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Background: High levels burden of long-term care of patients with schizophrenia can disrupt the functioning of 
family caregivers. This study evaluated a peer-assisted education method on family caregivers’ functioning of pa-
tients with schizophrenia.
Methods: In this randomized controlled trial, 64 family caregivers of schizophrenia patients in military hospitals of 
Tehran, Iran, were selected and randomly allocated to intervention and control groups, in 2018–2019. The peer-as-
sisted education was performed in the experimental group for six 1-hour sessions and the family functioning was 
measured in both groups by the Family Assessment Device Scale. The data were analyzed by SPSS software ver. 
16.0 (SPSS Inc., Chicago, IL, USA) and group differences at a level of P-value <0.05 were considered as significant.
Results: There was no significant differences between groups in the pre-intervention phase in all dimensions of 
family functioning (P>0.05). There were significant differences between intervention and control groups, in the 
post-intervention phase in mean problem-solving dimension (11.80 vs. 15.53, P=0.012) and in 2 weeks after inter-
vention, in the dimensions of roles (21.71 vs. 23.43, P=0.015), affective involvement (19.03 vs. 21.59, P=0.017), be-
havior control (23.90 vs. 26.93, P=0.045), general functioning (27.15 vs. 31.40, P=0.013), and total family functioning 
(134.12 vs. 153.09, P=0.001).
Conclusion: The peer-assisted education significantly influenced the functioning of family caregivers of schizo-
phrenic patients and can be recommended to improve the functioning of caregivers.
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INTRODUCTION

Schizophrenia appears to be one of the most important and debilitat-

ing mental disorders. Its prevalence in the world is 36.6 per 1,000 peo-

ple.1) The prevalence of psychotic diseases in Iran has been reported to 

be 0.89% and the prevalence of schizophrenia is 0.6% (about 450,000 

affected people).2)

	 More than 50% of patients with psychosis are living with their family 

and burden of caring was borne by them, especially those in the early 

stage period.3,4) The extensive cognitive-emotional and motor symp-

toms in schizophrenic patients cause special needs for their care.5) For 

this reason, the tensions and stresses of family caregivers of schizo-

phrenia patients are more than other psychiatric patients.6) The com-

mon problems among the families of schizophrenic patients include 

the lack of information, stigma, family conflicts, and absence of social 

support, which, of course, have adverse effects on the physical and 

mental health of the families.7) In this context, the results of research 

on 225 family caregivers of schizophrenic patients revealed that 41.8% 

of caregivers experienced “moderate to severe” and 27.1% “severe” 

burden.8)

	 The main complication of burden is to disrupt the personal and so-

cial functioning of the patient and family members.2) Family function-

ing involves collaborative methods, approaches, and efforts used by 

the family to maintain its cohesion.9) In fact, the presence of a chronic 

mental patient in the family has a profound effect on the family system 

and according to the World Health Organization, schizophrenia is one 

of the 10 diseases that lead to a lack of function in people.10,11) Schizo-

phrenia also affects the family functioning and leads to a conflict be-

tween family members and, thus, exacerbates the disease symp-

toms.12) Based on McMaster model, family functioning consists of six 

dimensions, including problem-solving, communication, roles, affec-

tive responsiveness, affective involvement, and behavior control.13) 

The schizophrenic patients’ families have weaknesses in these dimen-

sions and require to take measures to improve them.5,11)

	 The educational need is the most important care need of the care-

givers.14) For example, Nadem Buoeni et al.15) showed a poor level of 

knowledge of caregivers of schizophrenia patients (10.66±2.66 out of a 

maximum mean of 20). Numerous studies have shown that teaching 

to the family caregivers of schizophrenic patients leads to reduce anxi-

ety, depression, and recurrence of symptoms and enhanced function-

ing of the family and effectiveness of medications.2,9,16) Peer-assisted 

education is a less structured’ training methods that emerged in the 

1990s. The peer group consists of motivated individuals with similar 

life situations17,18) who sharing their useful and productive experienc-

es.19) Peer-assisted education develops the people’s knowledge, atti-

tude, and skills.20) The individuals in the peer groups can better com-

municate with their peers and encourage them to choose the right 

healthy behaviors since they share their weaknesses, strengths, and 

experiences with each other at the lowest cost. The positive impact of 

this educational method also was confirmed by several studies.9,16)

	 Given the severe shortage of nursing staff in Iranian military hospi-

tals and the limited time to train the families, the peer-assisted educa-

tion may help to resolve this problem. Also, family caregivers of schizo-

phrenics have more problems in military families due to special living 

and working conditions.21) Therefore, this study aimed to determine 

the effect of peer-assisted education on the functioning of family care-

givers of patients with schizophrenia in military families.

METHODS

The present study was a randomize controlled trial, which was con-

ducted on the family caregivers of schizophrenia patients admitted to 

psychiatric wards of two selected military hospitals in the city of Teh-

ran in 2018–2019. The sample size was calculated in each group as 

29.21 subjects with 95% confidence and type I error (0.05) and based 

on the mean and standard deviation functioning scores from the study 

of Navidian et al.2) (Cohen’s d=1.10, effect-size r=0.48) according to the 

following formula. Thus, considering a 10% probability of sample loss 

in each group, 32 individuals were considered in each group (64 indi-

viduals in total).
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 	 The sampling was carried out, among the family caregivers (parents, 

children, and spouse) of patients with schizophrenia referred to psy-

chiatric wards of the mentioned hospitals. The researcher screened 

family caregivers for eligibility base on the inclusion criteria and finally 

64 eligible caregivers recruited to the study. The inclusion criteria were 

as follows: a minimum age of 18 years and a maximum age of 60 years, 

having literacy to write and read, co-living with a schizophrenic pa-

tient, not having a known mental illness, willingness to participate in 

the study, having a history of hospitalization of the schizophrenic pa-

tient, not having hearing and vision impairments, not history of drug 

use, and not experience of crises such as divorce and the death of the 

loved ones in the last 6 months. The exclusion criteria also included 

the caregiver diagnosed with a mental illness during the study period 

and being absent for more than two sessions of the training sessions.

	 The family caregivers were divided into two groups of the peer-as-

sisted education group (intervention group) or the control group with 

method of simple random allocation using lottery. In total, 64 subjects 

were included in the study, and finally, the data of the 64 subjects were 

analyzed and no loss occurred in the samples (Figure 1). In this study, 

group assignment status was blinded to the data analyzers until the 

conclusion of the study.

	 Four family caregivers of schizophrenia patients were selected as 

the training peers who had a good speaking ability, successful experi-

ences of care of schizophrenia patient for at least 2 years and were also 

eager to train others. During three 1-hour training sessions, the re-

searcher trained the peers on the previously prepared training content. 

At the end of the third session, the peers were evaluated by a research-
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er-made checklist and the person who got the whole checklist score 

was selected as the training peer person.

	 In order to achieve a comprehensive educational content, the con-

tent was provided under the supervision of a psychiatrist, a clinical 

psychologist, and the researcher (psychiatric nurse) to enhance the 

family functioning of the family caregivers of schizophrenic patients. It 

was then approved by three faculty members of the Army University of 

Medical Sciences. Content of the training sessions are shown in Table 

1.

	 In the experimental group, training sessions were organized in the 

hospital in coordination with the educational supervisor of hospital. 

The training sessions lasted for 3 weeks and two sessions per week (six 

1-hour sessions in total). The samples were divided into two groups of 

16 and the classes were held separately to better control the class con-

ditions. The researcher taught the prepared content for 30 minutes in 

each session. The teaching method was giving a lecture using Power-

Point (Microsoft Corp., Redmond, WA, USA). The peer individual was 

then asked to express his experiences in the area of educational mat-

ters for 15 minutes. The last 15 minutes were also devoted to asking 

and answering questions from the participants and outlining their 

views to resolve the relevant problems.

	 The designed questionnaires were filled out by the samples before 

the beginning of the training sessions, at the end of the last session, 

and 2 weeks after the sessions to collect the data. No specific interven-

tion was made in the control group and the control group data were 

also collected in three stages simultaneously with the intervention 

group. The control group was also provided with an educational con-

tent pamphlet at the end of the study to observe ethical aspects. Some 

gifts were presented to both intervention and control groups at the end 

of the training sessions.

	 Data collection tools included two questionnaires of demographic 

characteristics (included age, gender, marital status, education, fre-

quency of hospitalization, and length of stay) and Family Assessment 

Device (FAD) questionnaire. The FAD questionnaire was developed 

by Epstein et al.13) in 1983. This tool was designed to assess family func-

tioning, named as the McMaster Model of Family Functioning. The 

family measurement method in this model is problem-oriented. It has 

60 questions and seven dimensions; it measures six family dimensions 

and one dimension of general family functioning as follows: problem 

solving (the family’s ability to solve problems as well as the steps to do 

so), communication (effective, extensive, clear, and direct exchange of 

information in the family and refers to the efficiency of the family’s ap-

proach to distribute and perform tasks), roles (tasks include affairs re-

garding providing resources “food, clothing, housing”, nurturing and 

Table 1. The educational content provided to the intervention group

Sessions Educational content

First session Familiarity with the goals of the educational sessions, the role of the family in developing and maintaining the health of family members, introducing 
caregivers to each other, and sharing the experiences on the disease symptoms and problems.

Second session Familiarity with schizophrenia, its care measures, the importance of drug treatment and its role in the prevention of the disease recurrence.
Third session How to communicate with a psychiatric patient, how to care for and how to deal with the disease symptoms and signs, especially hallucinations, 

delusions, aggression, and aggressive and invasive behaviors in patients, securing the patient's living environment, preventing aggressive, suicidal 
situations and, in the case of occurring such events, how to refer them to the relevant health centers and other supportive settings.

Fourth session Familiarity with the concept of stigma, training of methods of de-stigmatization, changing negative attitudes, beliefs, and thoughts of caregivers, and 
strategies and solutions to reduce the caregivers' psychological burden.

Fifth session Familiarity with non-pharmacological treatments such as exercise, proper relaxation method, its nature and importance in reducing anxiety, music 
therapy, and a variety of traditional medicine therapies, teaching spiritual health promotion, how to fill the patient's leisure time, expressing problems 
and feelings of the caregivers concerning the mentally ill patient.

Sixth session Training of enhancing adaptive and communication skills and crisis management, teaching problem-solving skills and decision-making skills, teaching 
methods for controlling the patient’s behavior and life skills training, training effective methods to deal with negative emotions such as guilt, anger, 
despair, and disappointment.

Enrollment Assessed for eligibility (n=64)

Randomized (n=64)

Allocation

Follow-up

Analysis

Allocation to intervention (n=32)

- Received allocated intervention (n=32)

- Did not received allocated intervention (n=0)

Lost to follow up (give reasons) (n=0)

Discontinued intervention (give reasons) (n=0)

Analyzed (n=32)

Excluded from analysis (give reasons) (n=0)

Allocation to control group (n=32)

- Received allocated intervention (n=32)

- Did not received allocated intervention (n=0)

Lost to follow up (give reasons) (n=0)

Discontinued intervention (give reasons) (n=0)

Analyzed (n=32)

Excluded from analysis (give reasons) (n=0)

Figure 1. The CONSORT (Consolidated Stan
dards of Reporting Trials) flow diagram of 
study for family caregivers of intervention and 
control groups.



Nahid Rajai, et al.  •  Peer-Assisted Education on the Functioning in Family Caregivers of Patients with Schizophrenia

https://doi.org/10.4082/kjfm.20.0098

www.kjfm.or.kr    359

supporting, developing life skills and maintaining and managing a 

family system “e.g., housekeeping, life affairs, bills, health issues, and 

decision-making power”), affective responsiveness (the family mem-

bers’ solutions to show an appropriate emotional response, whether 

positive emotions “pleasure, love, attention, kindness, affection” or 

negative emotions “sadness, depression, anger, and fear”), affective in-

volvement (the quality of interest, attention, and investment of family 

members concerning each other), and behavior control (behavioral 

standards and freedoms). Each question relates to one of these dimen-

sions and describes the healthy and unhealthy functioning of the fam-

ily. The subject can choose one of the following options for each ques-

tion: strongly agree (score of 1), agree (score of 2), disagree (score of 3), 

and strongly disagree (score of 4). Therefore, the score of each scale is 

between 1 (healthy) and 4 (unhealthy). The questions that are the con-

tent of an unhealthy functioning description will be given a reverse 

score. In this instrument, a high score indicates the family ineffective-

ness and a low score indicates family efficiency. If 40% of items of a 

scale are not completed, the scale score will not be calculated.13)

	 In a study, Yoosefi22) mentioned the internal reliability (Cronbach’s α) ​​

of each of the FAD dimensions as follows: problem solving (0.86), 

communication (0.87), roles (0.87), affective responsiveness (0.81), af-

fective involvement (0.89), behavior control (0.87), and general func-

tioning (0.82). This questionnaire has good validity with the power to 

distinguish clinical and non-clinical family members.22)

	 In line with ethical considerations, this research was approved by 

the Ethics Committee of Army University of Medical Sciences under 

code IR.AJAUMS.REC.1397.049 and registered in the Iranian Clinical 

Trials (IRCT) System under the code IRCT 2018122180420040N1. The 

data were collected after explaining the study to the samples and ob-

taining written informed consent from them. The researcher made 

herself obliged to adhere to the ethical issues in the Declaration of 

Helsinki. The participants were assured that participating in the study 

is voluntary and they can be excluded from the study at any stage of 

the research as they wish. Besides, the necessary permits were issued 

by the hospital authorities to carry out the research.

	 The SPSS software ver.16 (SPSS Inc., Chicago, IL, USA) was used for 

data analysis. The P-value of less than 0.05 was considered statistically 

significant. The independent T-test, Fisher’s exact test, and chi-square 

test were used to compare the individual characteristics of groups. Fol-

lowing examining the data related to the FAD questionnaire, the func-

tioning score was normally distributed. Therefore, the repeated mea-

sures analysis of variance (RM-ANOVA) was used to evaluate the effect 

of the intervention on the families’ functioning, in three stages of 

study.

RESULTS

In this study, the mean age and standard deviation of the studied sub-

jects were 41.84±10.14 years; most of them were female (57.8%), mar-

ried (75%), often had an academic education (37.5%), the mean num-

ber of hospitalizations of the schizophrenic patients was 4.96±3.10 

days, and the mean score of total family functioning of caregivers were 

163.91±13.61.

	 According to the data, there was no significant difference concern-

ing the demographic information between the intervention and con-

trol groups (P>0.05) (Table 2). In addition, the groups were compara-

ble in terms of dimensions and the total family functioning score in 

the pre-intervention phase (P>0.05). In the post-intervention phase, 

the problems-solving subscale score was significantly lower in the in-

tervention group (11.80±2.13) than in the control group (15.53±2.87) 

(P=0.012). In the 2 weeks after intervention phase, a significant differ-

ence was found between the mean score of intervention and control 

groups in terms of dimensions of role (21.71 versus 23.43, P=0.015), af-

fective involvement (19.03 versus 21.59, P=0.017), behavior control 

(23.90 versus 26.93, P=0.045), general functioning (27.15 versus 31.40, 

P=0.013), and total family functioning (134.12 versus 153.09, P=0.001), 

so that the intervention group score was lower than the control group 

(Table 3).

	 The RM-ANOVA test showed a significant difference between the 

two groups in terms of the all dimensions of family functioning and to-

tal family functioning score during the three study stages (P<0.05) (Ta-

ble 3). In addition, the RM-ANOVA test showed that the time factor 

was effective in decreasing the score of the dimensions of affective re-

sponsiveness (F=21.539, P=0.0001), general functioning (F=39.622, 

P=0.0001), and total family functioning (F=13.906, P=0.0001) in the in-

tervention group (P<0.05) (Table 3).

	 Figure 2 also shows the downward trend of total family functioning 

in the intervention group compared to the control group over time 

(during the three study phases).

DISCUSSION

The results show, the two groups were comparable in terms of individ-

ual characteristics and in terms of dimensions and the total family 

Table 2. Demographic variables of family caregivers

Characteristic

Group

P-valueIntervention 
(N=32)

Control 
(N=32)

Gender 1
   Male 14 (43.8) 13 (59.4)
   Female 18 (56.2) 19 (59.4)
Marital status 1
   Single 8 (25.0) 8 (25.0)
   Married 24 (75.0) 24 (75.0)
Level of education 0.36
   Under diploma 9 (28.1) 11 (34.4)
   High school 10 (31.3) 10 (31.3)
   University 13 (40.6) 11 (34.4)
Age (y) 41.34±1.80 42.34±9.96 0.71
No. of hospitalizations of patients 4.77±2.82 5.15±3.38 0.62

Values are presented as number (%) or mean±standard deviation, unless otherwise 
stated.
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functioning score. This increases the reliability of the findings. In this 

study, mean score of total family functioning of all caregivers was 

equal to 163.91±13.61 that indicate family dysfunction. In line with this 

finding, Foruzandeh et al.23) demonstrated that functioning in families 

with schizophrenia patient is more impaired than in the case of mood 

disorders in all dimensions, especially in the roles, affective involve-

Table 3. Mean score of within and between group of dimensions of functioning in intervention and control group at three stages of study

Dimensions of 
functioning

Time RM ANOVA

Pre-intervention Post-intervention
2 Weeks after 
intervention

Time* Group×time†

F P-value F P-value

Problem solving 34.127 0.0001
   Intervention 17.00±2.30 11.80±2.13 11.95±2.49 22.01 0.0001
   Control 14.36±2.04 15.53±2.87 14.31±1.71 50.99 0.001
   T-test
      T-value 4.846 -5.88 -4.39
      P-value 0.474  0.012 0.716
Communication 9.554 0.0001
   Intervention 18.01±2.18 15.97±2.45 15.49±2.96 3.024 0.05
   Control 16.01±1.56 17.28±2.17 16.50±1.86 7.72 0.001
   T-test
      T-value 4.217 -2.243 -1.62
      P-value 0.162 0.385 0.168
Roles 8.202 0.001
   Intervention 25.08±2.08 21.34±1.95 21.71±3.42 22.400 0.0001
   Control 23.86±1.83 22.59±1.75 23.43±1.98 18.79 0.0001
   T-test
      T-value 2.488 -2.685 -2.46
      P-value 0.732 0.573 0.015
Affective responsiveness 30.307 0.0001
   Intervention 20.98±1.53 16.71±2.61 15.67±2.66 21.539 0.0001
   Control 18.68±1.73 19.53±2.85 18.90±2.17 47.97 0.0001
   T-test
      T-value 5.626 -4.110 -5.30
      P-value 0.375 0.738 0.260
Affective involvement 7.208 0.001
   Intervention 22.72±2.44 20.28±2.81 19.03±3.22 12.988 0.0001
   Control 22.00±1.98 20.93±2.48 21.59±1.98 13.29 0.0001
   T-test
      T-value 1.302 -0.987 -3.82
      P-value 0.348 0.655 0.017
Behavior control 28.441 0.0001
   Intervention 29.10±3.21 22.50±2.93 23.90±3.58 16.991 0.0001
   Control 26.19±2.27 27.06±3.97 26.93±2.67 39.00 0.0001
   T-test
      T-value 4.173 -5.217 -4.86
      P-value 0.197 0.170 0.045
General functioning 16.791 0.0001
   Intervention 38.76±3.56 28.88±4.68 27.15±5.15 39.622 0.0001
   Control 35.02±7.17 34.53±4.64 31.40±3.94 61.62 0.0001
   T-test
      T-value 2.640 -4.842 -3.70
      P-value 0.363 0.741 0.013
Total family functioning 33.680 0.0001
   Intervention 171.68±10.13 137.51±14.08 134.12±19.37 13.906 0.0001
   Control 156.15±12.23 157.46±16.47 153.09±9.90 57.26 0.0001
   T-test
      T-value 5.53 -5.20 -4.93
      P-value 0.441 0.810 0.001

Values are presented as mean±standard deviation, unless otherwise stated.
*Time effect on variables. †The interactive effect of time and group on variables.
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ment, and general functioning dimensions. Studies were showed that 

family caregivers of schizophrenia patients suffer from family dysfunc-

tion due to stigma,24) social isolation that increased psychological bur-

den, not knowing the nature of the disease, economic and social prob-

lems, and consequently significant harm to family adjustment and 

functioning.25,26)

	 Other findings of this study revealed in the post-intervention phase, 

problem-solving dimension was better in the intervention group than 

the control group. Also, 2 weeks after intervention, the mean score of 

total functioning, roles, affective involvement, behavior control, and 

general functioning dimensions in the intervention group were better 

than the control group (P<0.05). Indeed, with the time passes, practic-

ing and engaging more with what was taught, will enhance learning 

and change the behavior.27) In this regard Chien et al.,28) in a study in 

2018, showed that the 9-month peer-led family support group pro-

gram for 101 Chinese families of people with recent-onset psychosis in 

Hong Kong can significantly improve the family functioning and per-

ceived burden, in addition to improving the patients’ mental state, re-

admission rates and functioning during 48 months of follow-up. Chien 

and Thompson29) in other study reported that 2-hour group sessions 

(n=14) of peer support group intervention compared to psycho-edu-

cation group and standard psychiatric care improved family function-

ing of people with schizophrenia (P<0.005, P<0.001) and reduced re-

admission their patients (P<0.01). Studies that measure the impact of 

peer intervention on all dimensions of family functioning of schizo-

phrenia patient not found. However, Oksuz et al.30) examined the effect 

of psychoeducation on the expressed emotion and family functioning 

of the first-episode schizophrenia. Finally, significant differences were 

reported in the scores of all dimensions of family functioning in the ex-

perimental group compared to the control group.30) Also in study of 

Azizi Fahliani et al.31) entitled as “The effect of social work intervention 

on family function in schizophrenia patients”, found a significant dif-

ference in all dimensions of family functioning in the two groups and 

suggested that education about the disease and adaptation skills is 

needed for family competence and abilities.

	 According to recently studies, peer-assisted education is likely to in-

crease caregiver functioning by enhancing the knowledge, skills, pro-

viding better control of relationships between family members, and 

creating social support for disease management results. In addition, 

same feeling and shared belief among family caregivers and peer per-

son induces a strong sense of coherence and effectiveness of social 

learning.18)

	 Peer-assisted education is a supportive, flexible and interactive 

mode18) and can be considered as a community-based intervention in 

populations with limited resources, staff shortages and lack of access 

to professional-led group intervention for patient caregivers.28) The re-

sults of this study can be added to previous evidence on the effects of 

the peer-assisted education method. It is suggested to pay more atten-

tion to the families of these patients and use the results of this study to 

educate the family caregivers of schizophrenia patients and other psy-

chiatric patients.

	 One of the limitations of the present study was the limited time of 

the researcher to carry out the project, which resulted in the short 

training course. Also, the individual differences and the psychological 

state of the studied subjects while answering the questions that could 

influence how they answer the questions were the issues that could 

not be controlled by the researcher.
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