Service Use Among Patients With
Schizophrenia in Psychoeducational
Multiple-Family Group Treatment

Dennis G. Dyck, Ph.D.
Michael S. Hendryx, Ph.D.
Robert A. Short, Ph.D.
William D. Voss, M.Sc.
William R. McFarlane, M.D.

Objectives: Outpatient and inpatient mental health service outcomes for
outpatients with schizophrenia or schizoaffective disorder who received
psychoeducational multiple-family group treatment were compared with
outcomes for similar patients who received standard care. Methods: A to-
tal of 106 outpatients with schizophrenia or schizoaffective disorder who
were receiving services from a large community mental health center
were randomly assigned to receive standard care or standard care plus
multiple-family group treatment. The two-year multiple-family interven-
tion consisted of weekly group sessions designed to educate patients and
their family members about the biological basis of mental illness and treat-
ment, to improve illness management and coping skills, and to provide so-
cial support. The group sessions were conducted by two clinicians using a
standardized protocol. Each multiple-family group included five to eight
families and consumers. Service records for the year before and after ran-
dom assignment to the study groups were examined in an intent-to-treat
analysis. Results: During the year after random assignment to study
groups, multiple-family group treatment was associated with a lower rate
of psychiatric hospitalization than standard care. It was only marginally as-
sociated with lower use of crisis services, and it was not associated with the
amount of outpatient service time. Conclusions: The findings suggest that
implementation of multiple-family group treatment in a capitated com-
munity mental health setting improves hospitalization outcomes without
increasing the overall volume of outpatient mental health services. (Psy-
chiatric Services 53:749-754, 2002)

here is growing support for the
efficacy and cost-effectiveness
of community-based mental

health care (1). For example, as-
sertive community treatment has

kered case management (2), an effect
that may be partly mediated by im-
provements in medication compli-
ance (3). Long-term family psychoed-
ucation, a form of intensified case

been associated with better client
outcomes at no greater cost than bro-

management, has been shown to be
effective in the management of schiz-
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ophrenia (4-8). However, because
study subjects typically have been re-
cruited as inpatients during an acute
phase of the illness, it is not known
whether family psychoeducation is
relatively effective and cost-efficient
when participants are recruited from
and treated in a community mental
health setting. Investigation of this is-
sue is important because family edu-
cation and support services have been
reported to occur in less than 10 per-
cent of outpatient settings (9).

Common elements in psychoedu-
cational approaches include the en-
gagement of the family as an ally in
treatment; presentation of detailed
information about mental illnesses
such as schizophrenia and their man-
agement, including techniques for
improving communication, problem
solving, medication compliance, and
appropriate use of crisis intervention;
and development of social support
networks and coping skills (10,11).
The multiple-family group approach
developed by McFarlane and col-
leagues (12,13) borrows from the
work of Falloon and associates (4) and
Anderson and associates (14). The
groups consist of six to eight families,
including the identified patients, and
are directed by two clinicians.

In the study reported here, we
present one-year hospitalization and
outpatient service utilization out-
comes of participants with schizo-
phrenia or schizoaffective disorder
(and their family members) randomly
assigned to receive multiple-family
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group treatment or standard care in a
community mental health center.
Several features of the study are note-
worthy. First, most of the outpatients
were enrolled in the study while they
were relatively stable and living in the
community. Second, the community
mental health center provided servic-
es under a capitated managed care
contract with the local administrative
agency for outpatient services—the
regional support network. The re-
gional support network assumes full
risk for outpatient mental health serv-
ices and community hospitalizations
but only partial risk for the use of the
state hospital in its contract with the
state mental health authority. Al-
though this arrangement is complex,
it approximates a common financial
and service context for the outpatient
management of schizophrenia within
the state and nationally. A concern
with managed care is undertreat-
ment, which may further reduce the
already low adherence to the treat-
ment recommendations for family
services (15) or reduce the richness of
the service background (16,17).

Third, about half of the study par-
ticipants met DSM-IV criteria for
substance abuse, and about three-
quarters were receiving atypical an-
tipsychotic medications when they
entered the study. Previous tests of
multiple-family psychoeducational
interventions have typically com-
pared participants receiving conven-
tional antipsychotics and have exclud-
ed participants with severe substance
abuse or dependence. Finally, family
psychoeducation was provided not by
the originators of the treatment, but
mostly by mental health center clini-
cians; this may be seen as an interme-
diate step between the development
and delivery of a novel intervention
and its dissemination into routine
treatment.

We compared inpatient, outpa-
tient, and crisis service utilization
data for 106 participants who had
been randomly assigned to receive ei-
ther multiple-family group treatment
(N=55) or standard care (N=51) dur-
ing the first year of the two-year mul-
tiple-family group intervention. The
comparisons controlled statistically
for inpatient service utilization. Other
variables previously shown to be asso-
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ciated with hospitalization, including
use of atypical antipsychotics, psychi-
atric symptom severity, and substance
abuse at the time of random assign-
ment to study groups, were also ex-
amined. The main hypothesis we test-
ed was that the multiple-family group
intervention would be associated with
a lower hospitalization rate without
an increase in outpatient service use.

Methods
Participants
The study participants were outpa-
tients at Spokane Mental Health in
Spokane, Washington. Patients were
eligible if they met DSM-IV criteria
for a diagnosis of schizophrenia or
schizoaffective disorder, their age was
between 18 and 45 years, they were
enrolled in mental health services in
the study community outpatient facil-
ity, they resided with family or had
regular contact with family, and both
the family members and the patient
provided informed consent. Eligibili-
ty was not affected by a history of sub-
stance abuse or dependence or cur-
rent substance abuse or dependence.
A total of 106 outpatients and all
their available family members were
recruited into one of seven cohorts
ranging in size from nine to 17 fami-
lies. Cohort start dates were spread
from February 1996 through Septem-
ber 1999. Participants in each cohort
were referred to the study by case
managers. After providing informed
consent and receiving diagnostic and
baseline assessments, they were ran-
domly assigned to standard care or
standard care plus multiple-family
group treatment. Randomization was
done within each cohort. Medication
status, including whether the patient
was taking an atypical antipsychotic
medication such as risperidone, cloza-
pine, olanzapine, or quetiapine, was
determined at baseline before ran-
dom assignment to the study groups.
Recruitment began with a caseload
review by case managers to identify
patients who met diagnostic and fam-
ily involvement criteria. Case man-
agers then contacted eligible patients
to determine their willingness to be
contacted by the project coordinator.
The coordinator explained the study
and asked for permission to talk to
other family members. Consent was

obtained from both the family mem-
bers and the patient. Over the course
of the study, about half of the patients
and families who met eligibility crite-
ria consented to participate. The most
frequent reasons for declining to par-
ticipate were that patients did not
want their families to be contacted,
family members felt that things were
going well or did not wish to commit
the time, patients or family members
did not wish to be randomly assigned
to a treatment condition, or patients
or family members did not want their
sessions to be videotaped. Most pa-
tients were chronically ill; the mean
time since onset of illness was about
ten years. Patients and families in cri-
sis or early in the course of the illness
appeared more willing to participate.

Treatment conditions
Patients assigned to standard care re-
ceived usual services, including med-
ication management, case manage-
ment, and, for some patients, thera-
peutic and rehabilitation services. A
treatment team consisting of a case
manager, a nurse, a psychiatrist, and a
social worker delivered the mental
health services. The team provided
clinical case management services
and out-of-facility services as needed.
Patients assigned to multiple-family
group treatment received standard
care plus the group treatment. Be-
cause the clinicians who provided the
group treatment typically were not the
case managers for the patients in the
group, it was necessary to ensure that
they communicated regularly with the
case managers about changes in pa-
tients” functional status, medication
problems, or service needs.
Multiple-family group treatment
was intended to improve illness man-
agement, social support, and coping
skills for the patient and family mem-
bers. The approach was based on pre-
vious research reported by McFar-
lane and colleagues (12,13). Treat-
ment interventions were designed to
educate the family and patients about
the biological underpinnings of schiz-
ophrenia and engage them in the
treatment process by using a stan-
dardized protocol of videotapes, lec-
tures, and written guidelines. Treat-
ment components included ongoing
support, formal clinical problem solv-
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ing, and expansion of social support
networks. Two family clinicians led
the multiple-family group sessions.
The clinicians were trained and su-
pervised according to a stringent pro-
tocol that included specification of
the multiple-family group interven-
tion in a treatment manual. The clini-
cians acted as group leaders, family
educators, and liaisons to the patient’s
treatment team.

The treatment protocol began with
three weekly sessions that included
the multiple-family group clinicians
and each family separately, without
the patients present. The two clini-
cians, along with the principal investi-
gator (the first author) and the project
psychiatrist, then provided an educa-
tional workshop for several families
together, without the patients pres-
ent. The workshop was modeled on
Anderson and colleagues’ survival
skills workshop (14).

Two weeks later, the families in
each cohort met with the patients
present. Weekly meetings were or-
ganized around formal problem-solv-
ing procedures to develop individual-
ized goals and coping methods. The
multiple-family group model has
been described in more detail else-
where (12,13). All multiple-family
group sessions were videotaped for
ongoing training and supervision.

Measures

Each patient was followed prospec-
tively to determine service use for
one year after the cohort start date.
Service use for the year before the co-
hort start date was studied retrospec-
tively. The data on service use were
obtained from the existing utilization
records maintained by the communi-
ty mental health center.

Outpatient service was measured in
minutes of staff time for the year be-
fore and the year after the cohort start
date. Outpatient services included in-
dividual and group therapy sessions,
medication management, and other
in-person case management services
provided to the patient. The multiple-
family group service time was also in-
cluded in the summing of outpatient
service time. Use of the urgent care
and crisis care services available at
the mental health center were
tracked separately for each group.
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Use of inpatient services was meas-
ured by determining whether or not
the patient was hospitalized for psy-
chiatric treatment. State psychiatric
hospitalizations and community hos-
pitalizations were combined for
analysis. Diagnosis was ascertained
with the Structured Clinical Inter-
view for DSM-IV (SCID) (18), ad-
ministered by an experienced psychi-
atric interviewer before the patient
was assigned to a treatment condi-
tion. SCID assessments of current co-
occurring substance abuse were also
made at this time. Five items from
the Brief Psychiatric Rating Scale
(19) were used to assess severity of
positive symptoms at baseline. Base-
line negative symptoms were meas-
ured with the global ratings of the
Modified Scale for the Assessment of
Negative Symptoms (20).

Analysis
The analysis used an intent-to-treat
design, in which data for all partici-
pants—>55 patients receiving multi-
ple-family group treatment and 51
receiving standard care—were re-
tained regardless of their level of par-
ticipation or whether they dropped
out of the study. Twenty-six partici-
pants dropped out during the first
year—11 from the multiple-family
group treatment condition and 15
from the standard care condition.
Use of atypical antipsychotics was
also analyzed with an intent-to-treat
approach—that is, defined at base-
line. Variable distributions were ex-
amined and transformed when nec-
essary (21). All analyses were con-
ducted with SPSS version 10 (22),
and directional tests of significance
were used for all outcome variables.
Because the distributions of annual
minutes of outpatient mental health
service time were positively skewed,
with means substantially higher than
medians, a log transformation of
these data was conducted before
analysis. To test whether type of
care—multiple-family group treat-
ment versus standard care—was asso-
ciated with the amount of outpatient
time after random assignment to
study groups, we conducted a repeat-
ed-measures analysis of variance
(ANOVA) on the log of outpatient
minutes for the year before and the

year after random assignment. To test
for the effects of multiple-family
group treatment on the dichotomous
hospitalization variable, we conduct-
ed a Cochran-Mantel-Haenszel an-
alysis (23,24) in which the association
between hospitalization in the year
after random assignment and group
membership (multiple-family group
treatment versus standard care) was
examined by controlling for the ef-
fects of hospitalization in the prior
year. Because data on use of crisis
care or urgent care services were not
available for the year before the inter-
vention, only an endpoint analysis
could be conducted. We used a chi
square test for the association be-
tween group membership and events.

We used Kendall’s tau b to examine
correlations between hospitalization
in the first year of intervention and
other variables that have previously
been shown to be predictors of inpa-
tient service use (25,26). Olfson and
colleagues (25) found that early read-
mission was associated with a history
of multiple previous hospitalizations,
comorbid substance use disorder, and
prescription of a conventional rather
than an atypical antipsychotic med-
ication. Other studies have found that
symptoms may predict later use of in-
patient services (26). On the basis of
these studies, the variables we select-
ed for testing included whether or not
the patient was taking atypical an-
tipsychotics at the time of random as-
signment to study groups, whether or
not the patient had substance abuse
at baseline, severity of positive and
negative psychiatric symptoms, and
number of hospitalizations in the year
before the study.

Results

Demograpbic and

diagnostic characteristics

Table 1 summarizes the participants’
demographic and clinical characteris-
tics. These variables did not differ be-
tween the patients who received mul-
tiple-family group treatment and
those who received standard care.
There were no statistically significant
differences between the groups on
frequency of substance abuse, use of
atypical antipsychotics, or the severity
of positive and negative symptoms at
baseline.
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Table 1

Demographic and clinical characteristics of patients receiving psychoeducational multiple-family group treatment or stan-

dard care
Patients receiving
All patients multiple-family group ~ Patients receiving
(N=106) treatment (N=55) standard care (N=51)
Test

Characteristic N or mean % N or mean % Normean % value?  df p
Male 82 77 42 75 40 80 .38 1 54
Age (mean+SD years) 32.7£9.0 31.9+8.5 33.6+9.6 91 104 .36
Married 14 13 7 12 7 14 .05 1 .82
Diagnosis

Schizophrenia, paranoid type 46 43 22 39 24 48 .82 1 37

Schizoaffective disorder 33 31 16 29 17 34 .36 1 .55

Schizophrenia, other type 27 25 18 32 9 18 2.78 1 .10
Severity of symptoms at baseline
(mean=SD score)

Positive symptomsb 10.8+4.6 10.9+5.1 10.8+3.9 -.14 90 .89

Negative symptoms® 8.9+3.1 8.5+2.9 9.3+3.2 1.29 92 .20
Treatment with atypical antipsychotic

at baseline 77 73 44 79 33 66 2.10 1 15
Substance abuse at baseline 58 55 33 60 25 54 .33 1 57

4 Chi square test used for categorical variables with frequency data; t test used for continuous variables
b Scores were based on ratings for five items from the Brief Psychiatric Rating Scale (19).
¢ Scores were based on the global ratings of the Modified Scale for the Assessment of Negative Symptoms (20).

Outpatient and

inpatient service use

We conducted a two-by-two (group-
by-occasion) mixed-design repeated-
measures ANOVA on the log of the
minutes of outpatient service in the
year before and the year after random
assignment to study groups. The
amount of outpatient service use in
the intervention year was lower than
in the previous year (F=19.4, df=1,

102, p<.01), but neither the group
main effect nor the group-by-occa-
sion interaction was significant. Thus
outpatient service use was not affect-
ed by group membership.

Table 2 summarizes the study par-
ticipants’ inpatient and outpatient
outcomes. Eleven of the 51 patients
in the standard care group (22 per-
cent) received urgent or crisis care
services during the year after random

assignment to study groups, com-
pared with seven of the 55 patients in
the multiple-family treatment group
(13 percent). This result favored the
multiple-family group condition, but
the effect was not significant.

To examine the effect of group
membership on hospitalization, we
used a Cochran-Mantel-Haenszel pro-
cedure that controlled for hospitaliza-
tion in the previous year (23,24). This

Table 2

Inpatient and outpatient outcomes of patients receiving psychoeducational multiple-family group treatment or standard care

Patients receiving

All patients multiple-family group Patients receiving
(N=106) treatment (N=55)  standard care (N=51)
Test
Characteristic N or mean % N or mean % N or mean % value* df pb
Outpatient treatment (mean=SD
minutes)
Year before baseline® 1,142+1,762 962+1,481 1,398+2,064 80 104 21
Year after baselined 893+1,471 949+1,644 848+1,305 -25 104 40
Crisis care during year after
baseline 18 17 7 13 11 22 1.47 1 .09
Hospitalization
Year before baseline 35 33 16 29 19 38 1.06 1 15
Year after baseline® 16 15 5 9 11 22 3.52 1 .03

All p values are directional.

o a6 T ®
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Chi square test used for categorical variables with frequency data; t test used for continuous variables

Median=293 for all patients, 248 for patients receiving multiple-family group treatment, and 345 for patients receiving standard care
Median=197 for all patients, 204 for patients receiving multiple-family group treatment, and 195 for patients receiving standard care
Significant difference between patients receiving multiple-family group treatment and patients receiving standard care
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analysis yielded a significant associa-
tion between group membership and
hospitalization (y>=3.34, df=1, p=
.04). We used Kendall’s tau b to fur-
ther examine the relationship be-
tween group membership and addi-
tional variables that had been identi-
fied in the literature as predictors of
hospitalization. As Table 3 shows, this
analysis indicated that treatment with
atypical antipsychotics, current sub-
stance abuse, severity of positive and
negative symptoms, and whether or
not a patient was hospitalized in the
year before random assignment to
study groups were not significantly
associated with hospitalization in the
year after random assignment. On the
other hand, both the number of min-
utes of current outpatient service and
group membership (multiple-family
group treatment versus standard
care) were significantly correlated
with hospitalization in the year after
random assignment to study groups.

Discussion

Considerable evidence suggests that
community-based treatment of seri-
ous and persistent mental illness is ef-
fective and efficient. Indeed, the in-
clusion of family education as a best
practice in the recommendations of
the Schizophrenia Patient Outcomes
Research Team project (9) is an indi-
cation of the empirical support for this
intervention. Despite this recommen-
dation, little formal testing has been
conducted of the effectiveness of psy-
choeducational multiple-family group
treatment in managed care communi-
ty mental health service systems.

The main finding of this study is
that the use of psychoeducational
multiple-family group treatment in a
community mental health setting was
associated with a modestly lower use
of inpatient services without an in-
crease in use of outpatient services. It
is noteworthy that multiple-family
group time was included in the count
of outpatient service minutes. Al-
though multiple-family group treat-
ment was not significantly associated
with greater use of outpatient servic-
es, a positive correlation between out-
patient service use and hospitalization
was noted. The reduction in hospital-
ization without increasing outpatient
service utilization is consistent with
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Table 3

Characteristics correlated with hospitalization during the year after baseline for
patients receiving psychoeducational multiple-family group treatment or standard

care
Kendall’s

Characteristic tau b df p?
Hospitalization during the year before baseline 0.06 104 .26
Outpatient treatment (minutes)

Year before baseline 0.05 104 25

Year after baseline” 0.15 104 .03
Severity of symptoms at baseline

Positive symptoms© 0.12 90 .09

Negative symptomsd 0.08 92 17
Substance abuse at baseline -0.03 99 .39
Treatment with atypical antipsychotic at baseline 0.08 104 .20
Study group membership (multiple-family group

treatment versus standard care)P -0.18 104 .03

@ All p values are directional.

b Significant correlation with hospitalization during the year after baseline
¢ Scores were based on ratings for five items from the Brief Psychiatric Rating Scale (19).
4 Scores were based on the global ratings of the Modified Scale for the Assessment of Negative

Symptoms (20).

findings from previous work (27)
showing that savings in family psy-
choeducation relative to individual-
based management are due largely to
shorter inpatient stays.

Our study focused only on mental
health services and did not include
general health care, services provided
through the legal system, treatment
for chemical dependence, or informal
caregiving from family members. We
did, however, obtain the medical
charts for the family caregivers. In a
future paper we will report on the ef-
fect of multiple-family group treat-
ment on use of medical services by
family caregivers.

As noted earlier, the managed care
setting for this study represents an in-
creasingly common financial and serv-
ice context for the outpatient manage-
ment of schizophrenia. As providers
increasingly enter full-risk contracts
that include inpatient and outpatient
services, developing the capacity to
control inpatient care is a wise fiscal
strategy. It is noteworthy that the ef-
fects of multiple-family group treat-
ment were observed during a time in
which the availability of outpatient
services for participants was decreas-
ing. This finding is significant in view
of a recent study by Schooler and col-
leagues (16) that did not find im-
proved outcomes for more intensive
compared with less intensive family

support programs in a service-rich
context. According to Hargreaves (17),
a service-rich context may reduce the
need for and the impact of an intensive
family education and support program
such as multiple-family group treat-
ment. In contrast, the service environ-
ment became progressively leaner as
our study progressed. A speculative
but testable hypothesis is that a fairly
intensive family psychoeducation
model such as multiple-family group
treatment may be particularly appro-
priate for service-lean settings, such as
managed care, in which the volume of
outpatient services is being decreased.

In a future report we will provide a
detailed examination of potential
mechanisms of action for the observed
effect of multiple-family groups on
clinical outcomes, such as enriched
case management services (28), im-
proved medication compliance (29-
33), and improved family supports
and coping skills.

Several limitations of our study
should be acknowledged. First, be-
cause the study is still in progress, we
have reported outcomes only for the
first of the two-year multiple-family
group intervention. Second, as noted,
the results do not include partici-
pants’ involvement with the criminal
justice system or treatment for chem-
ical dependence. Over the course of
the study, participants used both of
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these services with increasing fre-
quency. Third, the participants” de-
mographic characteristics and partici-
pant selection factors limit general-
izations of our findings predominant-
ly to patients who are male and Cau-
casian, to female family members,
and to patients and family members
willing to participate in the study. Be-
cause only about half of the eligible
patients consented to participate, the
generalizability of our findings to
nonparticipants or to patients who do
not have family contact is unclear.
Fourth, because the comparison
group received standard care, differ-
ences between multiple-family group
treatment and standard care other
than the content of the two interven-
tions, such as intensity of treatment
and expectancy, could have con-
tributed to the group differences.

Conclusions

Despite the study’s limitations, the re-
sults, along with the findings of other
studies showing that multiple-family
group treatment reduced negative
symptoms (34), suggest that family
psychoeducation may reduce psychi-
atric hospitalization rates without in-
creasing use of community mental
health services. Additional research is
needed to evaluate whether the re-
duction in hospitalizations can be
maintained over two years in the face
of further declining outpatient servic-
es and to determine the extent to
which multiple-family group treat-
ment is cost-effective in a full-risk
managed care environment such as a
health maintenance organization,
where the potential for cost shifting is
minimized. Given the high rate of co-
morbid physical illness among pa-
tients with schizophrenia, both mental
and general health service use should
be included in such an analysis. ¢
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