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Abstract Background: Family psychoeducation has a
well-documented e�ect on the short-term prognosis in
schizophrenia. Less is known about the e�ectiveness of
shorter programmes with the main focus on information
for patients (patient education) or for patients and rel-
atives (family education). Methods: A randomized study
of the e�ectiveness of an eight-session psychoeduca-
tional programme for patients with schizophrenia and
for their relatives was conducted in two community
mental health centres, in AÊ rhus and Viborg (Denmark).
Patient outcome measures were knowledge, relapse,
compliance, insight and satisfaction, and relative out-
come measures were knowledge and satisfaction. Post-
intervention outcome and follow-up evaluation 1 year
after the start of the intervention are presented. Results:
A statistically signi®cant increase in knowledge of

schizophrenia in both relatives and patients was dem-
onstrated at postintervention and a non-signi®cant trend
at 1-year follow-up. Statistically signi®cant changes in
the Verona Service Satisfaction Scale Scores in the sub-
dimension of satisfaction with Relatives involvement
were demonstrated both for patients and relatives
postintervention and for patients at 1-year follow-up.
There was a tendency that time-to-relapse increased in
the intervention group at postintervention and that the
schizophrenia subscore of the Brief Psychiatric Rating
Scale was reduced in the intervention group at 1-year
follow-up. No di�erences were found between the
groups regarding compliance, insight into psychosis,
psychosocial function (General Assessment of Function)
or in relatives' expressed emotion scores postinterven-
tion or at 1-year follow-up. Conclusion: A short patient
and relative education programme seems to be able to
in¯uence knowledge and some aspects of satisfaction,
but does not seem to be su�cient to in¯uence important
variables such as relapse, compliance, psychopathology,
insight or psychosocial functioning.

Introduction

Family psychoeducation has a well-documented e�ect
on the short-term prognosis in schizophrenia [1±4].

Family intervention studies have used comprehensive
interventions involving psychoeducation, behavioural
problem solving, family support and crisis management
[5], using very di�erent combinations, intensities and
durations [6, 7].

Studies looking at e�ects on short-term prognosis for
patients have often focussed on patients living with
families with high EE (expressed emotion) [8].

Less is known about the e�ectiveness of less com-
prehensive (shorter) programmes, with the main focus
on information for patients (patient education) or for
patients and relatives (family education), not using high
EE as the primary mediator of change.
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Randomized controlled studies of patient education
have indicated e�ects upon illness-related knowledge,
relapse, insight and illness attitudes, compliance, pos-
itive and negative symptoms, quality of life and social
functioning. However, the results have been inconsis-
tent, with the most consistent ®nding being increase in
illness-related knowledge [9±13], and with the most
impressive results being reported in a study including
both patients and relatives in the intervention [14, 15].
Studies of the e�ects of relative education have fo-
cussed on patient outcomes or family outcomes or
both. Studies involving only relative education, not
including the patient, have shown less of an impact on
readmission rates and symptomatology in patients
than have family intervention programmes [8, 16, 17].
Studies have indicated other e�ects on relatives' out-
comes, such as illness-related knowledge [17±20], rel-
atives' self-e�cacy [21], EE (expressed emotion) [16,
18], family burden [20], and satisfaction [22]. However,
these e�ects have often seemed limited due to the
short duration and low intensity of the interventions
[8, 22, 23] and absence of behavioural elements in the
interventions [8], and have seemed to depend on the
amount of day to day contact between relatives and
patients [18].

Shorter and less comprehensive educational pro-
grammes for patients (and relatives) are important to
evaluate, both because comprehensive family interven-
tions are impossible to implement in all psychiatric ser-
vices, and because a decision regarding the optimal
content, intensity and duration of these interventions
could make psychoeducation a more speci®c and e�ec-
tive intervention.

Furthermore, because fewer severely mentally ill pa-
tients in Western countries now live with their families,
studies not using EE as the main impetus for change are
important to evaluate.

The aim of this study was to analyse the e�ectiveness
of an eight-session educational intervention for patients
with schizophrenia and their relatives on relapse, com-
pliance, knowledge of schizophrenia, psychopathology,
psychosocial function, satisfaction with services and
expressed emotion in relatives. A further aim was to
study the eligibility for participation in the programme.

Subjects and methods

All patients aged 18±49 years of age with a clinical ICD-10 di-
agnosis of schizophrenia (F20.0±F20.9) (ICD-10, Danish version
[24]) and in treatment at the time of inclusion at one of two
community psychiatric centres, which were located in AÊ rhus
(280,000 inhabitants) and Viborg (41,000 inhabitants), were
identi®ed from the local case registers. Patients were included on
the basis of clinical diagnoses, which were validated by use of
OPCRIT (operational criteria checklist for psychotic and a�ective
illness, version 3.31, Life Time Rating [25]) on case records. A
total of 135 patients ful®lled the inclusion criteria and were invited
to participate in the study. Of these, 46 (34%) agreed to partici-
pate, 27% refused to participate and 39% were non-responders.
Patients were asked to give permission for the participation of
their relatives. Permission was given by 36/46 patients (78.3%),
and 35/55 (63.6%) of the relatives, contacted by mail, agreed to
participate. Eighteen percent of the relatives were refusers and
18% were non-responders. Diagnostic reclassi®cation showed that
34 had an ICD-10 diagnosis of paranoid (n = 24) or undi�eren-
tiated (n = 10) schizophrenia and ®ve had a diagnosis of schizo-
a�ective disorder manic (n = 3) or depressive (n = 2) type. One
patient was classi®ed as having delusional disorder, four a diag-
nosis of other non-organic psychotic disorders, and two could not
be diagnostically classi®ed by OPCRIT 3.31 on the basis of the
existing case records.

The sociodemographic and clinical characteristics of the par-
ticipating patients were compared with those of the non-respond-
ers/refusers and with all actual and former patients with a
schizophrenia diagnosis in the Danish National Psychiatric Regis-
ter [26] living in the city of AÊ rhus (Table 1).

The only statistically signi®cant di�erence between the partici-
pants and the reference groups was that a diagnosis of self-de-
structive behaviour (suicide attempt or self-mutilation) was more
common among the participants. There were non-signi®cant trends
that the participants had shorter duration of illness, that fewer had
a previous substance abuse diagnosis and that fewer had experi-
enced a previous compulsory admission.

Five patients (10.9%) and two relatives (5.7%) took part in
fewer than 50% of the educational sessions. In comparison with the
completers, these patients were younger and patient and relative
dropouts had a higher initial total satisfaction with services. There
were no other clinical or sociodemographic di�erences between
completers and dropouts. Six patients (13.0%; two intervention
and four control patients) and eight relatives (22.9%; three from
the intervention group) dropped out before the postintervention or
follow-up interview. Eight patients (17.4%; four intervention and
four control patients) were partly lost to follow-up of compliance
or relapse data, as they were referred to private practitioners for
further treatment (n = 5) or moved to another county (n = 2).
One patient in the control group committed suicide during the
follow-up period.

Table 1 Representativity analysis of participants versus non-responders/refusers and a reference group of patients with schizophrenia
from the municipality of Aarhusa

Participants (n = 46) vs
Refusers/non-responders (n = 89)

Participants (n = 33) vs Aarhus
Reference group (n = 646)

ORb 95% Cl ORb 95% Cl

Illness duration (long vs short) 0.44 0.17±1.10 0.44 0.19±1.02
Substances abuse (ever vs never) 0.31 0.09±1.01
Self-destructive behaviour (ever vs never) 3.33 1.04±11.1
Compulsory admission (ever vs never) 0.40 0.15±1.08

aAll variables with an association with group membership of P < 0.1 and age and sex are included in the logistic regression model
b The con®dence interval of the OR is computed according to Hosmer and Lemeshow [52]
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Randomization

The patients were block-randomized, strati®ed for gender and for
illness duration (dichotomized to a duration of illness of more or
less than 5 years). The randomization was carried out by an inde-
pendent institution (Department of Biostatistics at the University
of Aarhus, Denmark).

Study design

Intervention

The control group received the usual treatment provided in com-
munity psychiatry, i.e. psychopharmacological treatment, psycho-
social rehabilitation e�orts and to some extent supportive
psychotherapy. The experimental group received an eight-session
intervention [27] using a mainly didactic interactive method and
focussing on the following headings:

1. Introduction
2. What is schizophrenia? Diagnosis, prognosis, symptoms
3. What causes schizophrenia?
4. Medication: e�ect and side e�ects
5. Psychosocial treatment
6. Stress and early signs of relapse, emergency plan
7. What can you and your family do about it?
8. Laws and regulations

The programme was standardized with a manual for group
leaders, overhead presentations and a booklet for participants, to
increase comparability of the intervention between centres. Further,
teachers had regular meetings with the aim of increasing the com-
mitment to the intervention protocol. Patient and relative inter-
ventions were conducted separately, with group sizes in both patient
and relative groups of ®ve to eight participants. The programme
was the same for both patients and relatives. Sessions were weekly.

Measurement

The following scales and questionnaires were used

Patients; scales
OPCRIT (Operational Criteria checklist for psychotic illness) [25].
OPCRIT is a 90-item checklist of signs and symptoms that makes it
possible to use case notes to generate diagnoses according to the
operational criteria of 12 major classi®catory systems [28].

BPRS (Brief Psychiatric Rating Scale) [29]. BPRS is an 18-item
scale for rating of schizophrenic and depressive symptoms. In this
study BPRS is rated according to the scoring instructions of Bech
et al. [30], with ®ve scale steps for each item rated (0±5).

GAF (Global Assessment of Function) [31]. GAF is a 90-point
rating scale that assesses psychological, social and occupational
functioning. It is included in axis V in DSM-III-R.

Patients; questionnaires

IS (Insight Scale) [32]. Insight Scale is an eight-item questionnaire
assessing insight in psychosis and scoring three factors ± Awareness
of illness, Need for treatment, and Attribution of symptoms ± on a
three-point scale. It has been reliability tested and tested for con-
struct, concurrent and criterion validity by the author of the scale.

VSSS (Verona Service Satisfaction Scale) [33]. The Verona Ser-
vice Satisfaction Scale (54 items, patient's and relatives' version) is
a questionnaire that covers seven dimensions of satisfaction with

service: Overall satisfaction, Professionals' skills and behaviour,
Information, Access. E�cacy, Types of intervention and Relatives'
involvement [34]. The VSSS satisfaction ratings are given on a ®ve-
point Likert scale. The instrument has been validated in community
psychiatric samples [35, 36].

Knowledge of schizophrenia (available from the ®rst author).
Knowledge of schizophrenia is an ad hoc categorical measure,
developed by the ®rst author, closely related to and covering the
illness-related topics covered by the education programme.

Relatives; questionnaires

VSSS (Verona Service Satisfaction Scale; Relatives' version) [33].
FQ (Family Questionnaire) [37]. The Family Questionnaire is a
20-item questionnaire developed to be a less time-consuming
evaluation of EE (expressed emotion) in relatives. It covers the two
dimensions of Criticism and Emotional overinvolvement, and the
items are scored on a four-point scale. The concurrent validity of
the questionnaire has been tested against the much used semi-
structured CFI (Camberwell Family Interview) [38].

Knowledge of schizophrenia (available from the ®rst author). Where
no Danish translation of questionnaires was available the instru-
ments were translated from English (VSSS, IS) or English and
German (FQ) under supervision of the ®rst author according to the
guidelines of Guillemin et al. [39].

The ratings of psychopathology and psychosocial function and
the completing of questionnaires by the patients and relatives were
made on three occasions.

1. Baseline (before randomization)
2. Postintervention (PI)
3. Follow-up (FU) (12 months after the start of the intervention)

The ratings of psychopathology and psychosocial function were
performed by researchers not involved in the intervention and not
informed of the treatment allocation of the patient. However, it was
not possible to maintain blindness to the treatment allocation. After
the PI and FU interviews, the raters guessed the allocation of the
patients and guessed wrong in only 17% of the cases. Case records
were used at baseline to obtain information on OPCRIT diagnosis
and at baseline and at the end of FU to obtain information on
relapse, compliance and medication before and after the interven-
tion. The rating was done by researchers blind to the allocation of
the patients. Three levels of relapse were rated as follows:

1. Aggravation of symptoms without change of treatment (medi-
cation or admission)

2. Aggravation of symptoms with change in medication (without
admission)

3. Aggravation of symptoms with admission

A non-compliance episode was rated if case notes indicated that the
patient did not receive medication for a period of 14 days. This
``unit'' of non-compliance enabled a comparison of compliance
between patients receiving depot medication and those taking daily
oral medication, and was the basis of the analysis of the e�ectiveness
of the programme on non-compliance reduction. The comparison of
baseline medication in allocation groups was based on transfor-
mation of medication data to DDD (De®ned Daily Doses) [40].

Reliability of ratings

The reliability of use of the OPCRIT diagnoses rated by the ®rst
author was checked by kappa analysis of the authors ratings of 30
case abstracts from the OPCRIT reliability study [28] with the rat-
ings of a participant in the study (Ole Mors, MD, Ph.D.). The
overall kappa value for the ICD-10 categories was 0.6228. However,
concerning schizophrenia, there was only misclassi®cation in the
subtyping. the video-interviews of BPRS and GAF of 23 (50%) of
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the patients were independently rated by the researchers. There were
no statistically signi®cant di�erences in total scores or subscores on
BPRS or on total score on GAF between any of the rater pairs.

Statistical methods

Di�erences between after and before the intervention were com-
puted for continuous outcomes, and the association to treatment
allocation was analysed by the Mann-Whitney-U test, or by the
independent samples t-test where the assumptions of normality and
homogeneity of variances seemed acceptable. To adjust for possible
confounding, relevant outcomes were further analysed in a regres-
sion model as dependent variables. Treatment allocation, insight
into psychosis, psychopathology, psychosocial function, sex and
age were included as independent variables. For the relatives, EE
score was included as a potential confounder. In cases where more
than one relative to a patient participated, the outcome assessed
could not be assumed to be independent. In these cases we chose to
repeat the analyses using a mean score of the relatives of the same
patient. When this was done the trend was the same but results were
only signi®cant concerning knowledge change in relatives.

In the representativity analysis dichotomous variables were
analysed with the Chi-square test, or Fischer's exact test when
appropriate. To adjust for possible confounding, relevant outcomes
were included in a logistic regression model. Independent variables
included in the regression model were: psychopathology, psycho-
social function, sex and age. In the analysis of relapse data, time to
®rst relapse of any kind was used as outcome in the Cox regression
analysis [41].

Patients data were censored when they were referred to private
practitioners or moved out of the country. In all outcome analyses
both an ``analysis per protocol'' and an ``intention to treat'' ap-
proach was taken. As both approaches yielded very similar results
with one exception (stated in the Results section) only results from
the intention to treat analysis are documented here. The level of
signi®cance was chosen as P < 0.05.

Results

The sociodemographic and clinical characteristics of the
included patients are displayed in Table 2.

There were no statistically signi®cant di�erences in
baseline scores on study instruments between allocation
groups or centres. Further, there were no statistically
signi®cant di�erences between allocation groups in
baseline or follow-up medication dose measured by
DDD (de®ned daily doses). There were no signi®cant
clinical or sociodemographic predictors for change in
knowledge in the patient group.

Postintervention (PI), there was a statistically signi-
®cant e�ect (P = 0.02) of the intervention on know-
ledge of schizophrenia in patients. There was also a
signi®cant e�ect on the subscore satisfaction with Rel-
atives' involvement (information provided to and in-
volvement of the relatives in the treatment process) [34]
from the VSSS in patients (P = 0.01), reproduced in the
multivariate analysis (Table 3).

In relatives, the treatment e�ects on knowledge of
schizophrenia (P = 0.02) and satisfaction with relatives'
involvement (P = 0.04) were also signi®cant when ad-
justed for the EE score at baseline (Table 4).

Table 2 Sociodemographic and clinical characteristics of included
patients (n = 46) (BPRS Brief Psychiatric Rating Scale, GAF
General Assessment of Functioning)

Sex (M) 24 (52.3%)
Living conditions
Alone 30 (65.2%)
With parents 2 (4.3%)
With partner or children 6 (13.0%)
Group home/hostel 7 (15.2%)
Other 1 (2.2%)

Occupational situation
Paid work 1 (2.1%)
Disability pension 39 (84.8%)
Other 6 (13.0%)

Compulsory admission (ever) 8 (17.5%)
Alcohol abuse diagnosis (ever) 5 (10.4%)
Substance abuse diagnosis
(ever)

4 (8.7%)

Self-destructive behaviour
(ever)a

9 (19.6%)

Insight (low) 9 (19.6%)
Non-complianceb 14 (30.4%)

Median Interquartile range

Age at inclusion 35.9 (30.30±39.62)
Age at ®rst admission 24.7 (20.63±29.80)
Duration of illness (yrs) 8.2 (4.99±14.79)
No. of earlier admissions 5.0 (3.00±8.25)
No. of earlier inpatient days 398.5 (146.50±719.50)
Inpatient days per year 43.7 (26.24±71.29)
Psychopathology (BPRS) 10 (5.75±16.25)
Psychosocial functioning
(GAF)

53 (45.00±56.50)

a Suicidal act or an act of self-mutilation
bAt least one non-compliance episode of 14 days in preceding year

Table 3 Postintervention impact in patients on di�erent outcome measures (intention to treat) (IS Insight Scale, VSSS Verona Service
Satisfaction Scale)

Outcome measures Intervention group (n = 23) Control group (n = 23) Signi®cance (P)

Mean change SD n Mean change SD n

Psychopathology (BPRS)
Total score )0.09 5.90 22 2.63 8.04 19 0.23
Schizophrenia score 0.32 3.59 22 2.52 6.25 19 0.16

Psychosocial function (GAF) 0.14 13.61 22 )4.74 14.80 19 0.89
Knowledge of schizophrenia 2.04 1.68 22 0.63 2.06 19 0.02
Insight (IS) 0.18 1.76 22 0.16 1.49 19 0.96
Satisfaction (VSSS)
Total score 9.47 17.46 18 7.32 16.48 14 0.72
Relatives' involvement 4.09 4.21 18 0.16 4.08 14 0.01
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At 1-year follow-up (FU) the gains in satisfaction
with Relatives' involvement were still maintained for
patients (P = 0.04) (Table 5) but not for relatives. The
knowledge gains were not maintained at 1-year FU for
patients or relatives.

There was a trend that the schizophrenia subscore of
the BPRS was reduced in the intervention group at the
12-month FU compared with the control group
(P = 0.07) (analysis per protocol P = 0.06) (Table 5).

There was a non-signi®cant trend (P = 0.24) that
time to (any level of) relapse was longer for patients in
the intervention group compared with the control group.
A Kaplan-Meier plot regarding survival as non-relapsed
is presented in Fig. 1.

No di�erences were found in insight into psychosis
(Insight Scale) or psychosocial function (GAF) at the PI
interview or at the FU. No signi®cant reduction in the
number of non-compliance episodes was found at FU in
the intervention group compared to the control group.
There were no statistically signi®cant changes in rela-
tives' EE (Family Questionnaire) scores at the PI or at
the 1-year FU.

There were no di�erences in outcome between the
patients in the intervention group who had a relative
involved and the patients who did not have a relative
involved.

Discussion

The few patient education trials published study di�er-
ent interventions and di�erent outcomes over di�erent

follow-up periods, often in mixed diagnostic samples.
Methodological ¯aws such as lack of randomization or
control groups, non-blind outcome assessment, no
control for changes in medication in intervention groups
and non-validated assessment instruments also limit the
validity and generalizability of many studies. Advan-
tages of the present study were that a standardized in-
tervention was used on a sample of patients with
schizophrenia with a clinical diagnosis validated by use
of OPCRIT. Further, di�erent levels of relapse were
measured and relapse and compliance were assessed
blindly by the researchers. The study used mainly vali-
dated and reliable instruments, tested inter-rater reli-
ability, and included control of medication dose.
However, a blind assessment of psychopathology
(BPRS) and psychosocial function (GAF) was not at-
tained. The use of a non-validated ad hoc instrument to
measure knowledge and a compliance measure based on
case records, which did not include urine testing or pill
count, to some extent also limits the validity of ®ndings.
Furthermore, the power of the study and the generaliz-
ability of the ®ndings are limited by the low eligibility of
patients to the study and the resulting small sample size.
The representativity analysis indicated that the sample
was skewed in the direction of more self-destructive
behaviour diagnoses, fewer substance abuse diagnoses
and towards shorter illness duration.

The basic requirement for a patient education pro-
gramme should be that it increases knowledge of the
illness and treatment, supposing that this can change
illness related behaviour [14, 42] and enables the patients
and the relatives to use the mental health care system

Table 4 Postintervention impact in relatives on di�erent outcome measures (intention to treat) (FQ Family Questionnaire)

Outcome measures Intervention group (n = 23) Control group (n = 23) Signi®cance (P)

Mean change SD n Mean change SD n

Expressed emotion (FQ) )0.61 3.43 18 2.64 8.01 11 0.14
Knowledge of schizophrenia 1.77 2.15 18 0.31 1.25 13 0.02
Satisfaction (VSSS)
Total score 9.56 28.73 10 1.25 16.05 7 0.50
Information 1.85 3.10 17 0.59 1.88 11 0.24
Relatives' involvement 2.92 5.55 15 )1.43 3.35 10 0.04

Table 5 One-year follow-up impact in patients on di�erent outcome measures (intention to treat)

Outcome measures Intervention group (n = 23) Control group (n = 23) Signi®cance (P)

Mean change SD n Mean change SD n

Psychopathology (BPRS)
Total score )2.63 5.17 22 )0.39 7.11 18 0.26
Schizophrenia score )0.95 3.75 22 1.89 5.90 18 0.07

Psychosocial function (GAF) 9.77 14.75 22 4.50 12.45 18 0.24
Knowledge of schizophrenia 1.68 1.72 22 0.94 1.73 18 0.19
Insight (IS) 1.09 2.19 22 0.13 2.41 18 0.20
Compliance 0.25 1.26 20 0.68 4.31 18 0.64
Satisfaction (VSSS)
Relatives' involvement 4.47 3.13 15 0.12 4.42 15 0.004
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more e�ectively [43]. Knowledge is the main outcome
measure in patient education studies with schizophrenic
patients, and a majority of randomized controlled
studies show statistically signi®cant gains in the area [9±
11]. The present study showed that a short psychoedu-
cational programme for patients and relatives could
improve the level of knowledge of schizophrenia at PI,
but that this improvement was not retained at 1-year
FU. Further, satisfaction with Relatives involvement
increased both for patients and relatives at PI, and this
gain was retained at the 1-year FU by the patients. This
is important, as satisfaction with services is a well-
known predictor of the use of health care services [44].
Neither Hornung et al. [45], nor Kelly and Scott [46]
could demonstrate the e�ectiveness of a patient educa-
tion programme on satisfaction. One explanation could
be that the few studies that have included satisfaction
among outcome measures have used unidimensional
satisfaction measures, thereby decreasing the sensitivity
of satisfaction assessments [47, 48].

There was a marginally signi®cant tendency that
the schizophrenia subscore of the BPRS was reduced in
the intervention group at the 1-year FU compared with
the control group. Other patient education studies have
shown e�ects on psychopathology [46, 49], but the
mechanisms are complex and rarely discussed [49]. In
the present study no concomitant improvement of
compliance with medication could explain the ®nding.

There was only a weak tendency that time to relapse
was longer in the participants (P = 0.23). Family psy-
choeducation studies have established a ®rm association
between psychoeducational interventions and reduction
of relapse [5, 6], but educational interventions without
behavioural elements do not seem able to reduce re-
lapse [1]. This was borne out by the present study, in
which the programme only comprised a presentation of
the techniques used for relapse prevention, but no
training, and no e�ect was shown on compliance. Pa-
tient compliance is a very complex process dependant
on cognitive, a�ective and behavioural elements [43].
Assuming that programmes with purely didactic con-

tent would have insu�cient e�ect on a�ective or
behavioural components of compliance would be rea-
sonable. Indeed, patient education programmes in-
cluding behavioural elements seem to be more able to
improve compliance [45, 46], although methodological
weaknesses make this conclusion less ®rm. In the
present study no compliance training was included. The
reason for the lack of statistically signi®cant changes in
the relatives' EE (Family Questionnaire) scores PI and
at the 1-year FU could be that the duration of the
intervention was insu�cient for marked changes in the
emotional relations between relatives and patients to
occur. Mari and Streiner [50] in a meta-analysis of
family interventions only found marginally signi®cant
changes in EE status in spite of reduction of relapse.
This indicates that EE in relatives of patients with
schizophrenia can be di�cult to in¯uence even by more
comprehensive interventions. Unlike most family in-
tervention studies, this study did not focus primarily on
patients living with families or with families with a high
EE. In our study 65.2% of the participants lived alone
and only 13.4% of the relatives had high EE prior to
the intervention.

No di�erences were found in insight into psychosis or
psychosocial function (GAF) in patients at the PI in-
terview or at FU. The reasons for this could be that the
baseline insight was very high, making changes less
possible, and that the brevity of the programme made it
di�cult to interact su�ciently with patients in order to
in¯uence often long-standing beliefs regarding illness
[51]. Dixon and Lehman [5] in a review of family inter-
ventions conclude that few studies have shown e�ect on
psychosocial functioning and that the reason may be
that these e�ects are ``indirect and delayed beyond the
measurement of these studies''.

Conclusion

Many studies have shown that extensive (and expensive)
family psychoeducational programmes are e�ective in

Fig. 1 Time to relapse in
treatment groups
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improving prognosis in schizophrenia. The present study
indicates that a short educational programme for pa-
tients and relatives can be e�ective in in¯uencing im-
portant variables as knowledge and satisfaction with
involvement of relatives. Beyond this the impression was
that a group educational intervention like this could
in¯uence non-speci®c factors such as communication
with professionals, relatives and peers concerning issues
of illness and treatment as well as more existential
concerns.

However, a short educational programme for pa-
tients and relatives does not seem to be su�cient to in-
¯uence important variables such as relapse, compliance,
psychosocial functioning or insight as reported using
more intensive interventions. This area needs to be fur-
ther developed both clinically and in research. There is a
lack of research on the optimal intensity and duration of
patient and relative education programmes to in¯uence
relevant outcomes. Furthermore, very little is known of
the comparable e�cacy of patient education pro-
grammes in newly diagnosed populations.
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