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Caring for young people with first-episode psychosis (FEP) 
is challenging and can adversely affect carer well-being, 
with limited evidence-based support materials available. 
We aimed to examine whether completion of a self-directed 
problem-solving bibliotherapy among carers of young people 
with FEP led to a better experience of caring, less distress 
and expressed emotion, and better general health than carers 
who only received treatment as usual (TAU). A randomized 
controlled trial was conducted across two early-intervention 
psychosis services in Melbourne, Australia. A  total of 124 
carers were randomized to problem-solving bibliotherapy 
intervention (PSBI) or TAU and assessed at baseline, 
6-week and 16-week follow-up. Intent-to-treat analyses 
were carried out and indicated that recipients of PSBI had 
a more favorable experience of caring than those receiving 
TAU, and these effects were sustained at both follow-up time 
points. Across the other measures, both groups demonstrated 
improvements by week 16, although the PBSI group tended 
to improve earlier. The PSBI group experienced a greater 
reduction in negative emotional evaluations of the need to 
provide additional support to young people with FEP than 
the TAU group by week 6, while the level of psychological 
distress decreased at a greater rate from baseline to 6 weeks 
in the PSBI compared with the TAU group. These findings 
support the use of problem-solving bibliotherapy for first-
time carers, particularly as a cost-effective adjunct to TAU.

Key words: burden/experience of caregiving/expressed 
emotion/problem-solving/self-help

Introduction

First-time caring for a young person with first-episode 
psychosis (FEP) is difficult, demanding, and frequently 

prolonged, and the carer can be confronted by varying lev-
els of physical, emotional, and financial hardship.1,2 This in 
turn can adversely impact on carers’ experience of caring,2 
psychological distress,3 general well-being,2 and expressed 
emotion,4–6 with the latter being associated with greater rates 
of relapse and nonrecovery1,7 in young people with FEP.

Numerous studies have reported on outcomes for 
families with schizophrenia.8–10 While several intervention 
studies in early psychosis have included family treatments 
as one component of a larger program of specialist care, 
it is not possible to ascertain their specific contribution 
to treatment outcomes.11 Nonetheless, many have been 
associated with positive effects (eg, Grawe, Falloon, 
Widen, and Skogvoll12). Gleeson et  al.13 conducted the 
only published randomized controlled trial (RCT) that 
included a family intervention specifically developed for 
families receiving treatment in a specialist FEP service. 
The comprehensive, 7-month intervention arm included 
individual therapy for the young person in addition to 
separate cognitive behavior therapy (CBT) sessions for 
families. Perceived stress related to caregiving significantly 
improved in the intervention group compared with gold 
standard specialist treatment.13 While few other studies 
have been conducted, Addington et  al.14 reported that 
a specialist FEP family program is highly acceptable to 
carers and is associated with a significant reduction in 
carer distress. Despite their promise, some approaches 
are costly and resource intensive, limiting their reach and 
penetration, while others are difficult to access.

An alternative, cost-effective, less therapist-intensive 
approach to helping carers is to use bibliotherapy (ie, self-
help therapy in book form).15–17 Bibliotherapy can be car-
ried out by carers more or less independent of health care 
professionals17,18 although the approach seems to work 
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best when used in association with other therapeutic 
approaches.15 It is readily accessible and gives the reader 
the opportunity to re-read material at a later date and 
minimizes travel to attend therapy.18 Nevertheless, most 
bibliotherapy studies with a mental health focus have 
concentrated on people with depression and anxiety, and 
not on carers.

The cognitive model of caregiving predicts that nega-
tive “internal” attributions made by carers regarding 
the behavior of a relative diagnosed with psychosis lead 
to greater likelihood of criticism—one component of 
expressed emotion which has been shown to predict psy-
chotic relapse.1 Psychoeducation is an important strategy 
for increasing the flexibility of carer attributions; there-
fore, bibliotherapy should reduce expressed emotion 
reported by carers.

In this study, we aimed to evaluate if  carers of  young 
people with FEP who completed a problem-solving bib-
liotherapy intervention (PSBI) reported a better experi-
ence of  caring, less distress and expressed emotion, and 
better general health compared with carers who only 
received gold standard specialist treatment (defined here 
as treatment as usual [TAU]). Problem-solving involves 
specific identifiable steps in addressing problems, includ-
ing problem orientation, definition of  problems, “brain-
storming of  solutions,” evaluation of  options, and 
implementation. It has been used widely in individual 
therapies (eg, depression) and in family therapy for 
schizophrenia.19–21

Our primary hypotheses were that the PSBI group 
would have a better experience of caring and a lower level 
of psychological distress compared with the TAU group, 
as assessed at 6-week and 16-week follow-up. Secondary 
hypotheses were that levels of expressed emotion would 
be lower and general health would be better in the PSBI 
group compared with the TAU group, as assessed at 
6-week and 16-week follow-up.

Methods

The study was a RCT of a problem-solving bibliother-
apy, which was used as an adjunct to gold standard sup-
port from specialist early intervention FEP services in 
Melbourne, Australia.

Participants

Participants were first-time carers who were recruited 
through case managers of two specialist FEP centers, 
Orygen Youth Health (OYH) and the Recovery and 
Prevention of Psychosis Service (RAPPS). The centers cater 
to young people aged 15–25 years, diagnosed with FEP (eg, 
schizophrenia, schizophreniform disorder, psychosis not 
otherwise specified, delusional disorder, brief reactive psy-
chosis), with a duration of 2–3 years of treatment.

A carer was defined as the key person (aside from 
health, social, or voluntary care provider) responsible 

for assisting with activities of daily living and supporting 
and advocating on behalf  of the young person with FEP.2 
The study inclusion criteria were the following: (a) first-
time carer (had never previously been in a caregiver role 
with any other individual), (b) in the carer role for less 
than three years, and (c) able to communicate in conver-
sational English. Exclusion criteria were the following: 
(a) had been a recipient of specialist family interventions 
for FEP and (b) had recent personal history of serious 
and enduring mental illness.

Randomization

Carers were randomized to the PSBI or TAU control 
group. A  computer-generated randomization list was 
drawn up by the statistician (SC), with randomization in 
blocks of 10 and given to the research officer (LC) who 
was responsible for recruitment. The researcher allocated 
the next available number on entry into the trial, and the 
code was not revealed until the completion of the base-
line assessment to avoid selection bias and secure alloca-
tion concealment.

Treatments

Problem-Solving Bibliotherapy Intervention. The PSBI 
group completed the self-help manual Reaching Out: 
Supporting a Family Member or Friend With First-
Episode Psychosis (as well as receiving TAU), which 
was based on problem-solving therapy. Problem-solving 
based bibliotherapy,21 in this instance, involved helping 
carers to (a) develop a positive attitude to caregiving; (b) 
identify caregiving related problems by ascertaining the 
facts, identifying obstacles that inhibited goal achieve-
ment, and setting realistic goals; (c) consider a range of 
alternatives to circumvent the obstacles and achieve the 
stated goal; (d) predict positive and negative implica-
tions of  each alternative in order to choose the one most 
likely to achieve the problem-solving goal; and (e) try out 
the solution and monitor if  it worked and to what extent.

The manual contained 5 modules, written in plain lan-
guage, that promoted a carer’s well-being and supported 
them in their caregiving role: (a) strengthening the carer’s 
well-being (physical and mental) and coping skills; (b) how 
to get the best out of support services (how to access ser-
vices, and a framework for asking questions from treatment 
providers); (c) promoting the well-being of the person with 
FEP (how to prevent relapse and understand treatment 
options); (d) dealing with the effects of the illness Part 
A (communication, amotivation, social withdrawal, risky 
and unrestrained behavior, disturbed sleep, hallucinations 
and delusions); and (e) dealing with the effects of the ill-
ness Part B (weight gain, reluctance to take medication, 
substance misuse, aggression, and suicidal behavior).

Carers worked independently through the modules over 
5 weeks. While they could do this at their own pace and at a 
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time and place convenient to them, they were requested not 
to finish more than 1 module per week. The content of each 
module took up to 2 h to complete and contained reading 
materials and exercises. Treatment adherence was assessed 
through weekly telephone calls from a research officer who 
asked the carer a set of standardized questions about the 
content of specific modules. Participants were also able to 
seek clarification about material covered in the readings.

Treatment as Usual. TAU consisted of specialist sup-
port, coordinated by a case manager and psychiatrist, 
within an enriched assertive case management frame-
work. This comprised the family being engaged and 
integrated within the patient’s individual treatment plan, 
with printed basic information about psychosis and addi-
tional support offered depending on assessment of need 
and phase of illness. At entry to the service, the family 
received at least one telephone call from a family peer sup-
port service for information and emotional support, with 
around 30% opting to have additional follow-up contact 
(telephone and face-to-face). Families were encouraged to 
participate in individual meetings with the case manager 
and doctor. They were also invited to take part in a 3-ses-
sion psychoeducation group, run 3–4 times per year by 
case managers, though few accepted this invitation. For 
example, at OYH, of the 150 (approximate) admissions 
each year, about 25 families attended group sessions.

Primary Outcome Measures. Primary outcome mea-
sures were the experience of caring and psychological 
distress, assessed using the Experience of Caregiving 
Inventory (ECI)22 and the Kessler Psychological Distress 
Scale (K10),23 respectively.

The ECI22 is a 66-item self-report questionnaire that 
assesses experience of caring for a relative with a serious 
mental illness within a stress-appraisal-coping frame-
work.24 It is rated on a 5-point Likert scale, with responses 
ranging from 0 (never) to 4 (nearly always). The ECI 
has 10 subscales that measure negative (difficult behav-
iors, negative symptoms, stigma, problems with services, 
effects on family, need to backup, dependency, loss) and 
positive (positive personal experiences, good aspects of 
the relationship) aspects of caregiving. Higher scores on 
negative subscales and lower scores on positive subscales 
indicate negative appraisal.

The K1023 is a 10-item self-report questionnaire that 
assesses psychological distress in the general popula-
tion.23 Items are rated on a 5-point Likert scale, with 
responses ranging from 0 (none of the time) to 4 (all of 
the time). Cut-off  scores are below 20 (likely to be well), 
20–24 (mild distress), 25–29 (moderate distress) and 
30–50 (severe distress).25

Secondary Outcome Measures. Secondary outcome mea-
sures were expressed emotion within the family and carers’ 

general health status, assessed using the Family Questionnaire 
(FQ)26 and the Short Form Health Survey (SF-12).27

The FQ26 is a 20-item self-report questionnaire that 
assesses Expressed Emotion (EE) directed at a client by 
family members. It has 2 subscales (critical comments, 
emotional over-involvement) rated on a 4-point Likert 
scale, ranging from 1 (never/very rarely) to 4 (very often). 
Critical comments are unfavorable statements about the 
personality or behavior of the client. Emotional over-
involvement includes over intrusiveness, over protective-
ness, and over identification with the client.28,29 Higher 
scores indicate greater levels of EE. The FQ has been val-
idated against the Camberwell Family Interview, which is 
the gold standard measure of EE.26

The Short Form Health Survey (SF-12)27 is a 12-item 
self-report measure of perceived health status. It was 
scored according to Australian normative data.30 The 
instrument contains 2 subscales: physical health and 
emotional health, with scores normalized to a mean of 
50 and a SD of 10. A higher score reflects better physical 
and emotional functioning.

Procedure

Ethical approval was obtained from university and health 
service research ethics committees. All participants provided 
written informed consent; the young person also provided 
verbal consent. Case managers were contacted when a client 
reached 9 weeks of treatment in the service to see if they were 
suitable for the study. This time frame allowed attempted 
engagement with the client and his/her family, as well as 
stabilization of their psychosis. Once consent was obtained, 
and if randomized to the PSBI group, the treatment manual 
was sent via post. In addition, baseline assessments were 
conducted with all participants via telephone. Research 
officers were blinded to group allocation to ensure unbiased 
assessments at both follow-up interviews (week 6 and week 
16). Participants could choose to complete the questionnaire 
and mail/email their responses or provide them directly to 
research officers by telephone (most chose the latter option). 
Interrater reliability was maintained by training research 
officers to adhere to a written protocol for communicating 
with, and collecting data from, participants.

The PSBI group received a 10-min telephone call each 
week from a researcher to determine whether the module 
had been completed.

Data Analyses

Analyses were conducted using IBM® SPSS® Statistics 
Version 19. Data were screened prior to statistical anal-
ysis for accuracy of  data entry, outliers, nonnormal-
ity, heterogeneity of  variance, and heteroscedasticity. 
Differences between the PSBI and TAU groups at base-
line were examined using independent sample t tests and 
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chi-square (χ2) analyses. These statistical tests were also 
used to examine differences between completers and 
noncompleters. Intent-to-treat principles were used for 
the main data analyses; all cases were analyzed accord-
ing to their assigned treatment group, and analysis was 
confined to those who had data for at least 1 follow-up 
time point.31 To contrast differences between the groups 
on the primary and secondary outcome variables at 
6-week and 16-week follow-up, mixed model repeated 
measures (MMRM) ANOVA was used. The between-
group factor was group (PSBI vs TAU) and the within-
groups factor was assessment time point (baseline, 6 and 
16 weeks). From these models, 3 parameters are tested: 
(a) main effect for group (overall, regardless of  time, are 
there significant differences between the PSBI and TAU 
groups?); (b) main effect for time (overall, regardless of 
group, are there significant changes over time?); and (c) 
interaction between group and time (do the groups differ 
significantly over time?). A Toeplitz covariance matrix 
model was used to model the relationships between 
observations at the various assessment time points. 
Within each MMRM, planned comparisons (reported 
as t statistics) were used to compare differences between 
the groups from baseline to each of  the 2 end points (6 
and 16 weeks, end point analyses). MMRM are preferred 
to traditional ANOVA models in the analysis of  clini-
cal trial data in psychiatry because all available data are 
scrutinized, missing data does not have to be imputed, 
and the relationship between observations at various 
time points can be modeled.32 For all analyses, alpha 
(α) was set at the .05 level. No adjustments were made 
for multiple comparisons because of  reduced power, 
increased risk of  Type II errors, and missing important 
findings.33

Results

Participant Flow and Sample Characteristics

There were 216 individuals who were assessed for eligibil-
ity, of which 57.4% (n = 124) met the inclusion/exclusion 
criteria and consented to participate (figure 1). Reasons 
for exclusion included already receiving intensive support 
(n = 1), difficulties with conversing in, or reading, English 
(n = 18), and carer had a serious mental illness (n = 3).

Sixty-one carers were randomized to the PSBI and 63 
to TAU. Seventy-five carers were recruited from OYH and 
49 from RAPPS. Table 1 depicts the demographic char-
acteristics of the 124 carers. The majority were female, 
a parent of, and lived with the client. The majority of 
carers were also born in Australia, had tertiary-level qual-
ifications, and earned between AU$ 20 000 and 50 000 
per annum. The majority of clients were in the recov-
ery phase. Carers reported that their support role had 
adversely affected their mental health (76.4%, n  =  94), 
employment (62.7%, n  =  69), physical health (59.3%, 
n = 73), and socialization (59.3%, n = 73).

There was a significantly longer time since diagnosis for 
the PSBI compared with the TAU group, t(120) = 2.15, 
P  =  .033. No other between-group differences were 
observed at baseline on any of the demographic variables 
(table 1) or with respect to any of the outcome measures.

Study Retention

Nineteen carers dropped out of the study (15.3%), 8 in 
the PSBI group (13.1%) and 11 in the TAU group (17.5%) 
with no significant between-group difference, χ2(1) = 0.45, 
P =  .502. At 6 weeks, 5 in the PSBI group and 5 in the 
TAU group withdrew, and at 16 weeks, 3 in the PSBI and 
6 in the TAU group withdrew. Nineteen carers missed the 
6-week assessment but completed the 16-week assessment. 
There were no significant differences between completers 
and noncompleters of the study in terms of demographic 
variables. Noncompleters (M = 12.5, SD = 5.3), however, 
had experienced significantly more problems with services 
(ECI) at baseline compared with those who completed the 
study (M = 9.5, SD = 5.8), t(120) = −2.14, P = .035.

Primary Outcomes

Of the 10 ECI subscales, there was a significant inter-
action between group and assessment time for positive 
personal experiences, F(2, 165.38) = 3.56, P = .031. The 
TAU group showed significantly greater reductions in 
positive personal experiences from baseline to 6 weeks, 
t(156.2)  =  −2.44, P  =  .016, and baseline to 16 weeks, 
t(112.2) = −2.12, P = .036, compared with the PSBI group.

For the ECI need to back up subscale, or carers’ appraisal 
of the necessity to provide additional support to the young 
person, the interaction was close to being significant, F(2, 
159.39) = 2.46, P = .088. Planned comparisons indicated 
that the PSBI group demonstrated a greater drop in 
negative appraisals of need to back up than the TAU 
group, from baseline to 6 weeks, t(161.34)  =  2.08, P = 
.039 (tables 1 and 2).

The interaction between group and assessment time 
point was near significant for psychological distress, as 
assessed by the K10, F(2, 151.5) = 2.55, P = .081. Planned 
comparisons indicated that the level of psychological 
distress decreased at a greater rate in the PSBI group in 
comparison to the TAU group, from baseline to 6 weeks 
(P = .048), but this difference was not replicated between 
baseline and 16 weeks (P = .074).

Secondary Outcomes

With respect to the FQ, the interaction between group 
and assessment time point approached significance for 
critical comments (carer criticising the young person), 
F(2, 151.5) = 2.55, P =  .081. The PSBI group demon-
strated greater improvement from baseline to 6 weeks 
compared with the TAU group on the FQ critical com-
ments, t(157.8)  =  2.18, P  =  .031; however, no such 
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difference was observed for the baseline to 16-week 
comparison. No between-group difference was found 
for the FQ emotional overinvolvement (EOI) subscale 
(carer being emotionally overinvolved with the young 
person; tables 1 and 2).

There were no significant between-group differ-
ences on the SF-12 subscales of emotional and physical 
functioning.

Supplementary Analyses

The analyses for primary and secondary outcomes were 
also conducted controlling for time since psychosis onset, 
which was found to have no impact. We also examined 
whether the 2 groups differed in their access of family 
support services within the two services. There was no 
difference between the 2 groups with respect to use of 
such services at week 6 [PSBI 25.0%, n = 11; TAU 22.7%, 
n = 10; χ2(1) = 0.063, P = .803] or at week 16 [PSBI 18.6%, 
n = 8; TAU 22.7%, n = 10; χ2(1) = 0.225, P = .635].

The relationship between completion of  the manual 
and outcomes was examined in the PSBI group. Each 
week, participants noted how much of  the recommended 
reading was completed on a scale from 1  “all” to 
5 “none.” Completion of  a week’s reading was defined 
on the basis of  reading 1 “all” or 2 “most” of  the module. 
A total score (dose of  intervention) was derived on the 
basis of  the number of  weeks out of  5 that a module 
was completed. This variable was then correlated with 
primary and secondary outcome measures using 
Spearman’s rho (rs; preferred to Pearson’s Product 
Moment Correlation as dose is on an ordinal scale). 
Dose of  intervention was significantly negatively but 
weakly related to ECI problems with services at 16 weeks 
(rs = −0.36, P = .009), indicating that greater dose was 
associated with more favorable outcome on this variable. 
Dose of  intervention was very weakly and negatively 
associated with ECI good aspects of relationships at 
16 weeks (rs = −0.28, P =  .043) and ECI total positive 
score at 16 weeks (rs = −0.29, P = .038), indicating dose 

Fig. 1. CONSORT flowchart of participants through the study.
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Table 3. Tests of Fixed Effects in Mixed-Effects Model Repeated Measures ANOVA for Measures of Experience of Caring, 
Psychological Distress, Expressed Emotion, and Emotional and Physical Functioning

Variable Effects F ratio Numerator df Denominator df P Value

Primary outcome measures
Experience of caregiving inventory
 Difficult behaviors Group 0.02 1 120.9 .892

Time 4.30 2 175.5 .015
Group × time 0.32 2 175.5 .744

 Negative symptoms Group 0.30 1 121.2 .570
Time 7.50 2 176.4 .001
Group × time 1.60 2 176.4 .199

 Stigma Group 0.04 1 123.7 .835
Time 10.94 2 159.5 <.001
Group × time 2.11 2 159.5 .125

 Problems with services Group 0.36 1 122.7 .551
Time 3.12 2 159.6 .047
Group × time 0.12 2 159.6 .885

 Effects on family Group 0.00 1 121.2 .952
Time 4.39 2 189.0 .014
Group × time 0.66 2 189.0 .520

 Need to back up Group 0.80 1 122.7 .372
Time 4.47 2 159.4 .013
Group × time 2.46 2 159.4 .088

 Dependency Group 0.03 1 122.8 .864
Time 17.77 2 161.7 <.001
Group × time 1.39 2 161.7 .252

 Loss Group 0.14 1 123.5 .712
Time 22.14 2 145.9 <.001
Group × time 1.42 2 145.9 .246

 Total negative scale Group 0.06 1 122.8 .799
Time 13.59 2 152.7 <.001
Group × time 1.52 2 152.7 .223

 Positive personal experiences Group 0.27 1 123.7 .605
Time 4.22 2 165.4 .016
Group × time 3.56 2 165.4 .031

 Good aspects of relationship Group 0.21 1 121.3 .648
Time 5.42 2 184.7 .005
Group × time 1.53 2 184.7 .220

 Total positive scale Group 0.34 1 123.9 .564
Time 5.64 2 172.2 .004
Group × time 2.36 2 172.2 .097

Psychological distress
 K10 Group 0.43 1 122.2 .516

Time 6.99 2 171.2 .001
Group × time 2.48 2 171.2 .087

Secondary outcome measures
Family questionnaire
 Critical comments Group 0.10 1 119.0 .755

Time 1.46 2 151.5 .236
Group × time 2.55 2 151.5 .081

 Emotional overinvolvement Group 0.00 1 123.3 .983
Time 16.71 2 157.4 <.001
Group × time 1.51 2 157.4 .225

Health outcomes
 SF-12-physical Group 2.53 1 121.0 .115

Time 7.05 2 170.4 .001
Group × time 0.90 2 170.4 .409

 SF-12-mental health Group 1.21 1 123.2 .274
Time 11.15 2 153.1 <.001
Group × time 1.83 2 153.1 .163
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was associated with less favorable outcomes on these 2 
variables.

Discussion

Primary Outcomes

We found partial support for our first primary hypothesis 
regarding the effect of bibliotherapy upon the experience 
of caring; in 2 of the 10 ECI subscales, there were dif-
ferences between the PSBI and TAU groups. The PSBI 
group had a more favorable experience of caring for 
young people with FEP than the TAU group, and these 
effects were maintained at both follow-up time points. 
The PSBI group also experienced a greater reduction 
in negative appraisals of the need to provide additional 
support than the TAU group, though the effect was not 
sustained. The Gleeson et al.13 RCT demonstrated simi-
lar benefits for family members’ appraisal of caring for 
young people with FEP, however, the intervention in their 
study was more resource intensive and lengthy, compris-
ing a CBT based manualized approach provided by a 
trained family therapist.

We found incomplete support for the effectiveness of 
bibliotherapy in reducing psychological distress. Overall, 
the results indicated that the effect of bibliotherapy on 
this construct was near significant, with the PSBI group 
reporting a lower level of distress compared with the TAU 
group. More subtle analysis indicated that the level of 
psychological distress decreased at a significantly greater 
rate from baseline to 6 weeks in the PSBI compared 
with the TAU group, but end point analysis for 16 weeks 
(group differences in change from baseline to 16 weeks) 
failed to reach significance, with reductions in levels of 
psychological distress evident across both groups. These 
findings are consistent with other FEP intervention stud-
ies that have reported decreased family/carer burden and 
distress,13,14 and they potentially reflect the initial high 
level of distress associated with having a relative develop 
an episode of psychosis and the subsequent improvement 
over time as the initial crisis stabilizes and carers begin 
coming to terms with the diagnosis.

Secondary Outcomes

We identified partial support for the beneficial effect of 
the manual on EE. The findings showed, overall, that the 
influence of the manual on critical comments of  carers 
toward the young person with FEP-approached signifi-
cance, with the PSBI group reporting fewer of these com-
ments than the TAU group. Again, more subtle analyses 
indicated that the PSBI group reported greater improve-
ment from baseline to 6 weeks in comparison to the TAU 
group on critical comments; however, such group differ-
ences were not maintained from baseline to 16 weeks.

There was no significant difference between the groups 
for EOI of carers. Previous research by members of our 

group has shown that EOI in young FEP clients is pre-
dicted by family stress, whereas level of criticism is pre-
dicted by duration of untreated psychosis (DUP).34 Other 
researchers have argued that EOI is associated with a ten-
dency on the part of carers to blame themselves for the 
psychosis.1

There is evidence that criticism is indicative of a poor 
relationship between the client and carer prior to the 
onset of psychosis, leading to a tendency to attribute 
problematic behavior to deliberate actions on the part of 
the young person.1 Regardless of the cause, high EE has 
been shown in some studies of FEP to be associated with 
increased DUP,34 risk of psychotic relapse, and nonrecov-
ery.19 The influence of these factors may partly account for 
the lack of sustained effect in the current study because 
the intervention did not directly address the premorbid 
relationship between carer and client.

There were also no differences in terms of emotional 
and physical health. Possible explanations for this non-
significant result are that stress associated with caregiv-
ing only affects physical health in the longer term, such 
that it needs to be assessed over an extended period.35 
Additionally, changes that were detected in the experi-
ence of caregiving, psychological distress, and to a lesser 
extent, EE, were issues that were directly related to the 
carers’ immediate circumstance rather than more global 
changes in perceptions of general health. This is unsur-
prising as carer well-being is closely associated with carer-
recipient circumstances.2,36

Study Retention and Dose of Intervention

The retention rate in the present study compares favor-
ably with other FEP intervention studies of carers13,14 and 
may be attributable to the problem-solving and plain lan-
guage approach, weekly telephone calls, and convenience 
of being able to complete the manual at a time, place, and 
pace that suited the carer.

Regarding dose of  intervention, completion or near 
completion of  the manual each week over 5 weeks was 
associated with more favorable carers’ appraisal of 
caregiving, specifically, with respect to the burden in 
dealings with services. Dose of  intervention was nega-
tively associated with perceptions of  the good aspects 
of  carer-to-care recipient relationships and the over-
all positive aspects of  caregiving, though caution is 
required in interpreting correlations as the associations 
were weak. The findings highlight the benefits to car-
ers in actually finishing each and every module in the 
manual.

Strengths and Limitations

This is the first study to evaluate the effect of problem-
solving bibliotherapy for first-time carers of young 
people with FEP. Strengths of the study included the 
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randomization of participants, the blinding of research 
assistants during recruitment and follow-up data collec-
tion, the manualized intervention, flexibility and access 
for carers, and the telephone protocol to ensure treat-
ment fidelity. A possible limitation of the study is it may 
be underpowered and need a larger sample of carers to 
demonstrate a greater effect, particularly because both 
groups demonstrated improvement on many of the vari-
ables over time. Another limitation is that the self-help 
manual was only offered for 5 weeks, which may explain 
why the short-term benefits observed were not sustained 
at 16 weeks. In addition, the 16-week follow-up period 
may have been too brief  to expect significant improve-
ment in carer outcomes.

Conclusion

Caregiving in FEP gives rise to positive and negative 
experiences for carers.2 Problem-solving bibliotherapy 
can help ameliorate negative, and enhance positive, 
experiences. The bibliotherapy manual used provided 
some short-term benefits to carers’ experience of  car-
ing, level of  psychological distress, and EE though these 
effects were not sustained in the longer term. These find-
ings are consistent with those of  other FEP intervention 
studies,13,14 although few others have adopted a problem-
solving approach13 or used bibliotherapy. Moreover, 
even though the relationship between bibliotherapy and 
relapse was not assessed in this study, family interven-
tion, when combined with appropriate pharmacother-
apy, typically reduces relapse rates by 20%–50%37,38 in 
individuals with schizophrenia and in those with FEP 
in particular.39

Despite the limitations outlined above, this study pro-
vides preliminary evidence that problem-solving biblio-
therapy can be used successfully by first-time carers of 
young people with FEP. It is a nonthreatening and low-
cost therapy, with potentially good reach and penetration, 
in comparison to other more complex and resource-
intensive family interventions. Therefore, the approach 
could make a significant contribution as an adjunct to 
gold standard specialist treatment, particularly in a cli-
mate of fiscal restraint. From a research perspective, our 
findings indicate the need to extend the period of inter-
vention. Optimally, the duration of intervention should 
be more than 3  months, and a follow-up of a year or 
longer is advisable to identify significant long-term ben-
efits.37 One way of doing this is to incorporate periodic 
booster sessions, which can help stabilize the effects of 
the intervention over a longer time frame. Another con-
sideration is that a facilitator or telephone contact per-
son could be included to answer carers’ questions about 
the readings, help solve problems about caring and the 
care recipient, and for carers to access emotional support. 
A final consideration is that, while one of the inclusion 
criteria was that carers should be able to communicate 

in conversational English, a future study should consider 
translating the manual into other languages.
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