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Introduction by the column editors:
Although more than half of adults
who have a serious and persistent
mental illness live with their fami-
lies (1), less than 10 percent of
families of outpatients with schizo-
phrenia receive support or educa-
tion (2). Such services fail to be
provided despite the fact that fam-
ily participation in well-designed
psychoeducational programs has
been documented as reducing re-
lapse and readmission rates, im-
proving involvement and adher-
ence to treatment (3,4), and pro-
ducing positive outcomes for care-
givers, including improved mor-
ale, better knowledge of mental
illness, enhanced feelings of em-
powerment, and reduced worry
and displeasure about their loved
ones (5,6). Moreover, the vast ma-
jority of mental health providers
believe that educating families
about mental illness and its treat-
ment is very important (7). Why,
then, do so few clinicians commit
the requisite time and energy to
providing these effective and
much appreciated services?

There are four sources of obsta-
cles to the adoption of a psy-
chosocial treatment innovation
such as family psychoeducation.
The obstacles stem from the psy-
choeducational program itself
(for example, its unfamiliarity and
conflicts with the existing treat-
ment ideology); the clinicians
(lack of training, experience, and
competence in functioning as
“teachers” with families); the host
agency or institution (countervail-
ing priorities and lack of adminis-
trative support); and the process
of dissemination (lack of knowl-
edgeable consultants or enthusi-
astic “champions” or advocates
for family psychoeducation and
lack of user-friendly curricula or
program manuals). These obsta-
cles can be overcome when prac-
titioners and family members
work together as stakeholders in
the benefits that accrue from on-
going psychoeducation (8).

In this month’s column,
Michelle Sherman, Ph.D., pre-
sents the family psychoeducation
program she created at the Okla-
homa City Veterans Affairs (VA)
Medical Center. Dr. Sherman de-
scribes how she tailored the inter-
vention to the VA population, thus
generating the support not only
of the clients and their families
but also of her fellow clinicians
and the VA administration. Her
work demonstrates that when
mental health clinicians devote
time, energy, and expertise to
supporting and educating care-
givers, significant benefits
emerge for both clients and their
families.

The Support and Family Educa-
tion (SAFE) Program: Mental

Health Facts for Families is a 14-ses-
sion family psychoeducational cur-
riculum created in a Department of
Veterans Affairs (VA) setting (9). A
90-minute workshop is provided once
a month, and participants can attend
whenever they wish. The program
has six major goals: to teach care-
givers about the symptoms and
course of mental illness; to afford
family members the opportunity to
ask questions about psychiatric disor-
ders and treatment options; to reduce
the stigma of mental illness by pro-
viding a forum in which to discuss
concerns and obtain support from
peers; to publicize the availability of
mental health services at the medical
center; to help family members un-
derstand the importance of early in-
tervention for their loved one and of
open, timely communication with
providers; and to link family members
with opportunities for support both at
the medical center and through com-
munity resources, including the local
affiliate of the National Alliance for
the Mentally Ill (NAMI). 

The SAFE program has several dis-
tinct features. First, in contrast with
programs that target a specific mental
illness, the SAFE program is not diag-
nosis specific. Family members with
quite different home environments
and relationships with clients can ap-
ply the information provided to their
specific situations and learn from each
other. Second, the program includes
one session that focuses specifically on
posttraumatic stress disorder (PTSD),
a common diagnosis in the veteran
population and an often neglected co-
morbid diagnosis among other clients,
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including those with schizophrenia.
Although other psychoeducational
programs may offer information about
anxiety disorders, the specific chal-
lenges surrounding PTSD in the fami-
ly have been ignored.

Third, in contrast with many pro-
grams that are led by trained volun-
teer family members, the SAFE pro-
gram is facilitated by mental health
professionals. Although peer educa-
tion can be effective and economical,
professionals usually have broader
knowledge, better group facilitation
skills, and greater institutional sup-
port. Fourth, a psychiatrist attends
part of every workshop to answer
questions about medications. Finally,
in contrast with the time-limited na-
ture of many family curriculums, the
SAFE program is offered on an ongo-
ing basis and families may attend as
frequently as they think they need to.

Publicity for the program is an im-
portant, ongoing, and time-consum-
ing task that is accomplished by post-
ing monthly flyers throughout the
hospital; distributing pamphlets to
clients’ families on admission to the
inpatient psychiatric unit; adding a
blurb announcing the next workshop
on all appointment letters from the
outpatient mental health clinic
(which averages 18,000 appointments
per year); making regular presenta-
tions in various mental health pro-
grams and groups; and publishing ar-
ticles in the newsletters of state psy-
chological and psychiatric associa-
tions and veterans’ organizations and
on VA Web sites.

Workshop format
Each 90-minute workshop has three
sections: group discussion and sup-
port, a didactic presentation, and a
question-and-answer period with a
psychiatrist. Caregivers are given a
participant notebook at their first
workshop session, which contains
useful newsletters, pamphlets, and
lists of resources, including diagnosis-
specific books, Web sites, and com-
munity resources such as NAMI.
Family members may also borrow
books or videos from the SAFE pro-
gram’s resource library.

At the beginning of every work-
shop, caregivers complete an infor-
mation form (created by and available
from the author) that assesses their
experiences in the past month regard-
ing confidence in dealing with the
client’s mental illness, the number of
days the caregiver had difficulty cop-
ing with the client’s behavior, the lev-
el of the caregiver’s distress about the
client’s well-being, the caregiver’s un-
derstanding of mental illness and
knowledge of VA treatment re-
sources, and the caregiver’s ability to
take good care of him- or herself. In
addition, participants indicate the
percentage of mental health appoint-
ments that the client attended in the
previous two years. This information
is used by the workshop leaders to in-
dividualize and address personal con-
cerns during the sessions.

Each session begins with a review of
goals of the program and confidential-
ity issues. Given that caregiving is of-
ten an unappreciated, difficult, and

lonely job, each participant’s dedica-
tion to his or her ill relative is affirmed.
Because the participants’ presence at
the workshop signifies a desire to
know more about how to help their
loved ones, the caregivers are genuine-
ly acknowledged for their commit-
ment. Next, family members have an
opportunity to introduce themselves,
including their reason for attending
the session. Participants often use this
time to update the group on their cur-
rent challenges and successes.

A 30- to 45-minute didactic presen-
tation and discussion follows the
group support period. Each session
has a specific topic; the titles of the
sessions are listed in the accompany-
ing box. Detailed lesson plans for
each session include ready-to-present
text containing didactic information
on the session’s topic, group activities
such as role plays, discussion ques-
tions, videotape clips, and handouts.
For example, the lesson plan for the
session on the causes of mental illness
includes ways to stimulate a group
discussion of the common myths sur-
rounding mental illness, a presenta-
tion of the biopsychosocial and
diathesis-stress models, and a viewing
of a brief videotape on the biological
contributions to mental illness.

Participants next have an opportu-
nity to ask a psychiatrist questions
about medications. The psychiatrist
does not give any specific advice or
recommendations but answers ques-
tions about such issues as the purpose
of specific drugs, common side ef-
fects, and possible drug interactions.

A representative from the local
NAMI affiliate frequently attends the
sessions. She describes the mission
and activities of NAMI, addresses ad-
vocacy issues, and publicizes commu-
nity events. The sessions close with
the completion of evaluation forms
and the distribution of small gifts—
for example, candles, bookmarks, and
journals—to signify the leaders’ ap-
preciation of the participants’ com-
mitment to their ill relatives.

Because client involvement in family
psychoeducation can inhibit the educa-
tional process for families (10), clients
are not invited to the SAFE workshops.
Consequently, family members can
freely share their struggles and con-
cerns without worrying about possibly
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offending their loved ones. Clients re-
ceive their own psychoeducation in
each of the VA medical center’s mental
health treatment programs.

Participation and evaluation
During the first three years of the
SAFE program, 115 individuals at-
tended the program. The number of
participants per session ranged from
four to 25 (mean±SD=9±4.3), with
attendance steadily increasing over
time. More than three-quarters of the
participants were female, more than
half were in their 40s and 50s, and al-
most all were Caucasian. Almost half
were the clients’ wives. The clients’
diagnoses varied widely, including
PTSD, major depression, bipolar dis-
order, and schizophrenia. Most of the
participants’ ill relatives had struggled
with mental illness for many years,
and almost half of the caregivers re-
ported having extensive or all-day
contact with their family member.

Of the 115 persons who attended
the SAFE program during the first
three years, almost two-thirds attend-
ed more than one session. Regular at-
tendees attended an average of 6±4.5
sessions. Barriers to regular atten-
dance have included geographic dis-
tance, lack of transportation, and in-
clement weather. Even though the
program is held only once a month
and the composition of the group
varies by session, participants quickly
connect with one another, freely pro-
viding support both during and be-
tween sessions.

The participants who are also VA
employees did not complete the
monthly assessments; therefore, the
following data include only the nonem-
ployee caregivers (N=90). Pearson cor-
relations were examined between the
number of workshops attended and
the other variables assessed at each ses-
sion. The number of sessions attended
was significantly correlated with un-
derstanding of mental illness (r=.34,
p<.01, N=74) and with awareness of
VA resources (r=.51, p<.001, N=72).
Also, a strong positive relationship was
found between the number of sessions
attended and improvements in care-
givers’ ability to perform self-care ac-
tivities (r=.42, p=.02, N=71).

At the end of every session, the par-
ticipants completed four 5-point Lik-

ert-scale items assessing their satis-
faction with the workshop. The over-
all mean score was 18±2.6 out of a
possible 20 (N=314). The participants
also indicated that receiving hand-
outs, talking to peers, and asking
questions of doctors were especially
helpful. The caregivers often ex-
pressed great appreciation for the
availability of the program. For exam-
ple, one caregiver stated, “I’ve been
looking for a program for myself for
five years in three different states,
and this is the first one I’ve found!”
Clinicians at the medical center have
also responded positively to the pro-
gram, indicating that caregivers who
attend the SAFE program are more
involved in the client’s treatment.

Afterword by the column editors:
Mental health treatment of persons
with serious and persistent mental
disorders will undoubtedly undergo
major changes in the 21st century, and
including families will be essential in
providing comprehensive and effec-
tive care. Professionals’ increasing
commitment to involving families at-
tests to the continuing shift by practi-
tioners away from the anachronistic
tendency of blaming and neglecting
families toward viewing caregivers as
potentially competent, supportive col-
laborators. When providers dedicate
their time and expertise to educating
caregivers, significant benefits ensue
for clients, families, and practitioners.

One barrier to engaging caregivers
in the treatment process is the dearth
of relevant, effective, and easy-to-use
educational materials. To overcome
this obstacle, more than 130 copies of
SAFE manuals have been distributed
to VA networks across the country, fa-
cilitating the adoption of the program.
In addition, the University of Okla-
homa Information Technology Group
created a Web site (http://w3.
ouhsc.edu/safeprogram) that contains
the entire manual. The site includes
detailed outlines of the 14 sessions,
specific publicity strategies for attract-
ing family attendance, and a literature
review attesting to the positive impact
of educating families. The Web site has
been available since December 2000
and has received more than 8,000 hits
from 40 U.S. states and 30 countries.

Although some practitioners might

consider family psychoeducation in
VA facilities as having limited appeal
because of the alienation or separa-
tion of many veterans from their fam-
ilies, a more optimistic appraisal of
the cost-effectiveness of psychoedu-
cation would develop if practitioners
and clinical managers grasped the full
potential of this approach. Psychoed-
ucation can be offered to a wider au-
dience, including clients themselves,
professional and paraprofessional
staff who work in VA facilities, and
operators and staff from community
residential programs where many vet-
erans with mental illness live. Fur-
thermore, the practical and attractive
format and curriculum of Dr. Sher-
man’s program can be an effective ve-
hicle for reaching out to many family
members for whom more conven-
tional efforts have failed. �
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