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This study assessed the efficacy of
the Family-to-Family Education
Program, a structured 12-week
program developed by the Na-
tional Alliance for the Mentally
Ill. A total of 37 family members
who participated in the program
were evaluated by an independ-
ent research team of trained fam-
ily member assessors at baseline,
after completing the program,
and six months after program
completion. After completing the
program, the participants demon-
strated significantly greater fami-
ly, community, and service system
empowerment and reduced dis-
pleasure and worry about the
family member who had a mental
illness. These benefits were sus-
tained at six months. (Psychiatric
Services 52:965–967, 2001) 

In recent years, algorithms and
best-practice guidelines have been

developed to guide the provision of
educational and support services to
families of persons with schizophre-
nia. Research on the efficacy of fam-
ily psychoeducation provides the em-
pirical base for these algorithms and
guidelines. However, most families
do not receive services that are con-
sistent with best-practice standards
(1). The dearth of such services in the
mental health system has led to the
development of family education
programs.

Although family education shares
many of the goals and strategies of
family psychoeducation, such as pro-
viding education and support and
helping family members cope more
effectively with the person who has a
mental illness, there are significant
differences between the two types of
intervention (2,3). Psychoeducation
tends to be clinic based and delivered
by health care professionals, whereas
family education can be community
based and delivered by trained fami-
ly members. Family education is usu-
ally shorter in duration than family
psychoeducation, and it is not linked
to the treatment being received by
the family member who has a mental
illness. 

The two interventions also have
different conceptual underpinnings:
psychoeducation derives from theo-
ries of expressed emotion, whereas
family education is based on theories
of stress, coping, and adaptation.
The primary outcome of concern in
family education is the well-being of

the family; psychoeducation primari-
ly tends to consider patient out-
comes. Finally, family psychoeduca-
tion programs are generally diagno-
sis specific, whereas family educa-
tion is used with a variety of patient
diagnoses (3). 

The most widely used family edu-
cation model is the Family-to-Family
Education Program (formerly the
Journey of Hope Education Pro-
gram), developed in the early 1990s
by one of the authors (J.B.) and spon-
sored by the National Alliance for the
Mentally Ill. This 12-week program
is taught by trained family member
volunteers with the use of a highly
structured, scripted manual (4). In
weekly two- to three-hour sessions,
family caregivers receive information
about mental illnesses, treatments
and medication, and rehabilitation.
They learn self-care and communica-
tion skills as well as problem-solving
and advocacy strategies.

The use of the Family-to-Family
Education Program is widespread
(5), and it appears to be very popular
with its attendees. Isolated studies
have found that family members who
participate in family education pro-
grams have greater knowledge and
self-efficacy and are more satisfied
with the patient’s treatment than
those who do not (6,7). However, re-
search on the Family-to-Family Edu-
cation Program is limited, and no sys-
tematic evaluation of its effectiveness
has been conducted. 

The study reported here was a
prospective, longitudinal evaluation
of the Family-to-Family Education

Pilot Study of the Effectiveness of the
Family-to-Family Education Program
LLiissaa  DDiixxoonn,,  MM..DD..,,  MM..PP..HH..
BBeettttee  SStteewwaarrtt,,  BB..SS..
JJooyyccee  BBuurrllaanndd,,  PPhh..DD..
JJaanniinnee  DDeellaahhaannttyy,,  MM..AA..
AAlliicciiaa  LLuucckksstteedd,,  PPhh..DD..
MMaarrcciiaa  HHooffffmmaann,,  MM..AA..

Dr. Dixon is associate professor of psy-
chiatry at the University of Maryland
School of Medicine in Baltimore and asso-
ciate director of research at the Depart-
ment of Veterans Affairs Capital Health
Care Network Mental Illness Research,
Education, and Clinical Center in Balti-
more. Ms. Stewart, Ms. Delahanty, Dr.
Lucksted, and Ms. Hoffman are affiliat-
ed with the Center for Mental Health Ser-
vices Research at the University of Mary-
land. Dr. Burland is deputy executive di-
rector of the education and training de-
partment at the National Association for
the Mentally Ill in Arlington, Virginia.
Address correspondence to Dr. Dixon,
University of Maryland, Department of
Psychiatry, 701 West Pratt Street, Room
476, Baltimore, Maryland 21201 (e-mail,
ldixon@umaryland.edu).

BBrriieeff  RReeppoorrttss



Program. We hypothesized that pro-
gram participants would have im-
proved well-being, empowerment,
self-esteem, and mastery and would
experience a reduced subjective bur-
den of mental illness. 

Methods
A total of 37 consenting family mem-
bers were drawn from five Family-to-
Family Education Program classes
that were scheduled to begin in the
fall of 1998 in the greater Baltimore
metropolitan area. All the classes
were conducted by teachers who
were trained by the program’s origi-
nator and director in accordance with
the program manual. Thirty-one (84
percent) of the participants were
women; 30 (81 percent) were Cau-
casian, and seven (19 percent) were
African American; and 21 (57 per-
cent) were parents. The participants’
mean±SD age was 55±11.72 years,
and they had a mean±SD of 14.9±
1.85 years of education. Overall, the
family members were caring for 37
persons who had a mental illness. The
mean age of those receiving care was

33±14.92 years, and their mean num-
ber of previous hospitalizations was
3.2±1.11. Twenty-one (57 percent)
were men. 

Study participants were assessed
prospectively at baseline, immediate-
ly after completion of the program,
and six months after program com-
pletion. The participants’ subjective
burden—for example, worry, dis-
pleasure, and subjective global dis-
pleasure—and objective burden—for
example, assistance with daily living
and supervision—of mental illness as
well as their attitudes toward profes-
sionals were measured by use of sub-
scales of the Family Experience In-
terview Schedule (8). Indexes of
self-esteem, sense of mastery, social
network, depression, and physical
health were derived from the Family
Impact Study (9). Empowerment
was measured with the Family Em-
powerment Scale (10). The tests
were administered by trained family
member interviewers during 35- to
45-minute telephone calls to the par-
ticipants. The calls were monitored
for reliability. 

We conducted paired t tests (one-
tailed) to compare baseline assess-
ments with completion assessments.
To determine whether gains observed
at completion were sustained after six
months, we conducted paired t tests
(two-tailed) between assessments at
completion and at six-month follow-
up. We applied a Bonferroni correc-
tion to minimize the possibility of
type I error and required a p value of
.004 or less. 

Results
Assessments at program completion
indicated that the participants felt sig-
nificantly more empowerment in the
community, in their family, and with
the service system than they did at
baseline; they also experienced less
displeasure and worry about their ill
family member (Table 1). No differ-
ences were noted in measures of ob-
jective family burden, attitudes to-
ward professionals, self-esteem, sense
of mastery, depression, social net-
work, and physical health. No signifi-
cant improvements or deteriorations
were noted for any measure between
program completion and the six-
month follow-up. 

Discussion and conclusions
The results of this study suggest that
the Family-to-Family Education Pro-
gram enhanced family members’ em-
powerment and reduced their subjec-
tive burden of mental illness by di-
minishing worry and displeasure.
These benefits were evident by the
end of the 12-week program, and
they were sustained for six months af-
ter program completion. Given that
the program is widely used and has
received considerable financial sup-
port from state governments (5), this
initial test of efficacy is important. 

Completing the program did not ap-
pear to affect the participants’ objec-
tive burden of mental illness, that is,
the actual, tangible “work” that they do
to care for their ill family member, nor
did it affect their self-esteem or sense
of mastery. The intervention may have
been too brief to have had an impact
on these domains, or perhaps our
measures were not sensitive enough to
detect any changes. 

Although this study focused on the
impact of the Family-to-Family Edu-
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Scores on the subscales of the Family Empowerment Scale and the Family Expe-
riences Interview Schedule of 37 family members who participated in the Fami-
ly-to-Family Education Program

Score at Score at
Score at program six-month
baseline completion follow-up

Scale Mean SD Mean SD Mean SD

Family Empowerment Scale
Community subscale

(composite of ten items)1 2.52 .76 3.05 .85 3.01 .70
Family subscale

(composite of 12 items)2 3.42 .59 3.77 .54 3.70 .49
Service system subscale3 3.35 .79 3.77 .62 3.58 .64

Family Experiences Interview 
Schedule

Affective response module
Displeasure subscale4 2.72 .86 2.43 .74 2.44 .87
Worry subscale5 2.81 .79 2.47 .71 2.45 .70

1 Possible scores range from 1 to 5, with higher scores indicating a greater level of empowerment.
For baseline-completion comparison, t=–4.45, df=36, p<.001

2 Possible scores range from 1 to 5, with higher scores indicating a greater level of empowerment.
For baseline-completion comparison, t=–4.78, df=36, p<.001

3 Possible scores range from 1 to 5, with higher scores indicating a greater level of empowerment.
For baseline-completion comparison, t=–4.43, df=36, p<.001

4 Possible scores range from 1 to 5, with higher scores indicating greater affective displeasure. For
baseline-completion comparison, t=3.46, df=36, p<.001

5 Possible scores range from 1 to 4, with higher scores indicating greater worry. For baseline-com-
pletion comparison, t=3.46, df=36, p<.001



cation Program on family member
participants, the results could have
implications for improving patient
outcomes. Reduced worry and dis-
pleasure might allow program partic-
ipants to provide a less tense and
stimulating family environment for
the patient. Improvements in family
members’ empowerment could en-
hance their ability to advocate for bet-
ter care, which in turn could result in
more appropriate treatment for pa-
tients. However, the program’s impli-
cations for patients have not been
empirically evaluated.

It should be noted that the study was
limited by its small size and scope and
the lack of a control group. Nonethe-
less, the results are encouraging with
respect to the efficacy of the program. ♦
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