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Objectives: This study aimed to assess the acceptability and feasibility of a new tailored intervention for informal caregivers: the Ensemble (Together) program.

Methods: An open pre–post within-subject comparison pilot study was conducted. Twenty-one informal caregivers completed the five-session Ensemble program. Two measurement tools were used: The Brief Symptom Inventory (BSI) and the Life Orientation Scale (LOT-R).

Results: The results showed that informal caregivers were in need of individual support and were ready to participate in the Ensemble program independent of the patient’s diagnosis or stage of illness. The participants were very satisfied, and 95.4% completed the program. The preliminary results also showed that in five sessions, informal caregivers’ Global Severity Index measured by the BSI and their optimism about their future (measured by the LOT-R) were significantly improved.

Conclusion: This pilot study provided preliminary results concerning the feasibility and acceptability of the tailored Ensemble program and indicates the need for a randomized trial. The Ensemble program is appropriate for both the acute and chronic phases of disease. Individualized brief and useful interventions for informal caregivers may provide more positive outcomes in care.
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INTRODUCTION

Within the mental health system, community-based care is considered to promote patients’ recovery and to facilitate access to care (1, 2); however, various actors within the health system, including informal caregivers, must work together to ensure that an appropriate health plan is reached (3). In this context, informal caregivers provide important support not only during remission but also in acute episodes of illness (4). Informal caregivers are significant others who feel concerned by and provide support to the patient (5). The scientific literature has shown that the demands of the informal caregiver role can have negative consequences on a caregiver’s life. Specifically, recent studies have indicated that this role is related to a lower health state and reduced quality of life (6–8), which are associated with higher caregiver burden as well as poorer patient outcomes (6, 7, 9). Isolation and stigmatization can also negatively influence informal caregivers’ psychological health (10). Stigmatization is related to illness perceptions and caregivers’ coping strategies (11). The reasons for reduced access to professional interventions such as lack of available support, obstacles, time, and costs have also been described as factors potentially increasing caregivers’ experience of painful emotions (12), which Kaas et al. (13) suggested can affect their inclusion in a patient’s care plan.

Different psychoeducational approaches have been used by health professionals to support caregivers of people with severe psychiatric disorders. Authors in this field have provided the following recommendations: (a) various psychoeducation programs target the prevention of relapse in patients and improve the psychosocial and family “functions” associated with schizophrenia and bipolar disorder (14, 15); (b) intervening at the onset of disease to improve the impact of an intervention is currently recommended (16); and (c) it is important to take action while the patient is in an acute phase of illness to better support informal caregivers’ emotional needs (17). Providing emotional support for informal caregivers at the beginning of an illness in particular is recommended because this is a critical phase. The experience of painful emotions, such as denial of disease and feelings of being overwhelmed or shocked (12) can have serious consequences on their health and on the patient’s recovery (17, 18). Previous studies have also identified that informal caregivers need tailored knowledge about the patient’s illness, clarification about their roles and responsibilities, better control over their own life, and effective collaboration with health professionals (12, 17, 19–23). Additionally, scientific data recommend adjusting caregivers’ support according to the phase and severity of illness, as well as the caregiver’s sociodemographic characteristics (17). Most of the interventions published in the literature focus on the ill family member and its support but not on the specific needs of the informal caregivers as the core intervention. To our knowledge, no individual program targeting caregivers’ needs exists, except the study of Lobban and colleagues (24). To reduce the gap between scientific recommendations and actual practice, a new tailored intervention called Ensemble (i.e., together) was developed. Ensemble assesses the needs of informal caregivers and provides a tailored brief intervention.

Aims of the Study

The current study aimed to assess the feasibility and acceptability of the Ensemble program, a brief intervention for informal caregivers of people with severe psychiatric disorders.

MATERIALS AND METHODS

Design and Participants

A pilot study with an open pre–post within-subject comparison design was used to evaluate the feasibility and acceptability of an intervention aiming to support the target population of informal caregivers of people suffering from severe psychiatric disorders. This population included caregivers who lived in the community and wanted professional support for needs associated with having a relative with a mental disorder. The term “caregivers” included all people who were concerned about the patient. Caregiver, informal caregiver, and family caregiver are all terms used to describe family members, friends, or significant others who support people with severe psychiatric disorders and believe that they fulfill a caregiving role. The inclusion criteria were as follows: being at least 18 years old, living in the Lausanne catchment area, speaking French, having an adult relative suffering from a psychiatric disorder (with or without an established diagnosis) and having the capacity to agree to participate in the project. No exclusion criteria were established. The participants in this study were caregivers and were informed by an information sheet about this research project. This informational notice was available in the waiting rooms of early and community psychiatric care services and was also published on different internet sites for informal caregivers in need of support, including informal caregivers of patients who were not diagnosed or followed by selected psychiatric care services.

Ethical Considerations

The research protocol received full authorization from the local ethics Committee in Switzerland (Commission cantonale (VD) d’éthique de la recherche sur l’être humain). As per the ethical approval, written informed consent was not obtained but participants were informed that the program Ensemble was being offered for the first time and by agreeing to follow it, they agreed that their data should be used for research purposes. An information sheet was distributed to them in which they were informed of their right to withdraw from the study at any time if they wished without any explanation.

Outcome Measures

The following data and self-report scales were used in the pre- and posttests. A psychologist not involved in the intervention who was trained in the administration of the instruments collected the data. The average time that the participants needed to complete the scales was 20–30 min. In the posttest, the participants were seen by the same psychologist as in the pretest, who conducted a semi-structured interview to assess their satisfaction with the program. A paper and pencil, four-point Likert scale was then fulfilled by the participant.

The following sociodemographic data were collected though an interview: gender, age, education level, professional activity, the nature of their relationship with the patient, whether they lived with the patient, number of close contacts, previous requests for help, patient’s diagnosis according to the caregivers if known, and the duration of illness. The reasons for requesting help were also gathered during this interview.

The Brief Symptom Inventory (BSI), French Version: Informal Caregivers’ Psychological Health Status

The BSI is a brief psychological self-report symptom scale that includes 53 items (25). These items are organized into nine primary and clinically relevant symptom dimensions: (1) somatization, (2) obsessive–compulsive, (3) interpersonal sensitivity, (4) depression, (5) anxiety, (6) hostility, (7) phobic anxiety, (8) paranoid ideation, and (9) psychoticism. This scale has also three global distress indices: the Global Severity Index (GSI), the Positive Symptom Distress Index and the Positive Symptom Total. The BSI can be used for adult or adolescent patients and for individuals without disease. The BSI scale has been used in a variety of clinical and counseling settings as a screening tool for mental disorders and as a method of measuring symptom reduction (26–29). It has also been used with informal caregivers to assess their psychological health status (30, 31). In this study, the GSI is used as the main outcome measure because it represents the mean of the nine primary symptom dimensions and is more sensitive than the two other global indices (25). Higher GSI scores would indicate a greater effect on informal caregivers’ psychological health. The validation of the French BSI scale indicated good internal consistency for the GSI score (α = 0.91) (32).

The Life Orientation Scale (LOT-R), French Version: Optimism

The LOT-R scale, developed by Scheier et al. (33), measures an individual’s optimism regarding a given situation. This scale is designed to measure the adaptive strategies correlated with well-being. The LOT-R has been translated and validated in French, with good psychometric proprieties (internal consistency α = 0.76) (34). The LOT-R is a self-administered scale used to evaluate optimism versus pessimism. This scale includes 10 items; three measure optimism, three measure pessimism, and four function as fillers. The participants respond to each item on a 5-point Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree); the four filler items are not included in the total score calculation. Higher scores suggest more optimism. Optimism has been shown to be negatively correlated with distress (35, 36) and to positively influence quality of life (37). In informal caregivers in particular, optimism promotes engagement in supportive programs (38), whereas pessimism leads to the use of avoidance strategies, which can predict informal caregiver burden (39). The LOT-R scale is a secondary outcome.

Description of the Intervention

Ensemble (together) is a brief individualized intervention designed to promote the well-being of family caregivers who experience the effects of patients’ psychiatric disorders. The “Mapping Intervention Design (MID)” methodological framework (40) was used to develop an evidence-based intervention that focused on informal caregivers’ health promotion and recovery. The MID is performed in six steps: (1) needs assessment; (2) matrices (project plan); (3) program ideas; (4) program components and delivery channels; (5) program implementation; and (6) evaluation. Table 1 presents the principal results of the activities performed for each of these six steps.

TABLE 1 | Ensemble program development based on a Mapping Intervention Design (MID) design (41).
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The six-step MID method enabled the incorporation of not only scientific recommendations (14, 17, 19, 23) but also theoretical assumptions, which were developed by integrating the Neuman Systems Model (42) and the Stage Model of Recovery by Andresen et al. (43). This integrated theoretical framework showed that informal caregivers experience stress due to the patient’s psychiatric illness. This stress can affect their capacity to recover depending on their resources. Therefore, in the first session of the Ensemble program, the nurse assesses the caregiver’s individual variables and offers a positive environment to enable informal caregivers to be responsible actors. In the following sessions, the support provided is targeted to the informal caregiver’s resources, regardless of scientific recommendations. This process enables collaborative care. The program was adapted to our context as suggested by the MID methodological framework (44).

The Ensemble program aims to accomplish the following:

– Identify caregivers’ needs and difficulties, as well as the painful emotions induced by experiencing illness in one of their relatives

– Improve caregivers’ awareness of the available social support

– Recognize the implications of being a caregiver and share concerns related to this role

– Share the experience of being a caregiver with someone who has had similar experiences

– Identify methods that promote personal well-being such as problem solving or management of painful emotions

– Plan next steps by targeting the available support structures according to caregivers’ unmet needs

Five sessions between the family caregiver and nurse (without the patient) are conducted. The same nurse conducted all the sessions at the more convenient place for the participant. The session take place at the nurse office, at participant home, or by Skype when participant was away. The session lasts 1 h once a week for 5 weeks.

Session 1: Assessment and Engagement

The first session aims to assess family caregivers’ needs in all life dimensions. This assessment is led through an interview using three clinical tools: (1) the Difficulties and Needs Self-Assessment Tool, (2) Painful Emotions Tool, and (3) Social Network Tool.

(1) The difficulties and needs self-assessment tool includes two independent scales, one focusing on difficulties and the other on support for unmet needs. Twenty-one areas of life are assessed that enable identification of priority problems and orientation of support according to the level of emergency. These 21 areas of life are organized into four life dimensions: life conditions, daily pragmatic activities, relationships, and health.

(2) The Painful Emotions Tool uses photos that reflect painful emotions such as guilt, judgment from others, loneliness, sadness, distress, despair, anxiety, helplessness, anger, confusion, and shame. The caregiver selects the painful emotions that are present in his/her life. The tool also assesses the frequency of the emotions. Consequently, the support provided is targeted to the caregiver’s most painful emotions.

(3) The Social Network Tool uses a network card that specifies the social resources available to the caregiver. This tool provides a graphic representation aimed at identifying the caregiver’s primary, secondary, and tertiary environment.

In the first session, it is essential to encourage the caregiver’s engagement and trust in the program. To ensure their engagement in the intervention processes, caregivers need to be welcomed, respected, and considered a partner. A compassionate attitude among nurses can also reduce stigmatization and caregiver isolation.

The approach used in this session aims to individualize the support for each caregiver (45).

Sessions 2, 3, and 4: Concrete Professional Support

The concrete support provided is adjusted according to the first assessment session. This support consists of three meetings that are designed to provide concrete assistance focused on hope and recovery and to help relatives perform the functions of an informal caregiver. The concrete professional support implemented is determined in collaboration with the caregiver. However, the following nursing actions are identified and often used during these three sessions depending on the caregiver’s needs.

Nursing Actions

Knowledge. Knowledge provide information about caregiver’s health, patient’s mental illness and useful information about care services. Informal caregivers may also be interested in knowing more about patients’ rights and about their own responsibilities and opportunities.

Coordination and Coping Strategies. Coordination and coping strategies studies have shown that caregivers face various problematic situations when caring for patients with mental illness [accompanying them to various meetings with professionals if they refuse; searching for strategies to reduce intra-family tension; helping them with daily activities and supervising their use of medication (39)]. To address these situations, problem-solving training has been applied to help caregivers identify and define the problem, search for different resolutions, assess their consequences (advantages and disadvantages), and choose the most effective resolution (46).

Reduced Stigmatization and Isolation. Illness perceptions are essential to reducing stigmatization and isolation among informal caregivers. Sharing caregiver’s illness perceptions is also critical to adapting the information provided to the culture and context, which can ensure effective nursing actions (5). If the participant expressed the need to meet another informal caregiver or expressed a feeling of loneliness, a meeting between the participant and a peer was organized. The nurse can be present or not depending on the participant’s needs.

Painful Emotions. The participants performed cognitive or practical exercises including relaxation-meditation to help them manage painful emotions. A practical exercise called “crisis of calm,” which was developed by Cungi and Deglon (47), can be trained in 3 min during one of the three session and practiced by the caregiver every day thereafter to manage painful emotions or to relax.

Session 5: Plan the Future

The last session aimed to review all the sources of professional support available as well as to help the participant become aware of the change in needs assessed at the beginning of the program. It is also essential to plan next steps in this session regardless of the caregiver’s accomplishments.

Data Analysis

Data were analyzed using “IBM SPSS Statistics® Version 20.” Descriptive statistics for sociodemographic data were used. Pre- and post-outcome measures regarding the relative’s health based on the BSI and optimism according to the LOT-R were analyzed. To determine the potential effect of the intervention, all participants had to complete the Ensemble program. Comparisons between the selected measures pre- and post-intervention were performed. Paired t-tests were conducted to describe the differences between measures pre- and post-intervention.

RESULTS

Sample

Twenty-two participants started the program, and one dropped out after three sessions. The results in Table 2 show that 21 informal caregivers completed this study: 15 women and 6 men. There were more parents (66.7%) than other family members. Completed education level was a university-level education for 38.1% of the participants. The majority of the sample were professionally engaged (71.4% were salaried or were their own employer and 4.8% were students). Informal caregivers had daily close contact with the patient for 61.9% of the sample, and 52.4% lived under the same roof with the patient. Furthermore, 61.9% of participants had benefited from previous professional support but were interested in participating in the Ensemble program. Seven participants wanted to facilitate research and to benefit from individualized support but did not provide specific expectations. The need to understand the caregiver’s role and the illness to better support their ill relative was also mentioned as a reason for participation. However, most informal caregivers had many reasons for their involvement in Ensemble program; they identified several unmet needs and painful emotions. The patients whose informal caregivers participated in the Ensemble program suffered from various severe psychiatric disorders. Schizophrenia and depression were the two most common diagnoses mentioned by the participants, followed by bipolar and anxiety disorder. The mean duration of patient’s disease was more than 3 years; however, 42.9% of patients were at their first episode and 33.3% had an illness duration less than 1 year.

TABLE 2 | Participants’ sociodemographic characteristics (N = 21).
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Comparison between Pre- and Post-Tests

Table 3 shows that informal caregivers’ health significantly improved on Global Severity Index of the BSI [t = −2.149, df (20), p = 0.044], with a Cohen’s d effect size of 0.47. As secondary outcome, Optimism measured with LOT-R, Life Orientation was significantly improved [t = −2.575, df (20), p = 0.018] with an effect size of Cohen’s d of 0.58.

TABLE 3 | Pre- and post-intervention differences in 21 informal caregivers (t-test; p-value).
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Participants’ Satisfaction

Family caregivers evaluated their satisfaction with participation in the Ensemble program. Table 4 shows that family caregivers were satisfied to very satisfied with the quality of the Ensemble program. There were also satisfied to very satisfied with the timeliness of the first appointment and the clarity of the explanations at inclusion, information received during the first visit and explanations regarding the research project and the Ensemble program.

TABLE 4 | Participants’ satisfaction with the Ensemble program.

[image: image1]

DISCUSSION

This study examined the feasibility and acceptability of the Ensemble program, which aims to support informal caregivers of patients with severe psychiatric disorders. The five-session Ensemble program provides informal caregivers targeted support to address their specific unmet needs, emotions and social resources. This pilot study showed that this program was easy to implement: 21/22 (95.4%) participants completed all sessions. Only one participant (a mother) stopped participating in the program, discontinuing after three sessions because she had newly diagnosed advanced cancer and needed time for her care. As indicated by the satisfaction measures, the participants were very satisfied with the program, demonstrating its acceptability.

The results also showed that after five sessions, the 21 participants’ psychological health status was better than at pre-test. These findings highlight that informal caregivers are at risk of developing psychological problems compared to non-clinical populations; for example, their GSI score pre-test (0.72) was higher than that of a British community sample (0.44) (48) and lower than that of a British outpatient sample (1.65) (49). At the end of the Ensemble program, the participants were also more optimistic about their future. This new program showed that we can promote informal caregivers’ health, which could have a positive impact on the persons they care for. This program was the first individual intervention to use caregivers as the entire participant population. Furthermore, this tailored approach used an MID methodological framework, which promoted the informal caregiver’s role; therefore, the informal caregiver was considered a key partner and actor who was responsible for his/her own health.

Additionally, although individualized interventions have been recommended (22, 50), few studies have presented individualized interventions for informal caregivers that could be compared with the current pilot study. Lobban and colleagues (24) reported a self-management program for relatives of people with recent-onset psychosis; the results show lower distress and better capacity to adapt. The differences between the Ensemble program and the self-management program developed by Loban and colleagues (24) are as follows: (1) in Ensemble, informal caregivers receive specific support regarding their unmet needs, painful emotions and social resources and (2) the Ensemble program is not specific to a diagnosis. Regarding the first difference, informal caregivers can thus choose the domain in which the nurse helps them. Informal caregivers can sometimes have difficulties identifying painful emotions; accordingly, for the first assessment meeting, the nurse provides a secure environment to explore and manage these emotions. Regarding the second difference, informal caregivers can access tailored support without waiting for the patient’s diagnosis. Indeed, clinicians need time to assess patients, and psychiatric diagnoses sometimes evolve. Even when patients are diagnosed with the same disease, the severity of consequences and the adaptation strategies need to be considered in a differentiated manner (51).

Another study presented a family led program called “The Journey of Hope” that was independent of patient’s diagnosis (52). The results of that study showed an improvement in illness knowledge and reduction in information needs but did not indicate a direct impact on informal caregivers’ health outcomes. The tailored Ensemble program supported informal caregivers in their specific needs. For example, siblings of patients are often overlooked in the clinical and research domains, even though they play a significant role in their brother’s or sister’s life (53). Few specific programs for siblings have been developed (54). The Ensemble program seems well suited to support siblings; additionally, the two sisters and the brother who participated in our study were very satisfied with the flexibility of the nurse.

Only group psychoeducation programs that are specific to patient’s diagnosis are implemented in our setting, and the support is similar for all informal caregivers. These programs have their advantages, but many informal caregivers have to first wait for the patient’s diagnosis to be determined. The Ensemble program is a good alternative and promotes well-being as soon as symptoms first appear. Studies have shown that isolation and stigmatization (10, 55) can increase informal caregivers’ burden and difficulties helping the patient access psychiatric services. Supporting informal caregivers in this phase could not only promote caregiver well-being but could also encourage patient involvement in care. Some informal caregivers need specific psychiatric care for their own health, and their participation in the Ensemble program could lead to earlier detection of disorders and quicker referral to appropriate services. These benefits could reduce the costs of health, which are very high, especially for unipolar depression (56). The Ensemble program is appropriate in both acute and chronic phases of disease because the support is targeted to the participant’s needs. Informal caregivers can access support when they need it. Patient recovery is also known to be time consuming, and patients can have acute phases of illness during this process (57); therefore, some of the participants wanted tailored support even if they had previously received another professional help service. This finding is in accordance with scientific recommendations to support informal caregivers depending on the phase and severity of the illness (17, 22). The Ensemble program was appreciated by all the participants, regardless of the patient’s diagnosis or recovery step, and ensured that the support provided was targeted to informal caregivers.

What the Study Adds to the International Evidence

The tailored Ensemble program aims to support informal caregivers of patients with severe psychiatric disorders as soon as they are in need. On the primary outcome, the participants showed significant improvements in psychological health status measured by the GSI based on the BSI scale. Informal caregivers were also more optimistic regarding their future at the end of the program as secondary outcome. These favorable outcomes should be studied in future randomized trials. The participants were very satisfied with the intervention and the attrition rate was very low.

Limitations

This study had several limitations. It was a pilot study without a control group, and the number of participants was small. The assessor, although not included in the intervention, was not blind to the study objectives. In this sample, men were less represented than women. An experimental study on the Ensemble program is needed. It would also be interesting to integrate other patient variables such as their functioning, symptoms and recovery levels. The results of this study allow calculations of the sample size needed for a controlled study.

Implications for Practice

There is a lack of intervention focusing on the specific needs of informal caregivers of patients suffering from a severe psychiatric disorder. The development of the program Ensemble and this pilot study are a first step to bridge this gap. The Ensemble program is appropriate for both acute and chronic phases of disease because the support is targeted to the caregivers and is brief, tailored and useful.

ETHICS STATEMENT

The research protocol received full authorization from the local ethics Committee in Switzerland (Commission cantonale (VD) d’éthique de la recherche sur l’être humain).

AUTHOR CONTRIBUTIONS

SR conceptualized the research and the program Ensemble, acquired, analyzed, and interpreted the data, and drafted the first version of the manuscript. PG contributed to the data analyses. CL, CB, and JF gave a substantial contribution to the analysis and interpretation of data and critically revised the article for important intellectual content. All the authors approved the final version for publication. All the authors agreed to be accountable for all aspects of the work by ensuring that any questions related to its accuracy or integrity can be appropriately investigated and resolved.

FUNDING

This work was supported by a donation from Dr. Alexander Engelhorn.

REFERENCES

1. Suryani LK, Lesmana CB, Tiliopoulos N. Treating the untreated: applying a community-based, culturally sensitive psychiatric intervention to confined and physically restrained mentally ill individuals in Bali, Indonesia. Eur Arch Psychiatry Clin Neurosci (2011) 261(Suppl 2):S140–4. doi:10.1007/s00406-011-0238-y

2. Tas C, Danaci AE, Cubukcuoglu Z, Brune M. Impact of family involvement on social cognition training in clinically stable outpatients with schizophrenia – a randomized pilot study. Psychiatry Res (2012) 195(1–2):32–8. doi:10.1016/j.psychres.2011.07.031

3. Bonsack C, Bonvin E, Conus P, Holzer L, Pache F, Sahli C, et al. Processus intégratifs et gouvernance clinique dans la psychiatrie institutionnelle. Revue Médicale Suisse (2009) 5:1822–5.

4. Rexhaj S, Bonsack C, Favrod J. La psychoéducation pour les proches aidants. Santé Mentale (2014) 184:56–9.

5. Rexhaj S, Jose AE, Golay P, Favrod J. Perceptions of schizophrenia and coping styles in caregivers: comparison between India and Switzerland. J Psychiatr Ment Health Nurs (2016) 23(9–10):585–94. doi:10.1111/jpm.12345

6. van der Voort TY, Goossens PJ, van der Bijl JJ. Alone together: a grounded theory study of experienced burden, coping, and support needs of spouses of persons with a bipolar disorder. Int J Ment Health Nurs (2009) 18(6):434–43. doi:10.1111/j.1447-0349.2009.00634.x

7. Bauer R, Koepke F, Sterzinger L, Spiessl H. Burden, rewards, and coping – the ups and downs of caregivers of people with mental illness. J Nerv Ment Dis (2012) 200(11):928–34. doi:10.1097/NMD.0b013e31827189b1

8. Radfar M, Ahmadi F, Fallahi Khoshknab M. Turbulent life: the experiences of the family members of patients suffering from depression. J Psychiatr Ment Health Nurs (2014) 21(3):249–56. doi:10.1111/jpm.12077

9. Moller-Leimkuhler AM. Burden of relatives and predictors of burden. Baseline results from the Munich 5-year-follow-up study on relatives of first hospitalized patients with schizophrenia or depression. Eur Arch Psychiatry Clin Neurosci (2005) 255(4):223–31. doi:10.1007/s00406-004-0550-x

10. Magana SM, Garcia JIR, Hernandez MG, Cortez R. Psychological distress among Latino family caregivers of adults with schizophrenia: the roles of burden and stigma. Psychiatr Serv (2007) 58(3):378–84. doi:10.1176/appi.ps.58.3.378

11. Rexhaj S, Python NV, Morin D, Bonsack C, Favrod J. Correlational study: illness representations and coping styles in caregivers for individuals with schizophrenia. Ann Gen Psychiatry (2013) 12(1):27. doi:10.1186/1744-859X-12-27

12. Lobban F, Glentworth D, Haddock G, Wainwright L, Clancy A, Bentley R, et al. The views of relatives of young people with psychosis on how to design a Relatives Education And Coping Toolkit (REACT). J Ment Health (2011) 20(6):567–79. doi:10.3109/09638237.2011.593592

13. Kaas MJ, Lee S, Peitzman C. Barriers to collaboration between mental health professionals and families in the care of persons with serious mental illness. Issues Ment Health Nurs (2003) 24(8):741–56. doi:10.1080/mhn.24.8.741.756

14. Murray-Swank AB, Dixon L. Family psychoeducation as an evidence-based practice. CNS Spectr (2004) 9(12):905–12. doi:10.1017/S109285290000972X

15. Sellwood W, Wittkowski A, Tarrier N, Barrowclough C. Needs-based cognitive-behavioural family intervention for patients suffering from schizophrenia: 5-year follow-up of a randomized controlled effectiveness trial. Acta Psychiatr Scand (2007) 116(6):447–52. doi:10.1111/j.1600-0447.2007.01097.x

16. Reinares M, Colom F, Rosa AR, Bonnin CM, Franco C, Sole B, et al. The impact of staging bipolar disorder on treatment outcome of family psychoeducation. J Affect Disord (2010) 123(1–3):81–6. doi:10.1016/j.jad.2009.09.009

17. Moller-Leimkuhler AM. Multivariate prediction of relatives’ stress outcome one year after first hospitalization of schizophrenic and depressed patients. Eur Arch Psychiatry Clin Neurosci (2006) 256(2):122–30. doi:10.1007/s00406-005-0619-1

18. Zauszniewski JA, Bekhet AK, Suresky MJ. Factors associated with perceived burden, resourcefulness, and quality of life in female family members of adults with serious mental illness. J Am Psychiatr Nurses Assoc (2008) 14(2):125–35. doi:10.1177/1078390308315612

19. Gavois H, Paulsson G, Fridlund B. Mental health professional support in families with a member suffering from severe mental illness: a grounded theory model. Scand J Caring Sci (2006) 20(1):102–9. doi:10.1111/j.1471-6712.2006.00380.x

20. Corcoran C, Gerson R, Sills-Shahar R, Nickou C, McGlashan T, Malaspina D, et al. Trajectory to a first episode of psychosis: a qualitative research study with families. Early Interv Psychiatry (2007) 1(4):308–15. doi:10.1111/j.1751-7893.2007.00041.x

21. Murray-Swank A, Dixon LB, Stewart B. Practical interview strategies for building an alliance with the families of patients who have severe mental illness. Psychiatr Clin North Am (2007) 30(2):167–80. doi:10.1016/j.psc.2007.01.004

22. Lucksted A, McFarlane W, Downing D, Dixon L. Recent developments in family psychoeducation as an evidence-based practice. J Marital Fam Ther (2012) 38(1):101–21. doi:10.1111/j.1752-0606.2011.00256.x

23. Lobban F, Postlethwaite A, Glentworth D, Pinfold V, Wainwright L, Dunn G, et al. A systematic review of randomised controlled trials of interventions reporting outcomes for relatives of people with psychosis. Clin Psychol Rev (2013) 33(3):372–82. doi:10.1016/j.cpr.2012.12.004

24. Lobban F, Glentworth D, Chapman L, Wainwright L, Postlethwaite A, Dunn G, et al. Feasibility of a supported self-management intervention for relatives of people with recent-onset psychosis: REACT study. Br J Psychiatry (2013) 203(5):366–72. doi:10.1192/bjp.bp.112.113613

25. Derogatis LR, Melisaratos N. The Brief Symptom Inventory: an introductory report. Psychol Med (1983) 13(3):595–605. doi:10.1017/S0033291700048017

26. Senecky Y, Agassi H, Inbar D, Horesh N, Diamond G, Bergman YS, et al. Post-adoption depression among adoptive mothers. J Affect Disord (2009) 115(1–2):62–8. doi:10.1016/j.jad.2008.09.002

27. Shacham E, Reece M, Ong’or WO, Omollo O, Basta TB. A cross-cultural comparison of psychological distress among individuals living with HIV in Atlanta, Georgia, and Eldoret, Kenya. J Int Assoc Physicians AIDS Care (Chic) (2010) 9(3):162–9. doi:10.1177/1545109710367960

28. Burstein M, Stanger C, Dumenci L. Relations between parent psychopathology, family functioning, and adolescent problems in substance-abusing families: disaggregating the effects of parent gender. Child Psychiatry Hum Dev (2012) 43(4):631–47. doi:10.1007/s10578-012-0288-z

29. Grassi L, Johansen C, Annunziata MA, Capovilla E, Costantini A, Gritti P, et al. Screening for distress in cancer patients: a multicenter, nationwide study in Italy. Cancer (2013) 119(9):1714–21. doi:10.1002/cncr.27902

30. Razani J, Kakos B, Orieta-Barbalace C, Wong JT, Casas R, Lu P, et al. Predicting caregiver burden from daily functional abilities of patients with mild dementia. J Am Geriatr Soc (2007) 55(9):1415–20. doi:10.1111/j.1532-5415.2007.01307.x

31. Neil E. The mental distress of the birth relatives of adopted children: ‘disease’ or ‘unease’? Findings from a UK study. Health Soc Care Community (2013) 21(2):191–9. doi:10.1111/hsc.12003

32. Fortin MF, Coutu-Wakulczyk G. Validation et Normalisation d’une Mesure de Santé Mentale: le SCL-90-R. Montréal: Faculté des sciences infirmières, Université de Montréal (1985).

33. Scheier MF, Carver CS, Bridges MW. Distinguishing optimism from neuroticism (and trait anxiety, self-mastery, and self-esteem): a reevaluation of the Life Orientation Test. J Pers Soc Psychol (1994) 67(6):1063–78. doi:10.1037/0022-3514.67.6.1063

34. Trottier C, Mageau G, Trudel P, Halliwell WR. Validation de la version canadienne-française du Life Orientation Test-Revised. Revue Canadienne des Sciences du Comportement (2008) 40:238–43. doi:10.1037/a0013244

35. Carver CS, Pozo C, Harris SD, Noriega V, Scheier MF, Robinson DS, et al. How coping mediates the effect of optimism on distress: a study of women with early stage breast cancer. J Pers Soc Psychol (1993) 65(2):375–90. doi:10.1037/0022-3514.65.2.375

36. Carver CS, Pozo-Kaderman C, Harris SD, Noriega V, Scheier MF, Robinson DS, et al. Optimism versus pessimism predicts the quality of women’s adjustment to early stage breast cancer. Cancer (1994) 73(4):1213–20. doi:10.1002/1097-0142(19940215)73:4<1213:AID-CNCR2820730415>3.0.CO;2-Q

37. Schou I, Ekeberg O, Ruland CM. The mediating role of appraisal and coping in the relationship between optimism-pessimism and quality of life. Psychooncology (2005) 14(9):718–27. doi:10.1002/pon.896

38. Chien WT, Chan S, Morrissey J, Thompson D. Effectiveness of a mutual support group for families of patients with schizophrenia. J Adv Nurs (2005) 51(6):595–608. doi:10.1111/j.1365-2648.2005.03545.x

39. Cotton SM, McCann TV, Gleeson JF, Crisp K, Murphy BP, Lubman DI. Coping strategies in carers of young people with a first episode of psychosis. Schizophr Res (2013) 146(1–3):118–24. doi:10.1016/j.schres.2013.02.008

40. Bartholomew LK, Parcel GS, Kok G. Intervention mapping: a process for developing theory- and evidence-based health education programs. Health Educ Behav (1998) 25(5):545–63. doi:10.1177/109019819802500502

41. Bartholomew K, Parcel S, Kok G, Gottlieb H, Fernandez E. Planning Health Promotion Programs: An Intervention Mapping Approach. San Francisco: Jossey-Bass (2011).

42. Neuman B. The Neuman systems model. 5th ed. In: Neuman B, Fawcett J, editors. The Neuman Systems Model. Boston: Pearson (2011). p. 3–33.

43. Andresen R, Oades L, Caputi P. The experience of recovery from schizophrenia: towards an empirically validated stage model. Aust N Z J Psychiatry (2003) 37(5):586–94. doi:10.1046/j.1440-1614.2003.01234.x

44. Bartholomew K. Planning Health Promotion Programs: An Intervention Mapping Approach. San Francisco: Jossey-Bass (2011).

45. Rexhaj S, Leclerc C, Bonsack C, Favrod J. Approche pour cibler le soutien auprès des proches aidants de personnes souffrant de troubles psychiatriques sévères. Annales Médico-psychologiques, revue psychiatrique (2017). doi:10.1016/j.amp.2017.03.017

46. D’Zurilla TJ, Goldfried MR. Problem solving and behavior modification. J Abnorm Psychol (1971) 78(1):107–26. doi:10.1037/h0031360

47. Cungi C, Deglon C. Cohérence cardiaque: nouvelles techniques pour faire face au stress. Paris: Retz (2009).

48. Francis VM, Rajan P, Turner N. British community norms for the Brief Symptom Inventory. Br J Clin Psychol (1990) 29(Pt 1):115–6. doi:10.1111/j.2044-8260.1990.tb00857.x

49. Ryan C. British outpatient norms for the Brief Symptom Inventory. Psychol Psychother (2007) 80(Pt 2):183–91. doi:10.1348/147608306X111165

50. Reinares M, Vieta E, Colom F, Martinez-Aran A, Torrent C, Comes M, et al. Impact of a psychoeducational family intervention on caregivers of stabilized bipolar patients. Psychother Psychosom (2004) 73(5):312–9. doi:10.1159/000078848

51. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders: DSM-5™. Washington, DC: American Psychiatric Pub (2013).

52. Pickett-Schenk SA, Lippincott RC, Bennett C, Steigman PJ. Improving knowledge about mental illness through family-led education: the journey of hope. Psychiatr Serv (2008) 59(1):49–56. doi:10.1176/appi.ps.59.1.49

53. Sin J. Focus group study of siblings of individuals with psychosis: views on designing an online psychoeducational resource. J Psychosoc Nurs Ment Health Serv (2013) 51(6):28–36. doi:10.3928/02793695-20130404-02

54. Sin J, Henderson C, Pinfold V, Norman I. The E Sibling Project – exploratory randomised controlled trial of an online multi-component psychoeducational intervention for siblings of individuals with first episode psychosis. BMC Psychiatry (2013) 13:123. doi:10.1186/1471-244X-13-123

55. Compton MT, Esterberg ML. Treatment delay in first-episode nonaffective psychosis: a pilot study with African American family members and the theory of planned behavior. Compr Psychiatry (2005) 46(4):291–5. doi:10.1016/j.comppsych.2004.10.006

56. Wittchen HU, Jacobi F, Rehm J, Gustavsson A, Svensson M, Jonsson B, et al. The size and burden of mental disorders and other disorders of the brain in Europe 2010. Eur Neuropsychopharmacol (2011) 21(9):655–79. doi:10.1016/j.euroneuro.2011.07.018

57. Andresen R, Caputi P, Oades L. Stages of recovery instrument: development of a measure of recovery from serious mental illness. Aust N Z J Psychiatry (2006) 40(11–12):972–80. doi:10.1080/j.1440-1614.2006.01921.x

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2017 Rexhaj, Leclerc, Bonsack, Golay and Favrod. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpsyt-08-00178-t003.jpg
Pre-test  Post-test t(df); p Cohen’s d
mean (SD) mean (SD)

Brief symptom inventory
Global Severity 0.72(0.52) 0.53(0.58) t=2.149(20; p=0044 047
Index

Life orientation

Optimism 1552 (3.47) 17.43 (3.95)

2575 (20): p=0018 0.58





OPS/images/fpsyt-08-00178-t004.jpg
Mean (SD)

Welcome and information during the first contact

Fast and clear contact

Information received during the first appointment

Explanations of the research project and the
intervention

Quality of the intervention

The proposed intervention corresponds with
my needs

The availabiity of the nurse corresponds with
my expectations

The intervention helped me feel supported
and listened to

| felt that the intervention was beneficial

and comforting

4.00(0.00)
3.72(0.56)
367 (0.48)
381(0.40)
395(0.22)
4.00(0.00)

3.86 (0.36)

4, very satisfied: 3, satisfied: 2. a little satisfied: 0.1, dissatisfied.

Median
(min-max)

4.00 (4.00-4.00)
4.00 (3.00-4.00)
4,00 (3.00-4.00)
4.00 (3.00-4.00)
4,00 (3.00-4.00)
4.00 (4.00-4.00)

4.00 (3.00-4.00)





OPS/images/cover.jpg
frontiers
in Psychiatry

Feasibility and Accessibility of a
Tailored Intervention for
Informal Caregivers of People
with Severe Psychiatric
Disorders: a Pilot Study





OPS/images/fpsyt-08-00178-t001.jpg
MID steps.

Sources of information or activities

Results

Step 1: needs
assessment

Literature review: scientific recommendations regarding interventions for
caregivers of patients with psychiatric severe illness

Context: an inventory of existing interventions at the local level was
performed. Then, recommendations from expert clinicians were obtained

Preferences of target population: a focus group with six informal caregivers
and three semi-structured interviews were conducted after presenting the
results of the literature review, the inventory of existing interventions and
the expert ciinicians' recommendations

The new intervention should be brief, individualized, and not specific
to patient's diagnosis to ensure early access for all informal caregivers

Step 2: matrices

Precise planning of project development steps. Different meetings with
developers

“The objectives of the Ensemble program were determined. The
support provided must respond to caregivers’ unmet needs, painful
‘emotions, and social resources
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