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In the past few years, educational and behavioral
family-based approaches to working with schizophrenic men and
women have been and are being subjected to empirical testing
with positive results in terms of reduced relapse and
improved functioning on the part of the patient (Falloon,
Boyd, & McGill, 1984; Anderson, Reiss, & Hogarty, 1986;
Goldstein & Kopeikin, 198l; Leff & Vaughn, 1981).

However, questions remain.. €an existing models developed
at large research facilites in separate locations around the
country be integrated into an approach that is both
clinically feasible and effective? Thus, a ten session
in-home educational and skills training intervention package
was adapted from existing models. The package was then
implemented with sSchizophrenic ocutpatients with good
premorbid functioning and evaluated using several measures.
Notably, the project was carried out without a large research
staff or outside funding of any kind. It was hoped that the
project would contribute knowledge that would be directly
relevant to the typical practitioner (including those who do
not have a Ph. D. and extensive training) who works in the
typical community mental health center {(one without large
amounts of financial and staff support for programs) with
severely debilitated mental patients.

Methodology

The study utilized a single-system design, specfically a
multiple baseline across four families, The subjects for
the study were four persons with a DSM~III diagnosis (by an
M.D, psychiatrist) of schizophrenia, and their respective
caregiver. Also, in order to be considered for
participation, patients had to have “good" premorbid
functioning as defined by a score of 22 or above for females
or an 18 or above for males on the UCLA Social Attainment
Scale (Goldstein, 1978). Other required criteria for
“ineclusion were that patients be between the ages of 17 and
6?, have no current problem with alcohol abuse, no dual
diagnosis of mental retardation, and, have a family member
who would participate in the treatment as discussed.
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A total of six clients and their respective
caregivers initially agreed to participate and signed
the necesary forms. Two family caregivers changed their
minds, however, when contacted by a member of the
research team to arrange pretesting. All of the
remaining four clients and their caregivers participated
in pretesting, the intervention sessions, posttesting,
and follow—-up. Thus there were no dropouts after the
onset of data collection. Ages of the patients ranged
from 21 to 38 with education ranging from 9th grade to
three years of coleege. Three patients were black. All
were last discharged from a hospital over a year
previously, Three liLived with their caregiver, the other
lived alone in an apartment. Fawmily income ranged from
$8000 to 35,060, Three of the caregivers were mothers,
one was a sister. Medication remained unchanged for
each patient throughout baseline, iantervention and
follow—up.

Description of the Intervention Procedures

As stated earlier, the family-based intervention
model was a synthesis and adaptation of previously
analyzed approaches (Bentley & Harrison, in press) and
included education, communication and problem-solving
skills training, and stress management techniqgues.

The goals in this short-term model were realistic
and few, and were cousistent with other behavioral and
crisis family therapy models. The major two goals were
first, to reduce family stress, and second, to increase
the social adjustment of the patient and prevent
relapse. It was expected that these goals would be
reached by achieving the following objectives:

l. increase knowledge about and understanding of
schizophrenia, :

2, promote effective communication,

3. increase problem—-solving and coping skills

it is important te point out that the goals were not to
help the family develop imsight, or to make any
personality or stuctural changes in the family.

The clinician was the author, a 30 year old white
female who holds a Master of Science in Social Work, and
had five years experience in working with the acutely
mentally 111 in a general hospital setting. A practice
case wag implemented prior to the larger study (Beutley
& Harrison, in press).
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The implemented model had three components,
corresponding to the three objectives above, and was
designed to rur for ten sessions:

I Educational component (2 sessions)
IT Communication Skills compeonent (4 sessions)
III Coping Skills component (4 sessions)

All sessions took place in the family home over a
consecutive five week period. The real life home
environmeat was conducive to the heavy reliance on
role-playing real life situations. It was felt, as in
past research, that home—based sessions would aid in
treatment compliance and generalization of learning.
Also, the clinician utilized a fifty sheet 12" by 18"
pad of newsprint with each sessions's main ideas
handwritten on it as a visual aid throughout the
intervention.

The educational component was designed to facilitate
the patients and families engagement in the treatment
process, to decrease guillt and confusion surrounding
schizophrenia, to clear up misconceptiens and to
generally establish a frame of reference for future
work. The format of these sessions included informal
lectures and guided discussions around the topic areas
of diagnosis, etiology, treatment and course.

The remainder of the treatment program utilized the
behavioral techniques of instruction, behavioral
rehearsal, feedback, modeling and homework. These
techniques provided the structure through which
individualized situations and problems could be explored
and specific skills could be taught. Examples of
specific skills taught in this model were active
listening, problem—~sclving, expression of feelings, and
stress avoidance and reduction. Actual problems and
stresses discussed in the sessions ranged from making
decisions about buying a television or a car to dating,
looking for a job, resolving family arguments, and
coping with high expectations.

In terms of previously analyzed models, the present
model most closely approximated Falloon's model ia terms
of content. Most of the materials and information were
obtained from his associate McGill (persconal
communication, June 1986), or from their text Family
care of schizophrenia (Falloon, Bowvd, & MeGill, 18984).

Very recently many of the materials appeared in another
book (see Liberman, 1988). However, unlike either
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[‘?élian'or Andersdn's respective models, the implemented
‘modelwds short+-term. in mature and incorporated a stress

management component similar to Goldstein's (1981). it

did not include an in-depth behavioral assessment as did

Falloon's. It did, like Berkowitz and Leff's model
(Berkowitz, Fberlein-Fries, Kuipers, & Leff, 1984),
devote two sessions to education but included the client
in these sessions.

Data Collection Procedures

Identifying information was obtained on the eight
participants at pretesting using a general demographic
data sheet. The repeated measures tool used for this
study was Hudson's (Hudson, Aklin, & Bartosh, 1980)
twenty-five item Likert type self-report scale, the
Index of Family Relations (IFR). It has excellent
reliability (alpha= .95) and discriminant, construct,
and factorial validity (Hudson, 1982). These data were
collected biweekly. :

In addition, three global measures were chosen to
evaluate outcome, specifically the patient's social
adjustment, the patient's clinical status or
symptomatology, and the caregiver's attitude toward the
patient. The data on social adjustment is discussed
elsewhere (Bentley, 1988, 1987).

The patient's symptomatology or clinical status was
agssessed independently by the two raters in the course
of a structured interview with the patient at a pretest,
posttest, and at the six-week follow-up. The measure
utilized to record the raters'jiudgments of clinical
status was the twenty three item Brief Psychiatric
Rating Scale (BPRS) (Overall & Gorham, 1962) chosen on
the basis of its widespread use in the literature and
its quick and easy administration. The interrater
agreement was 887,

Similar to the previous two instruments described,
in order to increase the comparability of this study
with others of similar intent, a revised aand updated
Kreisman and Joy's Patient Rejection Scale, originally
published in 1979 (Kreisman, Simnmons, & Joy), was
included to measure the caregiver's attitude toward the
patient. Kreisman provided the twenty-four item
version of the scale and reports a coefficient alpha of
.90 (Kreisman, personal communication, March 1987).
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Results

The results will be discussed around three of the
major hypotheses in the study. More in-depth and
complete results are found elsewhere {(see Bentley, 1988,
1987). As is common in single-system research {(Polster
& Lynch, 1985; Bloom & Fischer, 1982), data analysis
relied most heavily on visual comparison cof trends in
data over time,

Hypothesis 1l: Both patients and caregivers will
report a gradual reduction of family stress during the
course of intervention, and at feollow—up, relative to
their baseline fumctioning.

in general, neither patients ner caregivers reported
a severe degree of family stress during their
participation in the study. Only a handful of data
points (13/127) fall above the clinical cutting score of
30 on the Index of Family Relations (IFR) (See Figure
i), Patient and caregiver scores tended to correspond
closely to each other in terms of slope and direction,
although not necessarily in magunitude. Generally, all
baselines were relatively stable with no large changes
in scores during this period. For one of the cases
(Cagse 1) intervention was associated with an increase in
family stregs, for another (Case 3), no changes were
noted. For two of the four cases (Cases 2 and 4),
participation was associated with a gradual decrease in
family stress, although results from one case (Case &)
in particular more obviously fit the hypothesized slope
and direction of change.

Hypothesis 2: Patients will demonstrate decreased
symptomatology following the intervention.

In general, all patients scored guite low during all
adwinistrations of the instrument, BPRS scores,
.according to information on the instrument itself,
.average 28 for a client upon admission to a facility
and, as stated ealier, 16 at discharge. Patients in
this study scored a mean of 6.625 (standard deviation
'ué) at pretesting. Each client demonstrated a decrease
1n scores (or improvement in functioning) at the
Osttest with scores averaging 2.125 (standard deviation
9). Decreases were maintained at follow-up, with
ents averaging 1.875 (standard deviatiom 1.29) (See
ure 2a},

his hypothesis was confirmed in each case and the
ases exceeded the preset criterion for clinical




32
Figure 1
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Figure 2

CLINICAL STATUS--BPRS
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significance (20% of the range).

Hypothesis 3: Caregiverg will demonstrate a decrease
ip negative attifudes toward the patient following the
intervention. |

Figure 2b graphically depicts the caregiver scores
on Kreisman and Joy's Patient Rejection Scale (K & J)
for the three assessment periods. From pretest to
posttest a dramatic decrease in scores is noted in
Caregivers 2, 3, and 4 with decreases of L7, 20, and 25
points respectively (mean decrease 20.1; standard
deviation 3.3). For Caregiver 1 a slight increase of 4
peints is noted. At follow-up, Caregivers 2 and 4
essentially maintained their posttest scores with
reported increases of only 2 aand 7 points (on 142 point
scale) respectively. Scores from Caregivers 1 and 3
reverted back to their baseline levels. Thusg, this
hypothesis is supported for two of the four caregivers.

Case by Case Summary of Results
Table 1 summarizes the results of both the repeated

measures data and the patterms of
_pretest-posttest~follow—~up scores on the basis of

TABLE 1
CASE BY CASE SUMMARY OF RESULTS
Case #
1 2 3 4 J

FAM STRESS + (=) NC - :
PT SYMPTOMS - - - -
CAREGIV ATTIT NG - NC -
HOMEWORK 72/50% 437/43% 29/43% 106/100%

SATISFACT very/sat very/very neither/sat very/very

- decrease (refers to a decrease in the problem or
improvement in functioning)

+ increase (refers to an increase in the problem or
deterioration in functioning)

() slight (not clinically significant)

NC no change
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whether there were increases, decreases, or essentially
no changes in scores over time, It also provides
auxiliary findings on homework compliance and
gsatisfaction with treatment. As shown, intervention is
most powerfully associated with a decrease in the
patient's symptomatology, as a clinically significant
reduction was obtained at posttest and maintained at
follow~up. For the two cases (2 aand 4) who reported
the hypothesized gradual reduction in family stress,
there was a corresponding decrease in the negative
attitudes of the respective caregivers. All changes are
noted despite the potential of a floor effect. That is,
in general, all patients and caregivers scored gquite low
on all measures prior to treatment indicating the
participants were all fairly high functioning
individuals.

Discussion

It was hypothesized that patients aund caregivers
would, following a stable baseline, report a gradually
decreasing level of family stress. In two cases this
hypothesis was supported; in two cases it was not. The
two cases that do report a decrease in family stress
largely support the wealth of family-based intervention
literature that associates a variety of models with
"decreases in family distress” (Anderson, Reiss, &
Hogarty, 1986, p. 25), "reducing family stress” (Glick,
et al., 1985, p. 884), and "lowering family tension”
{Falloon, Bovyd, & McGill, 14984, p. 353).

It is interesting that the two cases where family
stress data presented in the hypothesized direction and
slope (Cases 2 and 4) were the only two casas where the
patients had lived with their caregivers for an extended
period of time, That is, Patients 2 and 4 were both
young (under 23), with only two hospitalizations each,
and had been living %ith their parents their entire
lives., Patient 1, on the other hand, who reported an
increase in family stress, was the only patient who did
not live with the caregiver. Patient 3 had only been
living with her sister three months prior to
participation in this study and moved out following
participaticen. None of the outcome data in the family
intervention studies addressed the impact of residence
or lemgth of cohabitation.

In trying to understand the increase in family
stress reported in Case 1, it might be useful to refer
to some literature suggesting that a high number of
face~to~face contact hours (over 35) between patient and
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caregiver affects patient outcome (Vaughn & Leff, 1976)
presumably by increasing stress. Although in this
study, Patients 1 and 3 did not exceed that number of

" hours of contact, the amount of hours and frequency of
contact was increased considerably due to the intense,
short—term nature of the intervention. Thus, it may
have been the change in interpersonal contact that may
explain the results. In hig pilot study, Falloon warned
of the possibility of family treatment actually
increasing stress (Falloon, Liberman, Lillie, & Vaughn,
1981) but does not identify relevant factors. Indeed,
the informed consent form uvtilized in this study
mentions that possibility by pointing out to
participants that discussing previcusly undiscussed
family and personal problems may lead to increased
stress, Thus, it may be that for some, an intense (i.e.
biweekly over five weeks) schedule of treatment is not
the treatment of choice. The factors delineating just
who wmight not be appropriate are not c¢lear but may
relate to the living situation incliuding leungth of time
in cohabitation or level of independence.

Another factor that may have effected outcome in
terms of family stress is homework compliance. The data
on Case 4 (both patient and caregiver) most closely
mateh the hypothesized direction and slope and both had
100% nomework compliance. Falloon (et al., 1984) states
"failure to complete homework tasks is an important
igssue in determining the effectiveness of the
intervention™ (p. 290). Unfortumately, he provided
little data for us to evaluate that statement
empirically. In his pilot study with three male
patients, he estimated that approximately one third of
the assigrments were completed during the five weeks of
communication training.

The hypothesis that all patients would demonstrate
decreased symptomatology post intervention and maintain
a low level at follow-up was based on the family-based
intervention studies which report "encouraging”,
sometimes dramatic results in terms of decreasing or
forestalling patient relapse and improving their
clinical status. This study's results support this body
of research and add further validation to the
pehavioral, educaticnal, and skills training
approaches, Specifically, the findings of this study
support the findings of Glick (et al, 1985), who found a
significant treatment effect using a short—term
inpatient treatment model for newly hospitalized
patients. Although the research included a wide range




of diagnostic categories and both good and poor
premorbid patients, the effect was found only in DSM IIIL
diagnosed schizophrenics with good premorbid
functioning. The present study involved only DSM III
diagnosed schizophrenics with good premorbid )
functioning., Goldstein and Kopeikin (1981), also using
a short—-term model, reported a significant effect on
patient symptoms {(using the BPRS) immediately following
intervention. As was the case in this study, at the six
week follow-up, some of the effects had diminished but
remained significant. Falloon et al. (1984) reported no
differences in the sum score of the BPRS at his nine
month assessment but did wvote major decreases in level
of withdrawal, blunted affect, and unusual thought
content. According to Falloon, "remisgssions were
prominent” (p. 340)., In the present study, one of the
patients {(Patient !) demonstrated complete Temission as
indicated by a score of zero on the BPRS at follow-up.

The positive changes observed in patient
symptomatology in this study are observed in sgpite of
the fact that patients were all ocutpatients who had been
discharged from a facility at least one year prior to
participation, and were stable on medication. Other
studies (Berkowitz, Kuipers, Eberlein-Fries, & Leff,
1981; Anderson, Reisgs, & Hogarty, 1985; Falloon, Boyd, &
McGill, 1984; Goldstein, et al., 1978) were all
connected with patient admission to a facility, a point
when a patient is least stable- yet best able to
demonstrate improvement, Indeed, Anderson's model calls
for treatment, and probably initial assessments, to
occur when the patient is actively psychotic. Their
obtained improvements in the patient's clinical status,
however impressive and importamt, are to some extent
confounded by the mere passage of time which for the
acutely psychotic may be encugh to bring about
improvement. In this study, such was not the case with
patients.

The hypothesis that caregivers would demonstrate and
maintain a reduction in negative attitudes toward the
patient following the intervention was supported ia the
two cases where there was a coancomitant gradual
redyction in family stress. Falloon seems to, at least
in part, "attribute the change in stress to the chaange in
attitude when he says "A more tolerant, supportive
attitude with lowered, but realistic expectations
probably contributed to a lowering of family tension”
(Falioon, Boyd, & MeGill, 1984, p. 3533). The theory
that family stress levels are related to caregiver
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attitude (often measured as EE) has received tremendous
attention and support in the literature (Moline, Siagh,
Morris, & Meltzer, 1985; Hooley, 1985; Leff & Vaughn,
1980, 1981; Vaughn & Leff, 1976). The results of this
study are very consistent with that body of literature.
Unfortunately since most of the family-based
intervention research did not formally measure both
family stress and caregiver attitude, it is impossible
to judge whether the relationship found here would have
also been found for them. Those that did measure
changes in caregiver attitude, whether using EE (Leff,
et al.,, 1982; Falloon, Liberman, Lillie, & Vaughn, 1981
Savder & Liberman, 1981) or extropolating changes from
other measures {(Berkowitz, Eberlein~Fries, Kuipers, &
Leff, 1984; Falloon, Boyd, & McGill, 1984), all report
at least some improvements including increased tolerance
and greater understanding of the patient, and fewer
critical comments.

Concluding Remarks

It should be remembered that all participants were
volunteers, and not rapdomly selected from a larger pool
of subjects. Also, the possibiltiy of measurement '
error, including rater and subject blas, must be
acknowledged. The most obvious limitation cf any
single~system research is its unknown generalizabiltiy
(Hersen & Barlow, 1976). Replication must be relied on
to provide information regarding the reliability and
generalizabiltiy of the findings (Johnston &
Pennypacker, 1980).

Future directions for research and clinical practice
suggested by this paper are (1) the need for greater
understanding of the mechanisms or processes by which
positive outcomes are achileved, (2) continuing
refinement of assessment devices for clinicians, (3)
trainiag for, and dissemination of, effective practice
technologies.

The social work profession has traditionally £focused
on improving the patient's functioning by helping the
family to cope with the mentally 111 family member and
her/his, as well as their own, problems. This is why an
educational, behavioral, and skills training approach
designed for use with the mentally ill and their
families is especially relevant to social workers. It
teaches families and patients about mental disorders as
well as teaching practical coping skills to manage
everyday 1ife, and hopefully bring about improved
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functioning on the part of the patient. Unlike in the
past, the profession now has an approach available to
use with patients and families that i1s empirically
based.
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