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 Introduction
Those of us who have given up are not to be abandoned as ‘hopeless cases'. The truth is that at some point every single person who has been diagnosed with a mental illness passes through this time of anguish and apathy… So it is not our job to pass judgment on who will and will not recover from mental illness and the spirit-breaking effects of poverty, stigma, dehumanization, degradation and learned helplessness. Rather, our job is to participate in a conspiracy of hope. It is our job to form a community of hope which surrounds people with psychiatric disabilities (Deegan, 1996).
People experiencing the challenges of serious mental illness can often receive a significant amount of the support that they need to achieve their recovery goals from family members and other friends in the community. When they are clients of a mental health center, they can benefit along with the clinicians from the inclusion of family members, if the family members have the education and support needed. The Clinical Practices Advisory Panel (CPAP; see Appendix A) has the task of reviewing the McFarlane Model of Family Psychoeducation and Supports (FPE), that has been developed as one of the Substance Abuse and Mental Health Services Administration (SAMHSA) evidence-based practices (EBP) toolkits. The McFarlane model of FPE can provide the education about mental illness, teach problem-solving skills, and provide the support the client and family members need to be successful. However, there are several other clinical, and community options that need to be considered. The community options in Vermont include Family to Family (F2F) and support groups offered by NAMI-VT, and peers can use the Wellness Recovery Action Plan (WRAP) process to include their family members. 

Family members are in a unique position, because they usually know more than the professionals about the family member who is the client. Therefore, family members are valuable for planning effective interventions, and family members are often the primary members of the client's support system in the community. However, stresses in the families that include a member with a serious mental health challenge are high for daily hassles and major life events. Stress is normal. How it is handled is what is important. If the stress in the family is not handled well it can lead to a worsened probability of a person reaching recovery goals (Mueser, 2008).
It is important to consider interventions that include families, because there are a large number of families that may benefit from one of them. Approximately 70% of clients with a serious mental health challenge have contact with family members who provide support and assistance, and 40% to 60% have regular contact with their families (Mueser, 2008).

Descriptions of Selected Family Psychoeducational Practices

Family Psychoeducation (FPE) is the EBP described in the SAMHSA Tool Kit (Family Psychoeducation Implementation Resource Kit, 2003), but based on the evidence and expert opinion there are several practices that need to be considered to meet the needs of all the consumers and families who live in the community and may become involved with the designated agencies. The services offered by a designated agency and in the community need to be matched to the needs of ever person with a mental health challenge, their families, and the resources available. Only a minority of clients and families need FPE or a related cognitive behavioral intervention provided by professional group leaders (Mueser, 2008). Family Psychoeducation and Behavioral Family Therapy, professionally lead cognitive behavioral interventions will be described, but also Family to Family (F2F) workshops presented by NAMI-VT for family members and the Wellness Recovery Action Plan (WRAP) peer lead process will be described. Finally, changing the approach of the designated agencies to providing services in a family-based manner will be considered. This approach to providing all services at a designated agency is not evidenced-based at the current time, but it is probably an appropriate match for most clients and their families (Mueser, 2008).

Family Psychoeducation

Family Psychoeducation (FPE) can be implemented as either a practice that works with individual families or in multifamily groups. FPE can be conceived of as a set of tools that separate illness from the person, identify problems, explore multiple options, prioritize steps, develop action plans, and delegate and distribute tasks (McFarlane, 2005). The core elements of FPE are:
· Joining

· Education

· Problem-solving

· Interactional change

· Structural change

· Multifamily contact 

The individual family format has been found to be more effective for clients who have had very positive response to medication, have emotionally resilient families, and have developed good coping skills. FPE multifamily groups have been shown to be more effective in highly stressed and highly exasperated families in which medication and other treatments have not been fully effective and when the family is already hampered by other challenges (e.g., divorce, medical illness, separation or refusal of siblings to support the relatives). FPE multifamily groups have also been found to be more effective in the first episode (Family Psychoeducation Implementation Resource Kit, 2003). 
A primary goal of FPE in the individual or multifamily mode is to reduce family expressed emotion and thereby reduce the risk of psychotic relapse and increase the probability of recovery. Expressed emotion is defined as perceived criticism, lack of support, and unrealistic expectations. The FPE multifamily group approach goes beyond this goal of reduced expressed emotion to address social isolation, stress, and stigma as experienced by families and clients alike.
FPE proceeds through four stages. The first two joining and the psychoeducation workshop are similar for the individual and multifamily approaches. Joining refers to the stage of working with clients and families that is characterized by collaboration in attempting to understand and relate to the family. During the joining phase, a partnership is developed between the client, family, and practitioner. The joining phase typically extends from three to five sessions (three to six weeks) and is the same in both single and multifamily formats. The goals of joining phase are to:

· Establish a working alliance,

· Learn about family issues and problems which may contribute to stress either for the family,

· Learn about the client's and family's strengths and resources,
· Work toward hope and a recovery orientation, and

· Create a contract with mutual and attainable goals.
The second phase is an educational workshop for the families only that lasts typically for an eight-hour day. The family members are invited to attend workshop sessions conducted in a formal, classroom-like atmosphere. Usually several families attend the workshop at a time, but if appropriate the education can be done in a single-family format. However, the opportunity to interact with other families in similar situations greatly enhances the power of this portion of the intervention. Biological, psychological, and social information about mental health challenges and its management are presented through a variety of formats to accommodate the needs and learning styles of the participants, and there are question and answer periods. Formal problem solving and communications skills training are techniques introduced that will be utilized during the remaining phases of FPE.

The phases after the psychoeducation workshop are ongoing family sessions for one to four years. In the multifamily format there are two co-facilitators and five or six families each with a member with a similar diagnosis. Meetings are scheduled every other week for a minimum of nine months, and monthly thereafter. The time-line is approximate. Relapse prevention is the focus of the meetings for the first year. The second year rehabilitation becomes the focus and the third year and beyond network, formation and recovery are explored at the meetings.
The co-facilitators closely control the format of these sessions. Particularly at the beginning the task for the co-facilitators is to adopt a business-like tone and approach that promotes a calm group climate, oriented towards learning new coping skills and engendering hope (Family Psychoeducation Implementation Resource Kit, 2003). The structure of the multifamily group meeting starts with informal socializing and check-in, ("caring and sharing"). The main part of the meeting is devoted to group problem solving, and making an action plan. The same processes occur in the individual family session, but the "brain storming" and action plans come from the family experiencing the challenge (Mueser, n.d.).

FPE is a very flexible practice and can be implemented in many environments (e.g., inpatient units, partial hospital programs, outpatient settings, Assertive Community Treatment programs, group homes, nursing homes, or with family groups like NAMI (Mueser, n.d.) 

Behavioral Family Therapy (BFT)
Kim Mueser, one of the developers of Behavioral Family Therapy (BFT), but also probably the foremost researcher in this area, told the CPAP his reasons for focusing on BFT. The practice is the most widely studied model of family treatment that is validated across multiple cultural groups. BFT is well standardized with a manual and fidelity measures. The individual family focus facilitates outreach and engagement, by avoiding the coordination, scheduling and increased transportation needs for a multifamily group, but it is compatible with multiple family group formats (Mueser, 2008).
BFT has many of the same components as FPE. These are engagement, assessment, psychoeducation, communication skills training, problem solving training and, additional problems and strategies (Mueser, 2008). However, these are similarities should be expected because they are components common to all the EBPs the Clinical Practices Panel has reviewed (see Appendix G). The difference is that each EBP is specifically adapted to a particular population with similar mental health challenges. BFT is conducted during one-hour sessions with the individual family that includes the client and relatives. An "open door" policy allows reluctant participants to join the sessions when they are ready.
Engaging the Family requires the therapist to be respectful, non-judgmental, and empathic. During the engagement period, the family members are invited to help by becoming members of the treatment team, and they are allowed to vent (tell their stories). The therapist also states the goals of BFT as education, reducing hospitalizations and helping the client become independent (Mueser, n.d.).
The family assessment period should include one to two hours with each family member individually, followed by a three-month period to develop family goals (Mueser, 2008). The process of the assessment works to find the answers to several questions asked of the client and other family members. Each one is asked:
· What do you understand about the disorder(s)?

· What are your short-term goals?

· What are your long-term goals?

· What interferes with obtaining your goals?

Then the family as a unit is questioned about family strengths, challenges they have with communications, and how the family solves problems together (Mueser, n.d.).
The focus in BFT is on learning new information and skills, not fostering insight. The objectives are the reduction of family stress, modifying relatives attributions about symptoms and responsibility, teaching more effective coping behaviors (e.g., problem solving), improved family monitoring of illness, and access to treatment team for rapid intervention (Mueser, 2008).
Families usually meet for one to two years, on a declining contact basis starting out weekly and declining in frequency to monthly meetings as is appropriate. The BFT treatment sessions are structured. There are initial greetings, and a review of the week since the last session. Then pressing problems needing immediate attention, if any, are identified. These are set aside to be addressed at the end of the session if necessary. Family members’ goals are reviewed after educational sessions. Then homework and the family meeting are reviewed. After the reviews, the therapist and family continue work on a topic from a previous session or begin new topic. Based on the work in the session homework is assigned (Mueser, n.d.). A person can call the group leader outside the meeting, but he/she must promise to bring the subject of the call up in the family session (Mueser, 2008).

The principles of the psychoeducational process in BFT help to explain how the practice is adapted to the client and family and is recovery oriented (Mueser, n.d.). These principles are:
· Education is interactive.
· Multiple teaching aids are used.
· The consumer is the “expert”.
· Relatives’ experience and understanding are elicited.
· Conflict and confrontation is avoided.
· Education is a long-term process.
· Understanding is continually evaluated.
· Materials are reviewed as often as possible.
Family-to-Family (F2F)
The Family-to-Family (F2F) education program is a 12-week course for family caregivers of individuals with severe mental illnesses provided by the National Alliance on Mental Illness (NAMI). Family to Family does not require the family member, who may have a severe mental illness, to be a client of a designated agency or even recognize that he/she may have a severe mental illness. The course is taught by trained family members with all instruction and course materials free to the family member participants. F2F has been being presented in Vermont for 10 to 15 years and 400 to 500 families have done the curriculum, which is 10 times more than FPE.

The F2F curriculum fits well with the educational components of FPE and also meets many of the group support aims, because many of the family members can and do move on to support groups that are time unlimited. The length of the intervention at 12-weeks is much shorter than FPE or BFT, which is more convenient for many family members, which allows many more family members to participate. However, even a 12-week commitment to F2F is a challenge for many family members.

The Family-to-Family curriculum focuses on schizophrenia, bipolar disorder (manic depression), clinical depression, borderline personality disorder, panic disorder, obsessive-compulsive disorder (OCD), and the dual diagnosis of mental illness together with substance abuse. The course discusses the clinical treatment of these illnesses and teaches the knowledge and skills that family members need to cope more effectively. The curriculum includes:
· Current information about schizophrenia, major depression, bipolar disorder (manic depression), panic disorder, obsessive-compulsive disorder, borderline personality disorder, and co-occurring brain disorders and addictive disorders

· Up-to-date information about medications, side effects, and strategies for medication adherence

· Current research related to the biology of brain disorders and the evidence-based, most effective treatments to promote recovery

· Gaining empathy by understanding the subjective, lived experience of a person with mental illness

· Learning in special workshops for problem solving, listening, and communication techniques

· Acquiring strategies for handling crises and relapse

· Focusing on care for the caregiver: coping with worry, stress, and emotional overload

· Guidance on locating appropriate supports and services within the community

· Information on advocacy initiatives designed to improve and expand services 
Wellness Recovery Action Plans (WRAP)

Mary Ellen Copeland with other like-minded people who wanted to have more control over their mental health challenges developed the Wellness Recovery Action Plan (WRAP) in Vermont. WRAP was a reaction to people with a mental health challenge not being included when planning and decisions were being made by clinicians. This process takes away voice, choice, and responsibility from them. WRAP is widely implemented in Vermont, The United States, and other countries (Copeland, 2002).

WRAP is a structured way for a person to self-monitor his or her life and have planned responses for maintaining health. A WRAP also includes plans for responses from others when symptoms have made it impossible for the person to continue to make decisions, maintain self-care, and be safe. WRAP involves the individual writing her/his own plan and it is the person's choice who the plan is shared with. The only part that needs to be shared is the crisis plan, as it directly involves others. However, there are no limitations on who the person includes in developing the WRAP. There is also no reason a family as a group cannot make a family WRAP plan.

The WRAP planning process is driven by the person at his or her pace. The process does not provide answers for the person, but does help them find the needed resources. Therefore, engaging in the WRAP process does not eliminate the need for other services, but it does allow the person to organize and use available services in the best way. The WRAP is not a product that is made complete at one time. It is a living document that the person can continually adapt based on further learning about him/her and the changing environment. The WRAP is a bit like a personal user manual that helps the person know when maintenance is necessary and how to do it. A description of the sections of the WRAP demonstrates the recovery orientation of the process.

· The wellness section is a description of what an individual is like when they are well.

· The wellness toolbox is a list of things that a person knows will keep them well and those things that they need to avoid.
· The daily maintenance section is a list of things that the person needs to do daily, weekly or monthly to stay well.

· Triggers are external events or circumstances that may make a person feel less well. A person writes his/her personal triggers then an action plan of what to do if the trigger were to occur. 

· Early warning signs are the subtle internal signs of change that indicate to a person that they are becoming less well. These personal signs of change are listed with an action plan of what to do when a sign is detected.

· When things are breaking down, these feelings, and behaviors indicate to a person that things are more serious and that she/he needs to take immediate action to prevent things from getting worse. The person writes a list of signs that things are breaking down for him/her and an action plan of what to do.

· A crisis plan is a comprehensive plan that is written when the person is well. It tells others how he/she would like to be cared for when he/she can no longer care for him/herself.

· A post crisis plan is a plan for helpers to know when they no longer needed to take over care. It also includes a reducing support plan as the person starts to take back responsibilities and recover from the crisis.

Family-Friendly Services at the Designated Agency

Mueser and Fox (2000) in a letter to the editor noted that numerous studies have shown that family members collaborating with mental health professionals improves the long-term outcome of persons with severe mental illnesses (e.g., Dixon, Adams & Lucksted, 2000; Mueser & Glynn, 1999). However, most community mental health centers do not provide services to families (Dixon, Goldman & Hirad, 1999). The sentiment in the CPAP was that for the most part the designated agencies are not welcoming to families and do not provide services in a family-friendly manner. One advocate attending the meeting stated that the level of collaboration between the family and treatment team is very often low with the family not being allowed to take part in the treatment team. Family members do not see clinicians working with families, and they believe the clinicians do not see the need or have the desire to do family work.

Mueser and Fox (2000) pointed to several explanations like blaming families for mental illness, insufficient funding, or the level of staff training. The solution suggested was one of authority and accountability. The need is to have a person with the authority and appropriate job description to Implement and maintain family-friendly services, with a title like director of adult family services. The following could be the position description.

The primary functions of the director of adult family services are to develop, coordinate, and oversee services provided to the families of consumers with severe mental illness in the community support program. The person must have experience working with families of adult persons with severe mental illness, including parents, spouses, and children of clients, and must be able to train new clinicians in the principles and practice of family work. The director is expected to perform the following tasks:

· Identify and train clinicians in family work

· Lead and supervise family work

· Monitor the delivery of family services

· Develop, implement, and oversee family programs

· Work with a family advocate as a liaison with the National Alliance for the Mentally Ill

· Participate in continuing education activities.

The proposal is actually much more than creating a new position. The director of adult family services would be expected to be a champion for cultural change at the designated agency. Cultural change may have to be the first necessary step before evidence-based practices like FPE or BFT can be successfully implemented, or collaboration with organizations like NAMI-VT to provide F2F or Vermont Psychiatric Survivors to organize WRAP. 

Family-friendly services can include the following (Mueser, 2008). There should be routine discussions with clients about permission to share information with relatives limited by the clients' wishes. Therapists being able to make appointments at times families are available. Routinely provide clients and families with information about Family-to-Family and WRAP. Opportunities should be offered clients and family members to build skills and gain knowledge, and finally, the physical surroundings should be made pleasant. If the agency does become family-friendly with treatment, teams open to working with families when appropriate. The needs of many clients and families may have been met even if the other EBPs (i.e., FPE and BFT) described in this section have not been implemented.
Concordance with Recovery Values
The question many people with mental health challenges ask is, "Can you trust your own brain?" If individual or family work is done in the medical model, it can be very disempowering and stigmatizing. We know now that a brain is not just broken. Brains are plastic and recovery is possible. This knowledge keeps hope alive. Part of the reason both WRAP and F2F were developed was as a reaction to the consumer and family not being in the driver's seat. Being led by a clinician working in the medical model takes away choice and responsibility. The philosophy and process of the therapist led family psychoeducational models, FPE and BFT, are in high concordance with recovery values. The commonalities among these models support this.

· Educating families about mental health disorders

· Having concern and empathy for the client and family
· Avoiding blame and pathologizing 

· Fostering the development of all family members

· Improving communication and problem-solving skills

· Providing treatment that is flexible, and tailored to individual needs

· Encouraging family members to develop social supports outside the family

· Instilling hope for the future

· Taking a long-term perspective (Mueser, 2008)

The designated agencies in Vermont have little practical knowledge of FPE, because the implementation has been very limited. Therefore, the concerns related to adherence to recovery principles are based mainly on more general experience and careful reading of the fidelity scale. BFT, F2F, and WRAP were briefly considered, and no major concerns were expressed, but the focus of the CPAP was on FPE. 

The general concerns are common to all practices. It is very possible that the services in any practice can be delivered in a manner that is antithetical to recovery without proper supervision and training.

Family equals your support system, especially when family is loosely defined to include friends that are interested in your welfare. Therefore, having significant others involved in your recovery is a bridge to the community. A designated agency could make family involvement problematic by making it mandatory or not presenting the option to clients in an effective manner. There is a delicate balance between being too pushy and limiting access, which is purely a function of supervision and designated agency policy. In the case of FPE or BFT sharing information among family members with well informed consent of the client and all family members can be quite challenging, and if not done well can be harmful.

The majority of the review of FPE for concordance with recovery values came from a review of the FPE fidelity checklist. Many of the items on the FPE fidelity checklist seem to be strength based (Fidelity items 4, Family Practitioner Alliance, 8, Coping Strategies, 10, Multimedia Education, and 12, Structured Problem Solving; see Appendix D). However, several elements of the FPE model do not appear to be in alignment with recovery principles in all situations. 

Fidelity item 5, Detailed Family Reaction. In single-family joining sessions, the clinician(s) identify and specify the family's reaction to their relative's mental illness (see Appendix D). Detailed family reaction can be guilt inducing, and not all family members may be ready to hear what other family members have to say. There may be an imbalance in the readiness for family members to participate in the process.
Fidelity item 6, In single-family joining sessions, the clinician(s) identify and specify the precipitating factors to their relative's mental illness (see Appendix D). Looking back for the "roots" of the problem, exploring precipitation factors is often disempowering for the client and detrimental to the process. It is much better to be forward looking as in the family meetings where solutions to current problems are explored. Therefore, problem-solving skills are client empowering, while exploring the past is not. The here and now is the place to be. The exception noted was when the client is in the process of transitioning from the hospital to the community when exploring precipitating factors may be appropriate.

Fidelity item 9, Educational Curriculum In individual or group sessions, the clinician(s) use a standardized curriculum to teach families about mental illness. The curriculum covers at least six topics: psychobiology, diagnosis, treatment, and rehabilitation, reactions to experiencing psychosis as a family, relapse prevention, and family guidelines (see Appendix D) it appears the curriculum could be stigmatizing if the educational topics listed in the manual are closely followed. A recovery component needs to be part of the education, and the curriculum should not only be biological and psychosocial but also spiritual.

Evidence for Family Psychoeducational Models
The evidence for family work is strong and has been being developed longer than all the practices being reviewed by the CPAP (see Appendix A) other than Assertive Community Treatment (Mueser, 2008). Family Psychoeducational models were introduced in the 1960s for people with a serious and persistent mental illness (Liberman, & Liberman, 2003). These approaches have emerged as the treatment of choice for schizophrenia, bipolar disorder, major depression, and other disorders as an adjunct to medication management (McFarlane, Dixon, Lukens, & Lucksted, 2003; Murray-Swank & Dixon, 2004).

More than 30 randomized controlled trials (RTC) have demonstrated reduced relapse rates, improved recovery of patients and well-being among participants (McFarlane, Dixon, Lukens, & Lucksted, 2003; Murray-Swank & Dixon, 2004). These RTCs have examined many models and Kim Mueser believes that the McFarlane multifamily model for FPE does not have superior evidence to the other cognitive behavioral models. Robert Drake, the leader of toolkit development, had to select a model among equals for SAMHSA. It may be that the McFarlane model is more economical, but the level of evidence is not the best (Mueser, 2008).

Although evidence-based family psychoeducational models vary in their technical details, all the models share common elements. The Schizophrenia Patient Outcomes Research Team (PORT) has recommended that, “Persons with schizophrenia and their families who have ongoing contact with each other should be offered a family intervention, the key elements of which include a duration of at least nine months, illness education, crisis intervention, emotional support, and training in how to cope with illness symptoms and related problems.” (Murray-Swank & Dixon, 2004). The World Schizophrenia Fellowship made another formulation of key elements based on the evidence for effective family psychoeducational models. Successful programs accomplish the following tasks (Murray-Swank & Dixon, 2004): 

• Coordinate all elements of treatment and rehabilitation to ensure that everyone is working towards the same goals in a collaborative, supportive partnership. 

• Pay attention to both the social and clinical needs of the consumer. 

• Provide optimum medication management. 

• Listen to families’ concerns and involve them as equal partners in the planning and delivery of treatment. 

• Explore family members’ expectations of the treatment program and expectations for the consumer. 

• Assess the strengths and limitations of the family’s ability to support the consumer. 

• Help resolve family conflict by responding sensitively to emotional distress. 

• Address feelings of loss. 

• Provide relevant information for the consumer and his or her family at appropriate times. 

• Provide an explicit crisis plan and professional response. 

• Help improve communication among family members. 

• Provide training for the family in structured problem-solving techniques. 

• Encourage family members to expand their social support networks (e.g., to participate in family support organizations, such as NAMI. 

• Be flexible in meeting the needs of the family.

The main point is that there are several similar family psychoeducational models that share similar functional elements and have supporting evidence based on RTCs. The selection of a model of a family psychoeducational model by a designated agency can be compared to the criteria developed by PORT and the World Schizophrenia Fellowship. 

The Major effect of family psychoeducational models has been shown to be a reduction in relapse rates and re-hospitalization. There have been smaller effects on client functioning, and the effects on family burden are unclear (Mueser, 2008). A brief review of meta-analyses of the supporting literature follows.

Twenty-five intervention studies were included in a meta-analysis examining the effect of including relatives in schizophrenia treatment. The studies investigated family intervention programs to educate relatives and help them cope better with the family member's illness. The main outcome measured was the family member's relapse rate measured by either a significant worsening of symptoms or re-hospitalization in the first years after the initial hospitalization. The main result of the meta-analysis was that the relapse rate was reduced by 20% if relatives of family members with schizophrenia are included in the treatment. When family interventions continued for longer than 3-months, the effect was improved. Importantly, different types of comprehensive family interventions had similar results. The approach that offered psychosocial support to relatives and family members with schizophrenia in addition to medical treatment was clearly superior to the medication-only standard treatment. The effects of family interventions and comprehensive patient interventions were comparable, but the combination did not yield significantly better results than did a treatment approach, which focused on either the patient or the family. This meta-analysis indicated that family psychoeducational interventions are an essential component for the treatment of schizophrenia (Pitschel-walz, Leucht, Bäuml, Kissling, & Engel, 2001).
Key elements have been identified. First, the PORT has recommended a longer program length. This is based on research that has shown programs lasting less than 6-months have not shown significant effects on client relapse rates, whereas the relapse-reducing effects of programs lasting greater than 9-months have been well-established (Murray-Swank & Dixon, 2004; Dixon, McFarlane, Lefley, Lucksted, Cohen, Falloon, Muesser, Miklowitz, Solomon, & Sondheimer, 2001). Second, the research on expressed emotion clearly suggests elements of an optimal psychosocial environment are related to improved outcomes (e.g., low emotionality, criticism, hostility). However, improvement in the expressed emotion environment does not fully account for the success of family psychoeducational interventions. Therefore, it has been recommended that families should be offered family psychoeducation interventions without regard to expressed emotion status (Murray-Swank & Dixon, 2004).

Client's relapse rates after a cognitive behavioral family psychoeducational intervention have been shown to be significantly reduced when compared to standard care. The combined results of 11 family psychoeducational intervention studies for families with a member with schizophrenia reported two-year cumulative the following relapse rates (Mueser, 2008).
	Combined Results of FPE Programs on 2-year Cumulative Relapse Rates in Schizophrenia (11 Studies)
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The following are a few studies that indicate the effectiveness of three of the cognitive behavioral family psychoeducational intervention models
Behavioral Family Management (BFM) developed by Falloon and his colleagues is an approach that involves illness education, as well as structured training in problem-solving and effective communication in the family. Thirty-six patients and their families were assigned to BFM or a supportive individual therapy condition. After 9-months, 6% of BFM patients had relapsed compared with 44% who were treated individually. A follow-up indicated that treatment gains were maintained at two-years, as patients in the BFM condition had significantly fewer clinical relapses (17% versus 83%), fewer days hospitalized (66 versus 408), and lower rates of depression (4 episodes versus 11 episodes) than those treated individually (Murray-Swank & Dixon, 2004).
In a second study, 41 chronically ill patients with schizophrenia were assigned to BFM or treatment as usual. The treatments were provided at a Veterans Administration outpatient clinic. During a one-year period, significantly fewer patients in the BFM group experienced significant symptom increase (14%), compared with those in the treatment as usual condition (55%; Murray-Swank & Dixon, 2004).

Hogarty and colleagues conducted a series of well-controlled research studies to evaluate the effectiveness of the Single Family Psychoeducation (FPE) approach over a two-year period. In these RCTs, 103 patients with schizophrenia and schizoaffective disorder were assigned to one of four conditions: FPE; individual social-skills training (SST); FPE and SST; or supportive treatment. All patients received standard medication management, and were followed for two years to assess the relapse rates, psychiatric symptoms, and adjustment in the community. During the first year of the intervention, the relapse rate was significantly lower in both SST (20%) and FPE (19%) conditions, compared with a 38% relapse among patients in the control support condition. An increased positive effect was found when FPE was combined with SST. No patients in this group relapsed during the follow-up period (Murray-Swank & Dixon, 2004).

The multifamily Group FPE model was shown to have better outcomes over 16 controlled clinical trials when compared to treatment as usual. These outcomes include (McFarlane, 2005):


· Relapse and re-hospitalization rates between 50% and 75% lower
· Employment between two to four times greater than treatment as usual when combined with supported employment

· Negative symptoms reduced in multifamily groups

· Family relationships improved with reduced friction and family burden

· Medical illness reduced
· Doctor visits for family members decreased by over 50% at one-year

The multifamily group form of FPE was tested in a large RTC conducted at multiple sites. One hundred and seventy-two patients and family members were randomly assigned to a single-family treatment that combined family psychoeducation and BFM or a group following the multifamily group FPE model. The cumulative, 2-year rates of clinical relapse were 16% in the multifamily group condition and 27% in the single-family condition. This study did not include a control condition, but the treatment relapse rates were well below those typically found in control-medication only conditions in other research studies that are between 65% to 80% over 2 years. The multifamily intervention was more beneficial for patients with higher levels of positive symptoms at hospital discharge when compared to the single-family intervention (Murray-Swank & Dixon, 2004).

Willingness for consumers to consent to having family members participate in treatment was the subject of one study. The study examined views about family relationships and family participation in care with a group of 69 consumers with serious mental illness receiving treatment within the Department of Veterans Affairs healthcare system. The study found that younger consumers and those with higher levels of psychiatric symptoms were more likely to report family conflict and distress. Sixty-seven percent of the consumers wanted family participation in their psychiatric treatments and the consumers with at least weekly contact with their families were more likely to want family participation. Consumers described a number of barriers to family participation in their mental health treatment, including their own concerns about privacy and burdening family and skepticism that family involvement would be helpful (Murray-Swank, Glynn, Cohen, Sherman, Medoff, Fang, Drapalski, Dixon, 2007).

Vermont Experience

The experience in Vermont is with the implementation of FPE in Bradford. The therapist from Bradford joined the CPAP to talk about her experience with FPE that started about five years ago. She credited the success in Bradford to her position as a therapist who had a close relationship with all of her clients. The parallel program in Randolph never took off, because in her opinion the case manager in Randolph due to her position did not have a close relationship with the clients there. She also credited her success to having just started at Bradford when she did not know what she could not do. She was ready. So, she just started the FPE group with her clients. She believes the key is to have a good therapeutic relationship with the consumer first.

There FPE group is offered to the clients and their families with strong outreach until they try it. Then there is a constant process to keep family members involved. Some members come for a year or two and then leave the group. The group is led by two therapists and is not composed of strictly consumers and their family members. There are consumers with their families, consumers alone and family members without a consumer. It is also not a closed group, and family member is a broad term. Friends and other supportive people (e.g., home providers) are welcome. The group meets once every two weeks for an hour and a half. The teaching materials are selected from experience. We started with just three or four people and have kept it going since then. The group may have been as high as 20 at one time, but now is somewhere around 10 members with seven and a half consumers of which five are without family members. She had several observations about the FPE process.

· The clinicians are the most important factor for getting the group off the ground, and nurturing it to maturity. When a group reaches maturity, the members can do most of the work.

· In theory, it was a good idea to split the group by diagnosis the first year, but the numbers were too low. We now work with consumers with both primary diagnoses of psychotic and personality disorders. However, a person who fit well into Dialectical Behavior Therapy did not fit well in the FPE group.

· The joining sessions as described in the manual are too time consuming. We always do much less than is described in the manual. We try for one joining session, but if we know the family members, they just join the group.

· There has been two day-long education meetings for the families with the psychiatrist, but none in the past five years. However, the psychiatrist comes to the group yearly to answer questions. Some families only joined after two education meetings.

· The problem solving plans done in the sessions can be carried out at home.

· The FPE group started with the therapist's clients who were in all stages of recovery, but experience has shown that the people who stay with the FPE group are mostly the families with a member farther along in her/his illness and recovery. Many people early in their illnesses self-select out of the group.

· The group is open and joining sessions with the families continue. There is a screening process. The main criteria are that the consumer and/or family will not be disruptive to the group. If it appears that the consumer and/or family do not appear to fit with the group, then an invitation is not given. 

· There are no official links to NAMI-VT, but two members of the group have gone to NAMI-VT meetings.

The therapist made three suggestions that are not part of the FPE model, but she believes are essential for successful implementation. Have food, and never meet without food. Provide transportation for all group members, and find a convenient time for the group to meet.

She also shared two stories of people being helped by the group that do not fit the FPE model. She explained that support can come from other than the consumer's own family, and people can learn from members of other families. A father with an 18-year-old child with a mental health challenge was able to gain hope from seeing a 30 year old with good control. Another example is a mother who came without her son, the primary consumer, for a year, but she was able to hear from other consumers, who explained how things probably feel to him. She felt she could then understand her son better.

Family Psychoeducation Fidelity

Since there is little experience with FPE in Vermont and among the members of the CPAP fidelity was only briefly discussed. The section on concordance with recovery values expresses the Panel's views on individual fidelity checklist items. The main question was what variation from the fidelity scale for FPE is acceptable? For example, can joining be done over time like it has been done in Bradford (see Vermont Experience)? A more general concern was about the FPE fidelity scale being too long. Is there an easier way to measure fidelity or an appropriate outcome to measure? If the outcome is the thing, then it should not make any difference how the outcome is achieved. 
Implementation and Practice

Kim Mueser (2008) as part of his presentation to the CPAP made several observations about the implementation of FPE that included selection of clients for FPE, the group process, training and cost. Key observations were that family Treatment/Family Psychoeducation is an evidenced-based practice but it is apparently hard to generalize to the clinic, and if FPE or BFT is implemented the focus needs to be on the primary client, and helping her/him get along. The family should not be seen as a group of clients.

Implementation

Dr. Mueser recommends several strategies for launching a family program include (Mueser, 2008).

· Surveying the number of clients who have family contact

· Targeting who in your agency you would like to provide services to first

· Considering targeting clients who are newly admitted or recently in crisis or newly diagnosed

· Keeping track of number of families served 

· Setting goals for how many clients/families your agency will be serving at 3 months, 6 months, and at 1 year

· Providing regular feedback to the advisory group, staff members, clients about the attainment of goals

· Integrating family intervention measurement with the measurement of other EBPs like Illness Management and Recovery and Integrated Dual Disorder Treatment to be certain family involvement is throughout the agency 

Clients

Not every client and family needs an intensive family intervention. Some just need recovery-oriented family-based services. One of the challenges in this field is intervention matching (Mueser, 2008). FPE and BFT are for a limited group of clients ready for active treatment, who have weekly contact with their family and friends who support them. Further, these support people need to be ready to participate in a process that may last for several years. This is not true for many clients who are not in active treatment and do not have family connections either with relatives or other community supporters.

The questions were asked. How do you assess when a client is involved with her/his family, and what are the criteria that indicate that FPE or BFT is appropriate? In addition to the client being ready for active treatment, the interventions are best for families with high expressed emotions. However, it is not good when there are toxic family relationships. The intervention is not to get families back together (Mueser, 2008). An advocate member reinforced this idea. A trauma history in the family is very problematic. "Triggering Families" are not good candidates for the group. The client and family members also need to be engaged with each other, which is usually defined as at least four hours a week of family contact (Mueser, 2008). Even if the criteria are met, it is hard to engage collaboratively with a client and family without a current relapse. A current event is a teachable moment and makes engagement much easier (Mueser, 2008).

Groups

Kim (Mueser, 2008) believes that professionally led groups are superior, because professionals are better trained to build collaboration and relationships. The presence of the mental health professional is a direct link to the treatment team. A family member can co-lead with the professional, but boundary issues need to be carefully considered if the family member teaches at the same agency where he/she is a client or family member of a client. It may be best to have a family member teach in another area.

Training and Supervision

Kim Mueser (2008) recommended training in both the FPE and BFT models, because it is critical to have structure in the system of care. The programs need to know where to go to get support to allow implementation actually to happen. Consultation and support will lead to treatment and supervision. At the therapist level, teaching FPE and BFT is exactly like teaching any practice. It is not simply teaching family work to clinicians, and expecting them to include family work in their practices. There are several practical steps to maintain a family program (Mueser, 2008).

· Provide weekly group supervision to all clinicians providing family psychoeducation

· Set up an advisory board including family members 

· Educate all staff members about the program; enlist their support and share “success stories” with them

· Make referral to family psychoeducation a routine part of admissions 


Recommendations: Family Psychoeducation
Clinical Practices Advisory Panel
1 Diverse options for family psychoeducational practices and supports should be developed in the Vermont system of care that recognizes the value of support to the “Consumer and Family”. These resources can be both internal and external to the designated agencies (DAs). Because, not every client and family needs formal therapeutic family interventions, some people just need recovery-oriented family based services. One of the challenges in this field is intervention matching (Mueser, 2008).
2 Provider agency staff should be knowledgeable about the resources for family psychoeducational practices and supports in the community. A staff person can be given in the responsibility in her/his job description and be held accountable for being knowledgeable about and tracking family psychoeducational practices and supports available in the community, and keeping staff informed.

3 If appropriate psychoeducation and support options are not available at a DA or in the community, then the agency should seek to collaborate with community partners, the Department for Mental Health and statewide organizations like NAMI-VT or Vermont Psychiatric Survivors (VPS) to develop the resources locally. However, it is not an agency's responsibility to develop the community psychoeducation and support services. 

Client, Family and Agency Culture

4 The DAs and the Community Rehabilitation and Treatment (CRT) programs in particular should continually foster a culture that promotes family participation. The culture should recognize the value of programming that reflects a client's whole family. Family in this context is synonymous with community support network, and includes family members, and friends like peers, clinicians, and educators. All of whom can be an integral part of the client's recovery team. The DAs cultural commitment can be clearly stated in the agency's mission statement.

5 Clients should be made aware of the range of education and supports relevant to their individual and family needs at the agency and in the community.

6 A welcoming orientation to the CRT program should include a discussion with the client about including her/his family members. If the client chooses and consents for family members to be included, then the clinician should determine the family members' levels of interest in participating in “Family Work”. A tool for this purpose can be made part of the intake and ongoing assessment process. The tool should identify people to include, but should also identify people the client wishes to avoid. Efforts to welcome family members do not have to be limited to intake. Ongoing opportunities for including family and other supporting people should be made. The door should always be open, since people are ready to enter at different times.

7 A client's confidentiality has to be respected. However, even when a client has not given consent and family members are inquiring, the provider can give general information about a diagnosis, services available and make a referral to family support groups, web sites, etc.

Family Psychoeducation and Support Implementation

8 Opportunities for family psycho-education should be available in each designated agency's community that include: 

· Education about disorders, treatments, and supports are available to clients and families.

· Clients and families have support available.

· Problem solving, focused on the issue of relapse and/or recovery issues is available.

9 The curriculum for any formal therapeutic family interventions or community programs should be broad and include not only biological information about mental illness, but also include the spiritual and social aspects of life.

10 Agencies should not be required to implement the Family Psychoeducation (FPE) model developed by McFarlane. However, if the DAs that wish to implement an evidence-based practice (EBP) that focuses on family psychoeducation and supports, selecting a common practice, like the McFarlane model of FPE, Falloon's Behavioral Family Therapy (BFT), or another practice that has a structured format for implementation should be considered. This will allow for State funded training, and opportunities for access to consultation and support.

11 Agencies implementing an evidence-based family psychoeducational practice should be expected to maintain fidelity to the components of the practice as measured by the fidelity assessment tools developed by the practice’s developers. If a fidelity scale has not been developed, then every attempt should be made by supervisors to have clinical staff follow the model.

12 Agencies in Vermont who choose not to implement the McFarlane Model of FPE or other EBP for family psychoeducation and support are encouraged to implement and have available the components that underlay the practice.

· Encouragement of family involvement using quality engagement and alliance techniques

· Psycho-education available to clients and family members that meets their needs
· Teaching problem solving skills and coping strategies to meet current challenges related to relapse and recovery issues

· Support for clients and family members
13 Consumer group leaders should be considered for the McFarlane model of FPE or other clinician led FPE practices where appropriate boundaries are maintained.

14 A time-limited family psychoeducation program should be available at an agency or in the community, because experience has shown many family members are interested, but committing the time for a long-term program is not possible. This psychoeducation program could be more of a public health intervention open to the community.

15 DMH should consider supporting models other than therapist lead family psychoeducational practices provided at a DA. Community alternatives may be a better fit for the specific needs of individual clients and their families. These alternatives include NAMI-VT's Family-to-Family and support groups for family members, and the peer lead Wellness Recovery Action Plan (WRAP) process organized by Vermont Psychiatric Survivors.
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National Consensus Statement on Mental Health Recovery

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Mental Health Services
www.samhsa.gov

PDF version
You will need Adobe Acrobat Reader to view this file.
Background

Recovery is cited, within Transforming Mental Health Care in America, Federal Action Agenda: First Steps, as the "single most important goal" for the mental health service delivery system. 

To clearly define recovery, the Substance Abuse and Mental Health Services Administration within the U.S. Department of Health and Human Services and the Interagency Committee on Disability Research in partnership with six other Federal agencies convened the National Consensus Conference on Mental Health Recovery and Mental Health Systems Transformation on December 16-17, 2004.

Over 110 expert panelists participated, including mental health consumers, family members, providers, advocates, researchers, academicians, managed care representatives, accreditation organization representatives, State and local public officials, and others. A series of technical papers and reports were commissioned that examined topics such as recovery across the lifespan, definitions of recovery, recovery in cultural contexts, the intersection of mental health and addictions recovery, and the application of recovery at individual, family, community, provider, organizational, and systems levels. The following consensus statement was derived from expert panelist deliberations on the findings.

Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential. 

The 10 Fundamental Components of Recovery

Self-Direction: Consumers lead, control, exercise choice over, and determine their own path of recovery by optimizing autonomy, independence, and control of resources to achieve a self-determined life. By definition, the recovery process must be self-directed by the individual, who defines his or her own life goals and designs a unique path towards those goals.

Individualized and Person-Centered: There are multiple pathways to recovery based on an individual’s unique strengths and resiliencies as well as his or her needs, preferences, experiences (including past trauma), and cultural background in all of its diverse representations. Individuals also identify recovery as being an ongoing journey and an end result as well as an overall paradigm for achieving wellness and optimal mental health.

Empowerment: Consumers have the authority to choose from a range of options and to participate in all decisions—including the allocation of resources—that will affect their lives, and are educated and supported in so doing. They have the ability to join with other consumers to collectively and effectively speak for themselves about their needs, wants, desires, and aspirations. Through empowerment, an individual gains control of his or her own destiny and influences the organizational and societal structures in his or her life.

Holistic: Recovery encompasses an individual’s whole life, including mind, body, spirit, and community. Recovery embraces all aspects of life, including housing, employment, education, mental health and healthcare treatment and services, complementary and naturalistic services, addictions treatment, spirituality, creativity, social networks, community participation, and family supports as determined by the person. Families, providers, organizations, systems, communities, and society play crucial roles in creating and maintaining meaningful opportunities for consumer access to these supports.

Non-Linear: Recovery is not a step-bystep process but one based on continual growth, occasional setbacks, and learning from experience. Recovery begins with an initial stage of awareness in which a person recognizes that positive change is possible. This awareness enables the consumer to move on to fully engage in the work of recovery. 

Strengths-Based: Recovery focuses on valuing and building on the multiple capacities, resiliencies, talents, coping abilities, and inherent worth of individuals. By building on these strengths, consumers leave stymied life roles behind and engage in new life roles (e.g., partner, caregiver, friend, student, employee). Th e process of recovery moves forward through interaction with others in supportive, trust-based relationships. 

Peer Support: Mutual support—including the sharing of experiential knowledge and skills and social learning—plays an invaluable role in recovery. Consumers encourage and engage other consumers in recovery and provide each other with a sense of belonging, supportive relationships, valued roles, and community.

Respect: Community, systems, and societal acceptance and appreciation of consumers —including protecting their rights and eliminating discrimination and stigma—are crucial in achieving recovery. Self-acceptance and regaining belief in one’s self are particularly vital. Respect ensures the inclusion and full participation of consumers in all aspects of their lives.

Responsibility: Consumers have a personal responsibility for their own self-care and journeys of recovery. Taking steps towards their goals may require great courage. Consumers must strive to understand and give meaning to their experiences and identify coping strategies and healing processes to promote their own wellness. 

Hope: Recovery provides the essential and motivating message of a better future— that people can and do overcome the barriers and obstacles that confront them. Hope is internalized; but can be fostered by peers, families, friends, providers, and others. Hope is the catalyst of the recovery process. Mental health recovery not only benefi ts individuals with mental health disabilities by focusing on their abilities to live, work, learn, and fully participate in our society, but also enriches the texture of American community life. America reaps the benefi ts of the contributions individuals with mental disabilities can make, ultimately becoming a stronger and healthier Nation.

Resources

http://www.samhsa.gov     
National Mental Health Information Center
1-800-789-2647, 1-866-889-2647 (TDD)


Appendix D
Family Psychoeducation Fidelity Scale

Fidelity Scale from the Family Psychoeducation Toolkit 

	
	1
	2
	3
	4
	5

	1. Family Intervention Coordinator
One clinical administrator is designated as overseer of the family psychoeducation program for a substantial portion of his/her job (time depends on size of program). This person's role should include activities such as setting up FPE services, removing barriers to implementation, overseeing training and supervision, including family members in planning and oversight activities, linking with NAMI
	Agency does not have a designated position
	Agency has a designated position who performs 1 of the tasks
	Agency has a designated position who performs 2 or 3 of the tasks
	Agency has a designated position who performs 4 or 5 of the tasks
	Agency has a designated position who performs all tasks

	2. Session Frequency for Family Psychoeducation
	<3 months
	Every three months
	Every two months
	Monthly
	At least twice a month





	3. Long-term FPE
	Most families receive less than six months of FPE sessions
	Most families receive between six to seven months of FPE sessions
	Most families receive between 7-8 months
	Most families receive between 8-9 months of FPE sessions
	Excluding dropouts, >90% of families receive at least 9 months of FPE sessions

	4. Quality of Practitioner-Family Alliance.
In individual or group sessions (approximately three sessions), the practitioner engages family members and consumer with warmth, empathy, acceptance, and attention to each individual's needs and desires
	Sources consistently indicate poor practitioner-family alliance (e.g., all members of family and consumer decline services or drop-out)
	Sources indicate that practitioner-family-consumer alliance often poor.
	Sources indicate alliance is inconsistent or barely adequate, or information is inconsistent
	Sources indicate a fairly strong practitioner-family-consumer alliance
	Sources consistently indicate a strong practitioner-family-consumer-alliance

	5. Detailed Family Reaction.
In single-family joining sessions, the clinician(s) identify and specify the family's reaction to their relative's mental illness
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families


	6. Precipitating Factors.
In single-family joining sessions, the clinician(s) identify and specify the precipitating factors to their relative's mental illness
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families

	7. Prodromal Signs.
In single-family joining sessions, the clinician(s) help families to identify and specify prodromal signs and symptoms of their relative's mental illness
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families

	8. Coping Strategies.
In single-family joining sessions, the clinician(s) help to identify, describe, clarify, and teach coping strategies that are used by families
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families





	9. Educational Curriculum
In individual or group sessions, the clinician(s) use a standardized curriculum to teach families about mental illness. The curriculum covers at least six topics: psychobiology, diagnosis, treatment and rehabilitation, reactions to experiencing psychosis as a family, relapse prevention, and family guidelines
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families

	10. Multimedia Education
Educational materials on illness, treatment, and guidelines are provided with choices in several formats (e.g., written, video, web sites).
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families

	11. Structured sessions
Multiple- or single- family sessions follow a structured procedure that includes socialization, go-around, response to each family, problem solving, and resolution
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families





	12. Structured Problem-Solving
In individual or group sessions, the clinican(s) use a standardized approach (identify the problem, define the problem for one patient/family, generate >7 solutions, review pros and cons, select a solution, develop specific and individualized tasks and plans) to help families with problem-solving
	<33% of involved families
	33-49% of involved families
	50-64% of involved families
	65-79% of involved families
	Documented on standardized checklist for 80% of more of involved families, corroborated by coordinator, supervisor, clinicians, and families



Evidence-Based Practices: Shaping Mental Health Services Toward Recovery

Family Psychoeducation
Fidelity Scale: Checklist

Family Psychoeducation Fidelity Scale Checklist for Observed Sessions for Items 11 & 12.

Program Name:_____________________ Session ID: _________

Rater:_____________________________________________________ 

Item 11. Structured Group Sessions

1) Socialization
Yes
No


2) Turn-taking
Yes
No


3) Response to each family member
Yes
No


4) Problem-solving component
Yes
No


5) Socialization
Yes
No


                                                                                                                  Rating: ______

Item 12. Structured Problem-Solving Technique

1) Select problem for one consumer
Yes
No


2) Define the problem in behavioral terms
Yes
No


3) Generate at least 8 suggestions for solution
Yes
No


4) Explore pros and cons for each solution
Yes
No


5) Consumer and family select specific solution(s)
Yes
No


6) Clinician and family collaboratively develop 
step-by-step plans for trying out the solution(s)
Yes
No


                                                                                                                   Rating: ______
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Family Psychoeducation
General Organizational Index: Scale

1

2

3

4

5

G1. Program Philosophy. The program is committed to a clearly articulated philosophy consistent with the specific evidence-based model, based on the following 5 sources:

Program leader 

Senior staff (e.g., executive director, psychiatrist) 

Practitioners providing the EBP 

Clients and/or families receiving EBP 

Written materials (e.g., brochures) 

No more than 1 of the 5 sources shows clear nderstanding of the program philosophy 
OR 
All sources have numerous major areas of discrepancy

2 of the 5 sources show clear nderstanding of the program philosophy
OR 
All sources have several major areas of discrepancy

3 of the 5 sources show clear nderstanding of the program philosophy
OR 
Sources mostly aligned to program philosophy, but have one major area of discrepancy

4 of the 5 sources show clear nderstanding of the program philosophy
OR 
Sources mostly aligned to program philosophy, but have one or two minor areas of discrepancy 

All 5 sources display a clear nderstanding and commitment to the program philosophy for the specific EBP

*G2. Eligibility/Client Identification. All clients with severe mental illness in the community support program, crisis clients, and institutionalized clients are screened to determine whether they qualify for the EBP using standardized tools or admission criteria consistent with the EBP. Also, the agency tracks the number of eligible clients in a systematic fashion.

=20% of clients receive standardized screening and/or agency DOES NOT systematically track eligibility

21%-40% of clients receive standardized screening and agency systematically tracks eligibility

41%-60% of clients receive standardized screening and agency systematically tracks eligibility

61%-80% of clients receive standardized screening and agency systematically tracks eligibility

>80% of clients receive standardized screening and agency systematically tracks eligibility

*G3. Penetration. The maximum number of eligible clients are served by the EBP, as defined by the ratio:
# clients receiving EBP
# clients eligible for EBP
Ratio = .20

Ratio between .21 and .40

Ratio between .41 and .60

Ratio between .61 and .80

Ratio > .80

*These two items coded based on all clients with SMI at the site or sites where the EBP is being implemented; all other items refer specifically to those receiving the EBP.

________ Total # clients in target population

________ Total # clients eligible for EBP 

% eligible: ___%

________ Total # clients receiving EBP 

Penetration rate: ____

1

2

3

4

5

G4. Assessment. Full standardized assessment of all clients who receive EBP services. Assessment includes history and treatment of medical/psychiatric/
substance use disorders, current stages of all existing disorders, vocational history, any existing support network, and evaluation of biopsychosocial risk factors.

Assessments are completely absent or completely non-standardized

Pervasive deficiencies in two of the following:
Standardization,
Quality of assessments, Timeliness, Comprehensive-ness

Pervasive deficiencies in one of the following:
Standardization,
Quality of assessments, Timeliness, Comprehensive-ness 

61%-80% of clients receive standardized, high quality assessments at least annually 
OR 
Information is deficient for one or two assessment domains

>80% of clients receive standardized, high quality assessments, the information is comprehensive across all assessment domains, and updated at least annual

G5. Individualized Treatment Plan. For all EBP clients, there is an explicit, individualized treatment plan related to the EBP that is consistent with assessment and updated every 3 months.

=20% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.

21%-40% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.

41%-60% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.
OR
Individualized treatment plan is updated every 6 mos. for all clients

61%-80% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.

>80% of clients served by EBP have an explicit individualized treatment plan related to the EBP, updated every 3 mos.

G6. Individualized Treatment. All EBP clients receive individualized treatment meeting the goals of the EBP. 

=20% of clients served by EBP receive individualized services meeting the goals of the EBP

21%-40% of clients served by EBP receive individualized services meeting the goals of the EBP

41%-60% of clients served by EBP receive individualized services meeting the goals of the EBP

61% - 80% of clients served by EBP receive individualized services meeting the goals of the EBP

>80% of clients served by EBP receive individualized services meeting the goals of the EBP

G7. Training. All new practitioners receive standardized training in the EBP (at least a 2-day workshop or its equivalent) within 2 months of hiring. Existing practitioners receive annual refresher training (at least 1-day workshop or its equivalent).

=20% of practitioners receive standardized training annually

21%-40% of practitioners receive standardized training annually

41%-60% of practitioners receive standardized training annually

61%-80% of practitioners receive standardized training annually

>80% of practitioners receive standardized training annually
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Mental Health Practice Implementation
Policy Considerations

Vermont like other states continues to bear the major responsibility for mental health care for persons with serious and disabling mental illnesses, both through direct provision of services and through funding of private sector care. Central to this mission is how best to allocate limited resources to gain maximum value for patients, families, and society. The following are essential policy points to be considered when implementing evidence-based mental health practices and practices with lower levels of evidentiary support:

· A substantial body of outcomes research supports the efficacy of a wide range of evidence-based mental health treatments.

· Community mental health centers, the designated agencies, should be expected to provide evidence-based practices in order to yield good outcomes.

· The Department of Mental Health should be held accountable for supporting the provision of services consistent with evidence-based practices.

· The State through the Department of Mental Health should be held accountable for creating an environment that enables the designated agencies to deliver evidence-based practices.

· Measures of “program fidelity” have been developed that permit monitoring and accountability.

· Outcomes should be monitored regularly by clinicians as a part of good practice.

· Programs that achieve and maintain fidelity to evidence-based practices should be expected to achieve those expected outcomes.

· The wide array of effective treatments should be available within a community, because even when treatments are equally effective in general for the entire population, many of them are not equally effective for significant subgroups.

· Treatment choice and wide selection are essential in order to maximize treatment response and adherence to treatment.

· Access to evidence-based practices is necessary but not sufficient to ensure a quality mental health service system

 (adapted from Lehman, Goldman, Dixon & Churchill, 2004).

What about services lacking an evidence base? Although evidence-based practices are necessary for a quality mental health system, they are not sufficient. This is a critical point. A distinction must be made between treatments and services that have been shown to be ineffective (or substantially less effective than other evidence-based alternatives) and those about which there is little or no systematic evidence either way. Clearly, the former are to be discouraged in favor of proven evidence-based alternatives. For many services, however, there is often little systematic outcome evidence upon which to base informed decisions. Practitioners and policymakers are left to evaluate the merit of these services based upon prevailing professional standards of practice, community needs, and other pragmatic factors. Whereas services that are consuming substantial resources should be subjected to evaluations that can guide decisions about their value.

A categorical approach to not funding services unless they have a systematic evidence base can do considerable harm, eliminating some essential services. Some services are of self-evident value, and investment in their systematic evaluation may provide little new information; it seems obvious, for example, that provision of shelter and food to homeless persons with severe mental illness has value. Other services may warrant continued support but with the expectation that some evaluation occur to ensure that resources are well spent (Lehman, Goldman, Dixon & Churchill, 2004).
The Clinical Practices Advisory Panel's Recommendations Common to the Implementation and Review of Evidence-based and Other Clinical Practices
to the Department of Mental Health (see Appendix G) contains a listing of the elements that are common to the evidence-based practices reviewed by the Panel that can be used as a guide for evaluating mental health practices without sufficient published research to be considered evidence-based practices.
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Clinical Practices Advisory Panel 
Recommendations
Common to the Implementation and Review of
Evidence-based and Other Clinical Practices
to the Department of Mental Health
June 2, 2008
These recommendations to the Department of Mental Health (DMH) concern the treatment and service options available at the Designated Agencies (DAs). Recovery principles are always considered when evaluating the DAs practices and services. However, recovery is larger and more encompassing than treatment and services provided at DAs. DMH and the DAs must always view the larger recovery picture, and with each client determine if or how the treatment and services offered fits the client's pathway in recovery.

16 Agencies should be encouraged to take the initiative to seek out and review promising practices that would enhance their programming (see note 1).
17 The DMH and the DAs should collaboratively discuss and question the research and implementation policies for evidence-based practices (EBP) and other practices. The practice reviews should be for the purpose of making recommendations to DMH and should include the DAs clinical experiences, outcomes and compatibility with recovery principles (see note 1).

18 Agencies will be in different stages of change when implementing an EBP. Implementation of any EBP is a developmental process for DAs that requires significant changes around training, continual re-training a new work force and development of EBP leaders. EBP as a treatment option for clients also is a  process involving progressing through the stages of change.

19 All agencies should be required to follow the recovery values as defined by the Vermont system of care, and the State should provide training and other necessary resources to implement and maintain the agency’s ability to follow these recovery values at all system levels from frontline staff through the management of the agencies. 

20 All treatments and services offered at the DAs to their clients participating in the Community Rehabilitation and Treatment (CRT) programs should be compatible with recovery principles.

21 DAs should be prepared to offer treatment options to each client. A client may not want a particular treatment or be one of the significant minority of people for whom a particular EBP is ineffective.

22 All agencies in Vermont should be encouraged to develop the peer leadership potential in their recovery programs. Designated agencies and the State should support the development and inclusion of peers and peer run programs as part of the system of care at the designated agencies and in the community. The support should include resources such as training and stipends for peers.

23 Agencies should be encouraged to help clients understand the array of treatments and supports that are available and the potential outcomes (positive and negative) associated with those interventions. Agencies should also help clients make informed decisions about choosing the treatments and supports that best match their individual needs and give them the best opportunity for success and recovery. In doing so agencies should help clients assess their current satisfaction in residential, vocational, educational, recreational and spiritual aspects of their lives and to assist them in changing any of those aspects in which they express dissatisfaction.

24 Whenever the State expects (requires or mandates) agencies to implement and maintain a practice, fidelity to a practice, or recovery principles the State should be expected to provide the resources necessary to implement and maintain the practice. These resources include but are not limited to:

Appropriate reimbursement structures 

Appropriate staffing patterns

Initial and continuing training for professional staff and peers

Appropriate supervision

Training Materials

State consultation team to support practice quality and outcome-driven fidelity systems

Reimbursement for participation in the statewide consultation team

Information technology supports (e.g., computer systems, programming, and system compatibility among agencies and the State)

Quality improvement activities

Administrative assistance

Administrative support for a statewide lending library  

25 Practices implemented at the designated agencies should be considered in the local system of care plan quality improvement process by the designated agencies, Department of Mental Health and across the Agency of Human Services.

26 Decisions for implementation of a practice and reviews of a practice should take the stages of change of the agency's clients into consideration when doing an assessment of need.

27 The measurement of fidelity during a program review by the Department of Mental Health should help educate staff and inform the process.

28 When implementing a practice the Department of Mental Health should consider the burden additional requirements for monitoring fidelity place on the agencies.

29 Consistent Documentation Infrastructure improvements need to be developed that support standardized documentation applicable to multiple clinical programming within the designated system of care. The standardized documentation should include at a minimum screening, assessment, treatment planning, outcome measurement, and the reporting of clinical information. 

30 Data elements need to be developed that can be used to monitor both individual client’s progress, and when aggregated program-level performance. These elements can then be incorporated in the electronic medical records system when it is available. 

31 The agencies should be responsible for using available data to prevent unintentional "drift" in fidelity to EBPs, and to appropriately modify practices to be best practices that are most effective for the agency's clients.

32 The designated agencies and State should consider the implementation of treatment programming that is consistent across designated agency divisions based on best practices principles for the population served. This will not only make treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their practices especially at the smaller agencies. 


Note
1The evidence for Evidence-based Practices (EBP) can be very limited. The research is specific to the outcomes and populations studied compared to specific alternative treatments or treatment as usual (TAU). 
The evidence for evidence-based practices is arranged on a spectrum from practices with sufficient randomly controlled trials to meet the highest standards through promising practices that have some positive evidence to practices with demonstrated negative outcomes. These practices have a literature to aid in their evaluation, but possibly the largest portion of practices have not been researched. It is easy to make the decision to support the practices with the highest level of evidence, and to discourage practices that have shown negative outcomes. The greatest challenge for the agencies is making decisions about un-researched practices that appear to provide desired outcomes. The research just has not been done for any number of reasons. These practices should not be automatically excluded, but there should be criteria for their evaluation. The main elements of the EBPs the Panel has reviewed seem to be a good starting point. 

· Motivational interviewing/engagement strategies, 

· On-going assessment recognizing stages of change that is not necessarily linear in the direction of recovery, 

· Psychoeducation to provide necessary knowledge, 

· A cognitive behavioral component that works to teach problem solving skills, provides the client with homework and the evaluation of the outcomes of the homework. 

These key components seem very simple to state, but the challenge is that the appropriate application of the components is different for every practice applied to each identified population, and each individual in the population. After these considerations adaption of the practice to the agency's environment and community must be considered.
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