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Abstract

As part of a long-term study in
schizophrenia, a model of family in-
tervention has been developed
which attempts to diminish relapse
rates of schizophrenic patients. This
model reflects theoretical and re-
search findings which suggest that
certain patients have a "core
psychological deficit" that might in-
crease vulnerability to external
stimuli. While a program of mainte-
nance chemotherapy attempts to de-
crease patient vulnerability, a series
of highly structured, supportive,
psycho-educational family interven-
tions are aimed at de-intensifying
the family environment in which the
patient lives.

The psychosocial treatment of schiz-
ophrenia has too often represented
an altruistic form of caring with ef-
fects that are variable, inconsistent
(May 1975), and for some patients,
even detrimental (Van Putten and
May 1976; Goldberg, Schooler, and
Hogarty 1977). Conversely, although
antipsychotic drug treatment is ca-
pable of inducing a remission of
psychotic symptoms for a majority of
patients (Cole and Davis 1969), as
many as 40 percent subsequently re-
lapse within a year of hospital dis-
charge (Hogarty and Ulrich 1977),
even when medication has been as-
sured by depot administration
(Hogarty et al. 1979).

Treatment requirements for
schizophrenic patients are shaped by
a knowledge base which includes a
host of very poorly understood
biological, psychological, and envi-
ronmental factors. Beyond the in-
adequacy of present knowledge,
what seems to have been lacking in
the treatment of schizophrenia is
some integrated psycho-social-

biological position regarding an as-
sumed pathogenesis from which a
reasonable treatment formulation
would logically follow. But are there
sufficient data to support a reason-
able pathogenesis for schizophrenia?
The answers are likely to range from
an unequivocal "no" to an overly
qualified "yes." It is our opinion that
expediency and intuition will con-
tinue to determine the application of
psychosocial treatment to severe
mental disorders unless some at-
tempt is made to integrate theoretical
concepts and treatment programs.
The issue is not exclusively reserved
to schizophrenia. Rather, the scores
of psychosocial treatments now
available must ultimately provide
data about their specific methods and
effectiveness if public support is to
continue (Marshall 1980). To the ex-
tent that research-based treatments
variably fail or succeed, the underly-
ing theoretical assumptions have the
opportunity to become more broadly
validated, modified—or abandoned.

Although numerous theoretical
positions regarding schizophrenia
have been developed in recent years,
it is our purpose to illustrate briefly
how selected evidence, interdisci-
plinary in nature, could support a
theoretical position about the course
of certain schizophrenic disorders
and their treatment. Until some
Copernican exercise separates cause
and effect from antecedence and
consequence in the etiology of schiz-
ophrenia, a tentative model on which
to base principles of practice is of-
fered with the full awareness that the
theoretical position is often
supported by indirect or incomplete
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evidence, methods of questionable
validity, inconsistently tested
hypotheses, and equivocal, if not
conflicting, results.

Theoretical Assumptions

Research of the past half century has
identified what many consider to be
a "core psychological deficit" among
certain schizophrenic persons. (For
an eclectic overview of this not easily
reconciled literature, see Broen and
Storms 1966; Lang and Buss 1965;
Payne, MattusSek, and George 1959;
Rabin, Doneson, and Jentons 1979;
Shakow 1962; Silverman 1972; Tecce
and Cole 1976; Venables 1964, 1978.)
The deficit—or perhaps more accu-
rately, "deficiencies"—variably ap-
pears as problems in the selection of
relevant stimuli, the inhibition of ir-
relevant stimuli, the ability to sustain
or flexibly shift focused alertness, or
as problems in stimulus recognition,
identification, integration, storage,
recall, and use. This broadly defined
"attentional process," in turn, ap-
pears to be adversely affected by the
extremes of "arousal" which "ener-
gize behavior unselectively," thus af-
fecting the intensity of response to
stimuli (Tecce and Cole 1976). Dif-
ficulties in control of the intensity
and processing of stimuli are thought
to follow upon anomalies of the re-
ticular activating system (Fish 1969)
and the higher order areas of control
in the brain (Stephens 1973). The be-
havioral results are viewed as per-
ceptual and cognitive difficulties
compatible with the principal signs
of schizophrenia (Corbett 1976).

As simple as the argument ap-
pears, considerable debate neverthe-
less surrounds the various theories of
attention-arousal dysfunction in
schizophrenia, partly because of
problems in diagnosis, in definitions

of attention, arousal, and schizo-
phrenic subtype, and in the reliabil-
ity and validity of the measures
(Neale and Cromwell 1972). Few
schizophrenic patients would likely
manifest a deficit on each of the
numerous cognitive and perceptual
tests available, and for those that do
manifest a deficit, much of the var-
iance could be attributed to clinical
state. More convincing would be
evidence that supports a well-
defined attentional deficit that exists
as a "trait" or abiding characteristic
of the person, independent of clinical
state; one that is possibly shared
among first-degree family members.
Increasing evidence suggests that
certain,aspects of attention/arousal
dysfunctions do occur among family
members of schizophrenic patients
(Asarnow et al. 1977; Grunebaum et
al. 1974; Holzman et al. 1974; Itil et al.
1974) and that attention deficits per-
sist among many patients while in
symptom remission, whether medi-
cated (Asarnow and MacCrimmon
1978) or not (Wohlberg and Kor-
netsky 1973).

The concept of a psychophys-
iologic deficit appears able to ac-
commodate related hypotheses
(perhaps as the underlying sub-
strates), which indict regulatory dys-
functions of the neurorransmitter
and neuroendocrine systems (Melt-
zer 1979) or even the structural integ-
rity of brain areas themselves (Wein-
berger et al. 1979).

It is central to our hypothesis that
these deficits in stimuli processing
are capable of being exploited (i.e.,
manifested as "schizophrenic" be-
havior) by stimuli from the natural
and therapeutic environments of the
patient. To our knowledge, no for-
mal studies exist, beyond isolated
inpatient trials, which would support
the notion that measurable psy-
chologic deficit predicts subsequent

treatment response, course, and out-
come. Further, great latitude must be
given in extrapolating from the na-
ture of laboratory stimuli and im-
paired performance to the nature of
environmental stimuli and psychotic
relapse, even though both share the
characteristic of "sensory input."
However, the evidence from envi-
ronmental psychology would at least
imply some underlying vulnerability,
since no social stress, per se, appears
sufficient to precipitate a psychosis,
yet many schizophrenic persons
seem to succumb periodically to en-
vironmental conditions.

In the therapeutic environment, cer-
tain disorganized, anxious, with-
drawn, low-insight patients have,
been observed to relapse more
quicjdy when assigned to intensive
social therapy (Goldberg et al. 1977).
Similar patients were recently ob-
served to do less well in more
dynamic, as opposed to less dy-
namic, day treatment centers (Linn et
al. 1979). Some patients also do less
well in overstimulating foster care
homes (Linn, Klett, and Caffey 1980).
Furthermore, active, intense, and
overstimulating inpatient treatment
programs have been shown to pro-
duce positive signs of schizophrenia
(Van Putten and May 1976) as have
ambitious attempts at rehabilitation
(Wing and Brown 1970). Conversely,
understimulating therapeutic set-
tings appear to contribute to negative
symptoms, such as amotivation,
withdrawal, apathy, and blunted af-
fect (Wing and Brown 1970).

Adverse stimuli from the natural
environment appear to extend from
the effects of broad cultural phe-
nomena to the effects of factors in-
herent in individual families. Com-
plex, technologically advanced
societies seem to have higher rates of
schizophrenia (Torrey 1973); while
course and outcome appear worse in
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492 SCHIZOPHRENIA BULLETIN

"developed" countries and better in
"developing" countries (Sartorius et
al. 1977). Ecological and social
pressures, which range from stress-
ful life events (Brown and Birley
1968), to induction into military ser-
vice (Steinberg and Durell 1968), to
the stress of membership in socially
disadvantaged classes (Kohn 1973),
have been associated with higher
rates of schizophrenia. As with
therapeutic settings, understimulat-
ing natural environments seem re-
lated to negative symptoms of the
disorder (Lamb and Goertzel 1971;
Murphy et al. 1972).

Although data which support the
family's role in the etiology of schiz-
ophrenia are inconclusive (Hirsch
and Leff 1975), there is some evi-
dence that these families have pat-
terns of interaction that could
exacerbate the hypothesized deficit.
For instance, family studies of
schizophrenic patients indicate a lack
of clarity and acknowledgment in
communication (Goldstein and Rod-
nick 1975; Jacobs 1975; Jones 1977;
Jones et al. 1977; Singer and Wynne
1965, 1966). Communicative be-
haviors that are vague, amorphous,
tangential, or unrelated to the topic
at hand are'frequently reported. An
individual who has difficulties con-
trolling the intensity and processing
of stimuli would be likely to exhibit a
diminished tolerance for interper-
sonal stresses in general, and for
these complex, ambiguous, or in-
tense family communications in par-
ticular.

There are other data which suggest
that certain aspects of family life may
influence the course and outcome of
identified schizophrenic patients.
Vaughn and Leff (1976), for example,
in replicating and summarizing the
earlier work of Brown, Birley, and
Wing (1972), provide convincing evi-
dence that families manifesting high

"expressed emotion" (EE)—prin-
cipally reflected in criticism and emo-
tional overinvolvement—tend to
have patient relapse rates of more
than 50 percent in the first 9 months
following hospital discharge as com-
pared to a 13 percent relapse rate
among patients from low EE house-
holds. Within the high EE group,
continuing "face to face contact"
with high EE relatives increases re-
lapse to 68 percent, even when pa-
tients receive psychotropic medica-
tion, and exceeds 90 percent in the
absence of protective maintenance
chemotherapy.

Allegedly in more benign, low EE
households, relapse rates remain low
independent of face to face contact or
the receipt of medication. (Replica-
tions of this work in other cultures,
including prospective studies in
which chemotherapy is controlled,
are currently in progress.) In a simi-
lar finding/ contention in the pa-
tient's household following hospital
discharge has recently been shown to
predict relapse on depot flu-
phenazine (Hogarty et al. 1979).

In general, then, it could be argued
that overstimulating environments
contain the pathogens sufficient to
exploit the hypothesized
psychophysiologic deficit in many
schizophrenic patients, precipitating,
in turn, the vicious cycle of hyper-
arousal, distraction, disattention,
and disease for the patient, and in-
creasing frustration and hopeless-
ness for families. The nature of the
offensive stimuli seems, in our view,
to be traced to the conditions of social
environments that necessitate adap-
tive responses to complex and/or
vague, excessive, and emotionally
charged stimuli.

Thus, our theoretical notions lead
to the proposition that if either envi-
ronmental stimulation- or the
psychological deficit is sufficiently

severe, then these factors alone or in-
teractively might represent sufficient
cause for relapse, even when medica-
tion is assured. Conversely, chemo-
therapeutic regulation of central and
autonomic nervous system dysfunc-
tion, or a more benign, stimuli-
modified environment, either alone
or interactizxly, might account for
survival.

For these reasons, we are attempt-
ing an aftercare research project
which compares the relative effec-
tiveness of medication management
and two types of psychosocial inter-
vention (social skills training and
family therapy) for patients whose
families are rated as high in "ex-
pressed emotion." The highly struc-
tured model of family intervention
described here is designed to be used
in conjunction with a program of
maintenance chemotherapy to simul-
taneously decrease environmental
stimulation and the patient's
hypothesized vulnerability to it. In
this program, a variety of supportive
and educational techniques are used
to lower the emotional temperature
of the family while maintaining suffi-
cient pressure on patients to avoid
the pitfalls of negative symptoms.

Goals of Family Intervention

The program seeks to increase the
predictability and stability of the fam-
ily environment by decreasing family
members' anxiety about the patient
and increasing their self-confidence,
knowledge about the illness, and
ability to react constructively to the
patient. By teaching the family ap-
propriate management techniques
for coping with schizophrenic symp-
tomatology, we hope to decrease the
pressures placed upon the patient,
and diminish the possibility of over-
stimulation from aspects of family
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life, particularly those affectively
charged communications that are
characterized by criticism and/or
overinvolvement. These broad objec-
tives can be illustrated by a series of
more specific and narrowly defined
goals designed to lower environ-
mental stimuli.

Increased Understanding of the Ill-
ness by the Family. The provision of
information regarding theories of
pathogenesis, course, outcome,
symptomatology, and effective man-
agement of illness tends to decrease
guilt, anger, and other emotional re-
sponses of the family and the resul-
tant need to react by either over-
protecting or attacking the patient.
Further, the "power of knowledge"
appears to decrease the likelihood of
negative or oversimplified uni-
dimensional views of the patient. For
instance, one common unidimen-
sional view among families is that the
patient is "incurably ill"; that he has
no control over his behavior. In such
cases, families tend to react with
overinvolvement, excessive concern,
and exaggerated attempts to sup-
port, close ranks, and compensate
for real but potentially modifiable
deficits. While some amount of pro-
tection is obviously necessary, exces-
sive protection can cause additional
stress for the family and the patient
by increasing the intensity of the
home environment. While overly
protective families are less likely to
impose unrealistic expectations on
the patient, they are also often un-
able to provide the structure and
separateness necessary to simplify
the environment, diminish chaos,
and promote individual growth. At
the opposite extreme, other families
hold the unidimensional view that
the patient has a character deficit or
that he is in control of his behavior
but is fundamentally malicious or

lazy. In such cases, families tend to
respond with criticism, anger, hostil-
ity, and suggestions that the patient
eliminate problem behaviors by
sheer willpower.

Both extreme responses often de-
pend upon the meaning which the
family attaches to the patient's de-
viant behavior, their understanding
of schizophrenia itself, and whether
or not they are the target of the pa-
tient's delusions or fears (Yarrow et
al. 1955). The provision of informa-
tion (however incomplete) appears to
increase the family's understanding
and tolerance of the patient, and im-
proves their ability to set limits ap-
propriately. Furthermore, informa-
tion tends to decrease conflict among
family members concerning the pa-
tient's capabilities and the most help-
ful way of responding. In turn, the
intensity of family life is diminished
and a constructive supportiveness is
enhanced.

Reduction of Family Stress. Because
certain families have problems with
differentiation or unresolved losses,
they may be more likely to develop
unhelpful responses when stressed.
Furthermore, schizophrenia itself
presents features such as with-
drawal, confusing communications,
and unpredictable behaviors that are
likely to make family life difficult
even for families that cope well with
most other crises. Because it is dif-
ficult to understand the cause and
meaning of unusual patient be-
haviors, these behaviors tend to
stimulate the family's feelings of in-
adequacy, guilt, anger, and concern.
Such feelings may also cause or ex-
acerbate the manifestations of "com-
munication deviance" (Goldstein
et al. 1978) and "expressed emo-
tion" observed in families of schizo-
phrenic patients (Brown, Birley, and
Wing 1972; Vaughn and Leff 1976).

It is possible that overstimulation
of the patient and the stress level of
the family can both be diminished by
the creation of an environment
which is predictable and supportive.
For this reason, we attempt to antici-
pate problems before they develop,
to suggest clear rules and reasonable
expectations which simplify family
interactions, and generally to sup-
port and facilitate effective interper-
sonal and generational boundaries.
Clear boundaries and rules tend to
promote structure and predictability
in family life and thus tend to di-
minish chaos, overstimulation, and
the need for reactive decisionmaking
in crisis situations. Furthermore, if
family members have been provided
with guiding principles for managing
upsetting behaviors, they are usually
less reactive to provocations, more
respectful of their own and the pa-
tient's need for distance, and more
confident of their abilities.

Enhancement of Social Networks.
There is evidence that the social sup-
port networks of patients play a role
in the onset and recovery from illness
(Andrew et al. 1978; Beels 1978;
Hammer 1963; Sokolovsky et al.
1978). Furthermore, both schizo-
phrenic patients and their families
appear to lack the connections with a
larger support network which would
allow support and feedback from the
outside world and potentially pro-
vide a buffer for stress (Beels 1975,
1978; Brown, Birley, and Wing 1972;
Tolsdorf 1975). There is some evi-
dence that family members with
fewer or less available social supports
also tend to be more involved with
and critical of the patient (Brown, Bir-
ley, and Wing 1972). While there
may be many reasons for a correla-
tion between high expressed emo-
tion and deficits in the social support
system of families, these deficits
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494 SCHIZOPHRENIA BULLETIN

might logically tend to increase the
amount of face to face familial contact
and stimulation and thus the poten-
tial for subsequent relapse.

For these reasons, a further objec-
tive of this family model is to increase
both the quantity and quality of ex-
trafamilial connections for patient
and family members. To reduce the
intensity of the family system and to
reinforce external resources for meet-
ing the needs of family members,
three types of extrafamilial contacts
arc sought: (1) interpersonal contacts
wherein others serve as outlets for
discussion of concerns, tensions, and
needs, thereby providing support
and reassurance; (2) social or recre-
ational contacts which serve to dis-
tract, amuse, or stimulate areas of
interest that might decrease the total-
ity of family investment in the pa-
tient and in his illness; and (3) work
or service contacts which emphasize
alternate areas of personal compe-
tence, altruism, and the ability to
contribute to others.

Diminishment of Long-term Issues
Contributing to Family Stress. The
final objective is highly individual
and arbitrary. As the crisis passes,
there may become available sufficient
energy to enable the family to deal
with longstanding conflict or three
generational patterns that may be
preventing growth and development
of individual family members. These
problems need not be specific to the
families of schizophrenic patients,
but may constitute extra liabilities to
a family attempting to cope with the
long-term effects of schizophrenia.
Of particular concern are such issues
as marital discord or unresolved loss
which could discourage the indi-
viduation of the identified patient, in
addition to being an ongoing source
of pain for other family members.

The four major goals discussed

above are interwoven through sev-
eral types of family interventions, in-
cluding family sessions with and
without the patient and sessions
with groups of families. These ses-
sions may be conducted by a clinician
from any one of several disciplines so
long as the clinician has training and
experience in working with the
families of severely disturbed indi-
viduals. The model is deliberately
oversimplified and authoritative by
design. Without a, dear and directive
"road map," clinicians can be easily
overwhelmed by families of schizo-
phrenic patients. Furthermore, the
model is supportive, concrete, and
educational since the ambiguity
present in most therapeutic situa-
tions would seem to be nonproduc-
tive and even counterproductive for
these highly stressed families and pa-
tients (Mosher and Keith 1979) and
for the clinicians attempting to help
them. An assumption is made that
the high anxiety present in a crisis
must be modified in order for
families to leam about the illness and
effective mechanisms for coping with
it. Although some discomfort and
anxiety is probably a necessary com-
ponent of learning, specific attempts
are made to avoid stimulation that
could exploit the patient's psycholog-
ical deficit, and the family's already
high anxiety. The treatment process
has a developmental sequence which
includes four overlapping phases
that are made logically distinct here
for illustrative purposes. Table 1 rep-
resents an overview of the goals and
techniques of each phase of treat-
ment.

Phase I: Connection With the
Family

Phase I begins as soon after admis-
sion or as early in the episode as pos-
sible and involves at least two ses-

sions per week throughout the brief
hospitalization or acute phase of the
illness. It is explicitly suggested that
the family be involved from the be-
ginning of the hospitalization since
this approach appears critical to the
maintenance of an effective aftercare
program (Anderson 1977; Hogarty,
Goldberg, and Schooler 1975). Un-
less the acute phase of the patient's
illness remits rapidly, most Phase I
sessions will be held without the
identified patient. From observations
discussed in more detail elsewhere,
sessions with an acutely psychotic
member are usually not helpful (An-
derson 1977; Mueller and Orfanidis
1976). However, at least one session
with the entire family, including the
patient, is held before discharge.

The following represent the essen-
tial components of Phase I interven-
tions:

Joining the Family (Minuchin 1974).

In becoming part of the system before
attempting change-producing inter-
ventions, the clinician demonstrates
respect for the family's boundaries and
diminishes tendencies toward resis-
tance, rejection, and discontinuance of
therapy. In this case, "joining" in-
volves social conversation and
thoughtful sharing of information be-
fore any direct attempts to change fam-
ily patterns. The clinician attempts to
adapt to the family's style of relating
and strives to increase the family's
level of comfort, acceptance, and feel-
ings of being understood. Further-
more, since the approach aims to
lower anxiety, an attempt is made to
increase predictability and the family's
sense of control by providing in ad-
vance concrete information about the
therapeutic process and each person's
role in it.

Establishing the Clinician as the

Family Ombudsman. Although the
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Table 1. Overview of the process of treatment

Phases Goals Techniques

Phase I
Connection

Phase II
Survival skills workshop

Phase III
Reentry and application

Phase IV

Maintenance

Connect with the family and enlist coopera-

tion with program

Decrease guilt, emotionality, negative reac-

tions to the illness

Reduction of family stress

Increased understanding of illness and pa-

tient's needs by family.

Continued reduction of family stress

De-isolation—enhancement of social net-

works

Patient maintenance in community

Strengthening of marital/parental coalition

Increased family tolerance for low level dys-

functional behaviors

Decreased and gradual resumption of re-

sponsibility by the patient

Reintegration into normal roles in commu-

nity systems (work, school)

Increased effectiveness of general family

processes

Joining

Establishing treatment contract

Discussion of crisis history, and feelings

about the patient and the illness

Empathy

Specific practical suggestions which

mobilize concerns into effective coping

mechanisms

Multiple family (education and discussion)

Concrete data on schizophrenia

Concrete management-suggestions

Basic communication skills

Reinforcement of boundaries (generational

and interpersonal)

Task assignments

Low key problem solving

Infrequent maintenance sessions

Traditional or exploratory family therapy

techniques

usual function of a family therapist
would be to represent the entire fam-
ily system, including the patient, the
natural emphasis of the hospital sys-
tem on the patient must be counter-
balanced by investment in the fam-
ily's concerns and problems during
this phase. Families are often ignored
or mistreated by mental health pro-
fessionals, or at best given sympathy
without direction. Often the family is
used only as a resource for gathering
historical information about the pa-
tient with little attention to their
needs and concerns. In many cases,
whatever contact is made with the
family contains the implication that
they are to blame for the patient's
problems, further stimulating guilt,
pain, and potentially leading to the

family's withdrawal from the treat-
ment system (Anderson 1977; Apple-
ton 1974; Deasy and Quinn 1955;
Hatfield 1978; Keith et al. 1976; Kint
1977; Kreisman and Joy 1974; Lamb
and Oliphant 1978; Maxmen, Tucker,
and LeBow 1977). Since schizophre-
nia is often a chronic illness, many of
these patients and their families will
have been involved in years t>f un-
successful attempts at treatment. The
family's reactions to past treatments
and the differences between these at-
tempts and the current program
must be discussed to establish
therapeutic credibility. The clinician
establishes his role and expertise by
stressing his availability, interest,
and commitment. He listens, pro-
vides helpful information, and re-

spects the family's needs and re-
quests. When information must be
gathered, consistent attempts are
made to avoid an unwitting accusa-
tory stance.

The family clinician keeps the fam-
ily informed of ward decisions re-
garding the patient, ensures the fam-
ily's input into treatment planning,
and provides the family with direct
suggestions and information to add
structure to their attempt to cope
with the current crisis. Furthermore,
it is made explicit that the clinician
involved with the family is available
for emergency phone and in-person
contacts, and will act as the family's
representative with other therapeutic
and rehabilitation systems, services,
and mental health personnel.
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Eliciting Reactions to Illness.
Families usually experience con-
siderable pain, frustration, embar-
rassment, and anger before resorting
to the hospitalization of a disturbed
member (Kreisman and Joy 1974).
Candid discussions of the illness and
its impact are designed to decrease
the inevitable sense of guilt families
seem to experience when a member
has a mental illness. At this time, the
clinician can also begin to establish
the foundations of a treatment con-
tract by assessing family stress levels
and priorities. The process will fre-
quently involve asking the family
about such issues as their own
theories about the patient's prob-
lems; the patient's role in the family;
their reactions when they first be-
came aware that the patient needed
help; the type of problems they en-
countered before they came to the
hospital; and how they have been
treated by extended family, friends,
and professionals. Particular atten-
tion is paid to feelings about "in-
voluntary" hospitalizations since
such procedures usually extract a
high psychological and interpersonal
price from the family. Only when the
clinician has a good grasp of the type
and level of difficulties experienced
by the family is reassurance given.
Too rapid reassurance will be viewed
as insincere and will decrease the
clinician's credibility.

Mobilizing the Family's Concern. In
spite of deep concern about the pa-
tient, most families feel helpless and
irrelevant in effecting change. The
clinician emphasizes that they can
have an important and constructive
impact if they apply their concern by
performing tasks which will augment
the treatment process. Concrete
suggestions are made about things a
family can do to help the patient re-
main out of the hospital and in the

community. Mobilization of a fami-
ly's strengths and power to help
reinvolves them in the patient's life
in a potentially constructive way and
gives the family an important sense
of mastery that may help to diminish
guilt, anger, and criticism.

The Treatment Contract. A mutual
agreement about the goals, content,
length, rules, and methods of
therapy is formally established.
Therefore, the main complaints and
concerns of the patient and the fam-
ily are formulated by the clinician
into clear, specific, mutual, and at-
tainable goals. If there are crucial
goals that the family has not men-
tioned spontaneously, the clinician
will negotiate to have them placed on
the treatment agenda. No unilateral
goals are entertained.

It is important to avoid goals which
imply major moves toward au-
tonomy or emancipation in the early
stages of treatment. While steps to-
ward differentiation are reasonable
agenda items, the introduction of
major "separation" issues im-
mediately following a psychotic
episode can create more stress than it
resolves, causing everyone to feel
overwhelmed or bad about them-
selves and therapy.

In general, the clinician suggests a
specific number of sessions during
which three or four central issues rel-
evant in the current crisis will be dis-
cussed, yet leaves the door open for
the contract to be renegotiated.
Specific rules of therapy which rein-
force order, structure, and bound-
aries are suggested. These include
directions that no family member
speak for another (Mueller and Or-
fanidis 1976) and no family member
is permitted to lose emotional or
physical control during sessions.
This phase of treatment provides the
beginnings of a good working rela-

tionship, an agenda upon which to
build, and a climate that reduces an
overstimulating, emotionally
charged family atmosphere.

Phase II: Teaching Survival
Skills for Living With
Schizophrenia

Phase II is primarily educative and is
accomplished in a day-long work-
shop format attended by all members
of four or five families new to the
program. The workshop is held early
in treatment and serves to provide
not only basic information about the
illness and its management, but to
establish the themes of the entire
treatment program. It is designed as
a multiple family enterprise to pro-
mote a process of de-isolation, de-
sensitization, and normalization
about the subject of mental illness in
the family.

Through their exposure to other
families struggling with similar is-
sues and problems at the workshop,
the families have an opportunity for
increased coping through positive
comparisons with others and the be-
ginning of an artificial support net-
work (Beels 1975; Pearlin and
Schooler 1978). The creation of a
support network is further stimu-
lated by coffee and lunch breaks dur-
ing which both staff and families
interact informally. Since the tech-
niques and advantages of multiple
family groups are discussed
elsewhere (Atwood and Williams
1978; Barcai 1976; Berman 1972; Derre
et al. 1961; Harrow et al. 1967; LaBart
and Morony 1964; Strelnick 1977), it
is sufficient to say here that the op-
portunity for contact and interaction
with other families in similar cir-
cumstances, combined with the
educative input, appears to have
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been extremely useful to families in
the project.

1

The format of the workshop con-
tains the following elements:

Information About the Illness. The
best available evidence related to the
phenomenology, onset, treatment,
course, and outcome of schizo-
phrenic disorders is summarized for
families in clear and understandable
language. Descriptions of the experi-
ence of patients are used to help the
family to understand the patients'
experience of schizophrenia, includ-
ing examples of difficulties in proc-
essing and responding to compli-
cated or excessive interperbonal
stimuli. So that families can come to
truly appreciate the patient's point of
view, these descriptions are aug-
mented by handouts of material writ-
ten by former patients (Bachman
1971; McDonald 1960). Although
qualifiers are liberally employed in
light of incomplete and inconsistent
available data, an attempt is made to
promote cognitive mastery among
family members by offering an or-
ganized and conceptually consistent
model of the nature, treatment, and
outcome of schizophrenia.

Current views about the
pathogenesis of the illness are
shared, with emphasis on data which
suggest a cognitive and perceptual
disturbance and the likelihood of pa-
tient sensitivity to overstimulation.
Questions about causes (including
family interaction theories and ge-
netic issues), prognosis (including
the risks of relapse associated with
the receipt or discontinuation of drug

1
 Initially, this part of the program in-

volved only one day-long session. By
popular request, we have scheduled an
optional bimonthly followup meeting for
the families on an ongoing basis.

and psychotherapies), and treatment
(including psychotherapy, chemo-
therapy, diets, megavitamins,
and hemodialysis) are encouraged
and responded to as simply and ac-
curately as possible considering our
current knowledge of this disorder.
Factual data, and our own opinions
of these data, are kept distinct. Opin-
ions for which little or no direct evi-
dence exists are identified as such
and are often recast as research ob-
jectives of the program.

The effects of antipsychotic medi-
cation are given special attention.
Mechanisms of action, possible side
effects, and use of antiparkinsonian
agents are explained. The role of
medication in the reduction of vul-
nerability to internal or external
sources of stimulation is stressed.
The importance of the family's sup-
port for the medication program is
emphasized along with the need for
their ongoing feedback about its
positive and negative effects on the
patient.

Information About Management.
This knowledge base about schizo-
phrenic disorders then becomes the
basis for introducing techniques of
management that can facilitate pa-
tient progress, avoid decompensa-
tion, and diminish the family's tend-
encies to react emotionally to each
change in the patient's behavior. Al-
though research data on family in-
teraction and schizophrenia are re-
viewed, families are informed that
there is no firm evidence that families
"cause" schizophrenia. It is stressed,
however, that we have reason to be-
lieve that the family has the power to
influence the course of illness.

Families are helped to see the need
to create barriers to overstimulation
by setting limits and distancing
without rejection. This recommenda-
tion usually must be reinforced re-

peatedly throughout the course of
treatment and translated into very
specific suggestions for responding
to irrational fears, paranoid ideas,
obsessive rituals, and threats of vio-
lence. In general, the family is en-
couraged to set limits on unreason-
able and bizarre behavior, and to do
so before the tension builds, others
become upset, and a blowup occurs.
Direct limit setting, however, is not
encouraged for families of paranoid
patients. In such cases, the family is
encouraged not to confront paranoid
delusions directly, but simply to say
that they can appreciate the anxiety
such beliefs must create (Anderson
and Janosko 1979).

Overall, the family is encouraged
to normalize their routine and in-
teraction as much as is possible, and
not to keep waiting for the patient's
"other shoe to drop." Following the
receipt of information, most families
immediately see the need to diffuse
the intensity of the home environ-
ment and provide sufficient "psycho-
logical space" for the patient. This
space is ensured by encouraging the
family to adopt an attitude of "be-
nign indifference" toward the patient
and a decreased focus on the details
of his behavior. This decreased focus
on the patient is also encouraged by
stressing the importance of continu-
ing a normal level of attention to the
needs of other family members. For
instance, parents are encouraged to
be aware of signals of the needs of
other children and signals of waning
tolerance in their partner.

The need for modified expecta-
tions about the patient and his be-
havior is also a focus. For instance,
during the period immediately fol-
lowing his hospitalization, the pa-
tient's need for rest, sleep, and a
moderate level of inactivity and
withdrawal is stressed (Schooler et
al. 1980). It is suggested that what
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appears to be an unusual need for
sleep is often unavoidable but will
usually diminish. When the need for
increased sleep is predicted in ad-
vance and is redefined as a phase in
the recovery process, families are
better able to tolerate what appears
to be an inevitable period of patient
inactivity. Without such predictions,
many families find the patient's ex-
cessive sleep intolerable; they per-
ceive an apparently healthy adult
who seems either to be lazy or just
not trying.

Modified expectations are also
suggested in evaluating the patient's
overall performance. There is a risk
of creating a hopeless atmosphere
which encourages negative symp-
toms and the label or role of "pa-
tient" if the expectations of families
and patients are too low or the illness
is viewed as intractable. On the other
hand, frustration, failure, and re-
lapse are possible if expectations are
too high (Goldberg et al. 1977). An
attempt is made to strike a balance
between realism and hope. Family
members are asked to help patients
by encouraging the use of an "inter-
nal yardstick" (Anderson, Meisel,
and Haupt 1975) which involves
comparing oneself to where one was
a month ago, rather than to where
others are today. This is useful in
sensitizing the patient and the family
to small signs of progress, thus
avoiding discouragement.

Communication. Our approach to
communication in these families is
based on the belief that the content of
interactions matters less than clarity,
simplicity, and control of barrage-
ment. While many families of
schizophrenics have multiple and
serious problems in communication,
we feel a strong focus on communi-
cation dysfunction is too frustrating
and anxiety provoking for both the

family and the clinician. Therefore,
the aim is primarily to modify com-
munication indirectly by modifying
the meanings of behavior and
educating the family about the pa-
tient's needs. Only four communica-
tion issues are addressed directly:

1. Keeping discussions at a moder-
ate level of specificity by avoiding ex-
cessive detail, abstraction, or ver-
biage.

2. Differentiating description from
evaluation (i.e., the ability to say
what happened, as opposed to how
one feels about it).

3. Accepting responsibility for one's
own statements and allowing others
to do the same (e.g., "I didn't like
what you said," as opposed to "You
didn't mean that because I don't like
it").

4. Expressing acknowledgment and
emphasizing positive messages and
supportive comments.

Concern for Self. Many families ini-
tially respond to a psychotic episode
as though it were an acute illness that
will remit in a matter of days or
weeks. This assumption often leads
to family members centering their
lives around the patient, becoming
more socially isolated themselves in
the process. While this can be an ap-
propriate short-term coping mech-
anism during a crisis, over time such
behaviors are likely to so deplete the
resources of the family that it can be-
come impossible for them to provide
the long-term support that is
needed. It is emphasized that in
schizophrenia, there is likely to be an
extended period of time before in-
crements in personal and social ad-
justment are visible (Hogarty,
Goldberg, and Schooler 1974). For
this reason, parallels are drawn be-
tween schizophrenia and chronic

physical illnesses, such as diabetes,
in which patients and family must
leam ongoing management tech-
niques and methods of living with
the illness without allowing its
symptoms to dominate their lives.
This metaphor is not meant to
suggest that schizophrenia is a medi-
cal illness; rather it is used to pro-
mote a recognition of the need for
ongoing treatment, management,
and concern without yielding to
hopelessness or guilt. Family mem-
bers are encouraged to talk of their
difficulties to friends and extended
family and to engage such people in
psychological support and practical
help. The increased quantity and'

1

quality of extrafamilial connections
for both the patient and family mem-
bers help to reduce the intensity of
the family system and to reinforce
alternative resources for meeting the
needs of all family members.

The process of de-isolation and de-
sensitization of the families begins in
the workshop by exposure to other
families struggling with similar is-
sues and by stressing the need for
the family to have a life style which
does not entirely center on the pa-
tient and which maintains the fami-
ly's own resources for nurturance
and support. It is difficult for many
families to consider their own need
for survival as important when a fam-
ily member is in crisis, but we
encourage this by emphasizing its
altruistic purpose—that is, its
importance in helping the patient
over time.

Finally, the survival skills work-
shop introduces opportunities for the
family to discuss and integrate the
experience they have been through,
and also to be helpful to others.
Families are asked to share their ex-
periences, to discuss their reactions
to the workshop, and to contribute
their suggestions for helping other
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families going through this experi-
ence. In selected cases, families are
asked later to share their gains more
directly (in person or by videotape)
with other families who are at an ear-
lier stage in treatment. In this way,
family members are given an oppor-
tunity to integrate what they have
learned with what they have experi-
enced, and to increase their percep-
tions of what they have to offer to
others. Furthermore, these discus-
sions provide emotional distance
through conceptualization, thus dis-
couraging those automatic "emo-
tional" responses to upsetting situa-
tions, often regretted once there has
been time for reflection and recon-
sideration.

Although much of our own earlier
training experiences would argue
against a candid exchange of infor-
mation as a method of changing fam-
ily patterns, families have long re-
quested such help (Deasy and Quinn
1955; Hatfield 1979; Kint 1977). Fur-
thermore, this method of interven-
tion is becoming more common and
the preliminary results are strikingly
positive (Dincin, Selleck, and
Streicker 1978; Falloon et al. 1978;
Leff 1979). Earlier fears that labeling
(an inevitable component of this
educative program) might encourage
psychiatric symptomatology appear
unwarranted (Greenley 1979). Ado-
lescents and grandparents, profes-
sionals and manual laborers uni-
formly volunteer comments about
the helpfulness of learning what pro-
fessionals do and do not know about
schizophrenia and having a chance
to question and participate.

Phase III: Reentry and Applica-
tion of Survival Skills Themes
to Individual Families

The third phase of family interven-
tion involves family sessions with the

patient. These sessions begin as soon
as the acute phase of the illness has
been controlled and progress from
weekly to biweekly sessions for at
least a 6-month period.

2
 During this

phase of treatment, the management
themes of the survival skills work-
shop are individualized and applied
to specific situations and concerns in
a structured and directive manner.
Most interventions during this phase
relate to two main themes: the rein-
forcement of family boundaries and
the gradual resumption of responsi-
bility by the patient.

Reinforcing Family Boundaries. The
overall goal of increased structure
within the family and increased
psychological space for the patient is
operationalized through repeated at-
tempts to reinforce interpersonal and
generational boundaries, and to di-
minish the boundary between the
family and the community.

Respect for interpersonal bound-
aries often increases spontaneously
following the survival skills work-
shop. This may be the result of de-
creased reactivity and increased
self-respect as guilt diminishes.
Nevertheless, families are encour-
aged to respect interpersonal bound-
aries in concrete ways such as allow-
ing family members to speak for
themselves, allowing family mem-
bers to do things separately, and rec-
ognizing each person's limitations
and vulnerabilities. A family routine
is encouraged which builds in "time

2
 Initially, we scheduled these sessions

weekly throughout the first 6 months. Al-
though we stressed the fact that mainte-
nance was our only goal at this time, the
metacommunication of weekly sessions
appeared to suggest that more was possi-
ble and desirable. The move to less fre-
quent sessions appears to have been a
relief to patient, family, and therapist.

outs," thereby allowing the patient
or others to retreat to their rooms or
to go for a walk when feelings of
agitation or overstimulation arise.
Furthermore, the patient and the
family are asked to discuss and agree
upon signals which indicate the need
for psychological space and the need
for support. If both patients and
families can identify and verbalize
these "signal" behaviors, families
can be helped to avoid the tendencies
to engage in "mind reading," over-
responding to every symptom as if it
meant patients were getting sick
again, or underresponding by ignor-
ing all messages to avoid confronta-
tions.

Patient behaviors which are prob-
lems for the family and family be-
haviors which are problems for the
patient are all discussed.

Tendencies to ignore, negate to-
tally, or reinterpret unclear messages
are discouraged. The patient and the
family are encouraged to develop
rules to live by that do not violate
anyone's individual integrity or pri-
vacy. Families are asked to set limits
on the patient's requests if they are
unreasonable, and provide oppor-
tunities for reality testing when pos-
sible, without becoming overintru-
sive with the patient. Patients are
asked to assume responsibility for
letting the family know their needs
and to perform tasks sufficient to
maintain the morale of the house-
hold.

Generational boundaries are rein-
forced by supporting a solid marital
coalition with both partners meeting
their adult needs within the adult re-
lationship, and uniting for the sake
of child-rearing or patient care tasks
(Fleck 1966; Minuchin 1974; Walsh
1979). In families with a severely dys-
functional child (of whatever age), it
is common to see one, if not both,
parents as being more involved with
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the child than with their spouse. This
weakens the much needed marital
coalition and the ability of spouses to
be supportive to one another in times
of stress. Furthermore, such cross-
generational alliances put burdens
on the younger generation to meet
parental needs at the expense of their
own needs to grow, differentiate,
and emancipate.

Tasks which discourage the exces-
sive mutual involvement of some
members and encourage other rela-
tionships are assigned. For instance,
to increase generational boundaries
and firm up a marital coalition, par-
ents may be given tasks that engage
them in a social activity as a couple,
without the patient or other children.
If they have not spent time alone to-
gether for some time, beginning ac-
tivities are suggested which do not
require a great deal of interaction or
intimacy (e.g., a movie or sport activ-
ity). Later, activities which require
more talk are instituted (e.g., dinner
or walks). Reinforcement of bound-
aries is also accomplished by divid-
ing the family into various groupings
for portions of sessions—sometimes
the parents alone, sometimes the pa-
tient alone—to legitimize the needs of
both generations for privacy and
separateness (Mosher 1969).

During these months, attempts are
continued to gradually build conec-
tions for the family and the patient
with others outside the family, thus
enhancing the social network.
Suggestions are made for family
members to contact and connect with
extended family or friendship ties. If
no ties currently exist, assignments
are geared toward beginning connec-
tions and involvement of family
members in structured social groups
which might enable them to develop
such contacts. Pressure toward in-
creased social contacts for the patient
moves more slowly. After a hos-

pitalization, most patients are so-
cially inactive, socially isolated, and
devoid of support systems external
to the family. Some of this isolation
and withdrawal might be crucial for
the avoidance of stimulation and re-
lapse (Schooler et al. 1980). There-
fore, very gradual steps are made to
involve the patient with others in
structured situations which do not
involve emotional intensity.

Gradual Resumption of Responsi-
bility. Since this apparently is the
time of highest risk for relapse
among patients vulnerable to stimu-
lation (Hogarty and Ulrich 1977), the
clinician and the family choose only
those issues from the established
treatment contract which must be re-
solved if the patient and family are to
live together with a minimum of
chaos and thus avoid rehospitaliza-
tion. Although attention is given first
to those issues raised spontaneously
by patient or family during the first 6
months after a hospitalization, these
issues must be attainable and related
to and consistent with the primary
goal of maintenance outside the hos-
pital. For instance, both patient and
family might request that the first
goals be that the patient return to
work and live independently in an
apartment of his own, although he
has not worked in 2 years and he has
never lived away from home. In such
cases, a return to work could consti-
tute a stress severe enough to
precipitate a relapse; therefore, the
clinician suggests that successful
accomplishment of small tasks pre-
cede this ambitious goal. He suggests
that if the patient can stay out of the
hospital for 6 months, the task of re-
turning to work can become a focus; if
he works for 6 months, the task of
moving to an apartment can be dis-
cussed.

During these first few months, our

approach stresses a gradual re-
engagement of the patient in the nor-
mal functioning of the household.
Simple structured tasks appear to be
less threatening to both patient and
family and can be used as first steps
toward complete reintegration into
the patient's pre-illness world. At
times, chores done with another fam-
ily member are assigned to support
the patient and promote specific sub-
system relationships or positive famil-
ial interaction. At other times, inde-
pendent projects are assigned. This
task focus allows the clinician to
measure progress and give positive
reinforcement for small successes as
they occur. Furthermore, task ac-
complishment enhances self-esteem,
an important aspect of coping be-
havior, and a beginning step toward
independent functioning.

The most difficult issue during this
phase is often the patient's apparent
lack of motivation and energy. For
many families, it was easier to be un-
derstanding when the patient was
clearly bizarre than when he enters
this phase of not being overtly ill, but
also not being functional. Since our
direct attempts to energize patients
during this period have been unsuc-
cessful, a great deal of support and
encouragement is given to the fam-
ily, with an emphasis on the need for
patience and tolerance.

After a period of time has passed
during which the family and pa-
tient's functioning as a unit has been
stable, there is a decreased need to
focus entirely on issues of day to day
survival. If patients begin to show
signs of increased energy and rest-
lessness, the focus of the treatment
contract is changed gradually to one
which emphasizes a return to effec-
tive work and social functioning.
Tasks are assigned which are more
ambitious, and parents are encour-
aged to remain supportive but begin
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to be more demanding in their expec-
tations for the patient's performance.
Often the frequency of sessions is in-
creased (to weekly sessions), in order
to provide more support during a
time of greater pressure, or to
monitor and fine-tune tasks and de-
mands to match the abilities of the
patient. The tasks of this phase are
influenced by the premorbid level of
functioning of patient and family. A
crisis involving regression in both the
patient and the family often occurs
when an increase in pressure and
level of goals is initiated. At such
times, increased structure is reinsti-
tuted temporarily, along with the
encouragement that the gradual
process of increased functioning
continue.

Of particular importance in this en-
tire process is the idea of making one
change at a time. For example, if the
patient is seeking a new job, it is not
the time to also discontinue his
medication. If he has moved into a
new apartment, it is not the time to
change jobs. This point must be
stressed repeatedly for two reasons.
First, patients often become impa-
tient because they are behind their
peers in accomplishing developmen-
tal tasks. When they feel good, there-
fore, they often try to do everything
simultaneously. Second, clinicians,
particularly young ones, so highly
value progress and independence
that they tend to reach for its attain-
ment unrealisrically or without re-
spect for limitations and defenses. In
the area of emancipation, this is often
reinforced by the popular view that
the family of a schizophrenic patient
is disturbed and destructive, and
therefore the patient should be
helped to "escape" as quickly as pos-
sible. Whatever the home situation,
the patient must take one step at a
time and only when both patient and
family are ready to do so. We assume

that the issue of emancipation is par-
ticularly upsetting and must be han-
dled with great care. Gradual moves
toward independence should result
in less contact between the patient
and family, increased differentiation,
and decreased interpersonal stress,
expressed emotion, and potential for
relapse. However, sudden emanci-
pation could prduce stress in and of
itself. Therefore, a gradual, explicit,
and carefully managed process of dif-
ferentiation is suggested for these
stimuli-dependent and vulnerable
individuals. A number of therapeutic
techniques are used to accomplish
this process. Among these are the
use of modeling, role playing, and
videotaped segments of other
families solving or dealing appropri-
ately with similar issues. Frequently,
tasks are given as homework as-
signments to help stimulate move-
ment toward the specific goal.

Finally, Phase III involves teaching
about the appropriate use of thera-
peutic resources. Since many fam-
ilies are unsure of when to call for
help and are reluctant to intrude or
impose, the clinician's availability for
crisis intervention on an emergency
basis is stressed. Furthermore, family
members are verbally rewarded for
bringing issues to family sessions
and for simply attending. It is pre-
dicted in advance that this phase of
therapy will be slow and sometimes
discouragingly painful. This predic-
tion helps families to see progress
and intermittent setbacks as normal,
not as a result of their inadequacy,
and helps to avoid premature discon-
tinuation of treatment.

Phase IV: Continued Treatment
or Disengagement

Once the goals for effective function-
ing have been attained to the'

maximum degree possible consider-
ing the patient's abilities and the cur-
rent family structure, the family and
the patient are presented with two
possible options for treatment: They
may elect to engage in more inten-
sive weekly family therapy to facili-
tate effective family interaction, deal
with unresolved issues, conflicts,
and developmental tasks, and
gradually encourage increased dif-
ferentiation. This might include a
focus on problems such as marital
discord between the parents, school
problems in a sibling, or even, as
several authors have suggested, on-
going family problems as a result of
roles, myths, or unfinished mourn-
ing created by the death of a
grandparent who has died in relative
proximity to the birth of a patient
(Mueller and Orfanidis 1976; Walsh
1978).

This treatment option involves
moving into a more traditional form
of family therapy with increased ex-
pression of feeling, increased
therapeutic pressure, and increased
responsibility of family members for
the therapy and their participation in
it. In some families, therapy is not
necessary for these problems since
the successful coping with crises
generalizes to other situations, en-
abling family members to resolve
such issues on their own. Other
families do not wish to work on these
problems or do not see them as es-
sential to their life with one another.
For these reasons, this phase of
treatment is clearly labeled as op-
tional, and families are asked to
gauge their own needs and strengths
to cope with it at this time. If the
family does not elect this treatment
option, they move toward a phase of
decreased involvement and ther-
apeutic maintenance.

Once a family has accomplished its
goals or achieved as much help on a
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family basis as they can tolerate ox as
they wish to receive, maintenance
sessions of a gradually decreasing
frequency for a year or more are
suggested. These maintenance ses-
sions do not involve the introduction
of new issues by the clinician, but
serve to reinforce earlier themes and
interventions and to avoid any sud-
den increase in stress caused by un-
expected major changes or the ab-
rupt discontinuance of the support of
therapy. Our past experience has
shown that many of the benefits of
treatment interventions occur only
after 18-24 months of therapy
(Hogarty, Goldberg, and Schooler
1974). While at least one other study
has demonstrated substantial
symptom improvement after only six.
sessions, the population in that
group tended to include a higher
number of first admissions (69 per-
cent) than is customary among sam-
ples of schizophrenic patients
(Goldstein et al. 1978).

For this reason, families are given
appointments which gradually di-
minish in frequency; yet the oppor-
tunity for additional appointments is
there should the need arise. The in-
tent of these sessions is to maintain
initial gains and to abort potential
new episodes by anticipating stress
and reinforcing knowledge about the
illness and its characteristics. Period-
ically, the clinician conducts reviews
of what has been accomplished in
order to reinforce morale, and to
keep new troubles in perspective.

Summary

We have described a method of iam
/
-

Uy intervention designed for a large
subgroup of families of schizo-
phrenic patients who, because of
their vulnerability to overstimulating
environments, are prone to relapse.

Family dynamics are rarely a direct
focus in this program, but alliances,
boundaries, and processes do change
over the course of treatment.

The method of intervention in-
cludes the provision of information
which attempts to equip the family
with a rational guide for interacting
that is designed to neutralize the pre-
cipitators of relapse and the despair
of behavioral deficits. While no one
component is unique, this psycho-
educational model, which is derived
from a synthesis of clinical
experience and interdisciplinary
research, could prove valuable in
altering the course of schizophrenic
illness.

Over the course of the next few
years, a total of 40 patients will have
been randomly assigned to this fam-
ily model and the results compared
with other methods of intervention.
At present, however, only 13 families
have been seen over a 15-month
period with an average of 17.1 ses-
sions. The patients in these families
were four females and nine males
who had a mean age of 27.1 years.
The average length of illness was 6.8
years and included 3.2 hospitaliza-
tions. Eight families are middle or
upper-middle class; five are lower-
middle or working class.

Although empirical data on the ef-
fectiveness of the program are not
yet available, preliminary im-
pressions are nevertheless encourag-
ing. Families have been relatively
easy to engage and seem to respond
well to the progrm. Of the 12 paren-
tal families involved, no treatment
dropouts or relapses have occurred.
The one nonparental family was
noncompliant (did not attend the
survival skills workshop and only
sporadically attended sessions), and
the patient suffered a relapse. This
patient was a 52-year-old single par-
ent of eight children with a 22-year

history of schizophrenia. It may well
be that the model cannot cope with
this level of chronicity or requires at
least some family members who have
the authority and ability to provide a
structured environment for the pa-
tient. Clearly, this is less feasible
when a parent, rather than a spouse
or child, is ill.

Nevertheless, it does appear that
certain families can be a resource for
the long-term management of schiz-
ophrenia if they are given support
and information. It remains to be
seen whether these results can be
maintained or generalized to other
populations. However, before sac-
rificing the families of schizophrenic
patients on the altar of "expedient
separation," it would seem ethical, if
not scientifically imperative, to at-
tempt to develop this primary re-
source for patients.
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