulate
whether REHACOP is a better cognitive intervention for
one sample or another, or whether it is more recommend-
able for one condition or another. On the other hand, dif-
ferences in the implementation of REHACOP depending
on the sample (the extended duration of sessions for
patients with schizophrenia, the different modules imple-
mented in each study, or the adaptations made for PD
patients) limit the comparability of studies and findings.
However, it is notable that the magnitude of the effect sizes
and the improved domains depends on the cognitive
domains or the pathology. One explanation for these differ-
ences could come from differences in the most impaired
cognitive domain for each of the pathologies. The highest
effect sizes for changes in cognition were found in process-
ing speed in MS, in visual memory in PD, and in verbal
memory in schizophrenia, which might be due to the fact
that these are some of the most impaired cognitive domains
in each condition [25, 36, 46]. Therefore, those specific
domains could have greater room for improvement than
the others, consequently showing greater changes at the
end of the intervention. The characterization of one of the
samples as a neurodevelopmental condition (i.e. schizo-
phrenia) and of another as a neurodegenerative condition
(i.e. MS and PD) could be generating these differences since
neuroplasticity as well as other neurorestorative processes
seem to be impaired in neurodegenerative diseases [70].
This could explain the fact that schizophrenia seems to be
the sample with the highest number of improved cognitive
domains and the highest magnitudes of improvement.
Moreover, transfer effects generated by the REHACOP in
some of the samples merit further discussion. Significant
transfer effects have been described for schizophrenia and
PD by means of improvements in functional or daily living
areas that were not directly trained, whereas in MS these
effects were not described. Thus, improvements in trained
domains may not be enough to enhance social functioning
in MS patients. In addition, transfer effects could be taking
place in those pathologies in which social functioning is
more affected by cognitive functioning than by clinical or
physical condition, which is usually controlled by pharma-
cological treatment. Mediational analyses support this
hypothesis at least in schizophrenia since functional
improvements have shown to be mediated by cognitive
improvements but not by improvements in clinical symp-
toms [35]. This points to the necessity of implementing
modules related to social functioning (social skills, activities
of daily living, and psychoeducation), at least in MS
patients. Finally, the possible effects of implementing a
group vs. individual intervention could have had an impor-
tant role on the obtained results. For example, socializing
through the group interaction could account for some of
the benefits observed in all the samples included in this
review. However, in this specific case, and given that all
the active control patients carried out the activities in a

group format, group effects that could potentially be affect-
ing the outcomes were controlled. Nevertheless, it is impor-
tant to take into account the intervention format when
analyzing the obtained results after a cognitive rehabilita-
tion implementation since format has been shown to have
a role on the benefits obtained [71].

Results and conclusions obtained by means of the REHA-
COP studies must be seen in the context of some limitations.
First, the lack of follow-up studies limits conclusions about
the longitudinal effects of REHACOP’s implementation in
schizophrenia and MS. Future studies should address this
issue by means of designing and implementing follow-up
interventions. Second, effects of medication on observed
improvements should be further assessed, since it has been
stated that medications can affect cognition in these patholo-
gies [72–76]. Third, although the REHACOP has been
already translated into Portuguese, and it is currently being
translated into English, Polish, and Greek, no studies have
been carried out in order to assess its efficacy in other coun-
tries or languages. This notably limits the inclusion of studies
other than those in Spanish that are included in the present
review, restricting the efficacy information available.

All of the discussed findings postulate that REHACOP
might be an effective integrative neuropsychological rehabil-
itation program, useful in both psychiatric and neurological
patients. One of the specific reasons for its efficacy may be
the integrative character of REHACOP. The fact that this
program combines the training of cognitive tasks and cogni-
tive strategy training maximizes its impact on participants’
benefits. Moreover, the integration of different psychothera-
peutic approaches into the intervention favors mutual bene-
fits, which might lead also to a subjective perception of these
improvements as it has been shown in a recent meta-analysis
[77]. The group and paper-and-pencil format of the program
could be a secondary contributing factor to the efficacy of
REHACOP. Based on the implementation experience of the
REHACOP program, the group format was seen to enhance
social interactions between participants and, therefore, par-
ticipants’ efforts to succeed in the tasks, as well as the transfer
of different strategies between them. Moreover, the paper-
and-pencil character of most of the tasks may foster the
improvement of not only the trained task itself (attention,
verbal memory, etc.) but also of participants’ writing and
written expression abilities.

Neuropsychological rehabilitation in general, and spe-
cifically REHACOP, could be operating through the same
mechanisms that are common to all different conditions
such as psychiatric and neurodegenerative pathologies. It
is well known that neuroplasticity and synaptic reorganiza-
tion have a decisive role in neuropsychological rehabilita-
tion effects [56]. Some of the mechanisms involved in
both processes have essential implications for rehabilitation,
such as diaschisis, functional reorganization, or modifica-
tion of synaptic connectivity among others [56]. In fact,
studies performed using REHACOP have shown brain
reorganization at least in PD patients, as described by brain
changes occurring after the intervention implementation.
These mechanisms, along with other characteristics that
have been demonstrated to influence neuropsychological
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rehabilitation efficacy (e.g., sociodemographic characteris-
tics, injury-related variables, and psychological factors [56]),
might be involved in the common mechanism through
which neuropsychological rehabilitation seems to work
across pathological conditions. Future studies should address
this hypothesis in psychiatric and neurodegenerative
diseases, in order to investigate the specific mechanism
involved in neuropsychological rehabilitation efficacy.

The evidence presented in this manuscript regarding
the multidimensional character of deficits present in psy-
chiatric and neurodegenerative conditions has highlighted
the need for integrative neuropsychological rehabilitation
programs. The inclusion of psychoeducation and clinical
symptom intervention would drive beneficial changes for
patients to a greater extent than interventions focused
merely on cognitive aspects.

Conflicts of Interest

Natalia Ojeda and Javier Peña are coauthors and copyright
holders of the REHACOP neuropsychological rehabilitation
program, published by Parima Digital, SL (Bilbao, Spain).

Acknowledgments

Studies included in this review were supported by the
Department of Health of the Basque Government (grant
number 2011111102 to Dr. Natalia Ojeda and grant num-
ber 2011111117 to Dr. Naroa Ibarretxe-Bilbao), the Spanish
Ministry of Economy and Competitiveness (grant number
PSI2012-32441 to Dr. Naroa Ibarretxe-Bilbao), and the
Education Department of the Basque Government (Equipo
A) (grant number IT946-16 and grant number BFI-2010-
407). The authors would like to thank all the participants
and all the associations that took part in the studies.

References

[1] C. Boake, “A history of cognitive rehabilitation of head-injured
patients, 1915 to 1980,” The Journal of Head Trauma Rehabil-
itation, vol. 4, no. 3, pp. 1–8, 1989.

[2] G. P. Prigatano, “A history of cognitive rehabilitation,” in The
Effectiveness of Rehabilitation for Cognitive Deficits, P. W. Hal-
ligan and D. T. Wade, Eds., pp. 3–10, Oxford University Press,
New York, NY, US, 2005.

[3] B. A. Wilson, “Neuropsychological rehabilitation,” Annual
Review of Clinical Psychology, vol. 4, no. 1, pp. 141–162, 2008.

[4] B. A. Wilson, “Cognitive rehabilitation in the 21st century,”
Neurorehabilitation and Neural Repair, vol. 16, no. 2,
pp. 207–210, 2002.

[5] C. Boake, “Stages in the history of neuropsychological rehabil-
itation,” in Neuropsychological Rehabilitation: Theory and
Practice, B. A. Wilson, Ed., pp. 11–22, Swets & Zeitlinger,
London, United Kingdom, 2005.

[6] O. L. Zangwill, “Psychological aspects of rehabilitation in cases
of brain injury,” The British Journal of Psychology General Sec-
tion, vol. 37, no. 2, pp. 60–69, 1947.

[7] L. Clare and B. Woods, “A role for cognitive rehabilitation in
dementia care,” Neuropsychological Rehabilitation, vol. 11,
no. 3–4, pp. 193–196, 2001.

[8] A. S. Bellack, J. M. Gold, and R. W. Buchanan, “Cognitive
rehabilitation for schizophrenia: problems, prospects, and
strategies,” Schizophrenia Bulletin, vol. 25, no. 2, pp. 257–
274, 1999.

[9] S. M. Silverstein and S. M. Wilkniss, “At issue: the future of
cognitive rehabilitation of schizophrenia,” Schizophrenia Bul-
letin, vol. 30, no. 4, pp. 679–692, 2004.

[10] M. F. Green and P. D. Harvey, “Cognition in schizophrenia:
past, present, and future,” Schizophrenia Research: Cognition,
vol. 1, no. 1, pp. e1–e9, 2014.

[11] B. A. Wilson, “Towards a comprehensive model of cognitive
rehabilitation,” Neuropsychological Rehabilitation, vol. 12,
no. 2, pp. 97–110, 2002.

[12] G. Lubrini, J. A. Periañez, and M. Ríos-Lago, “Estimulación
cognitiva y rehabilitación neuropsicológica de la atención,” in
Estimulación Cognitiva y Rehabilitación Neuropsicológica,
pp. 35–81, UDC Publishers, Spain, 2009.

[13] N. O. del Pozo, J. P. Lasa, E. B. Noreña et al., “REHACOP: pro-
grama de rehabilitación cognitiva en psicosis,” Revista de Neu-
rología, vol. 54, no. 6, pp. 337–342, 2012.

[14] O. Rilo, J. Peña, N. Ojeda et al., “Integrative group-based cog-
nitive rehabilitation efficacy in multiple sclerosis: a random-
ized clinical trial,” Disability and Rehabilitation, vol. 40,
no. 2, pp. 208–216, 2018.

[15] J. Peña, N. Ibarretxe-Bilbao, I. García-Gorostiaga, M. A.
Gomez-Beldarrain, M. Díez-Cirarda, and N. Ojeda, “Improv-
ing functional disability and cognition in Parkinson disease
randomized controlled trial,” Neurology, vol. 83, no. 23,
pp. 2167–2174, 2014.

[16] M. Díez-Cirarda, N. Ojeda, J. Peña et al., “Increased brain con-
nectivity and activation after cognitive rehabilitation in Par-
kinson’s disease: a randomized controlled trial,” Brain
Imaging and Behavior, vol. 11, no. 6, pp. 1640–1651, 2017.

[17] M. Díez-Cirarda, N. Ojeda, J. Peña et al., “Long-term effects of
cognitive rehabilitation on brain, functional outcome and cog-
nition in Parkinson’s disease,” European Journal of Neurology,
vol. 25, no. 1, pp. 5–12, 2018.

[18] K. H. Nuechterlein, J. Ventura, K. L. Subotnik, J. N. Hayata,
A. Medalia, and M. D. Bell, “Developing a cognitive training
strategy for first-episode schizophrenia: integrating bottom-
up and top-down approaches,” American Journal of Psychiat-
ric Rehabilitation, vol. 17, no. 3, pp. 225–253, 2014.

[19] R. A. Adcock, C. Dale, M. Fisher et al., “When top-downmeets
bottom-up: auditory training enhances verbal memory in
schizophrenia,” Schizophrenia Bulletin, vol. 35, no. 6,
pp. 1132–1141, 2009.

[20] S. Vinogradov, M. Fisher, and E. De Villers-Sidani, “Cognitive
training for impaired neural systems in neuropsychiatric ill-
ness,” Neuropsychopharmacology, vol. 37, no. 1, pp. 43–76,
2012.

[21] J. Peña, N. Ibarretxe-Bilbao, P. Sánchez et al., “Combining
social cognitive treatment, cognitive remediation, and func-
tional skills training in schizophrenia: a randomized controlled
trial,” NPJ Schizophrenia, vol. 2, no. 1, 2016.

[22] P. Sánchez, J. Peña, E. Bengoetxea et al., “Improvements in
negative symptoms and functional outcome after a new
generation cognitive remediation program: a randomized
controlled trial,” Schizophrenia Bulletin, vol. 40, no. 3,
pp. 707–715, 2014.

[23] N. O. del Pozo, J. P. Lasa, E. B. Noreña et al., “Evidencias de efi-
cacia de la rehabilitación cognitiva en psicosis y esquizofrenia

9Behavioural Neurology



con el programa REHACOP,” Revista de Neurología, vol. 54,
no. 10, pp. 577–586, 2012.

[24] R. S. E. Keefe and P. D. Harvey, “Cognitive impairment in
schizophrenia,” in Novel Antischizophrenia Treatments,
pp. 11–37, Springer, Berlin, Heidelberg, 2012.

[25] R. W. Heinrichs and K. K. Zakzanis, “Neurocognitive deficit in
schizophrenia: a quantitative review of the evidence,” Neuro-
psychology, vol. 12, no. 3, pp. 426–445, 1998.

[26] R. I. Mesholam-Gately, A. J. Giuliano, K. P. Goff, S. V. Faraone,
and L. J. Seidman, “Neurocognition in first-episode schizo-
phrenia: a meta-analytic review,” Neuropsychology, vol. 23,
no. 3, pp. 315–336, 2009.

[27] N. Ojeda, Neuropsicología de la esquizofrenia, Editorial Sínt-
esis, Madrid, Spain, 2018.

[28] H. E. Becker, D. H. Nieman, S. Wiltink et al., “Neurocognitive
functioning before and after the first psychotic episode: does
psychosis result in cognitive deterioration?,” Psychological
Medicine, vol. 40, no. 10, pp. 1599–1606, 2010.

[29] A. Reichenberg, A. Caspi, H. Harrington et al., “Static and
dynamic cognitive deficits in childhood preceding adult
schizophrenia: a 30-year study,” The American Journal of Psy-
chiatry, vol. 167, no. 2, pp. 160–169, 2010.

[30] H. Fatouros-Bergman, S. Cervenka, L. Flyckt, G. Edman, and
L. Farde, “Meta-analysis of cognitive performance in drug-
naïve patients with schizophrenia,” Schizophrenia Research,
vol. 158, no. 1–3, pp. 156–162, 2014.

[31] F. Ortuño, N. Ojeda, J. Arbizu et al., “Sustained attention
in a counting task: normal performance and functional
neuroanatomy,” NeuroImage, vol. 17, no. 1, pp. 411–420,
2002.

[32] G. N. Savla, L. Vella, C. C. Armstrong, D. L. Penn, and E. W.
Twamley, “Deficits in domains of social cognition in schizo-
phrenia: a meta-analysis of the empirical evidence,” Schizo-
phrenia Bulletin, vol. 39, no. 5, pp. 979–992, 2013.

[33] A.-K. J. Fett, W. Viechtbauer, M.-d.-G. Dominguez, D. L.
Penn, J. van Os, and L. Krabbendam, “The relationship
between neurocognition and social cognition with func-
tional outcomes in schizophrenia: A meta-analysis,” Neuro-
science & Biobehavioral Reviews, vol. 35, no. 3, pp. 573–
588, 2011.

[34] I. Ellison-Wright and E. Bullmore, “Meta-analysis of diffusion
tensor imaging studies in schizophrenia,” Schizophrenia
Research, vol. 108, no. 1–3, pp. 3–10, 2009.

[35] J. Peña, N. Ibarretxe-Bilbao, P. Sánchez et al., “Mechanisms of
functional improvement through cognitive rehabilitation in
schizophrenia,” Journal of Psychiatric Research, vol. 101,
pp. 21–27, 2018.

[36] N. D. Chiaravalloti and J. DeLuca, “Cognitive impairment in
multiple sclerosis,” The Lancet Neurology, vol. 7, no. 12,
pp. 1139–1151, 2008.

[37] S. Migliore, A. Ghazaryan, I. Simonelli et al., “Cognitive
impairment in relapsing-remitting multiple sclerosis patients
with very mild clinical disability,” Behavioural Neurology,
vol. 2017, Article ID 7404289, 10 pages, 2017.

[38] R. S. Prakash, E. M. Snook, J. M. Lewis, R. W. Motl, and A. F.
Kramer, “Cognitive impairments in relapsing-remitting multi-
ple sclerosis: a meta-analysis,”Multiple Sclerosis, vol. 14, no. 9,
pp. 1250–1261, 2008.

[39] J. Cotter, J. Firth, C. Enzinger et al., “Social cognition in multi-
ple sclerosis: a systematic review and meta-analysis,” Neurol-
ogy, vol. 87, no. 16, pp. 1727–1736, 2016.

[40] R. Cutajar, E. Ferriani, C. Scandellari et al., “Cognitive function
and quality of life in multiple sclerosis patients,” Journal of
Neurovirology, vol. 6, no. 2, p. S186, 2000.

[41] L. Messinis, P. Papathanasopoulos, M. H. Kosmidis, G. Nasios,
andM. Kambanaros, “Neuropsychological features of multiple
sclerosis: impact and rehabilitation,” Behavioural Neurology,
vol. 2018, Article ID 4831647, 4 pages, 2018.

[42] S. M. Rao, G. J. Leo, L. Ellington, T. Nauertz, L. Bernardin, and
F. Unverzagt, “Cognitive dysfunction in multiple sclerosis. II.
Impact on employment and social functioning,” Neurology,
vol. 41, no. 5, pp. 692–696, 1991.

[43] D. H. Miller, A. J. Thompson, and M. Filippi, “Magnetic reso-
nance studies of abnormalities in the normal appearing white
matter and grey matter in multiple sclerosis,” Journal of Neu-
rology, vol. 250, no. 12, pp. 1407–1419, 2003.

[44] S. Roosendaal, J. Geurts, H. Vrenken et al., “Regional DTI dif-
ferences in multiple sclerosis patients,” NeuroImage, vol. 44,
no. 4, pp. 1397–1403, 2009.

[45] M. Filippi, F. Agosta, E. G. Spinelli, and M. A. Rocca, “Imaging
resting state brain function in multiple sclerosis,” Journal of
Neurology, vol. 260, no. 7, pp. 1709–1713, 2013.

[46] A. A. Kehagia, R. A. Barker, and T. W. Robbins, “Neuropsy-
chological and clinical heterogeneity of cognitive impairment
and dementia in patients with Parkinson’s disease,” Lancet
Neurology, vol. 9, no. 12, pp. 1200–1213, 2010.

[47] D. Aarsland, K. Bronnick, C. Williams-Gray et al., “Mild cog-
nitive impairment in Parkinson disease: a multicenter pooled
analysis,” Neurology, vol. 75, no. 12, pp. 1062–1069, 2010.

[48] D. Verbaan, J. Marinus, M. Visser et al., “Cognitive impair-
ment in Parkinson’s disease,” Journal of Neurology, Neurosur-
gery, and Psychiatry, vol. 78, no. 11, pp. 1182–1187, 2007.

[49] D. Muslimović, B. Post, J. D. Speelman, and B. Schmand,
“Cognitive profile of patients with newly diagnosed Parkinson
disease,” Neurology, vol. 65, no. 8, pp. 1239–1245, 2005.

[50] M. Díez-Cirarda, N. Ojeda, J. Peña et al., “Neuroanatomical
correlates of theory of mind deficit in Parkinson’s disease: a
multimodal imaging study,” PLoS One, vol. 10, no. 11, article
e0142234, 2015.

[51] M. Kawamura and S. Koyama, “Social cognitive impairment in
Parkinson's diseas,” Journal of Neurology, vol. 254, no. 4, pp. -
IV49–IV53, 2007.

[52] I. Leroi, K. McDonald, H. Pantula, and V. Harbishettar, “Cog-
nitive impairment in Parkinson disease: impact on quality of
life, disability, and caregiver burden,” Journal of Geriatric Psy-
chiatry and Neurology, vol. 25, no. 4, pp. 208–214, 2012.

[53] P. L. Pan, W. Song, and H. F. Shang, “Voxel-wise meta-
analysis of gray matter abnormalities in idiopathic Parkinson’s
disease,” European Journal of Neurology, vol. 19, no. 2,
pp. 199–206, 2012.

[54] C. Atkinson-Clement, S. Pinto, A. Eusebio, and O. Coulon,
“Diffusion tensor imaging in Parkinson’s disease: review and
meta-analysis,”NeuroImage Clinical, vol. 16, pp. 98–110, 2017.

[55] M. Tahmasian, S. B. Eickhoff, K. Giehl et al., “Resting-state
functional reorganization in Parkinson’s disease: an activation
likelihood estimation meta-analysis,” Cortex, vol. 92, pp. 119–
138, 2017.

[56] M. M. Sohlberg and C. A. Mateer, “Cognitive rehabilitation,”
in An Integrative Neuropsychological Approach, Guilford Pub-
lications, 2002.

[57] T. Wykes, V. Huddy, C. Cellard, S. R. McGurk, and P. Czobor,
“A meta-analysis of cognitive remediation for schizophrenia:

10 Behavioural Neurology



methodology and effect sizes,” The American Journal of Psy-
chiatry, vol. 168, no. 5, pp. 472–485, 2011.

[58] S. R. McGurk, E. W. Twamley, D. I. Sitzer, G. J. McHugo, and
K. T. Mueser, “A meta-analysis of cognitive remediation in
schizophrenia,” The American Journal of Psychiatry, vol. 164,
no. 12, pp. 1791–1802, 2007.

[59] R. Penadés, A. González-Rodríguez, R. Catalán, B. Segura,
M. Bernardo, and C. Junqué, “Neuroimaging studies of cogni-
tive remediation in schizophrenia: a systematic and critical
review,” World Journal of Psychiatry, vol. 7, no. 1, pp. 34–43,
2017.

[60] E. M. Rosti‐Otajärvi and P. I. Hämäläinen, “Neuropsycholog-
ical rehabilitation for multiple sclerosi,” Cochrane Database of
Systematic Reviews, vol. 2, 2011.

[61] B. Amatya, F. Khan, L. Ng, M. Galea, and Cochrane Multiple
Sclerosis and Rare Diseases of the CNS Group, “Rehabilitation
for people with multiple sclerosis: an overview of Cochrane
systematic reviews,” Cochrane Database of Systematic Reviews,
vol. 7, 2017.

[62] N. D. Chiaravalloti, N. B. Moore, O. M. Nikelshpur, and
J. DeLuca, “An RCT to treat learning impairment in multiple
sclerosis: the MEMREHAB trial,” Neurology, vol. 81, no. 24,
pp. 2066–2072, 2013.

[63] H. Brissart, M. Leroy, E. Morele, C. Baumann, E. Spitz, and
M. Debouverie, “Cognitive rehabilitation in multiple sclero-
sis,” Neurocase, vol. 19, no. 6, pp. 553–565, 2013.

[64] H. Hildebrandt, M. Lanz, H. K. Hahn et al., “Cognitive
training in MS: effects and relation to brain atrophy,”
Restorative Neurology and Neuroscience, vol. 25, no. 1,
pp. 33–43, 2007.

[65] A. Vogt, L. Kappos, P. Calabrese et al., “Working memory
training in patients with multiple sclerosis—comparison of
two different training schedules,” Restorative Neurology and
Neuroscience, vol. 27, no. 3, pp. 225–235, 2009.

[66] V. M. Leavitt, G. R. Wylie, P. A. Girgis, J. DeLuca, and N. D.
Chiaravalloti, “Increased functional connectivity within mem-
ory networks following memory rehabilitation in multiple
sclerosis,” Brain Imaging and Behavior, vol. 8, no. 3, pp. 394–
402, 2014.

[67] M. Mitolo, A. Venneri, I. D. Wilkinson, and B. Sharrack, “Cog-
nitive rehabilitation in multiple sclerosis: a systematic review,”
Journal of the Neurological Sciences, vol. 354, no. 1–2, pp. 1–9,
2015.

[68] M. Filippi, G. Riccitelli, F. Mattioli et al., “Multiple sclerosis:
effects of cognitive rehabilitation on structural and functional
MR imaging measures—an explorative study,” Radiology,
vol. 262, no. 3, pp. 932–940, 2012.

[69] A. Cerasa, M. C. Gioia, M. Salsone et al., “Neurofunctional cor-
relates of attention rehabilitation in Parkinson’s disease: an
explorative study,” Neurological Sciences, vol. 35, no. 8,
pp. 1173–1180, 2014.

[70] A. M. Enciu, M. I. Nicolescu, C. G. Manole, D. F. Mureşanu,
L. M. Popescu, and B. O. Popescu, “Neuroregeneration in neu-
rodegenerative disorders,” BMC Neurology, vol. 11, no. 1,
pp. 1–7, 2011.

[71] T. Ownsworth, J. Fleming, D. Shum, P. Kuipers, and J. Strong,
“Comparison of individual, group and combined intervention
formats in a randomized controlled trial for facilitating goal
attainment and improving psychosocial function following
acquired brain injury,” Journal of Rehabilitation Medicine,
vol. 40, no. 2, pp. 81–88, 2008.

[72] K. Seppi, D. Weintraub, M. Coelho et al., “The movement dis-
order society evidence-based medicine review update: treat-
ments for the non-motor symptoms of Parkinson’s disease,”
Movement Disorders, vol. 26, Supplement 3, pp. S42–S80,
2011.

[73] A. L. Mishara and T. E. Goldberg, “Ameta-analysis and critical
review of the effects of conventional neuroleptic treatment on
cognition in schizophrenia: opening a closed book,” Biological
Psychiatry, vol. 55, no. 10, pp. 1013–1022, 2004.

[74] I. Masahiro, K. Hiroshi, and U. Satoshi, “Can levodopa prevent
cognitive decline in patients with Parkinson’s disease?,” Amer-
ican Journal of Neurodegenerative Disease, vol. 6, no. 2, pp. 9–
14, 2017.

[75] S. Kapur and G. Remington, “Atypical antipsychotics: new
directions and new challenges in the treatment of schizophre-
nia,” Annual Review of Medicine, vol. 52, no. 1, pp. 503–517,
2001.

[76] C. Christodoulou, P. Melville, W. F. Scherl, W. S. MacAllister,
L. E. Elkins, and L. B. Krupp, “Effects of donepezil on memory
and cognition in multiple sclerosis,” Journal of the Neurologi-
cal Sciences, vol. 245, no. 1-2, pp. 127–136, 2006.

[77] R. Bhome, A. J. Berry, J. D. Huntley, and R. J. Howard, “Inter-
ventions for subjective cognitive decline: systematic review
and meta-analysis,” BMJ Open, vol. 8, no. 7, article e021610,
2018.

11Behavioural Neurology


	A Neuropsychological Rehabilitation Program for Cognitive Impairment in Psychiatric and Neurological Conditions: A Review That Supports Its Efficacy
	1. Introduction
	1.1. The REHACOP Program

	2. Implementation of the REHACOP Program in Schizophrenia, Multiple Sclerosis, and Parkinson’s Disease
	2.1. Schizophrenia
	2.2. REHACOP in Schizophrenia
	2.3. Multiple Sclerosis
	2.4. REHACOP in Multiple Sclerosis
	2.5. Parkinson’s Disease
	2.6. REHACOP in Parkinson’s Disease

	3. Discussion
	Conflicts of Interest
	Acknowledgments

