Increased Contact With Community
Mental Health Resources as a
Potential Benefit of Family Education

Phyllis Solomon, Ph.D.
Jeffrey Draine, Ph.D.
Edie Mannion, M.E.T.
Marilyn Meisel

Objective: This study examined the hypothesis that families of adults with se-
vere mental illness who participate in either a group family education work-
shop or individual family consultation will try to seek more assistance from
community services than those in a control group assigned to a waiting list.
Methods: A total of 225 family members who agreed to participate in the
study were randomly assigned to one of three conditions: a ten-week group
workshop, individual family consultation, or a waiting list (control group).
Family members were interviewed about the extent of their contact with
mental health professionals, providers, and community resources at baseline,
termination of the interventions, and at six months after termination. Results:
No differences were found between conditions in the extent of family mem-
bers’ contact with three types of services: conventional, psychosocial, and an-
cillary mental health services. Conclusions: Neither of the educational inter-
ventions produced any change in behaviors of families seeking advice and as-
sistance on behalf of their ill relative from the three types of services exam-
ined. Modifications in the interventions may be worthwhile. Increasing fam-
ily members’ contacts with community resources on behalf of their ill relative
may increase the benefits of the intervention to the family as well as to the ill
relative. (Psychiatric Services 49:333-339, 1998)

sources, minimal support, and virtu-
ally no training in coping skills and
problem-solving strategies. The reali-
ties of the disorder compounded by

amilies of adults with severe
Fmental illness are a primary re-
source for their ill relative
since the advent of deinstitutionaliza-

tion. They often provide housing, fi-
nancial aid, emotional support, and
informal case management (1,2).
They assume these responsibilities
while hampered by limited knowl-
edge of the disorder and available re-

the consequences of managing the ill-
ness result in enormous family bur-
den and stress (3). Families, therefore,
need information, support, education,
and skill training to cope and reduce
their burden.
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Families of adults with severe men-
tal illness generally value the services
provided to their relative by the men-
tal health system (4). However, when
it comes to their own needs as family
members, they have been far less sat-
isfied. Families have reported dissat-
isfaction with their level of involve-
ment in their relative’s treatment, and
they often feel left out of the treat-
ment process. Family members fre-
quently report that their interactions
with mental health providers leave
them feeling guilty, frustrated, and
helpless (5-7).

Bernheim and Switalski (7) found
that families desired more informa-
tion than was provided. Families were
frequently not involved in treatment
planning and not informed of changes
in the treatment or location of their
relative or how to handle the symp-
toms and behaviors of the illness.
Families desired more skills to cope
with the illness, such as behavior
management, medication monitoring,
and dealing with other family mem-
bers about the relative’s illness.

Similarly, in a study of families
whose relatives were recently re-
leased from a state hospital that was
being closed, Solomon and Marcenko
(8) found the greatest areas of dissat-
isfaction were lack of discussion of fu-
ture plans for their relative, provision
of emotional support and practical ad-
vice for themselves, education about
medication, and information about
how to motivate their relative to im-
prove.
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Furthermore, families are frequent-
ly confused and frustrated by the
mental health system. They are con-
fused about whom to contact in the
bureaucracy, unclear about the pro-
grams and services for which their
relative is eligible, and unable to ade-
quately evaluate whether their rela-
tive benefits from treatment (9). Fam-
ily members who are informed about
the illness, the mental health system,
and treatments for the illness are in a
better position to communicate with
providers and to know where to turn
for assistance. Providers have limited
time available to address the needs of
families, but they are usually respon-
sive to family-initiated requests. Fam-
ily contacts with providers are gener-
ally confined to brief informal conver-
sations or telephone calls (7). Clini-
cians frequently lack a full awareness
of families’ need for information.
Consequently, many families who fail
to express their needs effectively find
them unmet.

The development of self-help sup-
port groups for families of adults with
severe mental illness was partly moti-
vated by discontent among family
members with the unresponsiveness
of mental health providers to their
needs (10). Their subsequent expan-
sion is testimony to the success of
these groups. As these groups have
focused their efforts more on advoca-
cy, both families and providers have
recently developed family education
programs (11). The programs are
highly structured and carefully
planned approaches to meeting the
growing and changing needs for in-
formation about severe mental ill-
nesses and the services and resources
to treat them (11).

Limited research has examined the
general effectiveness of these inter-
ventions (11) and their specific effec-
tiveness in increasing family mem-
bers” utilization of and satisfaction
with community resources. Findings
in this area have been inconsistent.
Posner and colleagues (12) found that
compared with a control group, par-
ticipants in an eight-week family edu-
cation program had improved satis-
faction with mental health services at
termination but not at six-month fol-
low-up. After families of patients be-
ing released from a state psychiatric
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hospital participated in a one-time
educational workshop, Reilly and his
colleagues (13) did not find any
change in the degree of their involve-
ment with their ill relative’s treat-
ment. But Smith and Birchwood (14)
found a trend for families to be more
optimistic about their role in treat-
ment after participating in four week-
ly group sessions or receiving four
weekly informational booklets sent
through the mail. Families who par-
ticipated in the Journey of Hope, a
national educational program devel-
oped by a family member, reported
increased awareness of mental health
resources (15).

Given the inconsistency of the
findings and the lack of research

e
Clinicians
frequently lack a
full awareness of families’
need for information. Many
Jfamilies who fail to express
their needs effectively
find them

unmet.

evaluating an individualized ap-
proach, we conducted the study re-
ported here. The study tested the hy-
pothesis that families of adults with
severe mental illness who participate
in either a group family education
workshop or individual family con-
sultation will seek more assistance
from community resources than
those in a control group who are on a
waiting list. Community resources
are defined as psychiatric treatment
providers, community mental health
agencies, self-help groups, lawyers,
and others who offer support and as-
sistance to family members with a
mentally ill relative. Furthermore,
the study examined the hypothesis
that those who participate in family

education interventions will be more
satisfied with the resource contacts
they do have than those in the control

group.

Methods

This research is part of a larger study
that assessed the effectiveness of two
brief family education interven-
tions—individual family consultation
and a group workshop—for family
members of adults with severe men-
tal illness (16,17). Previous analysis
found that at termination of the inter-
vention the individual family consul-
tation improved family members’
self-efficacy, while the group work-
shop improved self-efficacy only for
family members who had not previ-
ously been involved in family support
and advocacy groups (16). Although
these gains were maintained at six-
month follow-up, no significant dif-
ferences were found between groups
at that point due to gradual matura-
tion in the control group (17).

Recruitment

Family members were recruited from
a 50-mile radius around a large East
Coast city to participate in a random-
ized clinical trial of family education
services. Family members were ran-
domly assigned to one of three condi-
tions: individual family consultation,
group family education, and a control
group on a nine-month waiting list.
The family interventions did not in-
clude the ill relatives.

Recruitment was done through a
network of support groups, hospital
social service departments, and infor-
mational programs in area hospitals
for family members of psychiatric pa-
tients. In addition, an advocate well
known to families was employed to
organize a public relations effort that
included presentations, radio talk
show appearances, and newspaper
advertising. The family life columnist
of the primary regional daily newspa-
per featured the project in her col-
umn, and a newspaper focused on the
African-American community also
ran a feature about the project. This
recruitment strategy may have at-
tracted a select sample of families
who were not receiving adequate as-
sistance from their network of re-
sources.

PSYCHIATRIC SERVICES ¢ March 1998 Vol. 49 No. 3



Table 1

Involvement with resources in the past month of 225 family members with a mentally ill relative assigned to individual con-
sultation, a group intervention, or a waiting list (control group), at baseline, at the termination of the intervention, and at fol-

low-up six months after termination’

Baseline Termination Follow-up
Consul- Consul- Consul-
tation Group Control  tation Group Control tation Group Control
Resource N % N % N % N % N % N % N % N % N %
Psychiatrist 15 28 22 50 18 24 19 37 18 42 21 28 15 28 15 34 16 21
Psychologist 7 13 8 18 10 13 7 14 2 5 11 15 1 2 7 16 6 8
Social worker 22 42 20 46 22 29 21 40 18 42 15 20 17 32 18 41 10 13
Community mental health
center 17 32 15 34 20 27 18 34 12 28 13 17 7 13 13 30 10 13
Self-help program for
people with severe
mental illness 7 13 12 27 8 11 7 14 6 14 9 12 3 6 6 14 5 7
Vocational rehabilitation 3 6 7 16 6 8 2 4 4 9 5 7 2 4 4 9 0o —
Residential facility 5 9 7 16 7 9 9 17 8§ 19 10 13 6 11 11 25 7 9
Psychiatric hospital orunit 13 25 10 23 9 12 10 19 7 16 11 15 10 19 8 18 5 7
Psychiatric crisis service
or emergency room 6 11 3 7 4 5 2 4 1 2 4 5 0 — 3 7 1 1
Substance abuse program 1 2 0 — 3 4 4 8 0 — 1 1 1 2 1 2 1 1
Welfare office 3 6 2 5 7 9 7 13 1 2 7 9 3 6 4 9 2 3
Social Security Adminis-
tration 4 8 5 11 2 3 6 11 9 21 11 15 4 8 8 18 3 4
Trust officer, banker, or
attorney 3 6 4 9 2 3 0 — 6 14 5 7 0 — 7 16 2 3

1" Some participants’ responses were missing for some items.

Criteria

Families who were eligible to partici-
pate in the study were required to
meet several criteria. The family mem-
ber, or subject, was a parent, child,
spouse, or other relative who had ma-
jor responsibility for the ill relative.
Major responsibility was defined as
living with the family member, being a
contact person for emergencies at re-
habilitation residences or agencies, or
engaging in frequent monitoring and
support of the ill relative in indepen-
dent living situations. The family
member had to have in-person or
phone contact with the ill relative an
average of at least once a week, both
had to live within a 50-mile radius of
the metropolitan area, and both had to
be at least 18 years old.

In addition, the ill relative was re-
quired to have a diagnosis of a major
mental illness as determined by DSM-
III-R—either schizophrenia (code
295) or a major affective disorder (code
296). The diagnosis had to have been
made at least six months before the
family member’s entry into the study.

Every interested family member
who met these criteria was asked to

participate in the study. If more than
one member of the same family was
interested, the subject was selected
by the toss of a coin.

Interviews and measures

Family members were interviewed
by trained research workers inde-
pendent of those providing the ser-
vices under study. At the baseline in-
terview, research workers described
the study to family members individ-
ually, most often in families’ homes.
Research workers explained the pur-
pose of study, answered questions,
and acquired signed consent agree-
ments to participate. Interviews were
conducted again about three months
later, after the interventions were
completed. A follow-up interview
was completed six months after the
intervention phase, or nine months
after baseline.

The interviews included questions
about sociodemographic characteris-
tics, such as employment, education,
and income. Also included were
questions about the history of the rel-
ative’s mental illness and the subject’s
personal history with the ill relative
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and measures of burden, social sup-
port, coping, stress, grief, and self-ef-
ficacy. These measures are described
in more detail elsewhere (16).

The interviews included sections
about the extent of contact with men-
tal health professionals, providers,
and community resources. Family
members were asked to report
whether or not they had contact in
the previous month with different
service resources, listed in Table 1,
which may have a role in care for
their mentally ill relative. The extent
of contact was operationalized as the
sum of the assessments of those con-
tacts and scored as 1, never; 2, rarely;
3, sometimes; 4, frequently, and 5, al-
ways. The higher the numbers, the
greater the extent of contact. In Table
1 the values represent the number
who responded rarely, sometimes,
frequently, and always. These data
were collected in interviews at all
three time points.

Sample

A total of 244 family members who
met study criteria were identified, of
whom 225 consented to participate.
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Those who refused differed from
those who consented in that they
were more likely to be children of a
mentally ill parent (x2=52.04, df=1,
p<.05).

The sample of 225 family members
represented families with varied lev-
els of involvement with support
groups. A total of 114 of the family
members (51 percent) had never par-
ticipated in a family support group,
and 130 (58 percent) had never been
a member of the National Alliance for
the Mentally Ill, a major advocacy
group organized by family members.

Most of the family members in the
study were female (198 subjects, or
88 percent) and white (189 subjects,
or 84 percent), with a mean*SD age
of 55.7+12.5 years. A majority of the
family members had some college ed-
ucation (122 subjects, or 54 percent),
and the sample’s mean income was
$36,600£$26,100 a year. The educa-
tion and income of these families rep-
resent middle-class social-economic
status.

Most participants were the parents
of an adult child with mental illness
(172 subjects, or 76 percent). Twenty-
five participants (11 percent) were
siblings, ten (4 percent) were spouses,
and 13 (6 percent) were adult chil-
dren of an ill parent. Five subjects (2
percent) had other relationships, such
as in-laws or longtime companions.

A total of 134 ill relatives (64 per-
cent) had a diagnosis of schizophre-
nia. The median number of lifetime
psychiatric hospitalizations of the ill
relatives was between three and five;
34 percent had more than five life-
time psychiatric hospitalizations.
Their mean age was 35.8+10.9 years.
The mean length of time since the ini-
tial diagnosis of their illness was
12.7+8.7 years.

Randomization and attrition

Randomization was accomplished
through the use of a random numbers
table. As each subject’s randomly as-
signed numerical identifier was found
in the table, that subject’s name was
entered into the next available slot in
a chart that was divided by the three
conditions and that provided a larger
number of slots for the control condi-
tion. Of the 225 subjects at baseline,
66 were assigned to individual con-
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sultation, 67 to the group family
workshop, and 92 to the waiting list.

More were assigned to the control
group because greater attrition was
expected from this group. Control
subjects were paid $10 for the inter-
views and were provided either of the
family education interventions, or
both interventions, free of charge af-
ter nine months, provided they
availed themselves of the group work-
shop before the individual consulta-
tion to prevent contamination of the
groups.

Forty-two family members had
dropped out of the study by the end
of the intervention phase. Ten family
members dropped out of the consul-

One objective
of the group was to
provide families with
guidelines for dealing more
effectively with their ill
relative, other family
members, and the
mental bealth

system.

tation, 20 dropped out of the group
workshop, and 12 dropped off the
waiting list. More family members
dropped out of the group workshop
condition (x2=7.97, df=2, p<.05).
Data for five family members in the
group workshop were excluded from
the analysis because they did not
meet the attendance requirement of
at least seven group sessions.
Dropout subjects were compared
with those who remained in the study
at the end of the intervention phase
by gender, ethnicity, the diagnosis of
the ill relative, relation to the ill rela-
tive (parent or nonparent), living
arrangement (living with the ill rela-
tive or not), income, education, num-

ber of years the relative had been ill,
and the baseline assessment scales of
the outcome measures. No differ-
ences were found on any of these
variables between family members
who dropped out and those who re-
mained in the study at three months.
Because 19 tests of statistical signifi-
cance were used for this comparison,
a Bonferroni correction was used
(.05/19=.0026).

Twelve subjects dropped out of the
study between the end of the inter-
vention phase and the follow-up in-
terviews. Three dropped from the
consultation condition, four from the
group condition, and five from the
waiting-list control condition. No dif-
ferences were found by condition in
the number of dropouts after service
termination.

The remaining 171 subjects were
compared by condition on the 19 so-
ciodemographic, clinical history, and
baseline assessment characteristics.
No differences were found on so-
ciodemographic, clinical, or baseline
assessment variables by condition
among the family members remain-
ing in the three conditions at the
nine-month follow-up. One partici-
pant in the group condition was con-
tacted for a final follow-up interview
even though the participant was not
available for the three-month inter-
view. Therefore, for some analyses of
outcome at follow-up, the total sam-
ple is 172.

The interventions
Both interventions were adminis-
tered by the Training and Education
Center Network, a collaborative ini-
tiative of family members and mental
health professionals experienced in
providing family education to indi-
viduals with a mentally ill relative.
The center hired, oriented, and su-
pervised experienced specialists who
provided both the individualized con-
sultation and the group workshop. No
specialist provided both group and
individual consultation services. Sub-
jects in both interventions were pro-
vided with the same instructional ma-
terials, but how these materials were
used differed according to the model
of family education employed.

Brief individual family consulta-
tion. The individual consultation con-
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sisted of educational technical assis-
tance provided to the family as a unit
or to an individual family member
(18-21). The consultants were mental
illness specialists with expertise in
teaching family members about men-
tal illness; they also had skills in as-
sessment, mediation, and problem
management and knowledge of avail-
able resources. Staff less experienced
in this intervention received a three-
hour orientation in this model of fam-
ily consultation, followed by ongoing
supervision of cases by more experi-
enced specialists.

A minimum of six hours of consul-
tation was provided to each family,
which included a two-hour initial as-
sessment, at least two more hours of
face-to-face contact, and at least two
additional hours of face-to-face or
telephone contact. A maximum of 15
hours was maintained to ensure com-
parability of the intervention across
all subjects in this condition and to be
comparable in duration with the
group intervention. Families deter-
mined the specific focus of their work
with the consultant and had access to
the service as needed over the three
months that the consultation service
was available to them.

The consultation was conceptual-
ized as having three phases: feeling
and connecting, focusing, and find-
ing. In the feeling and connecting
phase, the consultant provided empa-
thy and support to family members
and acknowledged the strength of the
family as the consultant took a brief
history of the relative’s illness. Issues
of guilt and blame were addressed.
The consultant assessed educational
and skill needs with the family. In the
focusing phase, an agenda was devel-
oped for the family’s educational
work. Problems were clarified or re-
defined. A priority list of objectives to
be met was established.

The final phase focused on devel-
oping strategies to meet objectives.
The consultant assisted the family or
the family member in the process of
developing new skills and evaluating
their use in relating to the ill relative.
Consultants often informed family
members about community resources
appropriate to their needs. Consul-
tants occasionally accompanied fami-
ly members to meetings at other

Table 2

Extent of contact in the past month with three types of services of 225 family
members with a mentally ill relative assigned to individual consultation, a group
intervention, or a waiting list (control group), at baseline, at the termination of the
intervention, and at follow-up six months after termination!

Baseline Termination Follow-up
Type of services and
assigned condition Mean SD Mean SD Mean  SD
Conventional psychiatric
services
Consultation 9.12 3.55 8.78 3.02 7.98 3.28
Group 10.02 4.92 9.35 4.18 9.28 4.26
Control 8.19 3.26 7.95 3.07 7.19 2.19
Psychosocial services
Consultation 3.61 1.34 3.79 1.81 3.42 1.24
Group 4.37 2.25 4.02 1.72 4.05 1.77
Control 3.57 1.28 2.56 1.13 3.32 0.89
Ancillary services
Consultation 4.34 0.94 4.72 1.69 4.24 0.62
Group 4.55 1.40 4.71 1.26 4.90 1.97
Control 4.39 1.06 4.49 0.98 4.19 0.65

! No significant condition-by-time interactions were found. The values represent the number of re-
spondents answering rarely, sometimes, frequently, and always to questions about contacts with

services.

agencies to assist them in gaining ac-
cess to appropriate services for the ill
relative.

Group family workshop. Each fam-
ily education workshop had as cofacil-
itators a mental illness specialist and a
family member trained as a peer con-
sultant. Groups usually consisted of
six to 12 individuals and included
some family members not participat-
ing in this study.

Group facilitators were selected
based on their expertise in mental ill-
ness and professional experience in
working with families and groups.
Peer consultants enhanced the work-
shops with examples from their own
experience and were expected to
challenge the specialists or group par-
ticipants if they disagreed with what
was being presented or said. Weekly
two-hour sessions were scheduled
over a ten-week period. Some groups
took longer due to rescheduling after
severe winter weather, but all groups
completed the ten sessions planned.

The objectives of the groups were
to educate families about severe men-
tal illness and its treatment, to help
families realize that others in their sit-
uation have similar feelings and expe-
riences, and to provide guidelines for
dealing more effectively with their ill
relative, other family members, and
the mental health system. Thirty min-
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utes of each two-hour weekly session
were devoted to new information
about mental illness and its treat-
ment, and 90 minutes were devoted
to the development of coping skills.
Homework was usually assigned at
the end of each session to help partic-
ipants apply the material to interac-
tions with their ill relative.

The mental illness specialists and
peer consultants were experienced in
conducting the workshop, using a
132-page teaching manual as a prima-
ry resource for facilitating the groups.
Training consisted of nine hours of
classroom education in attitudes and
skills for effective group facilitation
and observation of at least two group
sessions. Ongoing technical assis-
tance and support was available to
group facilitators from the training
center staff.

Analysis

Repeated-measures analysis of vari-
ance was used to test for an effect of
the interventions on family contact
with mental health professionals.
Three dependent variables were cre-
ated by summing the ratings of extent
of contact (from 1, never, to 5, always)
with the specified resources: conven-
tional psychiatric services, including
contact with a psychiatrist, psycholo-
gist, social worker, community mental
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health center, psychiatric inpatient
unit, and crisis or emergency ser-
vices; psychosocial services, includ-
ing contact with self-help groups, vo-
cational rehabilitation, and residen-
tial services; and ancillary services,
including contact with substance
abuse services, public welfare agen-
cies, the Social Security Administra-
tion, or trust officers, bankers, and at-
torneys.

These three variables were ana-
lyzed by a two-factor repeated-mea-
sures design. One factor was condi-
tion: individual consultation, the
group workshop, or the waiting list.
The second factor was the three mea-
surement points—baseline, three
months, and nine months. An experi-
mental effect for the conditions would
be detected in a statistically signifi-
cant result for the interaction of con-
dition and measurement points.

Results

The outcome measures are reviewed
by condition and interview point in
Table 2. None of the repeated-mea-
sures analyses of variance showed sta-
tistically significant differences over
time by condition in the extent of con-
tact with any of the three types of
mental health services. The analyses
contained sufficient statistical power
to detect a medium effect. Therefore,
a clinically meaningful effect could
have been detected if it were present.

Discussion

The hypothesis examined in this
study—that family education would
increase family members’ contacts
with community resources—was not
supported. Neither educational inter-
vention produced any change in be-
haviors of families seeking advice and
assistance on behalf of their ill rela-
tive from conventional psychiatric
services, from psychosocial rehabili-
tative services, or ancillary services.
It may be worthwhile to modify the
interventions. Increasing family con-
tacts with community resources on
behalf of the ill relative may enhance
the impact of the intervention on both
the ill relative and the family.

The group workshop uses a general
approach to inform families of the ill-
ness, treatments, and resources. How-
ever, it has no specific focus on help-
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ing families devise strategies to ob-
tain what they want for their ill rela-
tive from the mental health and ancil-
lary service systems. Although gain-
ing access to services is an underlying
theme of the educational workshop,
no session directly focuses on this
topic.

In the individual consultation in-
tervention, families develop a set of
priorities on which to work with the
consultant. Few families in this study
prioritized access to services or ways
to deal with difficult providers, be-
cause they chose other issues. Gener-
ally, those who received individual
consultation had little opportunity to

s
With
a broader
understanding of how
professionals interact in
the mental bealth system,
families are better prepared
to seek access to and
assistance from the
most appropriate

sources.
L

learn about how to work with com-
munity resources.

A growing core of providers, family
members, and consumers agree that
collaboration between these groups is
among the most effective means to
achieve the goals of treatment. For-
malized training for family members
in ways to collaborate with providers
should be more a more fully integrat-
ed component of educational inter-
ventions.

Adding curriculum to family educa-
tion programs about collaboration
with providers is just one alternative
among several. For example, families
and providers can be trained together

in special workshops geared toward
mutual solutions to overcoming barri-
ers to family-provider collaboration.
The Training and Education Center
Network has done a pilot study of this
approach and has received positive
feedback from both groups of partici-
pants (22).

Although families who participate
in individual consultation may not ex-
press the goal of gaining greater ac-
cess to providers and being more ef-
fectively included in treatment, such
steps are easily incorporated as strate-
gies toward other goals. For example,
a father may express the need to know
how to encourage his daughter’s com-
pliance with medication. In addition
to role playing interaction with the
daughter, the consultant may also role
play interactions with the prescribing
physician so that the daughter’s con-
cerns about her medication are more
effectively communicated. These ef-
forts may result in a more agreeable
medication regimen for all con-
cerned.

Recent research on the involve-
ment of professionals with family
members indicates that professionals’
attitudes toward families may not be
as important in explaining involve-
ment with families as professionals’
discipline and job role and the char-
acteristics of their work settings, such
as whether they work a day or
evening shift or in community agen-
cies or hospitals (23). Therefore, fam-
ily sessions on access to resources
should review strategies on the best
ways to gain access and input to ser-
vice systems and to identify different
types of providers who are most like-
ly to include families in planning and
implementing various types of ser-
vices.

With a broader understanding of
how professionals interact in the
mental health system, families are
better prepared to seek access to and
assistance from the most appropriate
sources. They may also develop ideas
about how to advocate for change on
behalf of their ill relative. Family
members” involvement could encour-
age professionals to collaborate more
closely with them and their ill rela-
tive. Thus services may become more
responsive to families’ and con-
sumers’ needs.
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Orie limitation of the study was that
anumber of participants dropped out.
Although they did not differ on avail-
able measures from those who re-
mained in the study, it is not known
whether those who dropped out had
more of their needs met through com-
munity resources.

Conclusions

As managed care imposes constraints
focused on cost saving and increased
effectiveness, service systems could
benefit from including family educa-
tion among their standard practices
for the families of persons with severe
mental illness. Family education
could potentially help family mem-
bers gain access to services that are
linked to positive outcomes. Howev-
er, the results of this study indicate
that family education, as it is current-
ly conceptualized, does not provide
sufficient help.

To improve the impact of these in-
terventions on outcomes for ill rela-
tives, family educators should incor-
porate more information and skill
building on ways to gain access to ser-
vices. Family education interventions
emphasizing involvement of family
members in treatment may produce
more informed collaborators for pro-
fessionals within the ill relative’s nat-
ural support network, thus extending
the number of individuals implement-
ing the treatment plan. Emphasis on
family involvement in treatment may
also strengthern the impact of the fam-
ily education intervention itself. Few
effects of family education have been
found for the ill relative, because such
interventions are typically brief and
are only indirectly related to out-
comes. However, an emphasis on fam-
ily involvement in treatment strength-
ens the conceptual link between the
family educational intervention and
the outcome for the ill relative. ¢
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