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Intervention study for promoting partnerships between professionals
and self-help groups of families of individuals with severe mental illness

in Japan

Masako KAGEYAMA* and Iwao OSHIMA2*

Objective This study was performed to examine eŠects of an intervention aimed at promoting par-
tnerships between professionals and self-help groups for family members (family groups) of
persons with severe mental illness in Japan.

Methods A group randomization design where the unit of randomization was the family group as a
whole was used, with family groups (N＝24) randomly assigned to either intervention or
control groups. Twelve family groups and 15 professionals made up the intervention group,
and 12 family groups and 14 professionals made up the control group. A total of 149 family
members were eligible participants in the study; 76 from family groups in the intervention
group and 73 from the control group. A semi-structured program was conducted for six
months. The eŠects of the intervention were analyzed at three levels: the family group level,
the individual family member level and the individual professional level.

Results Signiˆcant increases were found in the number of family members registered in family
groups and program satisfaction for members of the intervention family groups. Profes-
sionals involved with family groups in the intervention group felt greater empowerment
than those in the control group.

Conclusion The tested intervention proved eŠective for both family groups and professionals as-
sociated with the groups.
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I. Introduction

Research indicates that participation of families
in self-help groups (family groups) reduces feelings
of guilt and self-blame among family members of in-
dividuals with severe mental illness1,2) as well as their
perception of the burden associated with caring for
these individuals3). Studies have also shown that par-
ticipation in family groups increases family mem-
bers' knowledge of mental illness4) and their ability
to cope with problems4,5), as well as enhancing the
quality of parent-child relationships6).

In Japan, the majority of such family groups are
initially established with support from
professionals7). However, the latter generally do not
like to provide long-term support for family groups
due to insu‹cient manpower and a belief that profes-

sionals should not themselves be involved. There-
fore, the working relationship between professionals
and family groups is not always positive8).

For desirable relationships between professionals
and self-help groups, several researchers have sug-
gested a consultation model9,10) and a partnership
model11～14). Intervention studies based on the con-
sultation model have been conducted, with
documented positive eŠects for both professionals9)

and self-help groups10). Partnerships between profes-
sionals and self-help groups are interdependent alli-
ances, characterized by cooperation, collegiality,
balanced responsibilities, mutual respect, equality of
status, shared decision making, and linkage
functions15). The partnership model allows for regu-
lar and frequent contact with no time limitation12),
whereas the consultation model is limited16). Also,
the partnership model requires shared decision mak-
ing followed by mutual eŠorts to achieve shared
goals15), whereas the consultation model requires de-
cision making by the group10,16). In Japan, local pub-
lic professionals have public responsibility to support
family groups17), which means that there is no time
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limitation. We believe that professionals should be
working with family groups to achieve shared goals.
Accordingly, we support the partnership model
presented by Stewart et al and the proposed strate-
gies for promoting partnership14). However, to our
knowledge, no intervention study has hitherto ap-
plied the partnership model to professionals and self-
help groups.

The purpose of the present study was to examine
eŠects of an intervention program aimed at promot-
ing partnerships between professionals and family
groups, based on the partnership model discussed by
Stewart and colleagues14). The intervention targeted
three elements (communication development, role
and goal clariˆcation, and education) that are essen-
tial for the development of a collaborative climate be-
tween professionals and family groups. The hypothe-
sis was that favorable would accrue for collaboration-
related outcomes at three levels: the family group,
the individual family member, and the individual
professional. Speciˆcally, we hypothesized that, at
the family group level, our program would increase
the number of family members, because a collabora-
tive climate is more inviting in this respect10). In ad-
dition, we expected that, at the individual family
member level, participants in the intervention would
be (a) more satisˆed with the program, (b) have
greater appreciation of family group activities, and
(c) perceive greater empowerment and higher self-
esteem, compared to members in the control group.
Finally, we hypothesized that, at the individual
professional level, the program would result in a
greater empowerment among professionals to sup-
port family groups, given that involvement with self-
help groups has been shown to be related to enhance-
ment of professional skills and knowledge18).

II. Methods

Participants and Procedures
This study used a group randomization design

with single family group as the unit of randomiza-
tion. Eligibility criteria for family groups were: (a)
a‹liation with ZENKAREN (the Japanese National
Federation of Families of the Mentally Ill) and loca-
tion in the Kanto area; (b) a community-basis; and
(c) meetings held once or more per month. To
respect the right of self-determination by groups, we
ˆrst informed the 125 family groups that met these
criteria. Of the total, 80 responded and 61 wished to
participate in the research (see Figure 1). Represen-
tatives of each family group were also asked for con-
tact information regarding the professionals who
supported their family group and those with public
responsibility for supporting these community-based
family groups were asked to participate in the study.

We contacted all of them and provided information
about the study, but were only able to secure the par-
ticipation of professionals in 24 cases. The most com-
mon reason for non-participation was insu‹cient
professional manpower to execute the intervention.
The 125 eligible groups held meetings once per
month. Comparing the 24 groups with the total of
125 eligible groups, there were no major diŠerences
in rates of professional participation in the meetings
as follows; the proportions for non-participation
(0％ in Table 1) in the 125 and 24 groups were
24.1％ and 25.0％, respectively, with full participa-
tion (100％ in Table 1) in 42.3％ and 37.5％.

The 24 family groups were then randomly as-
signed to either intervention or control groups.
Twelve family groups and 15 professionals made up
the intervention group, while 12 family groups and
14 professionals made up the control group. Neither
the family groups nor the professionals were blinded
to the group's assignment.

At the next step, family members were informed
about the nature and groups of the study. Those who
consented to participate responded to questionnaires
at baseline and after 6 months. Matching was then
made with reference to demographic data for the
members and their relatives with mental illness.
Such a matching method has previously been used
among anonymous self-help groups19). Members
who met all of the following eligible criteria were the
family member participants in this study: 1) attend-
ing 5 or more of a total of 7 meetings over the inter-
vention period; 2) belonging to the groups for one or
more years at baseline.

As illustrated in Figure 1, in the intervention
groups, 203 of the total of 602 family members who
were registered in the groups attended the meetings
at baseline. In the control group, 219 of the total of
457 family members attended. Finally, 76 family
members in the intervention group and 73 in the
control groups were included as eligible participants.

On average, 6.2 family members per group par-
ticipated in the study and attended 6.5 of the seven
meetings held during the study period.

Ehics
We provided information as to the aims,

methods, liberty to non-participate, freedom to
withdraw at any time, and protection of privacy us-
ing a prospectus, and obtained participants' consent
without any written form. The control group was as-
sured of almost the same intervention after the inter-
vention period. In addition, we did not control the
intervention tightly because such actions might lead
to distortion of the nature of self-help groups20).
Also, in order to respect conˆdentiality, through dis-
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Figure 1. Flow diagram of the study subjects: Family groups, professionals, and family members
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cussion with staŠ of ZENKAREN, we decided that
the researcher must not write members' names in
order not to identify individuals on record. The
study protocol was reviewed and approved by the
board of directors of ZENKAREN.

The Intervention Program
The intervention consisted of a semi-structured

program for promoting partnership based on the
model proposed by Stewart et al.14), delivered to par-
ticipants over a six-month period. They identiˆed
meanings and mechanisms of partnership, and
proposed strategies for promoting partnership14):

communication development, credibility enhance-
ment, trust building, role and goal clariˆcation, edu-
cation, and a clearinghouse. Three of these strategies
were selected as components of present intervention
program: communication development; role and
goal clariˆcation; and education. The reasons for
their selection were that communication should de-
velop credibility and trust between the parties, and
clearinghouses are scarce in Japan.

The communication development strategies
were designed to improve the exchange of informa-
tion and knowledge between family members and
professionals. In this program, the professionals par-



317

Table 1. Comparisons of professional support before the intervention and during the intervention period

Intervention
n＝12

Control
n＝12

Usual support
Before 6 months

The program
Intervention period

Usual support
Before 6 months

Usual support
Control period

Rate for professionals' participation the meetings
0％（not at all） 3 0 3 3
1–99％ 4 0 5 5
100％（every meeting, once per month） 5 12 4 4
mean±SD（％） 62.9±42.3 100.0 55.0±42.7 53.6±40.5

Additional time of professionals' participating
in the meetings（min) [mean±SD]

― 350.4±478.3 ― ―

Number of times of the discussions to clarify
the goals and roles [mean±SD] ― 3.4±0.9 ― ―

Total time of discussions to clarify the goals
and roles（min) [mean±SD] ― 227.3±80.5 ― ―

Dashes indicate no applicable data.
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ticipated in meetings once a month. As compared
with the length of time of professionals' participating
in the meetings for 6 months before the intervention,
we calculated increase during the intervention
period, which is the additional time of professionals'
participating in the meetings in Table 1. When
professionals had been participating in every meet-
ing before the intervention, the additional time is
zero. When professionals had not been participating
at all, we added all the meeting times.

The role and goal clariˆcation strategies in-
volved input from both parties about the expecta-
tions of each other with the goals of deˆning roles
and establishing group objectives sensitive to each
side's needs and interests. In this program, the fami-
ly members and professionals discussed what the fa-
mily group should do and what the family members
and professionals expected of each other. The num-
ber of times and total time required for the discus-
sions to clarify the goals and roles between the family
members and professionals is shown in Table 1.

The educational strategies were simply deli-
vered to the professional during a two-day training
seminar with the goal of increasing their professional
knowledge and skills in terms of interacting with fa-
mily members.

Over the same 6-month period, professionals
providing support to family groups in the control
condition continued to interact with family groups as
previously (see Table 1).

Outcome variables
1) The family group level

Number of family members registered in the fa-
mily group who make an application for formal

member (not the number of members' attending the
meetings).

2) The individual family member level
Group eŠectiveness of self-help groups has often

been deˆned as member satisfaction and member es-
timates of beneˆts received1,21). Personal satisfaction
and beneˆts from participation were assessed using
the Group Appraisal Scale22).

Satisfaction with professional services for family
groups was assessed using the Client Satisfaction
Questionnaire (CSQ–8)23). The validity and relia-
bility of a translated Japanese version24) have been
conˆrmed.

Much research has indicated that critical goals
of self-help groups are member's empowerment and
self-esteem11). Empowerment of family members was
assessed using the Family Empowerment Scale19),
measuring three levels of empowerment (Family,
Service System, and Community/Political) to give a
total score.

Self-esteem of family members was assessed us-
ing the summative method in the Japanese-version of
the Self-Esteem Scale25,26), those validity and relia-
bility have been conˆrmed26).

3) The individual professional level
Professional knowledge and skills were assessed

using the Knowledge and Skills Subscale from the
Social Worker Empowerment Scale27).

Analysis
First, the demographic data and baseline scores

of the outcome variables were tested to assess com-
parability between two groups. This study was of a
group randomization design allocating randomly in-
tact groups. Therefore, regarding the individual fa-
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mily member and professional levels, we used mixed
model analysis of variance or generalized estimating
equations with family groups as the random eŠect,
taking into account the extra component of variation
due to the nested design28,29).

Second, main eŠects of the intervention on the
outcome variables were assessed using analysis of
covariance (ANCOVA) or mixed model ANCOVA
after adjusting for the baseline scores of the outcome
variables and demographic data, with determination
of signiˆcant diŠerences between the groups. The
reason for using ANCOVA was that adjustment for
the baseline score may improve the precision of one's
estimate even with comparable treatment
groups30,31). When ANCOVA or mixed model AN-
COVA shows a signiˆcant diŠerence, the interven-
tion has a signiˆcant eŠect on the outcome variable.

Third, interactions of the intervention by the
baseline scores of the outcome variables were ana-
lyzed by adding interactions to the analysis of the
main eŠect. A statistically signiˆcant interaction
means that the intervention has diŠerent eŠects ac-
cording to the baseline score of the outcome varia-
bles. When a statistic showed a signiˆcant interac-
tion, the subjects were divided into two groups on the
median of the baseline score of the outcome variable.
Thus, interactions of the intervention by the two
groups were analyzed once again.

Finally, the program implementation was as-
sessed using the Pearson correlation coe‹cient to ex-
amine the relationships between the process varia-
bles of the program and all outcome variables. The
process variables were the additional time of profes-
sionals' participating in the meetings and total time
of discussions to clarify the goals and roles. The out-
come variables were used as a summary statistic for
each family group.

All of the data analyses were conducted using
SAS version 6.12.

III. Results

Characteristics of the intervention and control groups
Characteristics of the family groups, the in-

dividual family members and the individual profes-
sionals in the intervention and control groups did not
diŠer signiˆcantly with the exception of leaders' age
and professionals' experience in education about fa-
mily groups (Table 2). The most common diagnosis
of relatives with mental illness was schizophrenia.
Distributions of the outcome measures at baseline
did not diŠer signiˆcantly between the two groups
(Table 3).

Main EŠects
As hypothesized, at the family group level, the

number of family members registered in family
groups increased signiˆcantly within the intervention
group compared to the control group (Table 4). At
the individual family member level, the intervention
had a signiˆcantly eŠect on the CSQ–8. Also, with
an alpha level of 0.10, there was a modest interven-
tion eŠect on the Service System score and the total
score on the Family Empowerment Scale. However,
we observed null eŠects of the intervention on other
individual family member outcomes as well as on
outcomes related to individual professionals.

Interaction EŠects
As illustrated in Table 5, at the individual fami-

ly member level, only the CSQ–8 had a signiˆcant
interaction of the intervention with the baseline
score. We divided the family members into two
groups on the median of the baseline score. The in-
tervention had a signiˆcant eŠect only on those with
the lower baseline CSQ–8 (F＝22.2, P＜0.001) and
not those with the higher baseline (F＝1.3, P＝
0.26). Also, there was a statistically signiˆcant inter-
action of the intervention with the knowledge/skills
baseline score. As illustrated in Figure 2, the inter-
vention had a signiˆcant eŠect only on those profes-
sionals with the lower baseline score.

Process evaluation
From Pearson correlation coe‹cients between

the program variables and the outcome variables,
there were signiˆcantly positive correlations between
the additional time of professionals' participating in
the meetings and the increase in the CSQ–8 (r＝
0.705, P＝0.01) and the Service System score (r＝
0.722, P＝0.008).

IV. Discussion

From our results, we conclude that the tested in-
tervention led to several positive outcomes in terms
of partnerships between professionals and family
groups. One positive outcome occurred at the family
group level and involved increased enrolment of fa-
mily members in family groups. This is consistent
with previous reports that professional interactions
contribute to increasing new members of self-help
groups1,32). Following the study's rationale, we con-
clude that the reason was that family members found
the collaborative environment inviting and con-
ducive to their needs and interests.

There was also evidence of intervention eŠects at
the individual family member level, particularly on
level of client satisfaction. Also there was a sig-
niˆcant eŠect particularly on those with a relatively
low CSQ–8 at baseline. This ˆnding means that fa-
mily members were satisˆed with the program, in
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Table 2. Characteristics of the family groups, the family members and the professionals

Categories（n＝intervention/control)
Characteristics

Intervention
n（％)

mean±SD

Control
n（％)

mean±SD
P value

Family Group Level (n＝12/12)a

Number of members registered in the group 50.2±36.1 38.1±22.0 0.33
Number of committees 7.9±4.9 9.3±4.2 0.36
Sex of the leader (male) 7(58.3) 7(58.3) 1.00
Age of the leader (yrs) 65.1±7.6 70.7±4.4 0.04
Number of members' attending the meetingsb 17.5±10.1 15.4±7.8 0.57
Social activitiesc Public policy activities 8(66.7) 8(66.7) 1.00

Sheltered workshops 6(50.0) 7(58.3) 0.68
O‹cial peer counseling 3(25.0) 7(58.3) 0.21
Fundraising activities 10(83.3) 10(83.3) 1.00

Rate of professional's participating in the meeting (％)b 62.9±42.3 55.0±42.7 0.65

Individual Family Member Level (n＝76/73)d

Length of membership (yrs) 5.9±4.2 6.7±4.3 0.30
Role in the group (committee) 53(69.7) 47(64.4) 0.62
Members Age (yrs) 63.6±8.3 65.0±7.6 0.26

Sex (female) 61(80.3) 53(72.6) 0.53
Relation to person with mental illness (parent) 71(93.4) 67(91.8) 0.44

Persons with mental ill Age (yrs) 35.9±9.5 37.5±9.8 0.28
Sex (male) 57(75.0) 47(64.4) 0.79
Diagnosis (schizophrenia) 59(77.7) 66(90.4) 0.60
Length of the mental illness (yrs) 14.8±8.9 16.3±9.7 0.12
Treatment (outpatient treatment) 63(82.9) 66(90.4) 0.19

Individual Professional Level (n＝15/14)d

Sex (female) 10(66.7) 10(71.4) 0.76
Discipline Public health nurse 7(46.7) 8(57.2)

Social worker 7(46.7) 5(35.7) 0.85
Clerk of a welfare department 1( 6.6) 1( 7.1)

Agency or department Public health 13(86.7) 12(85.7) 0.93
Public welfare 2(13.3) 2(14.3) 0.93

Length of professional activity (yrs) 13.6±9.3 13.9±6.6 0.98
Length of professional activity in the mental health ˆelds (yrs) 10.2±9.6 8.7±7.1 0.83
Length of supporting the family group subject (yrs) 1.5±1.5 1.0±1.0 0.26
Length of supporting other family groups (yrs) 4.0±6.9 2.6±5.0 0.51
Length of supporting other self-help groups (yrs) 3.2±5.2 5.0±7.3 0.31
Education about family groups (had experience) 8(53.3) 2(14.3) 0.05
Education about self-help groups (had experience) 10(66.7) 6(42.9) 0.28

SD: standard deviation.
a Fisher's exact test: categorical data, t test: continuous data.
b Data are for 6 months before the baseline.
c Data are for the year preceding baseline.
d Mixed model ANOVA: continuous data, generalized estimating equations: binary data, Fisher's exact test: discipline.
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particular those who had previously not been satis-
ˆed with professional involvement. In addition,
there was positive correlation between the increase in

the CSQ–8 and the additional length of time that the
professionals participated in the meetings. This
clearly suggested that family members desired
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Table 3. Baseline scores for outcome variables

Categories (n＝intervention/control)
Outcome variables (range; Cronbach's alpha
coe‹cient for this study)

Intervention
mean (SD)

Control
mean (SD)

P value

Family Group Level (n＝12/12)
Number of members registered 50.2(36.1) 38.1(22.0) 0.33

Individual Family Member Level (n＝76/73)
Group Appraisal Scale

Group Satisfaction Scale (5–25; a＝0.80) 15.7( 3.4) 15.7( 3.7) 0.91
Group Beneˆt Scale (5–25; a＝0.77) 19.5( 2.7) 19.4( 3.2) 0.94

CSQ–8 (8–32; a＝0.90) 22.4( 4.0) 23.9( 3.5) 0.16
Family Empowerment Scale

Family (12–60; a＝0.78) 42.6( 6.6) 42.8( 7.2) 0.97
Service System (12–60; a＝0.80) 43.7( 7.8) 44.0( 8.1) 0.92
Community/Political (10–50; a＝0.82) 34.6( 7.0) 34.1( 7.0) 0.52
Total Score (34–170; a＝0.91) 120.8(18.5) 120.8(20.6) 0.82

Self-Esteem Scale (10–40; a＝0.75) 26.6( 4.1) 25.9( 4.9) 0.81
Individual Professional Level (n＝15/14)

Knowledge and Skills Subscale (9–45; a＝0.87) 26.9( 5.2) 22.9( 6.4) 0.14

SD: standard deviation.
t test: number of members.
Mixed model ANOVA: the other variables.

Table 4. Main eŠects of the intervention

Categories (n＝intervention/control)
Outcome variables (range)

Intervention Control
EŠect
F (p)Baseline

mean (SD)
At 6 months
mean (SD)

Baseline
mean (SD)

At 6 months
mean (SD)

Family Group Level (n＝12/12)a

Number of members registered 50.2(36.1) 53.1(37.5) 38.1(22.0) 37.9(23.2) 5.38(0.03)
Individual Family Member Level (n＝76/73)b

Group Appraisal Scale
Group Satisfaction (5–25) 15.7( 3.4) 15.6( 3.3) 15.7( 3.7) 15.6( 3.7) 0.33(0.58)
Group Beneˆt (5–25) 19.5( 2.7) 19.0( 2.7) 19.4( 3.2) 19.0( 3.6) 0.00(1.00)

CSQ–8(8–32) 22.4( 4.0) 24.5( 3.2) 23.9( 3.5) 22.9( 3.8) 15.59(0.0007)
Family Empowerment Scale

Family(12–60) 42.6( 6.6) 44.1( 6.6) 42.8( 7.2) 43.3( 6.6) 2.44(0.15)
Service System(12–60) 43.7( 7.8) 44.9( 6.6) 44.0( 8.1) 43.5( 8.0) 3.55(0.08)
Community/Political(10–50) 34.6( 7.0) 35.7( 6.4) 34.1( 7.0) 34.3( 6.3) 2.37(0.13)
Total Score(34–170) 120.8(18.5) 124.6(17.5) 120.8(20.6) 121.1(19.3) 4.35(0.06)

Self–Esteem Scale(10–40) 26.6( 4.1) 26.6( 4.1) 25.9( 4.9) 26.0( 5.0) 1.16(0.29)
Individual Professional Level (n＝15/14)c

Knowledge and Skills Subscale (9–45) 26.9( 5.2) 28.7( 4.4) 22.9( 6.4) 22.5( 7.5) 2.03(0.17)

SD: standard deviation.
a F statistic in ANCOVA, with baseline scores and age of leader as covariates.
b F statistic in mixed model ANCOVA, with baseline scores as covariates.
c F statistic in mixed model ANCOVA, with baseline scores and presence or absence of education about family groups as

covariates.
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Table 5. Interactions of the intervention by the baseline scores for the outcome variables

Categories (n＝intervention/control)
Outcome variables (range)

Intervention
At 6 months

LSmean (SE)

Control
At 6 months

LSmean (SE)

EŠect

Intervention
F (p)

Intervention
×baseline scores

F (p)

Family Group Level (n＝12/12)a

Number of members registered 47.2(1.0) 43.9(1.0) 2.27(0.15) 0.06(0.80)
Individual Family Member Level (n＝76/73)b

Group Appraisal Scale
Group Satisfaction Scale (5–25) 15.8(0.4) 15.4(0.4) 0.03(0.9) 0.00(1.0)
Group Beneˆt Scale (5–25) 19.0(0.3) 19.0(0.4) 1.53(0.2) 1.55(0.2)

CSQ–8 (8–32) 24.7(0.3) 22.3(0.5) 9.85(0.002) 5.96(0.02)

Family Empowerment Scale
Family (12–60) 44.2(0.4) 43.2(0.4) 0.03(0.97) 0.01(0.93)
Service System (12–60) 45.2(0.6) 43.1(0.9) 1.44(0.23) 0.62(0.43)
Community/Political (10–50) 35.5(0.4) 34.5(0.5) 0.95(0.33) 0.53(0.47)
Total Score (34–170) 124.9(1.2) 121.0(1.5) 0.18(0.67) 0.0(0.98)

Self-Esteem Scale (10–40) 26.3(0.3) 26.2(0.5) 0.10(0.75) 0.07(0.79)
Individual Professional Level (n＝15/14)c

Knowledge and Skills Subscale (9–45) 27.7(0.8) 25.8(1.1) 13.00(0.007) 10.86(0.01)

LSmean: least square means; SE: standard error.
a F statistic in ANCOVA, with baseline scores and age of leader as covariates.
b F statistic in mixed model ANCOVA, with baseline scores as covariate.
c F statistic in mixed model ANCOVA, with baseline scores and presence or absence education about family groups as

covariates.

Figure 2. Interaction of the intervention by the baseline score of the Knowledge and Skills Subscale
Professionals were divided into two groups with reference to the median of the baseline score, and the ˆgures show
change for each group.
Vertical lines depict standard deviations of the means.
F statistics are with mixed model ANCOVA, using baseline score and presence or absence of education about fa-
mily groups as covariates.
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professionals' participation in the meetings.
However, evidence of intervention eŠects on fa-

mily members' empowerment was less conclusive,
with an alpha of 0.10. There was a positive correla-
tion between the length of time that professionals
participated additionally in the meetings and the in-

crease in the Service System score. Through com-
munication with professionals over the intervention
period, family members may acquire an improved
ability to negotiate with them about the service
received by their relative.

Finally, the intervention had a positive eŠect on
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professionals with lower levels of the knowledge and
skills, and thus may empower them to deal eŠectively
with family members33). However, the professionals
in the intervention group had more experience in
education about family groups than those of the con-
trol group at baseline. Therefore, there is the pos-
sibility that professionals who had some knowledge
about family groups could develop a collaborative
climate by receiving the educational program, and
lead to members' satisfaction.

Several explanations may be forwarded con-
cerning the lack of, or otherwise modest, eŠects of
the intervention on the hypothesized outcomes. It
may be that an intervention of a longer duration is
needed to generate more signiˆcant change on the
outcomes. It takes time and signiˆcant commitment
from the involved parties to build a successful par-
tnership.

Overall, we could not clearly demonstrate
eŠects of the intervention. However, to our
knowledge, this is the ˆrst report of a randomized
controlled trial of a program for promoting a positive
working relationship between self-help groups and
professionals. There have been only intervention stu-
dies without pre-post outcome evaluation, based on
the consultation model9,10). Most family groups in
Japan desire public professionals' support34) as
re‰ected by our family member subjects satisfaction
with professionals' participation in meetings. There-
fore, we believe that a partnership with no time limi-
tation is appropriate as the desirable relationship in
Japan. However, in order to modify the program,
further research may be necessary regarding how to
educate professionals to various levels of knowledge,
how best to obtain signiˆcant commitments from
both parties, and how to incorporate other charac-
teristics of partnerships in a dynamic ‰exible interac-
tion with each other14,35).

We must consider some limitations of the
present study. First, the program included three
components and the eŠectiveness of each component
can only be clariˆed by additional investigations. Se-
cond, family member subjects were themselves a part
of family members registered in the family groups.
Also, we cannot calculate exactly the proportion of
family member subjects who actually attended in the
meetings during the intervention period. However,
there is an ethical reason for not identifying individ-
uals, and for not controlling attendance. Third, only
24 of the eligible 125 groups participated in this
study. However, the relationship between profes-
sionals and the 24 group subjects were similar to
those with other nonparticipating groups. Therefore,
the program could be generally applicable. Fourth,
all subjects of this study were not blinded to the

group's assignment. This may have aŠected the
results, but a blinded approach is only practicable
when comparing treatments of similar nature30). Fi-
nally, it is di‹cult to generalize the study's ˆndings
to other countries. Despite these limitations, we be-
lieve that our results provide additional insight into
the importance of cultivating partnerships between
professionals and family members and ways to build
such partnerships. Our conˆdence stems from the
fact that the study was conducted in a natural setting
and was based on naturally occurring groups consist-
ing of diverse individuals-all of which increased the
study's external validity. At a minimum, we inter-
pret our ˆndings to suggest that professionals can be
trained to provide support to family groups in a col-
laborative manner that is likely to strengthen par-
tnerships and increase the likelihood that individuals
with severe mental illness will be able to beneˆt from
an eŠective system of social support.
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