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Abstract

Background: Schizophrenia is one of the most serious psychiatric diseases that affects the patient’s family members in addition
to the patient himself. This disease can lead to depression and anxiety in the family members of the patient and even affect their
functioning.
Objectives: The present study was conducted to investigate the effect of a short-term family psychoeducation course on the depres-
sion and anxiety family functioning in caregivers
Methods: In this before-after clinical trial, 163 first-degree family members of patients with schizophrenia were invited to partic-
ipate in a short-term FPE course. A total of 65 of this group attended the first training session. Prior to the first session, the beck
depression inventory (BDI), the beck anxiety inventory (BAI), and the family assessment device (FAD) were completed for the partici-
pants based on a family functioning model. Six months after the end of the FPE course, the 36 subjects who had completed the initial
questionnaires and fully attended the sessions were invited to complete the questionnaires again. A total of 31 subjects completed
the questionnaires again at this stage. The data were analyzed by SPSS-20 software using Mann–Whitney and Wilcoxon rank tests.
Results: The mean age of the participants in both stages of questionnaire completion was 48.64 ± 11.85 years. Among them, 16
(51.6%) were female, and 15 (48.4%) were male. Also, six (19.4%) subjects had an education above high school, and mothers were the
most frequent participating family members with a frequency of 11 (35.5%). The anxiety and depression scores of these subjects were
10.8 ± 5.14 and 6.9 ± 2.45 at baseline, respectively. These scores decreased significantly after six months to 5.03 ± 2.48 and 4.40 ±
1.9, respectively. In addition, among family functioning, Role and Behavioral control was significantly improved (P-value < 0.05).
Conclusions: The results of this study showed that depression and anxiety levels decreased in the family members of the examined
patients six months after an FPE course. This effect can be further investigated through studies conducted with control groups. These
findings suggest that the integration and institutionalization of FPE programs in the healthcare system are essential for improving
the status of patient caregivers with severe psychiatric illnesses and their families.

Keywords: Schizophrenia, Caregivers, Family Education

1. Background

Schizophrenia is a chronic and severe psychiatric dis-
ease that afflicts more than 23 million people in the world
(1). This disease causes disability in the patient’s routine
life and usually affects their education and occupation (2).
More than 50% of schizophrenia patients across the world,
especially in developing countries, do not receive proper
treatment; one of the reasons for this issue is the lack
of access to healthcare services. Schizophrenia is curable
and controllable, and medicinal treatment along with psy-
chosocial support is effective in improving the patients’
status. It has now been proven that the old therapies pro-

vided in psychiatric hospitals do not work, and new ther-
apeutic approaches should be used in Community Mental
Health Centers (CMHCs) instead (3).

Schizophrenia affects not only the patient but also his
/ her family. In addition, the family has a significant role
in the progression of the disease and the alteration of the
severity of its incidence (4). It should generally be ac-
cepted that this disease increases the burden on family
caregivers (FCGs) and engages the family members’ feel-
ings and emotions, and pushes them toward depression as
well (5). These problems can interfere with the social and
occupational functioning of the patient’s family members.
With the onset of the disease, the family begins to focus on
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the patient’s problems and forgets their own health (6). As
unofficial caregivers, family members become so involved
in the health of their patients that anxiety and stress over-
come them, and they become a high-risk group for mental
illness (7). For this reason, and with the tension growing
in the family environment, the possibility of recurrence of
the disease increases despite the family’s care efforts. Con-
sidering this issue, paying attention to the health of the
family and the home environment will also help the pa-
tient recover (8).

Some health interventions, including education and
support for family members, have a significant reducing
effect on anxiety and depression in this group (9). Fam-
ily psycho-education (FPE) courses have been designed and
implemented from around 30 years ago to reduce the
problems faced by FCGs and patients (10, 11). The FPE is held
by psychologists and psychiatrists and seeks to promote
knowledge, capability, and hope in family members and
guides their feelings of dissatisfaction with life and having
to face a family member with a chronic psychiatric disor-
der such as schizophrenia toward a sense of satisfaction
(12). The purpose of FPE courses is not only to raise aware-
ness and improve the functioning of family members and
reduce their anxiety and stress, but it is also considered
part of the patient’s treatment that can help reduce the fre-
quency and severity of disease relapses (13). Studies have
shown that better responses are obtained by adding FPE to
the conventional treatment of schizophrenic patients (14-
16).

Iran is also one of the developing countries where the
mental health system is transforming from old-style psy-
chiatric hospitals toward CMHCs. According to studies
conducted in Iran, the prevalence of psychotic disorders in
the early years of this century was 0.89% based on the di-
agnostic and statistical manual of mental disorders (DSM-
IV) classification (17). Meanwhile, ten years later, Sharifi et
al. reported the prevalence of psychotic diseases less than
the previous study and about 0.5% based on the DSM-IV di-
agnostic criteria (18). Considering the results of these two
studies as well as the WHO figures, the number of people
with schizophrenia in Iran ranges from at least 400 (con-
sidering the prevalence of 0.5%) to 800,000 (considering
the prevalence of 1% based on global findings). At least
400,000 families throughout the country are therefore in-
volved with this chronic problem. If reducing the burden
on caregivers is considered one of the mental health goals
in Iran, macro policies are needed to cover the large popu-
lation of these families (about 1.5 million people). Launch-
ing CMHCs is among the programs that the Ministry of
Health has designed to reduce the burden of mental illness
on patients and their families as the main emphasis in care-

giving. This ministry has developed guidelines for setting
up these centers and determined the ways to deal with and
treat all mental disorders in patients and their caregivers
(19). The FPE is one of the methods detailed in this guide-
line.

2. Objectives

The present study was conducted to determine the ef-
fect of FPE on family functioning, anxiety, and depression
in the family members of patients with schizophrenia.

3. Methods

In this before-after clinical trial, family members of pa-
tients with schizophrenia were selected using convenience
sampling. This study was approved by the Ethics Com-
mittee of Qazvin University of Medical Sciences with IRCT
code: 20180223038835N1, and all participants gave writ-
ten informed consent. The samples comprised the family
members of patients who were hospitalized in the psychi-
atry department with diagnosis of schizophrenic patients
were 351 patients from March 20 to September 20, 2017,
then were contacted with them. Approximately 50% of
the invited people, 163 persons, participated in the present
study. Many people did not have the necessary coopera-
tion in the two sessions completely that we mentioned in
the limitations of this study. According to a power of 80 %
and a level of significance of 5%; finally, 31 samples were in-
cluded in the study. The inclusion criteria consisted of fam-
ily caregivers (20 to 60 years old), including father, mother,
spouse, sister, or brother of patients who were the primary
caregivers and lived with the patient. According to the
initial interview, family caregivers did not have any men-
tal disorder and signed a consent form to participate in
the study. Exclusion criteria consisted of patients with any
other mental disorders such as schizophrenia, mental re-
tardation, drug abuse, and epilepsy, and unwillingness or
dissatisfaction to continue participation in the study (ab-
sence more than two sessions in the educational program).
We also excluded patients with uncompleted data.

At first, the subjects were interviewed using the beck
depression inventory (BDI), the beck anxiety inventory
(BAI), and the family assessment device (FAD) based on the
McMaster model of family functioning (MMFF). The inter-
views were held by a collaborating psychiatrist in 8 - 12
person groups in the hospital conference hall during two
weekly sessions.

BAI is a 21-item questionnaire scored on a 4-point Lik-
ert scale from 0 to 3 that examines anxiety symptoms in
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the person. The total scores of the questionnaire deter-
mine the individual’s anxiety score. The maximum score
in the questionnaire is 63, and a score above 36 indicates
high anxiety that needs treatment. The questionnaire has
already been psychometrically assessed in Iran, and its re-
liability and validity are acceptable for the Iranian society
(20). BDI has also been evaluated for the Iranian society,
and its validity and reliability have been confirmed (21).
The BDI, just like BAI, has 21 items and is scored on a 4-point
Likert scale from 0 to 3. Emotional, cognitive, and physical
symptoms are the domains of the questionnaire. The max-
imum total score of this questionnaire is 63. Scores 0 to 13
indicate no depression, 14 to 19 indicate mild depression,
20 to 28 indicate moderate depression and scores above 29
indicate severe depression.

The FAD has 60 items within six domains, including
problem-solving, communication, roles, affective respon-
siveness, affective involvement, and behavioral control.
Each domain is composed of a number of items, and the
interviewee can answer the items with options ranging
from ‘strongly agree’ to ‘strongly disagree’. Lower scores
for each domain and for the total FAD indicate function-
ing with less disorder. This questionnaire was designed
by Epstein et al., and its validity and reliability have been
measured (22). The questionnaire has also been evaluated
in Iran, and its validity and reliability have been approved
(23).

The FPE courses were designed in accordance with the
CMHC guidelines and included two 120-minute sessions.
The sessions were held in groups and managed by two in-
dividuals. The educational subjects included an introduc-
tion to psychiatric diseases in general, an introduction to
schizophrenia, the disease symptoms, warning signs and
early help, treatment, and medications, and ways for fam-
ilies to help their patients. Six months after the training,
BDI, BAI, and FAD were re-completed for those who had par-
ticipated in the intervention program. Six people did not
visit at this stage. In addition, nine questionnaires were ex-
cluded due to deficiencies.

The collected data were entered in SPSS-20 software.
Considering that the subjects were grouped in only one in-
tervention group, the scores before and after the interven-
tion were calculated and compared. The paired t-test was
used to compare the scores. In addition, the subjects were
divided into two groups in terms of education. The student
t-test was used to compare the scores of these two groups.
The Mann–Whitney and Wilcoxon rank tests were used for
comparison in cases where the distribution was not nor-
mal or for non-parametric variables.

4. Results

A total of 31 participants completed the training course
and completed the questionnaires six months later too.
The mean age of the subjects was 48.64 ± 11.85 years, and
16 (51.6%) were female, and 15 (48.4%) were male. Moth-
ers were the most frequent participating family members
with the frequency of 11 (35.5%). Table 1 shows the subjects’
demographic characteristics and family relationship with
the patient.

Table 1 . Demographic Characteristics of the Subjects

Index No. (%)

The main caregiver of the patient in the family

Father 5 (16.1)

Mother 11 (35.5)

Spouse 8 (25.8)

Sister 1 (3.2)

Brother 2 (6.5)

Child 4 (12.9)

The family caregiver’s place of residence

Urban 27 (87.1)

Rural 4 (12.9)

The caregiver’s education

Below high school 19 (61.3)

High school and above 12 (38.7)

The family caregiver’s gender

Female 16 (51.6)

Male 15 (48.4)

The comparison of participants’ scores before and af-
ter the intervention showed a significant increase in the
domains of roles and behavioral control six months after
the intervention. The depression and anxiety scores of the
participants were 6.9 ± 2.45 and 10.8 ± 5.14, respectively,
before the intervention, which represented a low depres-
sion and anxiety level. After the intervention, these scores
decreased significantly to 4.40 ± 1.9 and 5.03 ± 2.48, re-
spectively, which again represented a low depression and
anxiety level. In addition, among family functioning, Role
and Behavioral control was significantly improved (P-value
< 0.05) (Table 2).

5. Discussion

The present findings revealed a significant reduction
in the subjects’ depression and anxiety scores and a signif-
icant increase in the scores of the roles and behavioral con-
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Table 2. A Comparison of the Indices before and Six Months after the Intervention in the Participants

Index Before the Intervention Six Months After the Intervention P-Value

Anxiety 10.8 ± 5.14 5.03 ± 2.48 < 0.001

Depression 6.9 ± 2.45 4.40 ± 1.9 0.001

Family functioning

Communication 17.0 ± 6.01 17.64 ± 5.86 0.403

Affective involvement 18.22 ± 5.77 19.8 ± 5.92 0.061

Roles 20.83 ± 9.95 25.06 ± 9.23 0.01

Problem-solving 9.03 ± 3.86 9.29 ± 3.28 0.5

Affective responsiveness 13.06 ± 4.57 13.96 ± 5.07 0.182

Behavioral control 18.96 ± 8.58 22.12 ± 8.00 0.04

Total score 22.2 ± 8.11 23.06 ± 7.94 0.319

trol domains after six months. After dividing the subjects
into two groups in terms of their level of education, no sig-
nificant change was observed in any of the indices in those
with an education above high school, while a significant
reduction was observed in anxiety and depression scores
and a significant increase in the roles score in the subjects
with an education below high school.

Studies show that 60% of people with schizophrenia
live with their family members, and 25% of these FCGs suf-
fer from mental disorders (24). Although a high prevalence
has been reported for depression and anxiety in these indi-
viduals, they showed no signs of mood disorders prior to
the affliction of a family member of theirs with schizophre-
nia (25). The most important factors related to depression
in these people included gender, socioeconomic status,
number of family members, marital status, and the rela-
tionship with the patient. The results of this study showed
that none of the FCGs had depression in the 31 families
studied; however, their depression scores decreased fur-
ther after the FPE course. The same was true for anxiety. Al-
though the stress and anxiety of caregiving comprised one
of the factors contributing to the affliction of these people
with mood disorders (26), no clear anxiety was observed in
the present study.

The results of another study conducted in Iran on the
family members of schizophrenic patients showed a signif-
icant decrease in the depression score after an FPE course.
The discussed study was a clinical trial on 90 family mem-
bers of patients divided into an FPE intervention group and
a control group. Their results showed that education, oc-
cupation, and relationship with the patient were factors
contributing to the effect of the FPE course on the subjects
(27). The present findings were similar to the results of that
study. The depression score decreased significantly after
the FPE course, but the reducing effect of the course on de-

pression was significant only in people with lower levels of
education.

Another study was also conducted in Iran on the fam-
ily members of patients with schizophrenia. In that study,
the family members received an educational package in
the intervention group. In addition, they participated in
a group discussion about schizophrenia. In contrast, two
control groups, including a placebo control group (with-
out a training package and group discussion) and a nega-
tive control group, were also studied. All the subjects were
interviewed at baseline and three months after the end of
the intervention. Their results showed that the subjects’
awareness had increased in the intervention group, and
the effects of the disease on their feelings and attitudes had
declined. One of the important points of their study was
that although there were few people in the intervention
group, they collaborated with the researchers until the end
of the study (28). This is a point that was not observed in
the present study, as 15 of the 46 subjects (about 30%) be-
came unwilling to continue participation in the study for
any reason.

A study similar to the present study was conducted in
India as a developing country, in which 30 family mem-
bers of schizophrenic patients entered an intervention
study with no control groups. By the end, 26 of these peo-
ple remained in the study. The assessment of depression
and anxiety in this group before and after the study did
not reveal a significant change (27). In the present study,
there was a significant reduction in anxiety and depression
scores, even though the present study was also an interven-
tional study without a control group, and therefore, these
changes cannot be solely attributed to FPE.

Nevertheless, according to the results, roles showed
a significant increase only in the subjects with an educa-
tion level below high school. This domain has 11 items cat-
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egorized into five groups, including financial or capital
resources, parenting and support, personal development,
family management, and sexual satisfaction. The score ob-
tained in this domain was nevertheless very close to the
cut-off point (29), and it perhaps cannot be considered in-
dicative of a disorder. In addition, the improved function-
ing is not solely related to the increase in the subject’s ed-
ucational level and requires a change in attitude and con-
tinuous training on ways of coping with stress if the goal
is to achieve behavioral improvements in the individual.

The truth is that the presence of a patient with a severe
and chronic psychiatric disorder, which is associated with
periods of exacerbation, is very difficult for family mem-
bers, especially those who are directly responsible for tak-
ing care of the patient and imposes a lot of burden on the
caregiver. The lack of information about the disease and
the feeling of inadequacy in taking care of the patient exac-
erbates anxiety in the FCG. This situation is especially more
discernible in the patients’ parents (30). Therefore, most
international guidelines recommend setting up CMHCs
and organizing FPE courses. Establishing such centers will
also help save the family budget, and families can benefit
from these community centers at much lower costs than
psychiatric hospitals. FCGs can thus be at least relieved of
the financial burden of their patient’s disease (30). Nev-
ertheless, due to the various problems in societies, espe-
cially in developing societies, as well as the different views
of some health policymakers, such centers have not yet be-
come well spread around the world.

For the past years, CMHCs have been designed in Iran
according to global patterns and have been incorporated
into some healthcare centers. One of the important tasks
of these centers based on the protocol developed by the
Ministry of Health is to include the training of patients’
families. The purpose of these sessions is to educate fam-
ilies about their patient’s behaviors being unwanted and
thereby reducing the family’s anger toward the patient. At
the same time, the family members of these patients will
be able to talk to each other about their patients’ problems
and learn how to treat the patient correctly both from the
trainer and from each other. In addition, they learn self-
care, thereby diminishing their anxiety and depression. At
the same time, the family members of the patients will be
able to talk to each other about their patients’ problems
and learn the correct way of treating their patients both
from the trainer and from each other. In addition, family
members will also learn self-care in these sessions and will
be able to employ strategies to control anxiety and depres-
sion and, if necessary, seek help from a psychiatrist to im-
prove their own life and health.

Based on a three-year experience of holding FPE

courses at Qazvin Psychiatric Hospital, despite the contact
with the family members of the patients, only 30 - 50% have
participated in these courses. The design of these courses
should be modified such that FCGs are both able and will-
ing to attend all these sessions in spite of all their prob-
lems. In addition, families should be properly familiarized
with these courses so that they can see clearly how their
participation in these sessions can reduce their caregiv-
ing burden both for themselves and for the patients. Fre-
quent follow-ups of patients through phone calls or visits
at home can be pursued to introduce these courses.

Most of the people who did not participate after the ini-
tial call were those with a higher level of anxiety and de-
pression and more disrupted family function, and they did
not participate in the initial interventions either; as a re-
sult, the individuals who participated in the educational
courses were those with a better function and less anxiety
and depression.

Our study had weak points, e.g., this study did not have
a control group, and the sample drop was high. One of the
strong points of the present study was that we observed
that the contents of the training sessions are not able to
answer all the questions of the families. Thus, we write an
educational booklet “answer to 33 repetitious questions of
family bipolar and schizophrenia patients” and present it
to the families in the sessions (31). One of the limitations
of this study is that some people lived in villages or remote
areas; thus, it was not possible for them to attend the meet-
ings in the first and second sessions. Finally, it is recom-
mended that these centers be evaluated regularly to insti-
tutionalize them and attract more patients and families
to the centers, and the results of these evaluations should
be used to modify the guidelines. Accordingly, it is possi-
ble to redesign and modify the executive guidelines of the
centers based on the needs of the community, assess the
possibility of their implementation, and integrate the cen-
ters across cities and villages, particularly in the primary
healthcare system, at all levels.

5.1. Conclusion

The results of this study showed that the depression
and anxiety levels of the FCGs decreased six months after
the FPE course. Despite the short duration of the train-
ing, this finding suggests that holding even a short-term
educational course may have a positive effect on the anxi-
ety and depression of FCGs. A controlled clinical trial can
better verify these results. Despite the positive effect of
these courses on depression and anxiety, these programs
appear to not have yet been institutionalized for imple-
mentation in the target group, as only 25% of those invited
for FPE participated in this study. According to the results
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of this study, further studies are recommended to assess
the implementation and evaluation of these programs and
their institutionalization and integration into the health-
care system.
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