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Objective 1:

Evidence supporting caregiver training
and orientation to Psychosis REACH

Schizophrenia and Psychosis
Treatment Guidelines
Evidence-Based
Psychotherapy
EvidenceBased
Pharmacotherapy

Family
Interventions
for psychosis

Educational/
Vocational
Services

Case
Management

Peer Support

Caregivers have a positive
impact on recovery
• Better treatment outcomes (Glick, Stekoll, Hays, 2011)
• Fewer hospital admissions and reduced relapse rates (Pitschel-Walz, Leucht, Bauml, Kissling & Engel, 2001; Knapp et al., 2014)
• Shorter inpatient stays (Pfammatter, Junghan, & Brenner, 2006)
• Overall improvement in quality of life (Evert et al., 2003)
• Better work and role performance (Brekke & Mathiesen, 1995)
• Reduced substance use (Clark, 2001)
• Potentially reduced mortality (Revier et al, 2015)

Radical Departure from the Status Quo
• Most mental health providers reported no contact with the families of their
patients. (Marshall & Solomon, 2004)
• Collaboration between supports & mental health providers is uncommon.
• Carers can spend the equivalent of a full‐time job in caregiving activities and
provide high levels of unpaid care. (Flyckt, Lothman, Jorgensen, Rylander, & Koernig, 2013)

Caregivers are Impacted by Caregiving
• Economic impacts (Mangalore & Knapp, 2007;
Csoboth, Witt, Villa, & O'Gorman, 2015)

• Clinical levels of depression (Lowenstein et al., 2010)
• Burnout and emotional exhaustion (Angermeyer, Bull, Bernert, Dietrich, & Kopf, 2006)

Caregivers need support,
information, and skills training

Psychosis
REACH takes the
Family
Intervention out
of the clinic…

Directly to the Family

Psychosis REACH consists of:
Psychoeducation
Caregiver Self-Care
FIRST Skills

The FIRST Skills: An Overview
Fall back on your relationship
Inquire Curiously
Review the information and put it
together
Skill development
Try out the skill and get feedback
Hardy et al. (2020)

Try these…

FIRST

The FIRST
Skills:
An Overview

Fall back on your relationship
• Highlight strengths/shared interests
• Develop shared goals
• Normalize experiences

The
FIRST
Skills:
The
FIRST
The
FIRST
Skills:
An Skills:
Overview
An Overview
An Overview

Inquire Curiously
• Asking questions about their
experiences & symptoms
• Dropping assumptions

The
FIRST
Skills:
The
FIRST
The
FIRST
Skills:
An Skills:
Overview
An Overview
An Overview

Review the information and put it
together
• Orient to role of stress & stress
management strategies
• Make sense of experiences through
shared understanding
• Orient to cognitive triangle &
maintenance formulation

The
FIRST
Skills:
The
FIRST
The
FIRST
Skills:
An Skills:
Overview
An Overview
An Overview

Skill Development
• Cognitive skills
• Behavioral skills
• Problem-solving

The
FIRST
Skills:
The
FIRST
The
FIRST
Skills:
An Skills:
Overview
An Overview
An Overview

Try out the skill and get feedback
• Encourage the individual to practice the
skill independently and provide feedback
on how it worked

Self-paced online Psychosis
REACH course

Psychosis
Live training consists of:
Demonstrations, role plays,
REACH
Adaptations
skills practice, and Q&A
in
2020-2021
Training
Model
Access to community
board, resource
repository, and Family
Ambassador contact list

Do not reproduce. For permission please
contact skopelov@uw.edu

+

pRFA-facilitated
skills practice +
emotional
support

Caregiver Outcomes
• Confidence in applying the FIRST Skills

• Reduction in negatively
valanced dimensions of
caregiving

2.5

• More prosocial, recoveryoriented views of psychosis

1.5

• Reduction in anxiety
• Reduction in expressed
emotion
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* Results published in Kopelovich, S. L., Stiles, B., Monroe-DeVita, M., Hardy, K., Hallgren, K., & Turkington, D. (2021). Psychosis REACH: Effects of a
Brief CBT-Informed Training for Family and Caregivers of Individuals With Psychosis. Psychiatric Services, appi-ps.
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Follow Up
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Objective 2

Describe the Family Ambassador role,
including rationale and scope of the role and
Family Ambassador training requirements.
CONFIDENTIAL – DO NOT DISTRIBUTE

Family Ambassador Role:
Rationale and SCOPE
• Provide three things:
1.
2.
3.

Emotional support,
Skills coaching,
Didactic teaching of CBTp-informed FIRST skills

• May connect with other families in several ways:
1.
2.
3.

Ongoing group
One-on-one
Small group training on FIRST skills (with or
without follow-up)

Objective 3:
Present the personal experience of a
Psychosis REACH Family Ambassador

CONFIDENTIAL – DO NOT DISTRIBUTE

Trez Buckland - My Experience as a Family
Ambassador:
Small Group – Twice a month
*Emotional Support
*Practice FIRST Skills
*Share Self-Care Strategies
*Mutual Sharing of Resources
Contact Information: bucklandmike@hotmail.com

Closing Comments
and Resources
CONFIDENTIAL – DO NOT DISTRIBUTE

Doug, Sarah, Maria, and Kate were the first to tell me there was
hope with our son. After many different Social Workers, LMHC
and Psychiatrists telling us that there is nothing you can do for
schizophrenia (but over medicate) - we were given HOPE! I do
not say this lightly - This program saved our family! Our life is
so much calmer/peaceful now. Through education and
CBTp Skills we have our son back. Through befriending and
curiosity, as parents we are no longer the enemy. These are
simple skills - not easy - but once incorporated peace is back in
the house. And after sharing these skills I have learned with
other parents I know I am not the only one that it helps. Many
parents have said once they use the curiosity questioning their
loved one in psychosis becomes calmer. Our gratitude for this
program is overwhelming…It works if you work it!
Psychosis REACH 2019 trainee

www.psychosisREACH.org

https://psychcentral.com/blog/is#Listen-Now

Kopelovich, Monroe-DeVita, & Buckland (2021)
CBT-informed skills training for families caring
for a loved one with delusions.
In K. Hardy & D. Turkington (Eds). Decoding
Delusions: Advanced Psychotherapy Practices
for the Clinician. APA Publisher.

Please REACH out!
Visit our website to learn about
upcoming trainings:
www.psychosisREACH.org
If you have any questions about
Psychosis REACH or Family
Ambassadorship, email us at:
psychosisREACH@uw.edu

Are You Caring for Someone with Psychosis?
Do you struggle to talk with your loved one? Do you want coping strategies for yourself?
Join us for Psychosis REACH: Recovery by Enabling Adult Carers at Home.
This free, virtual training in Cognitive Behavioral Therapy (CBT) will teach caregivers to:
 Normalize and make sense of psychosis
 Use evidence-based coping strategies
 Develop key caring principles
 Communicate effectively with your loved one
 Make sense of medications and treatment
 Implement relapse prevention strategies

Psychosis REACH consists of an online course which you will complete at your own pace, followed
by a live virtual training led by the co-developers of Psychosis REACH. Following the training, you
will have the option to connect with a Psychosis REACH Family Ambassador, which is a family
member with lived experience previously trained in the Psychosis REACH model.
Psychosis REACH trainings have been scheduled through 2022.
Visit our website below for a list of training dates and for instructions on how to register.

Click here to join our mailing list

*You will be notified when registration for an upcoming training opens
Psychosis REACH Website: www.psychosisreach.org
Email us!: psychosisREACH@uw.edu

Meet the Psychosis REACH Trainers
Doug Turkington, MD is a Professor of Psychosocial Psychiatry at Newcastle University, UK. He
is a Founding Fellow of the Academy of Cognitive Therapy based at Philadelphia, USA, and a codeveloper of the Psychosis REACH model. Dr. Turkington developed and, over the last 30 years,
has rigorously tested Cognitive Behavioral Therapy for psychosis. He has authored numerous
books including, Back to Life, Back to Normality, volume 2, which emphasizes core Psychosis
REACH principles and techniques.

Sarah Kopelovich, PhD is a licensed clinical psychologist in the Department of Psychiatry and
Behavioral Sciences at the University of Washington School of Medicine. She is an Assistant
Professor in the department and holds the Professorship in Cognitive Behavioral Therapy for
psychosis. She directs the Northwest CBT for Psychosis Provider Network, serves on the steering
committee of the North American CBTp Network, and is a co-founder of the Center for Mental
Health, Policy, and the Law at the University of Washington. Dr. Kopelovich is a co-developer of
the Psychosis REACH model.

Kate Hardy, Clin.Psych.D is a licensed psychologist who has specialized in working with
individuals with psychosis for over 15 years in both research and clinical settings. Dr. Hardy has
worked in specialist early psychosis services in both the UK and has significant experience in
providing CBTp to individuals with early psychosis and those at risk of developing psychosis. Dr.
Hardy has led multiple trainings and workshops in CBTp to a wide variety of audiences including
mental health care providers and families. Dr. Hardy is also a co-developer of the Psychosis
REACH model.
.

Psychosis REACH Sponsors, Partners, and Affiliates
Sponsors: Bruce and Ann Blume; Anonymous Philanthropic Support; Washington State Health Care Authority
Partners: UW Family & Caregiver Advisory Board; Mothers of the Mentally Ill; Chad’s Legacy Project;
Zia Larson’s Ray of Light Foundation
Affiliates: NAMI, Northwest Mental Health Technology Transfer Center,
Washington Council for Behavioral Health

FIRST Skills
F all back on the relationship
•

Normalization

•

Empathic

•

Shared goal

I nquire curiously
•

Curious questioning (Ask questions; Drop assumptions; Keep an open
mind)

•

Collaboration without collusion

R eview the information and put it together
•

Summarize what your loved one has told you

•

Make links between thoughts, feelings, and behaviors for your loved one

S kill development
•
•

Address thoughts by looking at evidence to support the thought and other
ways of thinking (e.g., “What are different explanations/possibilities?”)
Address behaviors by developing coping skills

Try out the skill and get feedback
•

Encourage your loved one to try out the skill

•

Elicit feedback from your loved one to find out how it went
Adapted from Hardy, K., Eisen, K, Kharrazi, N. (updated November 2020)

My Experience as a Psychosis REACH Family Ambassador
By Trez Buckland (bucklandmike@hotmail.com)
What to Expect from a Psychosis REACH group facilitated by a Family Ambassador:
All Family Ambassadors received the general Psychosis REACH training as well as monthly
consultation on how to work with other families who are recently completed the training
themselves. Each Family Ambassador works from the Family Ambassador manual, which
outlines key Psychosis REACH concepts as well as teaching and facilitation strategies. There is a
great deal of flexibility built into the model, so Family Ambassadors are able to work one-onone, in small groups, or via videoconference or phone to support families to start putting these
skills into practice. Family Ambassadors focus on 3 core functions:
• Emotional support
• Reinforcing the use of CBT as a guiding strategy for self-care
• Peer coaching in the FIRST Skills
My Psychosis REACH family group:
My group has been meeting twice a month for 6 months. There are four people in the group,
including myself. I do not have a co-facilitator, but in the group I encourage others to facilitate
as well. If I am not available to participate, they gather together without me (currently on
Zoom) using our framework. We have created a support network in which we co-learn these
skills and share resources with one another.
Rituals created for the group: (also used with one-on-one calls)
a. Check in– how things are going at our own homes; with our loved one.
b. We brainstorm which of the FIRST skills could be applied to recent challenges we are
facing. We then role play these different approaches as the family member plays their
loved one. This gives them an opportunity to hear how others may navigate the stressful
situation.
c. We say at the end of the session one thing we found helpful, learned this session.
d. We mention what we will do for self-care in the upcoming time between meetings.
e. We commit to sharing via e-mail one thing (or more) we hope to do before our next
meeting. I send out an e-mail with my commitment. I note these commitments in my
journal so I can refer to these when we meet in the group or on a consultation call the
next time. This helps us stay on track as we work to apply these skills to our own lives.
www.psychosisREACH.org
Department of Psychiatry and Behavioral Sciences

psychosisREACH@uw.edu
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Family Ambassador Contact List
Family
Ambassador

Contact Information

Brief Bio

Dinah Aldrich

Email:
aldrich.smi.cbtp@gmail.com

Jim Bloss

Email: jbloss132@gmail.com

Trez Buckland

Email:
bucklandmike@hotmail.com

Sarah Chesemore

Email:
sarah_chesemore@hotmail.com

Freida Morford

Email: Freida621@yahoo.com

Patricia Ojendyke

Email:
pojendyke1954@gmail.com

I grew up in King County and fled the west coast for college at WSU! I've
been working for the UW off and on for more than 20 years. My son was
diagnosed with schizoaffective disorder a couple years after he graduated
from college. He lives on the Olympic Peninsula -- he's 37 and never gives
up! I learn best from the great people I interact with in various classes. I
teach Family to Family and Friends & Family for NAMI; and Family
Connections for NEABPD. I've met some great people through my
engagement with p-REACH and look forward to organizing skills groups, or
just getting together online and, maybe one day soon, in person!
My wife and I and our beagle (Max) live in Monroe, WA. We have 3 adult
children and 3 grandchildren. My 43-year-old son was diagnosed with
schizophrenia when he was 17. I've volunteered with the National Alliance
on Mental Illness (NAMI) in various capacities for nearly 25 years. I am
available to you if you have any questions, not only about the program, but
anything in general about behavioral illnesses about which you want to chat
- please do so by email and I promise to get back to you as soon as possible.
Remember, I am not a behavioral health or legal professional - just a
caregiving family member, like you.
I grew up in Seattle and Seabeck, WA. My husband and I have four children
and five grandchildren. My youngest son, now in his late 30s, is an amazing
young man and is living with us in Sequim (we moved here in 2019 and love
it!) He was diagnosed with schizophrenia at 16, is in recovery from addiction
and was involved with the justice system. He works part time at the
Safeway here in Sequim. Learning how to use the FIRST Skills through
Psychosis Reach has been a game changer for all of us! If you are interested
in practicing and applying FIRST Skills I meet monthly with folks to do that.
I am the mother of a 16-year-old son and a 13-year-old daughter living with
a mood disorder and hallucinations. I was a participant in the first Psychosis
REACH program and am currently a full-time professional doing business
strategy and planning.
I live in Yakima county (central part of Washington). My 38-year-old son was
diagnosed with schizoaffective disorder, approximately 15 years ago. He
also struggles with addiction. He has had numerous detainments. He
recently completed an inpatient alcohol and drug treatment program. He is
currently taking his medications and staying clean and sober. The last 2
weeks have been wonderful. To see him laugh and be able to have a
conversation with him has been empowering to know that there is hope.
I was born in Seattle but lived many years in San Francisco and a few in
NYC. I came home and raised two children as well as Japanese exchange
students for 10 years. I am still employed as a server at SeaTac Airport , for
37 years now. I was in Anthony’s (now closed) for 13 years of my time there.
I am a seeker of knowledge. My son was diagnosed with numerous mental
health conditions over the past 12-years. I attended last year’s Psychosis
REACH training where I learned skills to improve communication between
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my son and I, and my fear for my son has been replaced with hope, as I now
know and have witnessed that recovery is possible!
I live in NW Seattle - very close to Swanson's Nursery which is a treat for me
as a landscaper. We have a 39-year-old son with schizophrenia, living in the
area, who has been back in our lives for the past 5 years!!! The Psychosis
REACH training I attended has brought us closer than I ever thought would
happen. I am lucky that my work in gardens, as well as my connections with
others rejuvenates me when my worry and stress about my son can start to
wear me down. DO YOU NEED SOME SUPPORT? Please reach out.
I am the mother of a 19-year-old son with an SMI. We are well educated,
and we were completely unprepared for our son's mental health condition.
Who knew you couldn't just call a Psychiatrist or Psychologist and get in and
see them? Before Psychosis REACH our family was falling apart. The
simplest of communication had become a war, our house felt unsafe and
stressful. Learning to communicate has made life less stressful,
communication with our son has become enjoyable. Our mental health
system is broken, there are not enough providers, there are not enough
providers educated to provide treatment for psychosis, the waiting lists are
too long, there is no treatment in Washington state for mental illness there is only Acute care. With the skills taught in Psychosis REACH, we have
learned to communicate, and we have learned that there is HOPE for our
son.
I live and work in Seattle. Through the training that I've received in
Psychosis REACH and relationships with the New Journeys First Episode
Psychosis programs in Washington State, my son has been able to achieve
stabilization and slow, but sure recovery of function. My current interest is
in protecting patients who are involuntarily treated but not receiving the
care that they should.
I am currently living in Everett WA, and am the mother of a son diagnosed
with schizoaffective disorder. I attended the Psychosis REACH training last
year and am currently involved in teacher and leadership roles with NAMI
Snohomish County. I also assisted with the establishment of the Everett
Clubhouse (Hero House Northwest), which is a part of Clubhouse
International, an organization spanning more than 30 countries that
provides people living with mental illness opportunities for friendship,
employment, housing, education and access to medical and psychiatric
services.
We reside in Olympia, WA. We have a 24-year-old son that was diagnosed
at 19 years old with psychosis. Over the years we have struggled with
understanding this and getting the right behavioral health resources. We
were fortunate enough to gain ground on this through the New Journeys
Program offered in our community. The skills we learned then and the new
skills we are leaning with the Psychosis REACH program offered through
University of Washington are invaluable for us and our son. We hope that
families who are in a similar situation as us realize that there is hope and
healing. Our son gained much from monthly injections and taking an
interest in abstract art and martial arts practice. These hobbies aided his
healing and self-esteem greatly.

ARTICLES

Psychosis REACH: Effects of a Brief CBT-Informed
Training for Family and Caregivers of Individuals
With Psychosis
Sarah L. Kopelovich, Ph.D., Bryan Stiles, B.A., Maria Monroe-DeVita, Ph.D., Kate Hardy, Clin.Psych.D., Kevin Hallgren,
Ph.D., Douglas Turkington, M.D.

Objective: Psychosis Recovery by Enabling Adult Carers at
Home (Psychosis REACH) is a training for families of individuals with psychosis that consists of recovery-oriented
psychosis psychoeducation, caregiver self-care, and skills
training informed by cognitive-behavioral therapy for psychosis (CBTp). The authors assessed the effects of a 1-day
and a 4-day training on the natural supports (i.e., family
and other caregivers) of individuals with psychotic
disorders.
Methods: Attendees of a 1-day (N5168) and a 4-day
(N529) Psychosis REACH training were surveyed at three
timepoints: pretraining, posttraining, and 4-month followup. Longitudinal changes across the full sample were
evaluated by paired-sample t tests or a one-way repeated-measures analysis of variance (ANOVA). Two-way
mixed ANOVAs were conducted with training condition,
time, and the training condition 3 time interactions entered into the model.

Roughly 5 million Americans are diagnosed as having a primary psychotic disorder, and each year around 100,000 will
be given a new diagnosis of a ﬁrst psychotic episode (1). Research afﬁrms that family and caregiver involvement in their
loved ones’ care is associated with better treatment engagement (2), better treatment outcomes (3), fewer hospital admissions (4), shorter inpatient stays (5), better work and
role performance (6), reduced substance use (7), reduced
mortality (8), and overall improvement in quality of life (9).
On the basis of the robust literature demonstrating improved clinical and functional outcomes (10), family interventions for psychosis (FIp) are recommended by national
schizophrenia treatment guidelines as standard of care (11).
The most recent iteration of the treatment guidelines suggests that in addition to psychoeducation, FIp should include skills training in symptom coping, communication,
problem solving, and stress management, as well as
PS in Advance

Results: Reductions were noted in self-perceived depression, anxiety, negative aspects of the caregiving experience, and expressed emotion. Trainees also showed more
prosocial attitudes toward psychosis immediately and at 4
months after the training.
Conclusions: This evaluation of the launch of Psychosis
REACH in the United States suggests that the training can
improve the mental health, attitudinal, and relational outcomes of family and caregivers of individuals with psychosis. Given the dearth of CBTp and family interventions
for psychosis in mental health services in the United
States, short-term, intensive training that supplements
clinical services has intuitive appeal as a means of surmounting the barriers that have plagued family interventions.

Psychiatric Services 2021; 00:1–7; doi: 10.1176/appi.ps.202000740

HIGHLIGHTS

 Despite national schizophrenia treatment recommendations for family psychoeducation and skills training,
less than 2% of families in the United States receive a
family intervention for psychosis.

 Psychosis REACH, a 1-day training for families and
caregivers in psychosis psychoeducation, caregiver
self-care, and cognitive-behavioral therapy for psychosis–informed skills, can improve caregiver mental
health symptoms and attitudes toward psychosis and
reduce expressed emotion and indices of caregiver
burnout.

 Adaptations to the Psychosis REACH model that improve the accessibility and relevance to racially, ethnically, and gender-diverse family members should be
explored collaboratively with stakeholders.

ps.psychiatryonline.org
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emotional support and enhancing social support networks.
Despite this recommendation and the fact that most service
users want family to be involved in some aspect of their
mental health treatment (12), only 1.9% of U.S. families with
a loved one with a serious mental illness have received a
FIp (13).
In the absence of psychoeducation or skills training, family members experience high rates of burnout, exhaustion,
emotional distress, and general medical conditions (14, 15).
To address the needs of family members for both psychoeducation and evidence-based psychotherapeutic skills training to better understand and respond to their loved one’s
psychotic symptoms, we implemented a training program
called Psychosis Recovery by Enabling Adult Carers at
Home (Psychosis REACH) (16). Psychosis REACH is a mental health training program that provides large-group training and skills coaching independent of the mental health
system. Pilot data for the 95 “natural supports” (close, supportive relationships) who participated in the original 5-day
Psychosis REACH training showed improvements in caregiver mental health between baseline (pretraining) and follow-up (6 weeks posttraining), including a small but
signiﬁcant increase in self-perceived well-being and medium
effect sizes for reduced depressive symptoms and for reduced anxiety symptoms (16). We were interested in ascertaining whether we could produce comparable outcomes
with briefer versions of the training and sustain them over a
longer follow-up period. This study was approved by the
University of Washington Institutional Review Board.
METHODS
We conducted a survey among attendees of a 1- and 4-day
training sessions across three timepoints: pretraining,
posttraining, and 4-month follow-up. We describe below the
training model, eligible participants, and survey design. The
training took place in May 2019.
Training Model
Psychosis REACH consists of a tripartite training model: recovery-oriented psychosis psychoeducation, caregiver selfcare, and a set of skills informed by cognitive-behavioral
therapy for psychosis (CBTp): communication, coping, and
problem-solving skills, collectively known as the FIRST skills.
The training modules were developed from previous iterations of the workshops and informed by feedback from past
family trainees. We collaborated with a Family and Caregiver
Advisory Board on training planning and additional customization of the original model. The board consists of 10 community members who each have a loved one with psychosis and
a patient and family advocate of a large health care system.
All trainees received the 1-day core training, which introduced them to recovery-oriented psychoeducation and the
FIRST skills by using didactics, demonstrations, and largegroup discussion. The additional 3 days of intensive training
provided more in-depth training in the FIRST skills,
2 ps.psychiatryonline.org

including role play and discussion of application of these
skills. Both courses were led by two of the authors (K.H.,
D.T.), who have extensive experience providing CBTp training for clinicians and have previously trained family members in CBTp skills.
Participants
The training was cosponsored by a private foundation and
state funding and could therefore be provided free of
charge. Promotional materials were disseminated to mental
health advocacy organizations in Washington State and to
outpatient and inpatient settings statewide and through
word of mouth by our advisory board. Therefore, the recruitment strategy relied heavily on snowball sampling. To
ensure equity in accessibility to the event, we provided assistance with lodging and travel by request. Eligibility for the
training included self-identiﬁcation as a family member or
caregiver of an individual with a psychotic spectrum disorder and English ﬂuency. The sample was nonrandom, because participants self-selected into the core 1-day training
or the additional 3 days of training (4-day, “enhanced”) condition. Those who self-selected into the enhanced condition
had expressed willingness to work with families in the future as a Psychosis REACH “family ambassador” by cofacilitating subsequent trainings. The aim of training family
ambassadors is to provide future training that is grounded
in the lived experience of natural supports and to support
long-term sustainability by ensuring local support to coach
REACH-trained families in skill application.
Survey and Measures
Trainees were asked to complete a REDCap-administered
survey at three timepoints: 1 month prior to the training
(pretraining), immediately following the training (posttraining), and 4 months after the training (follow-up). They received no ﬁnancial compensation for pre- or posttraining
surveys and received a $20 gift card by e-mail for completing the follow-up survey. The pretraining survey consisted
of a questionnaire to establish demographic characteristics,
psychiatric characteristics of their loved one (e.g., diagnosis,
lifetime hospitalizations), relationship to the individual with
psychosis, and their participation in their loved one’s care to
date. The measures described below were included across
all three timepoints.
The Experience of Caregiving Inventory (ECI) is a 66item self-report measure that assesses the subjective positive and negative experiences of caregivers of individuals
with a psychotic spectrum disorder (17). Items are rated
on a 0–4 scale. Higher ratings reﬂect either greater difﬁculty in caregiving (negative subscale) or greater positive
caregiving experiences (positive subscale). Scores are aggregated into total negative and total positive scores. Because of the length of the measure, the ECI was
administered at pretraining and follow-up only. The Psychosis Attitude Scale (PAS) is a 19-item measure used to
assess attitudes toward individuals with a psychotic
PS in Advance
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disorder (e.g., “People with psychosis need others to take
care of most things for them”) (18). Items are rated on a 7point Likert scale with reverse coding on eight of the 19
items. Higher total scores represent more prosocial views
of psychosis. The PAS, originally developed for evaluating
attitudinal change among mental health professionals undergoing CBTp training, was adapted for family and caregivers in the Psychosis REACH program in an effort to
ascertain whether the training affects family members’
conceptions about psychosis and its amenability to interventions. The Hospital Anxiety and Depression Scale
(HADS) is a 14-item scale measuring anxiety and depressive symptoms in both clinical and nonclinical samples
(19). The Family Attitude Scale (FAS) is a 30-item measure
assessing the frequency of hostility or emotional overinvolvement by caregivers (20). The FAS has good convergent validity with lengthier measures of expressed
emotion (20). Responses are rated on a 5-point Likert
scale, with higher scores indicating higher levels of burden
or criticism in the home. Finally, in order to ascertain
trainees’ perceived sense of mastery of CBTp-informed
skills, we codeveloped a 12-item self-report inventory of
the FIRST skills on a Likert comprehension scale, from 1,
minimal, to 5, advanced. Brief deﬁnitions of each skill
component (e.g., befriending) were provided to reduce the
likelihood of a terminology confound.
Statistical Analysis
All analyses were completed with SPSS, version 26. A chisquare test of independence was used to evaluate whether
persons who participated only in the 1-day training differed
in gender from those who participated in the enhanced
training. Because of small samples, a series of Fisher’s exact
tests were used to subsequently investigate differences between training conditions on categories of race, education,
and marital status. Longitudinal changes across the full sample were evaluated by using either a paired-sample t test
when only two repeated measures were present (e.g., ECI)
or a one-way repeated-measures analysis of variance (ANOVA) for measures present across all three timepoints (PAS,
HADS, FAS, and CBTp skills). Statistically signiﬁcant omnibus F tests indicated that a measure changed over time
within the full sample, which was further examined with
post hoc Bonferroni-adjusted comparisons to evaluate the
relationship of survey responses between timepoints.
We also evaluated whether a signiﬁcant degree of change
occurred over time between trainees who received the 1-day
core training versus the enhanced training. Two-way mixed
ANOVAs were conducted with training condition, time (0,
pretraining; 1, posttraining; and 2, 4-month follow-up), and
the training condition 3 time interactions entered into the
model. Signiﬁcant training condition 3 time interactions
were the primary test of interest in these models, because
they would indicate that the two training groups differed in
the amount of change over time. For all analyses, the alpha
level was set at p,0.05. Effect sizes were calculated by
PS in Advance

using partial eta squared. Because there is no consensus on
how effect sizes should be interpreted in a sample of caregivers trained in CBTp-informed skills, we adopted Cohen’s
heuristic of 0.01, 0.06, and 0.14 partial eta squared values
corresponding to small, medium, and large magnitudes, respectively (21).
RESULTS
Trainee Characteristics
A total of 276 individuals registered for the training.
Throughout the registration period, 93 individuals were excluded from further analysis because of cancelled registration (N539), not meeting eligibility criteria (N519), or
registering but not attending the training (N535). In total,
183 family members and other caregivers (referred to below
as caregivers) attended the 1-day core REACH training, of
whom 92% (N5168) consented to survey participation.
Twenty-nine caregivers participated in the enhanced training, all of whom consented to participation.
Trainees’ characteristics are presented in Table 1. Trainees ranged in age from 15 to 86 (mean age556.2), and most
were female (74%), married (62%), and White (90%) and
had more than 12 years of education (79%). No differences
were found between conditions across any of the demographic variables. Trainees were mostly a parent of an individual with psychosis (76%), and most reported that their
loved one’s principal diagnosis was a schizophrenia spectrum disorder (69%), followed by mood disorders with psychotic features (22%) (Table 2). Caregivers reported that
their loved one had experienced a median of three lifetime
hospitalizations. The average duration of illness for loved
ones was 7.95 years but varied considerably (range50–55,
SD58.45).
Comparison of 1-Day and Enhanced Training
Participants
Descriptive statistics of outcome measures across all times
points and each training group are presented in Table 3.
Mixed ANOVAs evaluating group differences in these scores
across time are presented in Table 4.
Caregiving experiences. There was a signiﬁcant condition 3
time interaction and a signiﬁcant main effect of time for the
ECI total negative score from pretraining to follow-up, indicating that participants in both training conditions had reduced total negative scores at follow-up and that trainees in
the enhanced condition experienced greater reductions in
negative caregiving appraisals (see ﬁgure in the online supplement to this article). There was a signiﬁcant main effect
of condition on total positive scores, such that trainees in
the enhanced training condition reported more positive appraisals of their experiences with their loved one across
timepoints. Main effects of time were not observed, nor was
a signiﬁcant change in total positive scores for the full sample observed (see ﬁgure in online supplement).
ps.psychiatryonline.org 3
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TABLE 1. Demographic characteristics of caregivers of persons with psychosis, by participation in a 1-day or 4-day (enhanced)
traininga
Training
Full sample
(N5168)

a
b
c

Enhanced
(N529)

N

%

N

%

N

%

pb

56.17614.67
123

74

55.80615.20
100

73

57.97611.95
23

82

.31

150
9
9
6
5
2

90
5
5
4
3
1

125
8
6
4
4
2

91
6
4
3
3
1

25
1
3
2
1
0

86
3
10
7
3
—

.34
1.00
.19
.28
1.00
.68

68
65
11
14
6
4

40
39
7
8
4
2

55
52
9
14
6
3

40
37
7
10
4
2

13
13
2
0
0
1

45
45
7
—
—
3

.68
.53
1.00
.13
.59
.54

105
26
25
2
2
8

62
16
15
1
1
5

86
22
21
2
2
6

62
16
15
1
1
4

19
4
4
0
0
2

65
14
14
—
—
7

.83
1.00
1.00
1.00
1.00
.63

Characteristic
Age (M6SD)
Female
Racec
White
Asian American
Latino or Hispanic
Native American
African American
Native Hawaiian or Other Paciﬁc Islander
Education
Some graduate or master’s or doctoral degree
Bachelor’s degree
Associate’s degree
Some college
Business or technical training, including military
Some high school or high school graduate or GED
Marital status
Married
Single
Divorced
Separated
Widowed
Other

1 day
(N5139)

Data were missing for some variables, reducing the denominator for calculation of those percentages.
Chi-square test of independence was used for gender; group comparisons on all other demographic variables were calculated with Fisher’s exact test.
Ns do not sum to total for race-ethnicity, because participants selected all categories with which they identiﬁed.

Psychosis attitudes. Signiﬁcant main effects of time and condition were observed from pre- to posttraining and from
pretraining to follow-up, with a signiﬁcant group 3 time interaction from pre- to posttraining only (see ﬁgure in online
supplement). Compared with pretraining, caregivers in both
training conditions had improved prosocial attitudes toward
individuals with psychosis at posttraining and follow-up,
with a greater degree of improvement at posttraining for
those in the enhanced training.
Psychiatric symptoms and expressed emotion. Signiﬁcant
main effects of time were observed from pre- to posttraining
and pretraining to follow-up on both the depression and
anxiety subscales of the HADS. No signiﬁcant condition or
condition 3 time interactions were observed on either subscale. Caregivers in both training groups reported less depression and anxiety symptoms at posttraining and followup, with no signiﬁcant differences between training conditions. A similar pattern of ﬁndings was observed on the FAS
for expressed emotion (see ﬁgure in online supplement).
Mastery of CBT-informed skills. All ﬁve subscales assessing
mastery of CBT-informed skills (forming a relationship, inquiring curiously, reviewing the information, skill building,
and trying out the skill) showed signiﬁcant main effects of
4 ps.psychiatryonline.org

time and condition from pre- to posttraining. Participants in
both conditions demonstrated signiﬁcantly higher skill ratings at posttraining. At both pre- and posttraining, participants in enhanced training had higher skills than
participants in the 1-day training. Signiﬁcant main effects for
time were also seen for all ﬁve mastery subscales at pretraining versus follow-up, indicating that attendees maintained higher skill ratings up to 4 months after training
ended (see ﬁgure in online supplement). No signiﬁcant condition 3 time interactions were observed, indicating a comparable skill retention over time across both groups.
Effect sizes are reported in Table 4. In brief, all betweencondition and condition 3 time effect sizes were small to
medium (all partial h2,0.08), except for the main effects of
training condition, which were large for the PAS and the
forming a relationship subscale for mastery of CBT-informed skills (partial h250.13 to 0.14). Effect sizes reﬂecting
full-sample change over time were large at both posttraining
and follow-up, compared with baseline, for the total negative scores of the ECI, PAS, FAS, and all ﬁve subscales reﬂecting mastery of CBT-informed skills (partial h250.17 to
0.59). Effect sizes reﬂecting full-sample change over time
were smaller for the depression and anxiety subscales of the
HADS measure and for the total positive score of the ECI
(partial h250.00 to 0.11)
PS in Advance
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skills, have poorly penetrated community mental health care
in the United States. Training families outside the clinic may
help remediate the inaccessibility of clinician-delivered FIp.
We were interested in evaluating the extent to which Psychosis REACH, a tripartite training consisting of recoveryoriented psychosis psychoeducation, caregiver self-care
training, and CBTp-informed skills training can affect trainees’ perceptions of their own mental health, psychosis itself,
and the interpersonal dynamics with their loved one. In addition, we offered both a 1-day training and an additional 3
days of skill rehearsal (enhanced training) to attempt to explore the dose-response relationship and to prepare for future training cofacilitated by Psychosis REACH family
ambassadors.
Our data suggest that the 1-day training was beneﬁcial
to trainees and that the beneﬁts persisted at 4-month follow-up. Posttraining and 4 months later, the full training
group reported reductions in all negatively valanced dimensions of caregiving, as well as in expressed emotion. This
ﬁnding has potential implications for the health and wellbeing of their loved ones with psychosis, given the robust
evidence that reduced stress and expressed emotion can
lessen the risk of relapse and hospitalization. In addition,
posttraining and at 4-month follow-up, trainees endorsed
more prosocial attitudes about psychosis as well as

TABLE 2. Characteristics of caregivers’ relatives with psychosis
(N5168)
Characteristic
Relative with psychosis
Child
Sibling
Parent
Spouse
Friend
Signiﬁcant other
Niece or nephew
Relationship not clear
Relative’s primary diagnosis
Schizophrenia spectrum disorder
Mood disorder with psychotic features
Neurodevelopmental disorder
Unknown
Median N of lifetime hospitalizationsa
Median N of years since ﬁrst diagnosisb
a
b

N

%

128
18
6
5
5
2
2
2

76
11
4
3
3
1
1
1

115
36
2
14
3
5

69
22
1
8

Interquartile range (IQR)51–4.
IQR52–12.

DISCUSSION
Despite decades of research supporting the beneﬁts of FIp
to both the individual with psychosis and the family, family
interventions, particularly those that focus on CBT-informed

TABLE 3. Measures for caregivers of persons with psychosis, by participation in a 1-day or 4-day (enhanced) training and at three
timepoints
1-day training
Pretraining
Measure

M

SD

Posttraining

Enhanced training
Follow-up
M

SD

Pretraining
M

SD

Posttraining

M

SD

M

SD

—
—

—
—

—
—

—
—

88.11
11.61
22.62
9.80

14.02
3.15
5.30
2.29

86.72
11.78
22.42
9.33

13.73
3.17
4.76
2.29

78.52
10.43
19.35
8.52

13.10 102.61
3.27
13.52
4.99
27.96
2.71
10.78

5.22
8.22
40.41

3.49
4.11
18.96

5.19
8.26
40.25

3.31
4.00
18.38

4.61
8.48
41.30

2.29
3.26
13.90

3.61
7.17
34.78

2.18
2.13
2.20
1.94
1.89

.57
.75
.67
.76
.76

2.14
1.98
2.22
1.89
1.77

.59
.73
.67
.76
.86

1.92
1.73
2.02
1.55
1.41

.66
.84
.87
.86
.67

2.76
2.70
2.48
2.23
2.45

Follow-up
M

SD

a

Experience of Caregiving Inventory
Total negative score
107.87 31.28
Total positive score
28.68
7.03
Psychosis Attitude Scaleb
Total score
73.70 14.14
Empathy
10.10
3.51
Adequacy
17.31
5.41
Optimism
8.65
2.25
Hospital Anxiety and Depression Scalec
Depression
5.68
3.52
Anxiety
9.26
4.30
Family Attitude Scale total scored
48.32 20.63
Mastery of CBT-informed skillse
Forming a relationship
1.59
.73
Inquiring curiously
1.43
.86
Reviewing the information
1.65
.86
Skill building
1.16
.83
Trying out the skill
1.39
.94
a

b

c
d
e

96.27 29.47 110.09 25.53
30.04 6.86 32.78
8.32

83.83 33.56
32.30
6.31

9.29 95.74
2.86 12.70
3.13 25.09
1.59 10.52

11.00
2.90
3.98
2.21

3.07
3.87
3.30
7.26
16.24 33.39

3.05
3.85
16.64

.37
.53
.48
.46
.53

2.50
2.34
2.45
2.00
2.05

.54
.45
.60
.72
.83

Possible total positive and total negative scores range from 0 to 56 and 0 to 208, respectively. Higher scores reﬂect either better subjective appraisal of
caregiving experiences (positive subscale) or poorer subjective appraisal (negative subscale).
Possible total scores range from 19 to 133, with higher scores indicating more prosocial views of psychosis. Possible total scores for the empathy subscale range from 3 to 21, with higher scores indicating greater empathy to persons with psychosis. Possible total scores for the adequacy subscale range
from 5 to 35, with higher scores indicating greater belief in one’s ability to interact with a person with psychosis. Possible total scores for the optimism
subscale range from 2 to 14, with higher scores indicating hopeful attitudes about the ability to recover from psychosis.
Possible scores on each subscale range from 0 to 21, with higher scores indicating greater levels of depression and anxiety symptoms.
Possible total scores range from 0 to 120, with higher scores indicating higher levels of burden or criticism in the home.
CBT, cognitive-behavioral therapy. Possible total scores on each subscale range from 1 to 5, with higher scores indicating greater perceived mastery of
CBTp-informed skills.
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TABLE 4. Mixed analysis of variance of changes in measures over time among caregivers of persons with psychosis, by condition
(participation in a 1-day or 4-day training)
Pretraining vs. posttraining
Measure
Experience of Caregiving Inventory
Total negative score
Time
Condition
Time 3 condition
Total positive score
Time
Condition
Time 3 condition
Psychosis Attitude Scale total score
Time
Condition
Time 3 condition
Hospital Anxiety and Depression Scale
Depression
Time
Condition
Time 3 condition
Anxiety
Time
Condition
Time 3 condition
Family Attitude Scale total score
Time
Condition
Time 3 condition
Mastery of CBT-informed skills
Forming a relationship
Time
Condition
Time 3 condition
Inquiring curiously
Time
Condition
Time 3 condition
Reviewing the information
Time
Condition
Time 3 condition
Skill building
Time
Condition
Time 3 condition
Trying out the skill
Time
Condition
Time 3 condition

F

df

p

Partial h2

—
—
—

59.68
.61
8.96

1, 120
1, 120
1, 120

,.001
.44
.003

.33
.01
.07

—
—
—

—
—
—

.42
4.65
1.82

1, 120
1, 120
1, 120

.52
.03
.18

.00
.04
.02

1, 132
1, 132
1, 132

,.001
,.001
.002

.59
.14
.07

120.03
6.29
2.88

1, 121
1, 121
1, 121

,.001
.01
.09

.50
.05
.02

10.05
3.21
.56

1, 131
1, 131
1, 131

.002
.08
.45

.07
.02
.00

5.44
3.43
.04

1, 121
1, 121
1, 121

.02
.07
.84

.04
.03
.00

16.84
1.30
.00

1, 131
1, 131
1, 131

,.001
.26
.96

.11
.01
.00

11.25
1.33
.02

1, 121
1, 121
1, 121

.001
.25
.88

.09
.01
.00

38.74
3.60
.31

1, 127
1, 127
1, 127

,.001
.06
.58

.23
.03
.00

25.17
2.92
.04

1, 119
1, 119
1, 119

,.001
.09
.85

.18
.02
.00

80.73
19.46
2.21

1, 128
1, 128
1, 128

,.001
,.001
.14

.39
.13
.02

55.35
5.90
.08

1, 120
1, 120
1, 120

,.001
.02
.79

.32
.05
.00

63.93
11.18
.89

1, 128
1, 128
1, 128

,.001
.001
.35

.33
.08
.01

30.72
4.12
.03

1, 119
1, 119
1, 119

,.001
.05
.86

.22
.03
.00

34.94
8.05
.05

1, 128
1, 128
1, 128

,.001
.005
.82

.21
.06
.00

25.02
2.63
.15

1, 120
1, 120
1, 120

,.001
.11
.70

.17
.02
.00

61.98
8.71
.64

1, 128
1, 128
1, 128

,.001
.004
.43

.33
.06
.01

41.20
1.49
1.80

1, 120
1, 120
1, 120

,.001
.23
.18

.26
.01
.02

63.85
7.92
3.92

1, 127
1, 127
1, 127

,.001
.01
.05

.34
.06
.03

26.51
.52
1.34

1, 118
1, 118
1, 118

,.001
.47
.25

.18
.00
.01

F

df

p

Partial h

—
—
—

—
—
—

—
—
—

—
—
—

—
—
—

187.92
21.63
10.47

reductions in their own symptoms. Effect sizes ranged by
outcome, with the largest effect sizes observed for the ECI
negative scale, PAS, FAS, and the CBTp skills. We observed
signiﬁcant differences between the training groups; however, effect sizes were small, with the exception of the ECI
negative scale, for which we observed a medium effect size
for the condition 3 time effect.
This study chronicled the implementation of an extramural training that addresses psychosis psychoeducation, caregiver self-care, and CBTp-informed caregiving skills for a
6 ps.psychiatryonline.org
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group that is underserved in clinical settings. Although initial ﬁndings are promising, we are mindful of the limitation
of a nonrandom sample with no control group. We encourage a randomized controlled trial with a larger and more diverse sample assessing the effects of the Psychosis REACH
training on both the trainee and the loved one. The majority of our trainees identiﬁed as White, well-educated mothers of a person with a schizophrenia spectrum disorder
that had been diagnosed within the past 8 years. The applicability of the intervention to a more racially, relationally,
PS in Advance
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and educationally diverse group of natural supports is thus
sorely needed. In addition, future research should explore
the extent to which adaptations may be indicated for those
whose loved ones have experienced longer durations of illness. Future research should look into both clinical and implementation outcomes, such as acceptability, ﬁdelity, cost,
and longer-term effects on the trainee, the family dynamic,
and the loved one with psychosis. In addition, more information about skill acquisition can help clarify whether
trainees are in fact engaging in more skillful behavior. Future training cohorts will have the opportunity for FIRST
skill competency assessment with the advent of a newly
constructed tool (22). Finally, we are currently piloting the
second phase of Psychosis REACH implementation, in
which the previously trained family ambassadors work
with new Psychosis REACH trainees to ground the training
in lived experience and to support longitudinal skills
coaching. These data will help inform the viability of partnering with family peers to support local sustainment of
Psychosis REACH.
CONCLUSIONS
Psychosis REACH is the ﬁrst extramural FIp training in the
United States to teach families CBT skills that apply to their
own self-care and to their loved ones with psychosis. Psychosis REACH can help ﬁll a gap in U.S. mental health services
by providing direct-to-family training in psychosis education,
caregiver self-care, and CBTp-informed skills. Given the
dearth of FIp and CBTp in mental health services in the
United States, short-term, intensive extramural training, such
as Psychosis REACH, has intuitive appeal as a means of surmounting the barriers that have plagued family interventions.
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