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Family-member caregivers of
persons with schizophrenia
have substantial demands

placed on their personal, financial, so-
cial, and emotional resources. These
objective demands, along with care-

givers’ subjective reactions to them,
are often referred to as “burden” (1).

Vitaliano and colleagues (2) pro-
posed a model of psychological func-
tioning among caregivers of persons
with Alzheimer’s disease that hypoth-

esized caregivers’ burden to be the
result of an interaction between care-
givers’ vulnerability and stressors that
is tempered by the presence of psy-
chosocial resources. In the case of
family-member caregivers of persons
with schizophrenia, stressors include
consumers’ symptoms; adverse
events, such as psychiatric hospital-
ization; and other factors, including
short duration of illness. Although
previous research has suffered from a
paucity of standardized measures and
successful replication, each of the
aforementioned variables have been
associated with increased burden
(3–7). Caregivers’ vulnerability, in-
cluding passive coping styles charac-
terized by avoidance, resignation, and
self-blame, have also been associated
with increased burden (3,8,9).

Conversely, resources such as social
support and active coping styles that
foster mastery and self-efficacy have
been consistently associated with low-
er burden and distress (9–12). Dyck
and colleagues (3) demonstrated con-
siderable support for Vitaliano and
colleagues’ model in a sample of care-
givers of persons with schizophrenia.
The model provides a conceptual
framework for predicting the more
general effects of family psychoedu-
cation on caregivers’ psychosocial
functioning.

Family psychoeducation for the
management of schizophrenia has
been extensively studied and is cur-
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Objective: The objective of this study was to evaluate the effects of mul-
tiple-family group treatment on distress and psychosocial resources
among family caregivers of persons with schizophrenia. Methods: A to-
tal of 97 consumers with schizophrenia or another psychotic disorder
and their caregivers were randomly assigned to receive multiple-family
group treatment (N=53) or standard psychiatric outpatient care (N=44).
Reliable and valid measures were used to assess caregivers’ distress,
caregivers’ resources, and consumers’ clinical status. Results: After con-
sumers’ clinical status and baseline rates of caregivers’ distress and
caregivers’ resources were controlled for, the caregivers of consumers
who received multiple-family group treatment experienced greater re-
ductions in distress but no increases in resources compared with care-
givers of consumers who received standard psychiatric care. Conclu-
sions: Multiple-family group treatment reduced caregivers’ distress but
did not increase caregivers’ resources relative to standard psychiatric
care. (Psychiatric Services 55:35–41, 2004)



rently considered a best practice in
the treatment of schizophrenia
among adults (13). Multiple-family
group treatment, developed by Mc-
Farlane (14), integrates elements of
psychoeducation and behavioral fam-
ily therapy in a group format with two
clinicians and six to eight families.
This approach provides information
and problem-solving experiences to
family members and consumers that
are designed to improve the manage-
ment of schizophrenia.

Multiple-family group treatment
begins with a three-session joining
phase with each family and consumer.
The clinician’s goal in the joining ses-
sions is to develop a solid alliance
with the family and the patient, to
gain information from both the pa-
tient and the family about the history
of the illness as well as its impact and
the resources for managing it. Next
there is a one-day psychoeducational
workshop, followed by one year of bi-
monthly group sessions that focus on
relapse prevention. Finally, there is
then a year of monthly group sessions
that focus on social and vocational re-
habilitation (14). Multiple-family
group treatment has demonstrated a
positive effect on consumers’ nega-
tive symptoms, use of inpatient and
outpatient services, and relapse
(15–18).

Vitaliano and colleagues’ (2) model
predicts that reductions in stressors
associated with multiple-family group
treatment—for example, consumers’
symptoms—will be accompanied by
corresponding reductions in care-
givers’ burden and distress. Reduc-
tion in family burden and distress
might also be anticipated, given the
increase in caregivers’ resources
through expanded social support net-
works and beneficial coping strategies
that are expected to be learned
through the intervention (14).

However, the literature is inconclu-
sive about the effects of family inter-
ventions on caregivers’ well-being.
For example, Mueser and colleagues
(19) found that neither applied family
management nor supportive family
management, which are both similar
to multiple-family group treatment in
scope and duration, had any effect on
caregivers’ burden. On the other
hand, Stam and Cuijpers (20) found

that a family psychoeducational
group for caregivers of persons with
schizophrenia reduced objective bur-
den relative to that of persons in a
control group, and Chou and associ-
ates (21) reported that eight-week
support groups reduced both depres-
sion and burden among caregivers of
persons with schizophrenia com-
pared with persons in a control
group. In an earlier report from the
study reported here, McDonell and
colleagues (11) found that multiple-
family group treatment had no signif-
icant positive effects on caregivers’
burden. It was suggested that the
treatment’s apparent lack of effect on

caregivers’ burden may have been
due to the long duration of psychi-
atric illness in their sample (about
ten years), difficulties in reliably and
validly measuring burden, and the
lack of an explicit focus of multiple-
family group treatment on care-
givers’ psychological functioning.

This investigation reexamined the
impact of multiple-family group
treatment on caregivers’ outcomes by
focusing more specifically on care-
givers’ distress in the sample of par-
ticipants who were involved in the
same randomized clinical trial con-
ducted by McDonell and associates

(11). Whereas subjective burden de-
scribes the adverse psychosocial ex-
periences associated with caregiving,
distress can be conceptualized as an
expression of global psychological
dysfunction, which can be independ-
ent of the caregiving role.

Compared with the study by Mc-
Donell and associates, the study re-
ported here included a larger sample
of caregivers of persons with schizo-
phrenia as well as measures that were
more psychometrically sound. This
study also investigated the impact of
multiple-family group treatment on
these caregivers by using the model
developed by Vitaliano and col-
leagues (2). On the basis of the mod-
el it was hypothesized that over the
two-year course of the intervention,
caregivers of persons who received
multiple-family group treatment
would experience greater reductions
in distress and greater increases in
psychosocial resources than care-
givers of consumers who received
standard psychiatric care.

Methods
Participants
The study received institutional re-
view board approval by all appropri-
ate agencies and institutions, and in-
formed consent was obtained from all
participants. The participants were 97
consumers who were randomly as-
signed to receive multiple-family
group treatment (N=53) or standard
psychiatric care (N=44) and their cor-
responding family-member care-
givers. Descriptive statistics for the
sample are listed in Table 1. The care-
givers were primarily mothers, and
their mean age was 51.3±5.2 years.
Consumers had DSM-IV (22) diag-
noses of schizophrenia (N=64),
schizoaffective disorder (N=32), or
other psychotic disorders (N=1) and
were living in the community at the
time of study entry.

Data were collected for seven co-
horts from 1996 to 2001. Twenty-one
consumers and their respective care-
givers dropped out of treatment over
the two-year study period, 12 from
multiple-family group treatment and
nine from standard psychiatric care; t
tests indicated that those who
dropped out were not significantly
different from those who remained in
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the study in terms of baseline rates of
caregivers’ distress, resources, or ac-
tive coping or in terms of stressors re-
lated to consumers’ status—that is,
positive or negative symptoms or hos-
pitalization status.

Overview of treatment
All consumers enrolled in the study
received standard care for persons
with schizophrenia at a large commu-
nity mental health center. Services
provided under standard care includ-
ed case management, clubhouse serv-
ices, monthly medication manage-
ment, and crisis services as needed.
The consumers in the treatment
group also received multiple-family
group treatment. Each multiple-fam-
ily group was composed of six to eight
families and two clinicians, who pro-
vided the intervention on the basis of
the multiple-family group treatment
manual of McFarlane and colleagues
(23). The originators of the interven-
tion provided initial training in the
procedure and monthly supervision
of videotaped sessions.

The complete intervention lasted
two years for each cohort and includ-
ed bimonthly meetings during the
first year and monthly meetings dur-
ing the second year. Each session last-
ed 90 minutes and included socializ-
ing about non–illness-related topics,
updates on each family’s situation,
and group problem solving. Sessions
during the first year focused on the
prevention of relapse and manage-
ment of the illness and in the second
year centered on social and vocation-
al rehabilitation.

Measures
Caregivers’ distress. All caregiver
variables were assessed at baseline
and at 12 and 24 months after ran-
domization, except for perceived
stress, which was assessed monthly.
Perceived stress was measured with
use of the 14-item Perceived Stress
Scale (PSS) (24), which asked care-
givers to rate the level of stress they
felt over the previous month. Base-
line, year 1, and year 2 scores were ob-
tained by using mean scores for –2 to
two, ten to 14, and 22 to 26 months,
respectively, to provide comparisons
with annually measured variables.

Caregivers’ anger was assessed on

24 items by using the Anger Expres-
sion Scale (Ax) (25). The Ax has three
subscales that measure anger direct-
ed at others (“anger out”), anger di-
rected at oneself (“anger in”), and
anger control. Caregivers’ depression
symptoms were measured with the
Global Distress Index of the Center
for Epidemiologic Studies Depres-
sion Scale (CES-D), a 20-item scale
that is used to measure depression
and that asks respondents to rate
their moods and behaviors over the
previous week (26). State anxiety was
measured by using the 20 “state”
items of the State-Trait Anxiety In-
ventory (SAI) (27). All the caregiver
measures have well-established relia-
bility and validity, which have been
previously described (3).

Caregivers’ resources. Care-
givers’ social support was assessed
with use of the 40-item Interpersonal
Support Evaluation List (ISEL) (28)
and the Social Support Questionnaire
(SSQ) (29). An overall ISEL score
was derived by standardizing and
summing the appraisal, belonging,
tangible, and self-esteem subscales.
The SSQ asks respondents to rate the

number of relatives and other persons
whom they could turn to for support
in six situations and their degree of
satisfaction with this support. SSQ
scores were derived by summing the
scores for satisfaction with relatives
and satisfaction with others, standard-
izing each, and adding them together.

Caregivers’ coping was assessed by
using the Revised Ways of Coping
Checklist (RWCCL) (30). The RWC-
CL has 57 questions and eight sub-
scales: problem focused, seeks social
support, blamed self, wishful think-
ing, avoidance, blamed others, count
your blessings, and religiosity. Prob-
lem focused, seeks social support, and
count your blessings were standard-
ized and summed to form an active
coping subscale; blamed self, wishful
thinking, blamed others, and avoid-
ance were standardized and summed
to form a passive coping subscale.

Consumers’ clinical status. Mea-
sures of consumers’ clinical status
were gathered at baseline by using
methods and measures described
previously (15,16). Diagnoses were
assessed by clinicians with use of the
Structured Clinical Interview for

PSYCHIATRIC SERVICES ♦ http://ps.psychiatryonline.org ♦ January 2004   Vol. 55   No. 1 3377

TTaabbllee  11

Baseline characteristics of 97 consumers with schizophrenia and their caregivers

Consumers Caregivers

Characteristic N % N %

Age (mean±SD years) 32.8±9.4 51.3±12.1
Gender

Male 74 76 16 16
Female 21 22 79 81
Data missing 2 3 2 3

Race
White 88 91 87 90
Other 7 7 8 8
Data missing 2 3 2 3

Positive symptoms (Brief Psychiatric Rating Scale, 
mean±SD score)a 11±4.8

Negative symptoms (modified Scale for the Assess-
of Negative Symptoms, mean±SD score)b 8.7±3

Psychiatric hospitalization one year before randomization 67
Illness duration (mean±SD years) 10±8.6
Caregiver’s relationship to consumer

Parent 69 71
Sibling 12 12
Spouse or partner 7 7
Child 3 3
Other relative 2 3
Other nonrelative 2 3
Data missing 2 3

a Possible scores range from 5 to 35, with higher scores indicating more severe symptoms.
b Possible scores range from 5 to 25, with higher scores indicating more severe symptoms.



DSM-IV, Psychotic Disorders Ver-
sion (31). Positive symptoms were as-
sessed by using the sum of the con-
ceptual disorganization, hallucina-
tions, unusual thought content,
grandiosity, and suspiciousness items
of the Brief Psychiatric Rating Scale
(BPRS) (32).

A negative symptoms score was cal-
culated as the sum of the global rat-
ings of affective flattening, alogia, avo-
lition or apathy, anhedonia or asociali-
ty, and attention on the modified
Scale for the Assessment of Negative
Symptoms (mSANS) (33). Con-
sumers’ symptoms were measured
monthly, and mean scores were calcu-
lated in an identical manner to scores
for perceived stress. Hospitalization
data were gathered from the mental
health center at which all participants
received outpatient services. These
data were then dichotomized into two
categories: clients who had been hos-
pitalized during the year before ran-
domization and for those who had not.

Data analysis
The analyses covered three periods:
baseline, year 1 postrandomization,
and year 2 postrandomization. Bivari-

ate correlations were calculated be-
tween study variables, and the num-
ber of outcome variables was reduced
by combining theoretically similar
and highly correlated variables.
Scores were standardized by setting
means to 0 and standard deviations to
1, and composite variables were cal-
culated as the mean of individuals’
standardized scores. Repeated-meas-
ures analyses of covariance (ANCO-
VAs) were then performed on the pri-
mary caregiver outcome variables,
with baseline caregiver outcomes and
significant consumer clinical status
variables entered as covariates to as-
sess within- and between-group dif-
ferences. Statistical significance was
set at an alpha level of .05.

Results
Correlations at baseline between the
variables used as outcome variables
are listed in Table 2. The two social
support measures (ISEL and SSQ)
were predictably highly positively cor-
related, whereas passive coping was
negatively correlated with each. Be-
cause all three are related to the con-
struct of “resources” analyzed by Dyck
and colleagues (3), they were stan-

dardized, and a resource variable was
formed from their mean (passive cop-
ing was negatively coded). Active cop-
ing was not included, because its cor-
relation was somewhat lower than that
of the other three variables. Similarly,
because of the high correlations be-
tween severity of depression, anxiety,
inwardly directed anger, and per-
ceived stress and their conceptual con-
gruence with distress, the four scales
were standardized and averaged to
form a “family caregiver distress” vari-
able. Correlations between resources,
distress, and the other study variables
are also listed in Table 2.

Among study participants for
whom 12- and 24-month outcome
data were available, the caregivers of
consumers who received multiple-
family group treatment had signifi-
cantly lower levels of baseline distress
than the caregivers of persons who re-
ceived standard psychiatric care
(t=–2.6, df=64, p<.05). To control for
these baseline differences, an ANCO-
VA was performed with baseline dis-
tress entered as a covariate. A be-
tween-subjects group effect was ob-
served (F=6.6, df=1, 63, p<.05),
which suggests that the caregivers of
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Correlations between variables at baseline in a sample of 97 consumers with schizophrenia and their caregiversa

Passive Active Caregivers’ Caregivers’
Measure CES-D SAI PSS Ax-In ISEL SSQ coping coping distress resources BPRS mSANS

Caregivers’ distress
CES-D 1
SAI .65∗∗ 1
PSS .63∗∗ .63∗∗ 1
Ax-In .50∗∗ .39∗∗ .49∗∗ 1

Caregivers’ resources
ISEL –.52∗∗ –.42∗∗ –.55∗∗ –.31∗∗ 1
SSQ –.34∗∗ –.27∗∗ –.44∗∗ –.43∗∗ .60∗∗ 1
Passive coping .56∗∗ .44∗∗ .67∗∗ .47∗∗ –.46∗∗ –.43∗∗ 1

Active coping –.23∗ –.35∗∗ –.15 –.16 .31∗∗ .22∗ –.14 1
Caregivers’ distressb .86∗∗ .82∗∗ .84∗∗ .73∗∗ –.55∗∗ –.45∗∗ .65∗∗ –.27∗∗ 1
Caregivers’ resourcesc –.59∗∗ –.47∗∗ –.67∗∗ –.49∗∗ .84∗∗ .83∗∗ –.77∗∗ .27∗∗ –.68∗∗ 1
Consumers’ clinical status

BPRS .14 .07 .26∗ .13 –.03 –.14 .08 .08 .18 –.12 1
mSANS .12 .08 .30∗∗ .10 –.31∗∗ –.25∗ .04 .10 .18 –.23∗ .28∗∗ 1

Hospitalization during
the 12 months before
randomization .05 .15 .15 .13 –.01 .01 .01 .05 .14 0 .21∗ .11

a CES-D, Center for Epidemiological Studies Depression Scale, Global Distress; SAI, State Scale of the State-Trait Anxiety Inventory; PSS, Perceived
Stress Scale; Ax-In, “anger in” subscale of the Anger Expression Scale; ISEL, Interpersonal Support Evaluation List; SSQ, Social Support Question-
naire; BPRS, Brief Psychiatric Rating Scale; mSANS, modified Scale for the Assessment of Negative Symptoms

b Mean of the standardized scores on the CES-D, the SAI, the PSS, and the Ax-In
c Mean of the standardized scores on the ISEL, the SSQ, and passive coping (negatively coded)
∗p<.05

∗∗p<.01



consumers who received multiple-
family group treatment experienced
significantly lower distress than those
of consumers who received standard
care. This difference remained signif-
icant when baseline resources and
negative symptoms were entered as
covariates (F=6.8, df=1, 60, p<.05).
Mean difference scores between dis-
tress at baseline and year 1 were .17
for the standard care group and .02
for the multifamily-group treatment
group and between baseline and year
2 were .09 for the standard care
group and –.06 for the multifamily-
group treatment group.

Data for participants who re-
mained in the study at 24 months
showed small differences in baseline
resources, with caregivers of con-
sumers who received multiple-fami-
ly group treatment having greater re-
sources than caregivers of con-
sumers who received standard care,
although these differences were not
significant. Consequently, care-
givers’ resources at baseline were in-
cluded as covariates in subsequent
ANCOVAs. When baseline re-
sources and negative symptoms were
controlled for in a repeated meas-
ures ANCOVA, small group differ-
ences in caregivers’ resources at 24
months were noted, but again these
differences were not significant.
These differences remained non-
significant when baseline distress
was also entered as a covariate. 

It should be noted that because ac-
tive coping was not included in the
resources variable, it was entered as a
covariate into each of the ANCOVAs
mentioned above. Doing so did not
meaningfully change the results of
the analyses. No significant between-
or within-group changes over time in
active coping scores were found.

Discussion
Overall, multiple-family group treat-
ment was shown to be beneficial to
the psychosocial well-being of the
family-member caregivers of persons
with schizophrenia. After baseline
distress and clinical status variables
were controlled for, the distress of
caregivers of clients who received
multiple-family group treatment was
substantially lower than that of care-
givers of clients who received stan-

dard care, which lends support to our
first hypothesis.

Our significant findings for care-
givers’ distress contrast with the non-
significant results for caregivers’ bur-
den previously reported by McDonell
and colleagues (11). Important differ-
ences in methods and measures may
have resulted in the different find-
ings. Most notably, the burden meas-
ure used by McDonell and col-
leagues, which consisted of numerous
brief Likert scales to assess diverse
areas of psychosocial functioning and
caregiving, may have been insensitive
to change. The measures of care-
givers’ distress used in the study re-
ported here are established measures
of psychological status and may be
subject to less measurement error or
greater sensitivity to change. Alterna-
tively, although distress and subjec-
tive burden are conceptually related
and empirically correlated within our
data, multiple-family group treat-
ment may actually work more direct-
ly on aspects of distress that are inde-
pendent of the caregiving role and are
thus less likely to be tapped by a
measure of burden.

Because psychological distress and
dysphoria have been associated with
biological response modifiers and al-
tered immunity (34–36) and have
been implicated in poor health out-
comes (3), multiple-family group
treatment may also contribute to the
long-term health of caregivers
through distress reduction. Further
research will be needed to clarify
whether the effects of multiple-fami-
ly group treatment are of sufficient
magnitude and duration to exert a sig-
nificant influence on caregivers’
health outcomes.

Contrary to our second hypothesis,
although the resources of participants
in multiple-family group treatment
were slightly greater than those of
participants in the standard care
group, the difference was not statisti-
cally significant. The reasons for this
disparity are unclear. Data on re-
sources were available for a smaller
number of caregivers at 24 months
than was the case for the distress
analyses, which may have reduced the
statistical power to detect differences
between groups.

Alternatively, the measurement of

resource variables may have been less
relevant to the specific foci of action
of the multiple-family group treat-
ment. Although the measures have
been shown to be highly reliable and
valid, they may not have tapped the
specific domains of resources that are
affected by multiple-family group
treatment. A similar issue may explain
the null findings regarding active cop-
ing. For example, clinicians who con-
duct multiple-family group treatment
attempt to model a problem-solving
technique for family members and
consumers throughout the interven-
tion and attempt to increase social co-
hesion within treatment groups,
thereby expanding the social network
of participants. If measures of the im-
pact of multiple-family group treat-
ment on resources are directed more
toward assessing caregivers’ use of
problem solving in everyday life and
assessing the degree of continued
contact with other participants in
multiple-family group treatment,
they may be more likely to elucidate a
link between multiple-family group
treatment and caregivers’ resources
that could then be investigated in fu-
ture studies of distress outcomes.

It is also possible that multiple-fam-
ily group treatment simply does not
have an effect on the psychosocial re-
sources of caregivers. The amount of
time per month in which participants
are involved in multiple-family group
treatment is limited and may not be
sufficient to allow for meaningful in-
creases in social support, especially af-
ter allowance is made for substantial
absenteeism. Moreover, as pointed
out by McDonell and colleagues (11),
multiple-family group treatment is
designed to focus on consumers’ ill-
ness management and recovery, not
caregivers’ psychological health. Thus
modifications to the intervention,
such as breakout groups designed to
address assessment and improvement
of caregivers’ resources, may be nec-
essary to positively affect the re-
sources of family caregivers.

The analyses presented here do not
give an indication of how multiple-
family group treatment positively af-
fects caregivers’ distress. Because the
results suggest that multiple-family
group treatment does not have a
meaningful impact on caregivers’ re-
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sources, it is unlikely that such re-
sources mediated the observed
change in distress relative to that as-
sociated with standard psychiatric
care. In other studies we found that
multiple-family group treatment was
associated with reduced negative
symptoms and reduced use of psychi-
atric services after one year (15,16).
However, it is unlikely that these fac-
tors account for much of the observed
effect because of the very modest as-
sociation of consumers’ symptoms
and caregivers’ distress reported.

Another possibility is that multiple-
family group treatment has a more
complex effect on the family system
of the primary caregiver. Magliano
and colleagues (10) reported associa-
tions between the burden and coping
strategies of primary caregivers and
those of other relatives. Thus future
studies of the mechanism of multiple-
family group treatment may benefit
from measuring variables related not
only to the caregiver and the con-
sumer but also to other persons in-
volved in the lives of these two indi-
viduals. Finally, clinicians’ adherence
and competence may moderate the
impact of multiple-family group
treatment on caregivers. This issue is
currently under study by our research
group.

Additional factors limit the general-
izability of the findings. First, care-
givers of consumers who received
multiple-family group treatment had
marginally greater resources and less
distress than those of consumers in
the standard care group at baseline.
Although study participants were ran-
domly assigned to the two groups,
which suggests that the groups should
have been equivalent at baseline—
and the covariates statistically con-
trolled for these differences—repli-
cation without initial differences
would lend additional support to the
findings presented here.

Second, although a priori power
analyses suggested that the original
sample size was sufficient, the actual
sample size was smaller because of at-
trition, which limited the power of
longitudinal analyses. Finally, the
sample was homogeneous in gender,
race, and illness dimensions. Al-
though the sample was representative
of the typical outpatient with schizo-

phrenia, the long illness duration of
the consumers in the sample as a
whole may have attenuated the re-
sults, as Martens and Addington (5)
found that caregivers experience
greater levels of distress during the
first onset of schizophrenia. Thus the
effects of multiple-family group treat-
ment on caregivers who have had less
time to adapt to life after diagnosis
may be substantially different from
those found in our sample.

Conclusions
Multiple-family group treatment ap-
pears to be successful in reducing the
distress experienced by family-mem-
ber caregivers, which in turn may
have significant implications for care-
givers’ physical and psychological
health and associated service needs.
Corresponding increases in care-
givers’ resources and active coping
were not supported by the data, which
emphasizes the importance of deter-
mining the mechanism by which dis-
tress is reduced. Further research is
needed to address measurement and
methodologic issues related to the as-
sessment of caregivers’ resources as
well as to evaluate possible mecha-
nisms by which multiple-family group
treatment affects the functioning of
caregivers and other members of the
consumers’ family system. ♦
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