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Opinion statement

Schizophrenia is a severe, chronic, and disabling mental disorder characterized by a
distinct cluster of symptoms. A variety of treatment approaches have been used, including
antipsychotic medication, functioning rehabilitation, and family psychoeducation. Anti-
psychotic medications are effective in relieving schizophrenic symptoms, but its discon-
tinuation often results in high relapse rates. Literature showed that family intervention in
functioning rehabilitation is helpful for the schizophrenia patients. In addition, family
psychoeducation is useful to rebuild the confidence of patients and their family members
in an optimal way and enable them to cope with the illness together. It is known that
family is the fundamental caregiver and provides important physical and mental support to
the patients. Ongoing research into the role of family members in the treatment of
schizophrenia is being conducted, and there are a number of literatures showing the
advantages of family members participating in the treatment of schizophrenia.

Introduction

Schizophrenia is a severe and common mental disorder
characterized by abnormal social behavior and failure to
recognize what is real. This disorder is often chronic, recur-
rent, disabling, and debilitating. In an updated information
on the epidemiology of schizophrenia in general popula-
tions, the median estimate was 0.33 % and the median
estimate of lifetime prevalence was 0.48 % [1]. The heavy
diseaseburdenmakes schizophrenia a significant health care

issue in terms of sheer numbers. With the development of
communitymental health serviceprovision,more andmore
schizophrenia patients return to community for rehabilita-
tion after receiving acute phase treatment in mental hospi-
tals. This service change makes family members get involve
in the treatment of patients with schizophrenia. Therefore,
active and valid involvement of family members would be
helpful to the treatment of patients with schizophrenia.

http://crossmark.crossref.org/dialog/?doi=10.1007/s40501-016-0073-x&domain=pdf


Medication compliance

Antipsychotic medication represents the cornerstone of current therapeutic
strategy for schizophrenia, since first-generation antipsychotics (FGAs) were
found to have specific therapeutic action against positive symptoms in the 1950s.
However, extrapyramidal signs and tardive dysknesia can be often seen in
schizophrenia patients receiving long-term FGA treatment, which is linked with
poor quality of life and social stigmatizing [2]. In order to avoid the side-effect
profile of FGA, a number of second-generation antipsychotics (SGA) have been
developed in 1990s. Although SGA are thought to be safer than FGA, they still
have severe side effects, including weight gain, increased risk of stroke, sudden
cardiac death, and diabetes. It is debating about the efficacy and side effect profile
of FGA and SGA. From January 2001 toDecember 2004, theNational Institute of
Mental Health (NIMH) initiates the Clinical Antipsychotic Trials of Intervention
Effectiveness (CATIE) schizophrenia project to determine the comparative effec-
tiveness of antipsychotic medications in typical clinical settings and situations.
The philosophy of CATIE study was to evaluate controlled treatment with
antipsychotic medications for up to 18 months, mirroring the Breal-world^
treatment conditions. Overall, 74 % of patients discontinued the study medica-
tion before the endpoint [3]. Thismay partially account for the reasons why there
is a high rate of relapse and readmission in patients with schizophrenia.

Schizophrenia is a lifelong condition; maintenance of antipsychotic medica-
tions over a long period has become the standard for suppression of symptoms,
preventing relapse, improving quality of life, and supporting engagement in
psychosocial therapy [4, 5]. However, a significant challenge in the maintenance
treatment of schizophrenia is the poor rate of compliance. Current literature has
indicated that poor medication adherence complicates the treatment of schizo-
phrenia at all illness stages [6], and a literature review concluded an average rate of
adherence of 50 % in patients with schizophrenia [7]. There is a consensus that
poor adherence results in poorer outcomes, and conversely, effective interventions
that enhance compliance to antipsychotic treatment improves prognosis [7].

Emerging evidence shows that a number of factors influence compliance to
antipsychotic treatment in patients with schizophrenia, such as family manage-
ment. Early literature indicated that compliancewas substantially higher in patients
whose medication was supervised by family members [8]. Recently, we performed
a 24-month perspective real-world study to evaluate the effectiveness of the most
frequently prescribed antipsychotic drugs among patients in the community set-
tings after their first hospital discharge for schizophrenia [9••]. All participants were
registered in a case management program run by the Shanghai Center for Disease
Control (SCDC) of China, who received regular monitoring every month by study
doctors during the follow-up period, and family management was involved in the
supervision of antipsychotic treatment. Interestingly, our results showed a 10 % of
discontinuation during the follow-up period, compared with 74 % of discontinu-
ation in CATIE study, which is attributed to the case management program in-
volving monthly visits by study doctors and family supervision of medication.
There are a number of factors associatedwith compliance, such as attitudes towards
health and taking medication, based on previous experience, cultural factors and
socioeconomic status [10]. Social supports, especially the support of family in
assisting with medication taking, have positive association with compliance [11,
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12]. Therefore, the involvement of family members in the antipsychotic manage-
ment is helpful to enhance compliance and prevent relapse.

Functioning rehabilitation

Cognitive dysfunction is both a chronic disabling feature of schizophrenia and a
side effect of FGA [13]. Accumulating data indicates that cognitive impairment is
among the most important factors in contributing to the social deficits and the
functional outcome for schizophrenia patients [14]. There is an increasing ac-
knowledgement that antipsychotic medication on its own is not sufficient enough
to obtain the best outcome in this disabling condition [15]. To date, trials of
cognitive medications in schizophrenia have not provided sufficiently satisfactory
results. While unfortunately, these results have highlighted the idea that cognitive
enrichment strategiesmay be necessary to drivemeaningful clinical improvements
among patients with schizophrenia [16]. As such, finding viable methods of
cognitive improvement has become an increasingly important target for research
on schizophrenia treatment [17]. There are around 80 % of patients with the
disease struggling with a variety of neurocognitive deficiencies, including speed of
processing, attention/vigilance, working memory, verbal learning, reasoning, and
problem solving [18]. A growing number of studies have indicated that cognitive
dysfunction is among the most important factors in contributing to the social
deficits and the functional outcome for schizophrenia patients [14]. Moreover, our
previous work demonstrated a wide range of cognitive functions substantially
impaired among antipsychotic-naïve patients with first-episode schizophrenia [19,
20], which supports the view that cognitive impairment is at the core of this
disorder [21, 22]. Collectively, these different lines of evidence only highlight some
of the reasons why finding more effective methods of cognitive improvement has
become an increasingly important target for research into schizophrenia and
schizophrenia treatment [17]. From a pharmacological point of view, neither
typical nor atypical antipsychotics have shown much promise in their efficacy at
combating the cognitive impairment that many schizophrenia patients face [23,
24]. Accordingly, researchers and clinicians have pursued individual interventions
aside from medication, including computerized cognitive training [25, 26], social
skill training [27], and vocational rehabilitation training [28], all of which have
been respectively reported to possess certain advantages over more antipsychotic
medication. More interestingly, another encouraging approach in recent years has
beenmodifying the living environments of patientswith schizophrenia. Friedman-
Yakoobian et al. [29] developed a family-based cognitive adaptation strategy to
train familymembers how to implement andprovide the necessary environmental
supports for patients to compensate for their cognitive impairments. These find-
ings showed that family intervention may be feasible treatment options for the
cognitive dysfunction that accompanies schizophrenia, and also that both indi-
vidual and family interventions have the potential to be effective cognitive reha-
bilitation options. Recently, we designed a comprehensive family therapy (CFT)
on patients and their family members [30••]. The protocol of CFT includes social
skills individualized training (SSIT) to the patients, which is a therapy based on
Bsocial and independent living skills^ outlined by Liberman et al. [31] including
five modules: medication management, symptom management, community re-
entry, recreation for leisure, and social independent living skills; and family
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intervention to the family members, in which psychoeducation was provided by
psychiatric health professionals to the patients’ family members, including edu-
cation regarding the causes, symptoms, treatments, diagnoses, treatment of
schizophrenia and common adverse effects of antipsychotics, and prognosis and
prevention of schizophrenia. After the 18-month follow-up visits, our results
showed that the dropout rate (8.6% at endpoint) of the study is considerably low,
implying that CFT may be an acceptable paradigm for schizophrenia patients to
improve cognitive function. The primary findings showed that CFT resulted in
significant improvement in cognitive function and that this improvement was
maintained at least over an interval of 18 months. One advantage in this work is
the involvement of family members in the treatment of patients with schizophre-
nia. First, family intervention has been considered as an important part of modern
treatment options besides drugs in schizophrenia treatment and care [32]. Second,
family intervention promotes the development of the coping abilities of both
patients and their family members by providing information about treatment and
care of schizophrenia [33]. Third, family intervention has been proven to be
effective in treating people with schizophrenia within China [34•], wheremajority
of patients with schizophrenia traditionally are cared for by their family members
at home [35], and that is also the case in many other developing countries [36].
The findings suggest that integrated intervention approach reached the goal of
persistent improving cognitive function in patients with schizophrenia in com-
munity. Theses results provide evidence that the paradigmof family intervention is
practical in certain settings. More importantly, these findings suggest that this
combination therapy results in better efficacy in improving cognitive functions for
schizophrenia patients, as compared with only taking medications alone.

Family psychoeducation

When schizophrenia patients return to community for treatment, family is the
fundamental caregiver and provides important physical and mental support to
the patients. Therefore, the involvement of family members is obviously im-
portant to the treatment of patients with schizophrenia. The quality of their
relationships would greatly impact on the prognosis. However, there are a
number of difficulties for the family caregivers to handle, such as patients’
unstable mental condition, stigma, and negative emotion of the caregivers.
Data showed that schizophrenia patients’ caregivers frequently experience bur-
den and psychological distress [37]. Hence, targeting the schizophrenia patients
and their caregivers has been one of the most important tasks of mental health
service, in which the schizophrenia family can receive formal support from
mental health professionals through information sharing and collaborative
interactions with family members and informal support from other family
members, support group participation, and contributions form the relative with
mental illness [38]. Psychoeducation is an important part of the mental health
service, which provides psychosocial interventions for the families of schizo-
phrenia patients and to offer information and support to optimize the treat-
ment outcomes [39]. Psychoeducation is defined as systematic, structured,
didactic information on the illness and its treatment, including integrating
emotional aspects in order to rebuild the confidence of patients and their family
members in an optimal way and enable them to cope with the illness together
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[40]. A line of evidence strongly supported that family psychoeducation for
patients with schizophrenia has become an effective clinical practice in the
treatment of schizophrenia [41–43]. The benefits of family psychoeducation for
the patients with schizophrenia include improving the understanding ofmental
illness, increasing the quality of life, reducing relapse rates, and helping the
families and patients to better cope with the illness [44–47].

The effects of psychoeducation programsmay last for a long time. Bauml et al.
[48] found that even brief, eight-session psychoeducation programs have statis-
tically significant, clinically important, and long-term effects for schizophrenia
patients and their families in a 7-year follow-up of the Psychosis Information
Project Study (PIP study). Aguglia et al. [49] reported an eight-session, add-on
psychoeducation program for schizophrenia patients and their families resulting
in statistically significantly hospitalizations and days in the hospital after 1 year
compared with a control group receiving standard treatment.

Common strategies in psychoeducational approaches for schizophrenia in-
clude engagement of the family as an ally in the treatment process and presentation
of detailed information about the illness and its management, such as improving
communication, problem solving, medication compliance and crisis intervention,
and developing social support networks and coping skill [50]. Some new family
psychoeducation approaches have been developed, such as multiple-family group
[44]. This approach format consists of a group of six to eight families, including the
identified patients. There are two clinicians directing the group. A formal multisite
evaluation of the effectiveness of the multiple-family group approach with a large
sample indicated that comparedwith the single-family format, themultiple-family
group approach significantly extended remission over a 4-year period [51].

Another new approach of family psychoeducation for patients with schizo-
phrenia is developed by Pollio et al. [52], in which compact format of
psychoeducation is provide for families with severe mental illness, including
schizophrenia, bipolar disorder, major depression, and other affective disorders.
There are three lectures initiating the 1-day psychoeducation workshop, including
descriptive anddiagnostic informationon schizophrenia, biological basis ofmental
illness, including neurochemistry and genetics, and medication and other treat-
ment options. Informal discussion was encouraged during the lunch break, and in
the afternoon, two breakout sessions with a brief didactic presentation with fol-
lowing discussion on Barea resources,^ Bsuccess stories,^ Bask the doc,^ Breligion,^
and Blegal rights^ tookplace. The evaluation results showed that short-term goals of
the workshops were achieved throughout: from workshop start to finish, Bcontrol
of daily life,^ Beffectiveness in crisis situation,^ Bknowledge on obtaining commu-
nity resources,^ and Bknowledge about mental illness and treatment^ significantly
increased, whereas Bfeelings of guilt^ decreased. It seems that the families can
benefit from the short-term workshops and strengthen their family contact in such
intensive services. The implementation of such short-term psychoeducation for
families with different diagnosis in real-world settings seems to bemuch easier than
the implementation of diagnosis-specific long-term psychoeducation [52, 53].

Conclusion

Family members are the fundamental caregivers and provide important phys-
ical and mental support to the patients with schizophrenia. High rates of
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discontinuation of antipsychotic medication prevent patients with schizophre-
nia from remission and increase relapse. Family members can help the patients
to enhance medication compliance and reduce discontinuation rates. Clinical
practice showed that family interventions such as functioning rehabilitation
and family psychoeducation result in better efficacy in improving cognitive
functions for schizophrenia patients and increasing the quality of life, reducing
relapse rates, and helping the families and patients to better cope with the
illness. Current knowledge provides strong evidence for involvement of family
members in the treatment of patients with schizophrenia to have advantages of
helping the patients to improve therapeutic effects. Future work is required to
formulate the guidelines and strategies to involve family members in the
various stages of schizophrenia treatment.
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