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Introduction

As known, adherence to pharmacological treat-
ment, to the treatment program, and the hospital-
ization rate in the FEP are aspects of fundamental 
importance, because they are closely linked one an-
other. Relapses are obviously linked to adherence1. In 
a meta-analysis of 29 studies involving 3928 young pa-

tients with psychosis, nonadherence to antipsychotic 
medications resulted in a four-fold increase in the 
OR of relapse (OR 4.09, 95% CI 2.55, 6.56; p<0.01). An 
18-month cohort study with 605 patients with early 
psychosis documented that 19% refused treatment 
with antipsychotic drugs2. In another retrospective 
cohort study on Early Psychosis, as many as 62% of 
patients discontinued treatment during the first year, 
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Summary. Aim. To evaluate the effectiveness of 
the Falloon Psychoeducational Family Intervention 
(PFI), originally developed for the management of 
schizophrenia, afterwards adapted for early psy-
chosis, in terms of adherence to the treatment, low 
relapse rate, improvement social functioning and 
stress management. Methods. This is a one-year, 
pragmatic, real-world observational study with sub-
jects consecutively recruited at the Campobasso 
psychiatry ward (SPDC) or Mental Health Center 
(MHC) starting in November 2020 over an 18 month 
period. Patients recruited were asked for consent 
for family members’ participation. The effective-
ness of the intervention was evaluated in terms of 
treatment adherence, discontinuity, relapse rates, 
clinical symptoms assessed by BPRS and PANSS, im-
provement in social functioning and stress manage-
ment. Results. 13 subjects were recruited; 10 males 
and 3 females, all singles, with a DUP inferior to 
one year. At the end of the intervention, significant 
improvements in treatment adherence, absence of 
drop-outs and relapses, statistically significant im-
provements in clinical symptoms, social functioning 
and stress management were found. Discussion 
and conclusions. The results clearly show that 
family psychoeducational intervention according to 
the adapted Falloon model, specifically focused on 
crisis and early stress management, is effective in 
improving treatment adherence, clinical outcome 
and social life of first-episode psychotic patients. 
The limit is the lack of a control and randomization

Key words. Early intervention, family psychoeduca-
tional intervention, first-episode psychosis, social func-
tioning, stress management.

Valutazione di un intervento psicoeducativo adattato 
dal modello di Falloon per i primi episodi di psicosi: 
studio real-world di follow-up a un anno.

Riassunto. Scopo. Valutare l’efficacia dell’intervento psi-
coeducativo familiare di Falloon (PFI), originariamente svi-
luppato per la gestione della schizofrenia, successivamente 
adattato per le psicosi precoci, in termini di aderenza al trat-
tamento, basso tasso di ricaduta, miglioramento del funzio-
namento sociale e gestione dello stress. Metodi. Si tratta 
di uno studio osservazionale pragmatico real-world della 
durata di un anno con soggetti reclutati consecutivamente 
presso il reparto psichiatrico di Campobasso (SPDC) o il Cen-
tro di Salute Mentale (CSM) a partire da novembre 2020 
per un periodo di 18 mesi. Sono stati reclutati 13 soggetti; 
10 maschi e 3 femmine, tutti single, con DUP inferiore a un 
anno. Ai pazienti reclutati è stato chiesto il consenso per la 
partecipazione dei familiari. L’efficacia dell’intervento è stata 
valutata in termini di aderenza al trattamento, discontinui-
tà, tassi di recidiva, sintomi clinici valutati da BPRS e PANSS, 
miglioramento del funzionamento sociale e gestione dello 
stress. Risultati. Al termine dell’intervento sono stati riscon-
trati miglioramenti significativi nell’aderenza al trattamento, 
assenza di abbandoni e ricadute, miglioramenti statistica-
mente significativi nei sintomi clinici, nel funzionamento 
sociale e nella gestione dello stress. Discussione e con-
clusioni. I risultati mostrano chiaramente che l’intervento 
psicoeducativo familiare secondo il modello adattato di 
Falloon, specificamente focalizzato sulla gestione delle crisi 
e dello stress precoce, è efficace nel migliorare l’aderenza 
al trattamento, l’esito clinico e la vita sociale dei pazienti 
psicotici al primo episodio. Il limite del presente studio è la 
mancanza di un controllo e di una randomizzazione.

Parole chiave. Funzionamento sociale, intervento pre-
coce, intervento psicoeducativo familiare, primo episo-
dio di psicosi, stress management.
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16% at month 1 and 34% at month 3. While treatment 
discontinuation was predictive of involuntary hospi-
talization (HR: 7.14 p=0.015 95% CI=[1.48 -34.52]) at 
the first month and of the total number of hospital-
izations (HR:6.86 p<0.0001 95% CI=[2.47-19.05]), the 
predictive factor of good adherence was the higher 
number of outpatient visits (HR: 0.85 p<0.0001 95% 
CI=[0.0-0.9]). Initial management of the care also ap-
peared to play an important role3. Studies have re-
cently turned towards Long-Acting Injection (LAI) 
drugs since in some meta-analyses they have shown 
to be superior to oral treatment in terms of adherence 
and reduced discontinuity of treatment4, to be effec-
tive and safe even for the first episodes of psychosis5-7. 
With LAIs, benefits are observed when professionals 
are able to provide person-centered care and when 
the options among the various LAIs are extensively 
discussed with the patient8. In one of the most recent 
meta-analyses, the authors conclude that educating 
patients and family members about the benefits of 
LAIs can help choose the best treatment options to 
achieve optimal clinical outcomes9. Therefore, even if 
LAIs can be considered the best drug treatment op-
tion, it is necessary to integrate them with psychoedu-
cational interventions and the involvement of family 
members. Indeed, for this reason family psychoedu-
cational interventions are recommended by most 
guidelines also for the early psychosis10. As known, 
they are considered not only effective, but neces-
sary and a priority for severe psychiatric disorders as 
shown by several, regularly updated meta-analyses11. 
Among these interventions, the interventions devel-
oped by Falloon deserve a particular mention for the 
consolidated experience enduring over 20 years12, for 
their use among the optimal evidence-based treat-
ment strategies13, for being considered of fundamen-
tal importance at onset14. These interventions have 
also proved effective in Italy in reducing relapses and 
re-hospitalizations through an increase in the adher-
ence to pharmacological therapy even at 11 year-fol-
low-up15, in improving clinical symptoms, social func-
tioning and in decreasing family burden15,16. In our 
country there have been various adaptations for Bipo-
lar Disorder17 with efficacy results at 5 years18 and for 
multifamily intervention19 also with the subsequent 
elaboration of an ad hoc structured manual20. No spe-
cific adaptations of Falloon’s intervention for FEP are 
known. Indeed, the author himself, in one of his last 
contributions21 declared that an optimal treatment 
for the first cases of schizophrenia has not yet been 
well defined and that further research is required. He 
hypothesized that probably even the simplest educa-
tional programs would be sufficient for some first epi-
sodes, while for others more articulated and complete 
therapeutic programs to achieve and sustain a satis-
factory recovery would be necessary. We agree with 
Falloon that all evidence-based interventions are far 

from perfect and therefore continuous readjustment 
is necessary21. This is what has been done in the last 
20 years by the team of the Community Mental Health 
Center of Campobasso (CMHC) who, with consoli-
dated experience, have adapted these interventions 
in different contexts22 and to different purposes23. 
The team also routinely applied Falloon’s approach 
in the CMHC, unlike what happens in Italy where 
there has been historical resistance in the applica-
tion of psychoeducational interventions24. Therefore, 
the adaptation, as considered by Falloon himself, also 
responds to the limits of an approach generally pro-
posed with a psycho-didactic modality focused on in-
formation as critically highlighted by some authors25. 
The contents of the information component reworked 
by the CMHC team concern: a) the experience of the 
crisis, i.e. what happens in terms of experience and 
perception of change; b) explanation of symptoms ac-
cording to stress and bio-psycho-social vulnerability; 
c) the meaning of the crisis also as a function of un-
derstanding what happened before; d) knowing how 
to accept the crisis as a basis for changing lifestyles 
and behaviors. These changes are substantial because 
the psychotic onset has a significant impact on the life 
of the person and the family. Nevertheless, in most 
cases, with the exception of the few services activated 
ad hoc, FEP is approached by doctors merely from a 
professional point of view as an acute event of a long-
term disorder. Conversely, more and more attention 
must be paid, as already considered in guidelines26, to 
the fact that onset is a process that evolves in differ-
ent phases and must be approached phase by phase, 
also in order to instill a sense of hope27. The aware-
ness of the importance of DUP in prognostic terms 
has led to the creation of specific services for early 
interventions; anyway, these services, we underline, 
are few and much attention is given to reduce stigma 
and symptoms, to provide a strong taking charge with 
psychosocial support to the person and his family. 
However, even in these services, attention is less fo-
cused on what young people with an onset find most 
pressing in a phase of “challenges” and calls of daily 
life28. An ad hoc study on this issue has revealed that 
young people with FEP experience considerable chal-
lenges in their social life before and after DUP29. An 
interesting contribution has recently been published 
for a qualitative investigation of how young people 
experience and understand the process of developing 
a FEP25. Our re-elaboration of the intervention car-
ried out in 2020 on the first component (Definition of 
Goals) and above all on the second one (Informative) 
of the Falloon intervention30 agrees with what was 
claimed by Hansen et al.25. Attention was therefore fo-
cused on issues relating to:

a) “stressful life situations” which refers to the period 
prior to the psychotic experience;
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b) “personal description and definition of the emo-
tional, behavioral and cognitive problems of the 
psychotic experience”, specifying that these prob-
lems actually concern both the psychopatho-
logical aspects of psychosis and the symptoms of 
stress-related discomfort associated with emo-
tional experiences;

c) “redefining the meaning of psychosis in terms 
of acceptance of a new phase of one’s existence”, 
characterized by a new life path also centered on 
the awareness that stress is an integral part of the 
presence of “everyday challenges”. Therefore, a 
salutogenic intervention addressed to the neces-
sary changes for the future and not a medicalizing 
approach based on clinical remission to restorate 
abilities at prior level.

This approach has not been entirely manualized 
yet. The Psychiatric Rehabilitation Technician (TeRP) 
who delivered the intervention is an expert and a 
trainer in psychoeducation as well as in the art of 
Socratic dialogue or questioning, co-author of vari-
ous manuals in this sector20,23; TeRP used for this ap-
proach written procedures with various examples of 
dialogue. It is a psychoeducational approach anyway, 
but specifically adapted from the Falloon model for 
First Episode Psychosis (FEP).

In this paper we show the results of a real-world 
study carried out on a consecutive sample of previ-
ously untreated young adults at onset, candidates 
for early intervention, admitted for the first time to 
the SPDC or who went to the CMHC for psychiatric 
emergencies. Our hypotheses were that the psycho-
educational intervention, as specifically adapted for 
FEP, would be well accepted by patients and family 
members, with an estimated dropout rate of less than 
5%, good adherence to the course of care, to drugs 
and to psychosocial intervention, with discontinuity 
of less than 10%, relapses less than 10%, and an im-
provement in social functioning and optimal stress 
management.

Methods 

This is a one-year observational naturalistic study 
carried out in the real world between 2020 and 2023 
on young adults with FEP consecutively enrolled in 
the Psychiatry ward (SPDC) and the Center for Men-
tal Health (CMHC) of Campobasso. The primary 
outcomes are: a) Drop outs <5%; b) discontinuity of 
treatment and/or non-adherence to drugs and treat-
ment program <10%; c) relapses <10%; d) improve-
ment on the FPS scale greater than 10 points from the 
baseline level. The secondary outcomes were signifi-
cant improvement in stress management and signifi-
cant decrease in symptoms.

Recruitment

Starting from November 2020, in each of the two 
health centers, patients with FEP were consecutively 
invited to participate if they met the following inclu-
sion criteria: a) age between 18 and 30; b) absence of 
previous treatments; c) cohabiting with at least one 
relative, aged between 18 and 70, not affected by any 
disabling physical or mental disorder; d) informed 
consent to participate in the study and to involve key 
relatives. Patients were excluded if they: a) had pre-
viously received a psychiatric diagnosis and/or been 
treated for a psychiatric disorder; b) were suffering 
from a severe physical illness requiring intensive 
medical care; c) lived with a family member suffer-
ing from a serious physical illness requiring intensive 
medical care; d) suffered from alcohol or substance 
addiction; e) showed antisocial traits that prevented 
negotiating treatment.

All patients who agreed to participate were asked 
for permission to contact and involve their family 
members. Key family members were defined as those 
who spent the greatest number of hours in contact 
with the patient in the last year.

The intervention was designed to be suspended if 
the patients or family members could not participate 
in more than 4 psychoeducational sessions or if they 
withheld their consent. The patients included in the 
study received the routine treatment that is provided 
at the CMHC of Campobasso which includes, on the 
basis of the personalized therapeutic program, phar-
macological treatment based on the NICE guidelines, 
psychotherapy and/or individual psychological sup-
port and individual rehabilitation project where 
necessary, based on the evaluation of the dedicated 
team. Systemic or strategic-relational family therapy 
was excluded.

The study was conducted in accordance with the 
ethical principles of the Declaration of Helsinki. All 
patients and relatives received detailed study infor-
mation and provided written informed consent be-
fore inclusion in the study.

Description of the intervention

The experimental treatment is based on the psy-
choeducational family intervention developed by 
Falloon30 for patients affected by schizophrenia and 
their families, adapted by our research group to be 
used in the introductory part in a new way with the 
original one. The substantial changes, as briefly de-
scribed in the introduction, concern both the first 
(Definition of Goals) and the second (Informative) 
component of the Falloon intervention. As far as the 
first component, a family session explicitly dedicated 
to the definition of pleasant goals is scheduled. In 
this session, the definition of the stress-vulnerability-
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coping model is first introduced to the patient and the 
family members; secondly, the definition of pleasant 
goals and the importance of developing pleasant 
goals are described; thirdly, every single patient is 
required to identify and choose at least one pleasant 
goal according to the SMART methodology (i.e. spe-
cific, but also challenging according to the authors; 
measurable; achievable but also self-esteem related 
according to the authors; relevant; time-based).

Furthermore, our changes mainly focused on 
the second part of the intervention, i.e. the informa-
tive one. As briefly described in the introduction, we 
chose to focus especially on three issues: a) “stressful 
life situations”; b) “personal description and defini-
tion of the emotional, behavioral and cognitive prob-
lems of the psychotic experience”; c) “redefining the 
meaning of psychosis in terms of acceptance of a new 
phase of one’s existence”.

As far as stressful situations, our work tries to lead 
patients to identify anomalous experiences and de-
lusional beliefs in the first place. Second, patients are 
asked to clarify antecedents of onset using the stress/
vulnerability model and to identify stressful events 
that preceded onset. Thirdly, a normalizing inter-
pretation of psychotic symptoms and the identifica-
tion of dysfunctional ways of thinking are facilitated. 
Fourth, a generalization is fostered to consider posi-
tive symptoms as an attempt to explain emotional 
distress and unusual perceptual experiences. Finally, 
factors facilitating relapse and its prevention are an-
alysed. All these activities are crucial to reconstruct 
the prodromal symptoms and their meaning togeth-
er with the patient and the family.

After prodromal symptoms, psychotic experienc-
es are addressed. The TeRP helps the patient achieve 
a personal description and definition of the emotion-
al, behavioral and cognitive problems concerning the 
psychotic experience. In this phase work is focused 
on different issues at the same time, seeking to ad-
dress psychotic symptoms, secondary emotional ex-
periences, and stress-related discomfort.

The third phase aims at redefining the meaning of 
psychosis in terms of acceptance of a new phase of 
one’s existence. A new vision is fostered, inviting the 
patient and family members to consider the FEP as 
an experience, a challenge to which a meaning can 
be attributed. All these processes take place outside 
of a medicalizing context and within a salutogenic 
context of approval and support.

The overall structure of the intervention consists 
of the following traditional sessions: a) individual 
and family evaluation; b) definition of goals; c) ex-
change of information on the basis of the Socratic 
dialogue, about the three themes of the informative 
component previously illustrated; d) personalized 
information on treatment and early signs of relapses; 
e) communication skills; f ) problem solving skills; g) 

specific strategies to deal with a personal problem, 
isolation and organization of daily life; h) booster 
sessions. Sessions take place every week for three 
months, every fortnight for the next three months, 
then every thirty days for the next 6 with supervision 
sessions every three months. Each session lasts ap-
proximately 90 min. The location, outpatient and/
or home, is adapted to the needs of families and the 
tasks and workloads of mental health professionals. 
All outpatient meetings take place at the CMHC by 
the expert Terp. There are written handouts for en-
counters b) and f), while for the other encounters ref-
erence is made to the Falloon manual30. 

Assessment tools

For the improvement of the patients’ social func-
tioning, the Italian version (FPS) of the PSPS scale 
was used31 as in CMHC professionals’ routine. The 
FPS was completed by the patient’s referral personnel 
designated at community team meetings. Likewise 
the other tools, the FPS evaluates the personal and 
social functioning of the person with a semi-struc-
tured interview and the information available from 
acquaintances and from the operators themselves. 
There are 4 main areas: 1) socially useful activities 
(including work and study); 2) personal and social 
relationships; 3) care of appearance and hygiene; 
4) disturbing and aggressive behaviors. The overall 
score ranges from 0 (worst possible performance) to 
100 (excellent performance).

The referring physician assessed the clinical status 
of the patients by the Brief Psychiatric Rating Scale 
(BPRS) and by the PANSS; the level of Stress also was 
rated bimonthly.

The BPRS is a semi-structured interview on 
psychopathological status, comprising 24 items, 
grouped into four subscales: positive symptoms, 
negative symptoms, depressive-anxious symptoms 
and manic-hostile symptoms. Each item is rated on a 
seven-level scale, ranging from 1 (no symptoms) to 7 
(very severe symptoms)32.

The PANSS (Positive And Negative Syndrome 
Scale) integrates 18 items of the BPRS with 12 of the 
Psychopathology Rating Scale - PRS33 and divides the 
30 new items into three distinct clusters, one for posi-
tive symptoms (7 items), one for negative (7 items) 
and one for general psychopathological symptoms 
(16 items). The handbook accompanying the scale 
provides a detailed explanation of the individual 
items and symptom quantification criteria (which 
are rated on a 7-point scale).

Stress was assessed using the Stress Scale34 made up 
of 9 items taken from the well-known and widespread 
Goldberg tool for investigations in routine conditions 
with a no-yes dichotomous answer, which evaluates the 
presence of stress if the score is greater than 10.
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The clinical and sociodemographic characteris-
tics of the patients, as well as the sociodemographic 
characteristics of the relatives at baseline were re-
corded by an ad hoc questionnaire. Information in-
cluded DUP measured in days, age, gender, school-
ing, other psychosocial treatments received during 
the intervention. Complete adherence to drug treat-
ment was mandatory at the start of the study.

Statistical analysis

Sociodemographic and clinical differences in the 
patients at baseline and end of intervention were 
tested using paired-samples t-tests for parametric 
variables. Non-parametric tests, such as the Wilcox-
on test, were used for variables with a non-normal 
distribution. SPSS 21.0 software (SPSS Inc., Chicago, 
IL, USA) for macOS was used for analyses.

Results

Sample

The sample consisted of 13 patients, 10 males and 
3 females, singles, with an average age of 25.77 (±5.3), 
an average schooling of 14.15 (±3.1) and with an av-
erage DUP of 154.23 (±96.01). Pharmacological treat-
ment was shared between the patient and the refer-
ring psychiatrist. Psychological support was offered 
for three patients and was accepted.

No drop-outs were observed both in patients and 
in family members.

Sociodemographic characteristics of the relatives 
included: a total of 30 subjects, average age 48 (±8.2), 
44% male/56% female, 33,3% mothers/33,3% fathers
/3.3%partner/30%siblings.

During the intervention, patients did not experi-
ence relapses, hospitalizations, and clinical wors-
enings requiring a significant change in the drug 
treatment. No discontinuity of drug therapy was ob-
served. Adherence to the treatment plan and to psy-

chological support was 100%. The adherence to the 
psychoeducational intervention by patients and fam-
ily members was 100%.

In the analyses (table 1) an improvement in the 
BPRS total score was found with a difference of -32.54 
between the initial score (88.46±13.22) and T1 score 
(55.92±11.09; p<0.001). An analogous improvement 
concerned the PANSS total score with a difference of 
-69 between the initial score (141.46±19.46) and T1 
score (72.46±15.64; p<0.001). The same results were 
obtained for the subscales of positive and negative 
symptoms and general psychopathology (table 1). 
Stress level decreased from 14.4 (±2.6) to 11.69 (±2.25) 
with a difference of -2.71 (p=0.35). FPS improved by 
14.69 points (p<0.001) from baseline mean value of 
43.46 (±6.79) to final mean value of 58.15 (±9.00).

Discussion

To our knowledge, this is the first study testing the 
effectiveness of a modified version of Falloon’s early 
psychoeducation method. This study has a strengths, 
i.e. it is a real-world study recruiting patients in a 
context of a health care service with the adoption 
of broad inclusion criteria for patients and family 
members. Our study hypotheses were all confirmed. 
Firstly, the adherence of the intervention by the en-
tire family nucleus showed no drop-outs. The pa-
tients correctly took therapy as discussed and agreed 
with the referring psychiatrist, a rare event since non-
adherence is reported as widely present and a pre-
dictor of relapses in these subjects1-9,35,36. Adherence 
cannot be explained even by the chosen drug types 
and pharmacological efficacy, since discontinuity 
and consequent relapses are also present with the 
use of LAI3,4,9. The use of LAI itself may not guaran-
tee adherence, but it should be underlined that this 
formulation is perceived coercive by many patients, 
and also in this case psychoeducational strategies are 
needed to strengthen this type of treatment37. It has 
been shown that also first-episode patients like to re-

Table 1. Clinical and Social improvement at 1 year follow-up±. 

T0 (m ± ds) T1 (m,ds) Delta t IC 95% p

FPS 43,46 ± 6.79 58.15 ± 9.00   14.69 6.6    9.84     19.54  0.000

BPRS*   88.46 ± 13.22   55.92 ± 11.09 - 32.54  0.001

PANSP 32.77 ± 1.40 14.31 ± 2.98 - 18.46 14.5 15.69     21.22  0.000

PANSN 33.23 ± 5.67 19.38 ± 5.00 - 13.88 12.83 11.49   16.19  0.000

PANSGN* 75.46 ± 6.79 39.15 ± 8.96 -36.31  0.001

PANST 141.46 ± 19.46   72.46 ± 15.64 - 69 15.56 59.01   78.21  0.000

STRESS 14.4 ± 2.6 11.69 ± 2.25   - 2.71 2.39 .26   5.43 0.34

* Wilcoxon Test.

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 54.234.51.97 Wed, 20 Mar 2024, 12:46:01



F. Veltro, et al.: Evaluation of a psychoeducational intervention adapted from the Falloon model for first episode psychosis 25

ceive information about pharmacological treatment, 
and that adherence can be explained by information 
given about the drugs taken35. In our study there were 
no relapses, recurrences or hospitalizations during 
one year. This is a very important finding, because in 
other studies of first episodes the relapse rate is es-
timated to be up to 37.7%36. No significant changes 
in therapy and/or drug dosage were observed during 
the course of the study, since the careful assessment 
of the early signs of crises and the strategies adopted 
by the patient and his family were timely and effec-
tive in avoiding a psychopathological exacerbation. 
This is also explicitly proven by the lack of access 
to the Emergency Department or by the request for 
emergency interventions at the CMHC. However, it 
should be noted that among the FEP there were no 
subjects suffering from addiction as well as subjects 
using amphetamine-like substances (which repre-
sent a predictive factor of relapses) because they did 
not match the inclusion criteria1. Social functioning 
improved substantially (table 1). Historically, in early 
studies, relapse rates and clinical remission are often 
used as a clinical outcome, even with psychoeduca-
tional intervention conducted with the single family 
or with the multifamily38. Recently, however, social 
functioning39 and lifestyle changes40 have been the 
most frequently considered outcomes. We also used 
the social functioning outcome which is more diffi-
cult to achieve as an objective outcome over a year, 
but certainly harmonizes with the type of interven-
tion. In fact, in our approach patients are invited to 
establish small pleasant goals at the beginning of 
the intervention and more structured personal goals 
(i.e. studying, working, improving social network) 
after the first three months of the intervention. We 
explain the improvement not only as a consequence 
of the clinical improvement fully ascertained with 
two different assessment tools, but above all as a re-
sult of problem-solving training and as a result of the 
participation of family members as protagonists. In 
this intervention, the relative becomes a helper, i.e. 
an informal lay-worker integrating the service team 
in a support network in order to facilitate patients 
achieving personal goals. Thanks to the interven-
tion, family members are put in a position to better 
understand the nature of the disorder, the role of 
stress, the relevance of stressful situations already 
present before onset. The improvement in profes-
sional help provided by family members confirms 
their need to receive information and support from 
mental health professionals and to have a key-role 
in the care of their loved ones17. The large number of 
patients and relatives who participated in all the in-
tervention sessions may indicate that this approach, 
focused on stress and on giving meaning to the crisis 
as an opportunity for growth and change, manages to 
involve them deeply. The same happens with severe 

mental disorders with a long history of illness15,17, but 
in our study we observed more promising results. In 
fact, we have to consider the marked improvement in 
functioning and the absence of hospitalizations and 
relapses which represent an extraordinary result. Fi-
nally, it should be noted how important the involve-
ment of families is; indeed, in southern European 
countries families have proved to be very cooperative 
and supportive when a member suffers from very se-
rious health problems41-43. We were not able to detect 
statistical differences between patients recruited in 
the ward and patients recruited in the mental health 
center, as only one person was recruited in the ward 
during the study. As regards our clinical observa-
tions, in this latter case we noted a greater emotional 
involvement by the family members, which resulted 
in a more engaged commitment in understanding 
the events that led to hospitalization and a closer 
support to their relative during the intervention. In 
our opinion, this is especially important, as relatives 
and caregivers play a crucial role in service engage-
ment, which in turn is related to DUP reduction and 
functioning outcomes44,45.

Conclusions

This real-world study has several limitations. Most 
importantly, this is an uncontrolled randomized clin-
ical trial. Furthermore, due to a very low sample size 
(13 recruited patients consisting, among other things, 
mainly of males), the possibility to generalize the re-
sults is severely limited and future studies with larger 
samples should be planned. The gender prevalence 
probably was affected by the exclusion criteria that 
influenced girls to a greater degree, and by a known 
lower accessibility to services for psychotic disorders 
for the female gender in the Molise region.

This is a pragmatic study carried out in the “real 
world” at a SPDC and a CMHC dedicated to routine 
care with evidence-based interventions that may 
have had a “cointervention” and “confounding” ef-
fect. However, it is noteworthy that all the patients 
and all their families adhered to the treatment, dif-
ferently from most other studies using similar types 
of approach; indeed this kind of interventions, even 
if well conducted and effective in improving adher-
ence, tend to record some lack of consent at the start 
of treatment and a small percentage of dropouts dur-
ing treatment18. These outcomes counterbalance the 
limitations relating to the study design, since we are 
faced with a result in which the absolute best pos-
sible benefit was observed: absence of drop-outs, 
absence of discontinuity, absolute adherence to drug 
treatment and proposed intervention, absence of 
relapses. These findings are associated with marked 
improvement in personal and social functioning that 
improved the FPS scale performance by one level. 
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Some might argue that the stress level, albeit sig-
nificantly improved, remained high. This fact is to be 
considered positively, as all the users kept active. As 
a consequence they had to face the daily challenges 
represented by studies, social relationships, the com-
mitment to achieve pleasant goals and goals related 
to life changes, as expected in Falloon’s psychoedu-
cational interventions. On the basis of the many im-
provements observed, the authors set themselves 
four objectives. Firstly, to manualize the interven-
tion. Secondly, to propose to the patients and family 
members of this study participation in multifamily 
care based on problem-solving20. Thirdly, to carry out 
monitoring during the next year, totalling two years. 
Fourthly, to carry out a multicenter study, in which 
larger samples are needed, using a randomized con-
trolled trial design.

Declarations:
	All methods were carried out in accordance with relevant 

guidelines and regulations. 
	Consent for publication: all authors gave their consent for 

publication.
	Availability of data and materials: the datasets generated 

and/or analysed during the current study are not pub-
licly available because data are currently under analysis 
for further pubblication but are available from the cor-
responding author on reasonable request.

	Competing interests: there are not competing interests.
	Fundings: no fundings were requested for the study.
	Authors’ contributions: F.V., G.L., I.P. wrote the manu-

script; G.L., C.P., F.V. made data analysis and statistics; 
I.N. and L.Z. prepared the figure and references and 
contributed to discussion and conclusions. All authors 
reviewed the manuscripts.

Acknwoledgments: we are grateful to the “Nuove Prospettive” 
Cooperative for the skills and professional support it has of-
fered for the realization of this work.
We sincerely thank the family members and clients for their 
participation in the care program.

References

1. Alvarez-Jimenez M, Priede A, Hetrick SE, et al. Risk fac-
tors for relapse following treatment for first-episode psy-
chosis: A systematic review and meta-analysis of longitu-
dinal studies. Schizophr Res 2012; 139: 116-28.

2. Lambert M, Conus P, Cotton S, Robinson J, McGorry PD, 
Schimmelmann BG. Prevalence, p redictors, and conse-
quences of long-term refusal of antipsychotic treatment 
in first-episode psychosis. J Clin Psychopharmacol 2010; 
30: 565-72.

3. Guitter M, Laprevote V, Lala A, Sturzu L, Dobre D, 
Schwan R. Rate and predictors of interrupted patient 
follow-up after first-episode psychosis - a retrospective 
cohort study in France. Early Interv Psychiatry 2020 Dec 
17. doi: 10.1111/eip.13093.

4. Kishi T, Oya K, Iwata N. Long-acting injectable antipsy-
chotics for the prevention of relapse in patients with re-
cent-onset psychotic disorders: a systematic review and 
meta-analysis of randomized controlled trials. Psychiatry 
Res 2016; 246: 750-5.

5. Stevens GL, Dawson G, Zummo J. Clinical benefits and 
impact of early use of long-acting injectable antipsy-

chotics for schizophrenia. Early Interv Psychiatry 2016; 
10: 365-77.

6. Emsley R, Chiliza B, Asmal L, Mashile M, Fusar-Poli 
P. Long-acting injectable antipsychotics in early psycho-
sis: a literature review. Early Interv Psychiatry 2013; 7: 
247-54.

7. Taylor M, Ng KY.  Should long-acting (depot) antipsy-
chotics be used in early schizophrenia? A systematic re-
view. Aust N Z J Psychiatry 2013; 47: 624-30.

8. Correll CU, Citrome L, Haddad PM, et al. The use of long-
acting injectable antipsychotics in schizophrenia: evalu-
ating the evidence. J Clin Psychiatry 2016; 77 (suppl 3): 
1-24.

9. Lian L, Kim DD, Procyshyn RM, Cázares D, Honer WG, 
Barr AM. Long-acting injectable antipsychotics for early 
psychosis: a comprehensive systematic review. PLoS 
One 2022; 17: e0267808.

10. Morin MH, Bergeron AS, Levasseur MA, Iyer SN, Roy 
MA. Les approches familiales en intervention précoce: 
repères pour guider les interventions et soutenir les 
familles dans les programmes d’intervention pour pre-
miers épisodes psychotiques (PPEP). Sante Ment Que 
2021; 46: 139-59.

11. Zhao S, Sampson S, Xia J, Jayaram MB. Psychoeducation 
(brief) for people with serious mental illness. Cochrane 
Database Syst Rev 2015; 9: CD010823.

12. Falloon IR, Boyd JL, McGill CW, Razani J, Moss HB, Gild-
erman AM. Family management in the prevention of ex-
acerbations of schizophrenia: a controlled study. N Engl 
J Med 1982; 306: 1437-40.

13. Falloon IR, Montero I, Sungur M, et al.; OTP Collabora-
tive Group. Implementation of evidence-based treat-
ment for schizophrenic disorders: two-year outcome of 
an international field trial of optimal treatment. World 
Psychiatry 2004; 3: 104-9.

14. Falloon IR, Coverdale JH, Laidlaw TM, Merry S, Kydd 
RR, Morosini P. Early intervention for schizophrenic dis-
orders. Implementing optimal treatment strategies in 
routine clinical services. OTP Collaborative Group. Br J 
Psychiatry Suppl 1998; 172: 33-8.

15. Veltro F, Magliano L, Morosini P, et al.; Gruppo di Lavoro 
DSM-BN1. Studio controllato randomizzato di un inter-
vento psicoeducativo familiare: esito ad 1 e a 11 anni. 
Epidemiologia e Psichiatria Sociale 2006; 15: 44-51.

16. Magliano L, Fiorillo A, Malangone C, et al. Interventi psi-
coeducativi familiari per la schizofrenia nella pratica cli-
nica: effetto sullo stato clinico e la disabilità dei pazienti 
e sul carico e le risorse familiari. Epidemiologia e Psichi-
atria Sociale 2006; 15: 219-27.

17. Fiorillo A, Del Vecchio V, Luciano M, et al. Efficacy of 
psychoeducational family intervention for bipolar I dis-
order: a controlled, multicentric, real-world study. J Af-
fect Disord 2015; 172: 291-9.

18. Luciano M, Sampogna G, Del Vecchio V, et al. Medium 
and long-term efficacy of psychoeducational family 
intervention for bipolar I disorder: results from a real-
world, multicentric study. Bipolar Disord 2022; 24: 647-
57.

19. Bazzoni A, Rosicarelli ML, Picardi A, Mudu P, Roncone 
R, Morosini P. Intervento multifamiliare di Gruppo e 
schizofrenia: uno studio controllato randomizzato. Jour-
nal of Psychopathology 2003; (1).

20. Veltro F, Oricchio I, Nicchiniello I, Pontarelli I. 
L’intervento psicoeducativo multifamiliare basato sul 
problem-solving. Roma: Edizioni Alpes, 2014.

21. Falloon IRH. Research on family interventions for men-
tal disorders: problems and perspectives. In: Sartorius N, 
Leff J, Lopez-Ibor JJ, Maj M, Okasha A (eds). Families and 
mental disorders: from burden to empowerment. Hobo-
ken, NJ: John Wiley & Sons, 2005.

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 54.234.51.97 Wed, 20 Mar 2024, 12:46:01



F. Veltro, et al.: Evaluation of a psychoeducational intervention adapted from the Falloon model for first episode psychosis 27

22. Vendittelli N, Veltro F, Oricchio I, Cappuccini M, Ronco-
ne R, Simonato P. L’intervento cognitivo-comportamen-
tale di gruppo nel servizio psichiatrico di diagnosi e cura. 
Milano: Edizioni Edi-Ermes, 2015.

23. Veltro F, Vendittelli N, Pontarelli I, Pica A, Nicchiniello I. 
Manuale per l’intervento psicoeducativo di gruppo per 
il raggiungimento di obiettivi (INTE.G.R.O.). Roma: Ed-
izioni Alpes, 2017.

24. Casacchia M, Roncone R. Italian families and family in-
terventions. J Nerv Ment Dis 2014; 202: 487-97.

25. Hansen H, Stige SH, Davidson L, Moltu C, Veseth M. 
How do people experience early intervention services 
for psychosis? A meta-synthesis. Qual Health Res 2018; 
28: 259-72.

26. Early Psychosis Guidelines Writing Group, Australian 
Clinical Guidelines for Early Psychosis, 2nd edition: a 
brief summary for practitioners. Melbourne: Orygen, 
2010.

27. Johannessen JO, McGlashan TH, Larsen TK, et al. Early 
detection strategies for untreated first-episode psychosis. 
Schizophr Res 2001; 51: 39-46.

28. van Schalkwyk GI, Davidson L, Srihari V. Too late and too 
little: narratives of treatment disconnect in Early Psycho-
sis. Psychiatr Q 2015; 86: 521-32.

29. Kamens S, Davidson L, Hyun E, et al. The duration of un-
treated psychosis: a phenomenological study. Psychosis 
2018; 10: 307-18.

30. Falloon IR. Intervento psicoeducativo integrato in psi-
chiatria. Trento: Edizioni Erickson, 1994.

31. Morosini PL, Magliano L, Brambilla L, Ugolini S, Pioli R. 
Development, reliability and acceptability of a new ver-
sion of the DSM-IV Social and Occupational Functioning 
Assessment Scale (SOFAS) to assess routine social func-
tioning. Acta Psychiatr Scand 2000; 101: 323-9.

32. Ventura J, et al. Brief Psychiatric Rating Scale-BPRS 4.0. In: 
Conti L (ed). Repertorio delle Scale di Valutazione in Psi-
chiatria, Tomo 1. Firenze: Società Editrice Europea, 1999.

33. Kay SR, Fiszbein A, Opler LA. The positive and negative 
syndrome scale (PANSS) for schizophrenia. Schizophr 
Bull 1987; 13: 261-76.

34. Goldberg DP, Hillier VF. A scaled version of the general 
health questionnaire. Psychol Med 1979; 9: 139-45. 

35. Hickling LM, Kouvaras S, Nterian Z, Perez-Iglesias R. 
Non-adherence to antipsychotic medication in first-epi-
sode psychosis patients. Psychiatry Res 2018; 264: 151-4.

36. Brown E, Bedi G, McGorry P, O’Donoghue B. Rates 
and predictors of relapse in first-episode psychosis: an 
Australian cohort study. Schizophr Bull Open 2020; 1: 
sgaa017.

37. Fiorillo A, Barlati S, Bellomo A, et al. The role of shared 
decision-making in improving adherence to pharmaco-
logical treatments in patients with schizophrenia: a clini-
cal review. Ann Gen Psychiatry 2020; 19: 43.

38. Haahr UH, Jansen JE, Lyse Nielsen HG, et al. Multi-fam-
ily group and single-family intervention in first-episode 
psychosis: a prospective, quasi-experimental cohort 
study. Early Interv Psychiatry 2021; 15: 983-92.

39. González-Ortega I, Vega P, Echeburúa E, et al. A multi-
centre, randomised, controlled trial of a combined clini-
cal treatment for first-episode psychosis. Int J Environ 
Res Public Health 2021; 18: 7239.

40. Holt RIG, Gossage-Worrall R, Hind D, et al. Structured 
lifestyle education for people with schizophrenia, 
schizoaffective disorder and first-episode psychosis 
(STEPWISE): randomised controlled trial. Br J Psychia-
try 2019; 214: 63-73.

41. Bhugra D, Fiorillo A. Families, functioning and therapies. 
Int Rev Psychiatry 2012; 24: 79-80.

42. Viana MC, Gruber MJ, Shahly V, et al. Family burden 
related to mental and physical disorders in the world: 
results from the WHO World Mental Health (WMH) sur-
veys. Braz J Psychiatry 2013; 35: 115-25.

43. Candini V, Buizza C, Ferrari C, et al. Is structured group 
psychoeducation for bipolar patients effective in ordi-
nary mental health services? A controlled trial in Italy. J 
Affect Disord 2013; 151: 149-55.

44. Fusar-Poli P, McGorry PD, Kane JM. Improving outcomes 
of first-episode psychosis: an overview. World Psychiatry 
2017; 16: 251-65.

45. Galderisi S, Rossi A, Rocca P, et al.; Italian Network For 
Research on Psychoses. The influence of illness-related 
variables, personal resources and context-related factors 
on real-life functioning of people with schizophrenia. 
World Psychiatry 2014; 13: 275-87. 

Corresponding author:
Franco Veltro
E-mail: francoveltro@gmail.com

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 54.234.51.97 Wed, 20 Mar 2024, 12:46:01


