
© Copyright 2000 Physicians Postgraduate Press, Inc.

One personal copy may be printed

J Clin Psychiatry 61:7, July 2000

TMAP Patient and Family Education Program

477

relatively recent response to the rising costs of
health care, particularly for chronic illnesses, is theA
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Educating patients with mental illness and their
families about the illness and its treatment is essen-
tial to successful medication (disease) manage-
ment. Specifically, education provides patients and
families with the background they need to partici-
pate in treatment planning and implementation as
full “partners” with clinicians. Thus, education in-
creases the probability that appropriate and accu-
rate treatment decisions will be made and that a
treatment regimen will be followed. The Texas
Medication Algorithm Project (TMAP) has incor-
porated these concepts into its philosophy of care
and accordingly created a Patient and Family Edu-
cation Program (PFEP) to complement the utiliza-
tion of medication algorithms for the treatment of
schizophrenic, bipolar, and major depressive disor-
ders. This article describes how a team of mental
health consumers, advocates, and professionals
developed and implemented the PFEP. In keeping
with the TMAP philosophy of care, consumers
were true partners in the program’s development
and implementation. They not only created several
components of the program and incorporated the
consumer perspective, but they also served as pro-
gram trainers and advocates. Initially, PFEP pro-
vides basic and subsequently more in-depth infor-
mation about the illness and its treatment, including
such topics as symptom monitoring and manage-
ment and self-advocacy with one’s treatment team.
It includes written, pictorial, videotaped, and other
media used in a phased manner by clinicians and
consumer educators, in either individual or group
formats.
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emergence of the concept of “disease management.”
Disease management is a comprehensive and integrated
approach to delivering health care with the aim of opti-
mizing quality of care and patient outcomes while con-
taining costs. Disease management plans tend to include
the identification and use of evidence-based best practices
or clinical guidelines, measurement of patient outcomes,
interventions to improve coordination among caregivers,
as well as strategies to enhance the patient-clinician part-
nership and patient adherence to prescribed treatments
and self-care.1–4 The disease management approach ac-
knowledges the critical role of the patient in the ultimate
effectiveness of any therapeutic intervention. The patient
decides whether or not to follow through with treatment
and prevention recommendations, which is determined, in
part, by his or her relationship with the clinician and un-
derstanding of the illness and treatment approach. One
common element of disease management plans that
evolves out of the recognition of the patient’s role in
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health care is the inclusion of patient (and family) educa-
tion programs.

Adherence to prescribed medication regimens is a ma-
jor factor determining the efficacy of medication treat-
ment for people with psychiatric disorders. The degree of
nonadherence is clinically significant; it varies among di-
agnoses, with a range of 30% to 60% across major psychi-
atric disorders.5–7 Not taking prescribed medications, or
taking them incorrectly, can result in grave consequences
for those with serious mental illnesses. Increased relapse
rates and subsequent rehospitalization are strongly linked
to nonadherence.8

Treatment adherence is a multidimensional phenom-
enon involving patient, caregiver, and system factors.9,10

Knowledge, beliefs, and attitudes about one’s illness and
its treatment are factors that have frequently been associ-
ated with the degree of adherence in psychiatric patients.
Patients with major psychiatric disorders are often un-
aware of basic information about their illness and treat-
ment.11 In a study of clients of a public mental health sys-
tem,12 those who understood and acknowledged that they
had a mental illness were more likely to adhere to medica-
tion treatment than those who did not. In another study,13 a
majority of patients surveyed about their knowledge of
medication at hospital discharge were unable to report
which medications had been prescribed for them and how,
when, and why those medications were to be taken. Re-
search has also shown an association between awareness
of the purpose of prescribed medication and adherence
with treatment.14

Considering these associations between adherence and
awareness, knowledge, and understanding, it is not sur-
prising that educational interventions have emerged as a
major strategy to increase treatment adherence. Indeed,
there is growing evidence supporting the utility of various
educational approaches in improving adherence among
people with serious mental illnesses.5,7,15–22

Education can improve treatment adherence by affect-
ing the “therapeutic alliance,” or relationship, between the
patient and clinician. Patients may not follow treatment
regimens because of lack of trust or hostility toward care
providers.10,23 The role of the patient in self-administration
of medication and in treatment, in general, is often mini-
mized. Too often, patients are viewed as passive recipients
of treatment of which they know little and have little con-
trol.24 Frank et al.25 suggest the term adherence rather than
compliance to emphasize the active rather than passive
stance by patients in managing their illnesses.

Frank et al.25 encourage clinicians to engage patients in
a therapeutic alliance or partnership in order to increase
their participation in treatment. They describe various
educational strategies to develop the alliance that simulta-
neously addresses adherence issues. These strategies in-
clude (1) defining the illness and explaining its course,
(2) providing clear information about available treatments

and the rationale for their use, (3) inquiring into patients’
and families’ expectations and fears concerning medica-
tion, and (4) using various educational approaches with
patients and significant others to address potential side ef-
fects. They begin by educating patients about their disor-
der and its treatment, giving them as much information as
they can absorb considering their clinical condition, and
then providing additional information as they improve.
The cornerstone of this approach is “education of, infor-
mation for, and active participation by the patient in the
treatment process,” which they refer to as a philosophy of
“alliance, not compliance.” This approach, in which im-
proved adherence is an indirect effect of enhancing thera-
peutic alliance or partnership, is a common element in
disease management plans for other chronic illnesses,
such as diabetes or asthma.26,27

Patient/family education can have other effects on
therapeutic outcomes, which are also linked to formation
of this partnership or alliance. By providing information
about symptoms of the illness, possible treatment side ef-
fects, and how to recognize them, patients become more
capable of communicating effectively with clinicians. If
the patient’s awareness of symptoms and potential side
effects is improved, and he or she has developed the con-
cepts and vocabulary to describe illness status and treat-
ment progress, then this enhanced ability to communicate
should result in more precise, individualized treatment
decisions.

THE TEXAS MEDICATION ALGORITHM PROJECT

The Texas Medication Algorithm Project (TMAP) is a
collaborative initiative involving the Texas Department of
Mental Health and Mental Retardation (TDMHMR),
Texas medical schools and universities, and consumer ad-
vocacy organizations that aims at developing medication
treatment algorithms for individuals with schizophrenic,
bipolar, and major depressive disorders and evaluating
their clinical effects and potential costs in the public sec-
tor.28–33 The project began with Phase 1, the development
of the algorithms for the 3 disorders. Phase 2 was a feasi-
bility trial. Phase 3, now ongoing, is an evaluation of the
clinical effects and cost estimates of algorithm-based
treatment compared with treatment as usual. Phase 4 will
involve implementation of the algorithms in the Texas
public mental health system.

The overall goal of TMAP is to increase the effective-
ness of medication treatment, as measured by reduction of
symptoms and improvements in functioning, by improv-
ing the quality of clinical decision-making and practices.
Algorithm-based treatment is expected to result in better
clinical outcomes as compared to treatment as usual. This
hypothesis is currently being tested in Phase 3 of TMAP.

The interventions implemented and tested in TMAP
include many of the elements of a disease management
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approach to behavioral health care: (1) “best practices”
are identified for the targeted disorders (the algorithms),
(2) training and clinical and technical assistance are pro-
vided for clinicians to facilitate implementation of the
best practices, (3) outcomes of treatment are measured,
and (4) interventions are included to help patients become
more active participants in their own treatment and to en-
hance treatment adherence (through patient and family
education).

TMAP is committed to the aforementioned “alliance,
not compliance” philosophy (i.e., a treatment partnership
philosophy). This collaborative partnership has been part
of the project development itself. Consumer representa-
tives, as well as individuals representing other stakehold-
ers (e.g., physicians and administrators), have been in-
volved in all phases of the project, from the earliest
planning stages.34 Consumer representation was included
on the consensus panels that developed the algorithms, and
patient choice is a noted element in all 3 sets of algorithms.

Given the importance of the patient-clinician part-
nership in enhancing not only treatment adherence but
also overall disease management, the need for a strong
patient education component was recognized from the
start. Patient/family education is considered a key ele-
ment in implementing and tailoring algorithm treatment
to each patient.

DEVELOPMENT OF THE PATIENT
AND FAMILY EDUCATION PROGRAM (PFEP)

Consistent with the project’s partnership philosophy,
we decided that consumers (i.e., patients, ex-patients) and
their families should determine their own educational
needs and select or develop the materials and program to
address them. A committee, composed primarily of repre-
sentatives of the major advocacy groups in Texas (Texas
Chapter of the National Alliance for the Mentally Ill
[NAMI], Mental Health Association of Texas [MHAT],
Texas Chapter of the National Depressive and Manic-
Depressive Association [NDMDA], and Texas Mental
Health Consumers), was formed to create the patient/
family education program for TMAP (Appendix 1).

This committee, the Patient/Advocacy Team (PAT),
held over 20 meetings prior to the start-up of TMAP
Phase 2 and during the months preceding the launch of
Phase 3. Rather than beginning with a review of the pub-
lished literature on patient education, which came later,
the group began its work with discussions identifying the
education that is necessary and desirable to build partner-
ships in managing these disorders from the perspective of
patients and family members. Educational needs were de-
lineated, and content areas and desired program character-
istics were defined.

PAT members designated primary content areas com-
prising information about the disorder and its treatment:

1. How is the disorder diagnosed?
2. What are the criterion signs and symptoms of the

disorder?
3. What is the course of the illness or disorder?
4. What is known about the etiology of the disorder?
5. What pharmacologic and nonpharmacologic treat-

ment options are available for the disorder?
6. What are the benefits and side effects of treatment

for the disorder?

At later stages of the program development process,
other needs were identified related to self-management
and support:

1. How can patients self-monitor both treatment ef-
fects and side effects?

2. What other management tools and supports are
helpful?

In addition to content areas, group members described
characteristics to be included in the educational materials
and program, such as phased delivery from simple to
more in-depth information, repetition of key concepts,
messages of hope and recovery, and use of multiple learn-
ing modalities and formats. The PAT also determined that
all materials should be available in both English and
Spanish.

The PAT then collected and examined available educa-
tional materials that addressed the defined needs. Materi-
als were evaluated with respect to the delineated desired
characteristics. PAT members who were mental health
professionals stressed that the content of the materials
needed to be current and accurate, so these qualities were
added to the selection criteria. Materials—pamphlets, fact
sheets, and videotapes that met the needs and reasonably
matched desired program characteristics—were selected
for inclusion. Where gaps or deficiencies in available ma-
terials existed, consumers and advocates on the PAT, with
assistance and feedback from the committee, created new
materials. In some cases, this involved a complicated
and extended process of conceptualization, artistic de-
sign, and production. Some examples of these consumer/
advocate-created materials appear in Appendices 2 and 3
at the end of this article. The committee also took on the
arduous task of orchestrating the translation of both exist-
ing and newly created materials and dubbing of video-
tapes into Spanish.

The process described above resulted in a set of mate-
rials used in the TMAP Phase 2 feasibility study. At the
end of Phase 2, prior to initiating Phase 3, feedback ses-
sions were held with physicians and clinical staff who had
been involved in implementing the algorithms and educa-
tional component. Although the materials were well re-
ceived by both clinicians and patients, specific guidance
on how to use these materials was needed. The PAT recon-
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vened, and created a guidebook for using the materials.
The PAT also reexamined educational content needs,
added materials that addressed newly identified needs,
and replaced outdated materials.34

DESCRIPTION OF THE PFEP

General Characteristics
The implementation of the PFEP is phased such that

simple, basic information about the disorder and its treat-
ment is introduced at initial clinic visits. More in-depth
information and self-management ideas are presented at
later visits, when patients have absorbed the basic infor-
mation and are less symptomatic. The materials intention-
ally include repetition of key concepts to reinforce certain
facts, such as the idea that treatments for mental disorders
are just as effective as treatments for chronic general
medical disorders, like diabetes mellitus or asthma, and
that people with the disorder do get better, i.e., “recovery”
(not cure) is possible. The materials and program are
multimodal, including written, pictorial, and oral presen-
tation and videotaped and interpersonal experiential for-
mats, thus accommodating various learning styles. Both
individual (one-to-one) and group formats are incorpo-
rated into the program. The inclusion of group education
is a priority, as PAT members felt that the opportunity to
learn from the experiences of others with the disorder is
invaluable.

All of these features allow the program to be individu-
alized to the specific needs of the patient and family. It is
not expected that every patient and family will receive
every part of the program. Some may never receive the
more in-depth materials or attend group meetings. While
all elements of the program are potentially available to all
patients and families, the patient-clinician partnership
will determine what and when particular program ele-
ments are used.

Another distinguishing characteristic of the PFEP is
that consumers are involved as educators of patients. Se-
lected consumers are trained (by members of the PAT) to
deliver or cofacilitate particular components of the educa-
tional program.

Introductory Patient Education
The educational focus of the initial visits with the psy-

chiatrist and clinical staff is to explain the diagnosis, em-
phasizing its biological basis and key symptoms. Treat-
ment options, in terms of efficacy and side effects among
the available treatment alternatives, are discussed with
patients and families. Once the treatment is selected, phy-
sicians (or other clinicians) explain the purpose of the
medication, directions for use, expected beneficial ef-
fects, and potential significant side effects. Also, patients
are provided with information and tools to help monitor
symptoms and potential treatment side effects.

The initial visits are a critical time for developing the
therapeutic alliance (partnership) between patient and cli-
nician. From an educational perspective, this involves
taking the time to understand the patient’s level of knowl-
edge, as well as feelings and attitudes about the illness
and its treatment, using this information as a starting point
for patient education. Time is allowed for patients to pro-
cess the new information and ask questions. For those
newly diagnosed, clinicians should be sensitive to the
ramifications that receiving the diagnosis will have on the
individual’s life. For those who have had the diagnosis for
some time, clinicians are educated to be sensitive to the
possibility that the patient may be frustrated with prior
misdiagnoses or unsuccessful medication trials. In all
cases, a sense of hope for improvement and recovery is
communicated.

While the PFEP acknowledges that most educational
activity will likely be the responsibility of nonphysician
clinical staff, emphasis is placed on the role of the physi-
cian in this initial phase of the educational process. PFEP
guidelines strongly recommend that physicians be re-
sponsible for discussing the diagnosis and treatment op-
tions with their patients. Once the physician has intro-
duced the material to the patient, other clinical staff
reinforce, clarify, and amplify information supplied by the
physician. Because this period is critical to relationship
development and because patients are likely to be very
symptomatic at this time, it is suggested that all materials
be presented to patients (and families, if involved) on a
one-to-one basis rather than in a group format. The TMAP
PFEP includes the following materials, designed to be uti-
lized by the physician and other clinical staff during the
initial visits.

Disorder Fact Sheets. The Disorder Fact Sheets were
conceptualized and designed by members of the PAT.
They are 1-page (2-sided), multicolored fact sheets that
present basic information on the disorder (see Appendix 2
for an example of the schizophrenia fact sheet; fact sheets
are also available for major depressive disorder and bi-
polar disorder). The front side contains a lay-language
definition of the disorder, a large drawing of the brain, and
scans of 2 brains, one affected by the disorder and one not
affected. The back of the sheet provides ethnically/age/
gender-diverse depictions of people experiencing the
key criterion symptoms of the disorder according to the
Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV).35 The intended message is that
the disorder is a diagnosable illness that has defined
symptoms that involve abnormalities in brain functioning.
The back of the sheet sends a clear message of hope,
printed in large letters: “People do get better.” The fact
sheet is printed on glossy, heavy paper to encourage
patients/families to save it.

MedCoach Medication Fact Sheets. These are 1-page
information sheets on each medication, originally pro-
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duced by the U.S. Pharmacopeia (USP). The sheets are
intended to educate patients on proper use and possible
side effects of the medication. While several medication
information systems are currently available, we chose
MedCoach because the information was available in
English and Spanish.

Medication Benefit Sheets. This is a set of four 1-page
documents that describe the potential positive benefits of
a class of psychoactive medications (i.e., antipsychotics,
antidepressants, antimanics, and anxiolytics). The posi-
tive effects are described pictorially and with brief
phrases. These sheets were created by the PAT because
available medication educational materials tend to em-
phasize side effects and precautions and do not ad-
equately describe expected benefits, thereby minimizing
incentives to take medications. The PFEP Guidebook34

suggests that the Medication Benefit Sheets be given
along with the MedCoach Medication Fact Sheets to pro-
vide a balanced picture of the potential positive and nega-
tive effects of the treatment.

Symptom and Side Effect Monitoring Sheets and
Coping Suggestions. The PAT developed a set of devices
to help patients (and family members, where appropriate)
become more aware of the symptoms of the illness and
medication side effects, to monitor symptom and side ef-
fect intensity, and to communicate this information to
their clinicians so that, together, the patient and physician
can make better treatment decisions (see Appendix 3 for
an example of the Depression Symptom and Side Effect
Monitoring Sheet; monitoring sheets are also available for
bipolar disorder and schizophrenia). On the front side of
the monitoring sheet, the patient makes ratings of the in-
tensity of symptoms and side effects. On the back, car-
toons depict symptoms of the disorder to help patients
recognize which symptoms they have experienced. In ad-
dition to the monitoring sheets, tips for coping with symp-
toms and side effects are included.

Ideally, the patient’s family (or significant others)
should be involved in the educational process. Patients
who are not accompanied by family are encouraged to in-
clude them in the treatment process. This idea is rein-
forced in the first few visits, especially with patients who
are very ill and may not retain information. The benefits
of involvement of family or significant others are ex-
plained (e.g., family education can lead to better under-
standing and support by family members; family mem-
bers may be better able to retain treatment information
during early stages). However, the program recognizes
that patients may have legitimate reasons for not involv-
ing the family. The patient retains the right to make the
decision about family involvement.

The PFEP does not include a separate set of materials
for family members, although some of the materials in-
clude sections directed to families. The program empha-
sizes that family members may be at different stages of

acceptance or have different levels of understanding
of the illness than patients. Therefore, the various edu-
cational materials and processes may be offered to the
family at a different pace and level of depth than to the
patient.

Individual Patient Follow-Up and Ongoing Education
After the first few visits, once the patient’s condition is

more stable, the clinician provides enough additional in-
formation to ensure that the patient (1) understands the
disorder and can recognize his or her own symptoms,
(2) understands why it is important to follow the treat-
ment plan, and (3) has some tools to cope with and man-
age the illness. When the patient returns to the clinic, the
patient’s self-assessment of symptoms and any side ef-
fects are discussed (i.e., the Symptom and Side Effect
Monitoring Sheet is reviewed). The patient’s understand-
ing of educational material previously presented is infor-
mally assessed, and any misconceptions are clarified.
Questions are encouraged. At this point, more detailed,
yet still basic, information about the disorder and its treat-
ment can be offered.

Several disorder-specific materials serve the purpose
of providing this basic information. They include (1) Un-
derstanding Schizophrenia: A Guide for People With
Schizophrenia and Their Families,36 (2) Expert Consensus
Treatment Guidelines for Bipolar Disorder: A Guide for
Patients and Families,37 and (3) Conquering Depres-
sion.38 These relatively brief booklets or articles were se-
lected because the information contained is basic, reason-
ably easy to understand, current, and scientifically
accurate. They include diagnostic information, criterion
symptoms, basic information regarding disorder patho-
physiology, etiology, and course of the disease, and gen-
eral information about treatment options.

The PFEP Guidebook34 strongly suggests that clini-
cians “walk through” the information provided in these
pamphlets, section by section, highlighting key points (as
opposed to merely asking patients to read them). Patients
are encouraged to read the materials at home and to share
them with family or others.

As symptoms and functioning further improve, more
extensive educational interventions are recommended to
more fully involve patients in the management of their
condition, to foster therapeutic alliance, to help patients
and families find ways to improve their quality of life, and
to define the goals of recovery. To accomplish these aims,
the PFEP includes the use of more in-depth written mate-
rials, videotapes about the illnesses, group educational
experiences, and referrals to support groups.

The more in-depth materials selected for the PFEP in-
clude (1) Expert Consensus Guideline for Schizophrenia:
A Guide for Patients and Families,39 (2) Living With
Manic-Depressive Illness: A Guidebook for Patients,
Families, and Friends,40 and (3) Treating Major Depres-
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sion: A Patient’s Guide.41 These materials repeat and ex-
pand upon disorder and treatment information previously
presented. They provide further guidance to patients and
families on disease management topics, such as handling
emergencies, lifestyle regulation (e.g., eating and sleep-
ing habits, exercise, alcohol/drug avoidance), and in-
volvement in self-help/support groups. Guidelines for use
of these materials are similar to those given above.

The PAT considered the inclusion of disorder-specific
videotapes to be an essential component of the educa-
tional program. Videotapes are an alternative means of
communicating basic information about the disorder and
its treatment, particularly for those who find reading or
oral explanations difficult. The videotapes selected for
PFEP have the added benefit of “experiential learning,”
allowing patients to identify with and learn from the expe-
riences of others with the disorder, since they all include
real patients talking about their illness and treatment.
These videotapes include (1) Living With Schizophrenia,42

(2) Dark Glasses and Kaleidoscopes: Living With Manic-
Depression,43 and (3) What’s With You, My Friend? Im-
ages of Depression.44 They were all developed by con-
sumer advocacy organizations and all strongly relate
patient perspectives on the illness and treatment. All 3
videotapes include a number of people who talk about
their own experiences with the illness and treatment as
they went through various stages of denial/acceptance,
coping, and recovery. We recommend that the videotapes
be used in a group educational format, but allow for use in
individual or family formats. While the videotapes are in-
cluded in the later phases of the educational process, they
may be appropriately used at early stages if this medium
is best for particular individuals or families.

Group Education
A group format can be used to deliver factual informa-

tion, but more importantly, this format is useful for ex-
change of experiences, problem solving, and identifying
and countering misconceptions or false beliefs about
mental illnesses and their treatments. In the group setting,
patients with the same illness can offer one another a
source of hope and support in dealing with their illnesses.

The PFEP includes 2 types of group experiences, one
revolving around the videotapes described above, and an-
other referred to as the consumer-to-consumer discussion
groups. Both group formats are educationally oriented;
specific topics are covered with the goal of increasing pa-
tients’ knowledge about their illness, about mental illness
in general, and about treatment. While these groups are
not designed to be therapy or support groups, they encour-
age a degree of mutual support and self-sufficiency.

Videotape discussion groups. Drawing upon the for-
mat and content of the NAMI Living With Schizophrenia
education program, the PAT developed a set of written
materials and guidelines to accompany each videotape.45

These materials were designed to facilitate discussion
among patients (or family members) who watch the vid-
eotape together. The discussion materials begin with a re-
iteration of basic facts about the disorder presented orally
by a group facilitator. They also include topics and ques-
tions to stimulate discussion at designated break points in
the video. For example, after the first part of Living With
Schizophrenia during which patients talk about their early
“dark days” with the illness, the tape is stopped. The fa-
cilitator then highlights some of the things people in the
video have said about their experiences and asks the
group participants to talk about how they felt when they
first found out they had schizophrenia.

The videotape groups are designed to be 1-time discus-
sion sessions. The groups have clinician and consumer co-
facilitators. Generally, the clinician serves as the “con-
tent” expert and the consumer facilitates group discussion.

Consumer-to-consumer discussion groups. This group
educational experience is based on a set of materials
developed by 2 consumer members of the PAT. The
Consumer-to-Consumer Discussion Materials consist of a
set of 42 cartoon drawings (used as overhead transparen-
cies) that depict common issues regarding mental illness
and mental health treatment from a patient’s perspective
(3 examples are included in Appendix 4). The cartoons are
meant to stimulate discussion around specific topic areas
in a group forum as a means to educate, reassure, and sup-
port patients. The topics and issues covered are ones in-
frequently addressed in typical psychoeducational pro-
grams (e.g., unrealistic expectations about medications,
how to and how not to talk to your doctor, family reactions
to your illness). While a few of the pictures are more rel-
evant to one disorder than another, the materials are not
diagnosis specific. The same set of materials is used with
all 3 disorders.

The cartoons are grouped topically into 6 group ses-
sions (although they can easily be rearranged or used in
fewer or more sessions). They are compiled into a manual
(Peer Facilitator Guide),45 which provides the group fa-
cilitator with specific guidelines for their use, including
objectives for each session, materials needed to conduct
each session, questions to stimulate discussion on each
cartoon, and narrative regarding messages the cartoon
was intended to impart. The 6 sessions revolve around
the following broad topic areas: (1) diagnosis and treat-
ment, (2) medication therapy, (3) monitoring symptoms
and side effects and keeping track of your medication
schedule, (4) reasons why some people do not take their
medications, (5) communicating with your doctor, and
(6) suicide/life and family issues.

This component of the PFEP was designed to be led by
a consumer or “peer” facilitator, preferably someone with
the same disorder as the group, who is currently stable
and functioning well. While a clinical staff person can be
present, it is recommended that clinicians leave the room
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for much of the discussion so participants can exchange
information and feelings that they may be hesitant to re-
veal to staff. The clinician, however, is available to the
peer facilitator at all times to assist should problems or
questions arise.

Consumers selected as peer facilitators for both types
of educational groups are given specialized training
by PAT members, which covers all parts of the PFEP,
with special emphasis on the group components. The
training also includes general guidelines for facilitating
peer groups. Since the PFEP groups are primarily educa-
tionally oriented and time-limited, patients are also pro-
vided with referral information for local support and ad-
vocacy groups.

CONCLUSION

Educating patients with mental illness and their fami-
lies about the illness and its treatment is essential to suc-
cessful medication and overall disease management. Spe-
cifically, it provides patients and families with the needed
background to participate in treatment planning and
implementation as full “partners” with clinicians. Thus, it
increases the probability that appropriate and accurate
treatment decisions will be made and that a treatment
regimen will be followed. TMAP has incorporated these
concepts into its philosophy of care and accordingly cre-
ated a PFEP to complement the medication algorithms for
the treatment of schizophrenia, bipolar disorder, and ma-
jor depressive disorder.

This article describes the PFEP as developed by a team
of consumers, advocates, and professionals, which in-
cludes written, pictorial, videotaped, and other media
used in a phased manner by clinicians and consumer edu-
cators, in either individual or group formats. In keeping
with the TMAP philosophy of care, consumers and fami-
lies were true partners in the program’s development and
implementation. They not only created several compo-
nents of the program and ensured incorporation of the
consumer perspective, but served as program trainers and
advocates. The program focuses on providing patients and
families with basic and in-depth information about the ill-
ness and its treatment and includes information on such
topics as symptom monitoring and management and self-
advocacy with one’s treatment team.

As with the TMAP medication algorithms, the PFEP is
considered an evolving product. The algorithms change
periodically as new scientific and clinical evidence re-
garding treatment for a disorder becomes available; the
educational materials and program must change as well,
to reflect changes in treatment approaches. The educa-
tional materials will also change as new knowledge about
diagnosis, pathophysiology, and etiology of the disorders
becomes available. Thus, the PFEP will continue to
evolve as we gather both informal and research data about

the feasibility of implementation and effectiveness of the
various parts of the program. For example, feedback from
clinical staff using the materials indicates that simpler ba-
sic disorder booklets are needed for some of the patients
with schizophrenia and bipolar disorder. Available materi-
als to meet this need are currently being reviewed. When
identified (or created if necessary), these materials will be
incorporated into the program as alternatives to the basic
materials now used. Both clinicians and patients have in-
dicated that some patients are either reluctant or unable to
attend group sessions. Consequently, alternative guide-
lines for using the group materials in a one-to-one format
with either clinician (or consumer) educators have been
developed.

The TMAP Phase 3 prospective study assesses the en-
tire disease management intervention (algorithms, train-
ing, clinical and technical support, systematic documenta-
tion of outcomes, and patient/family education) with
respect to a wide range of outcome variables. While it will
not be possible to determine the independent effects of the
PFEP component of the intervention, process and satis-
faction data specific to the PFEP will provide a basis for
further modification of the program. A controlled study
aimed at estimating the independent effects of the PFEP
alone is important to a complete evaluation of both the al-
gorithms and the education program. Studies that assess
the effects of subcomponents of the TMAP intervention
are planned for future phases of the initiative.
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Appendix 2. Schizophrenia Disorder Fact Sheet (2-sided)*

*This material is in the public domain and may be reproduced without permission.

Diagnosis
Schizophrenia involves at least two of the following symptoms, each present for a significant

portion of time during a one-month period.1

Jumping from one subject
to another and saying things

that don’t make sense

Seeing, hearing or feeling
things that others do not

No interest or feelings
about anything

False beliefs or thoughts that
no one believes or understands;

for example, believing others are
always talking about you

Unable to complete
everyday tasks, such as

getting dressed

1. As defined by Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition . Washington DC: American Psychiatric Association, 1994:
285-286.

The ❂  of ◆  has gone and
❄ , all the while  ❑  was ✍
and ✙  didn’t see ✒  buy
✏  on the way to ✑
singing ✕  on the third
level of ❀  turning
slowly counterclock-
wise with a ✻  after-
wards, the ■  was…

Schizophrenia is a disorder, or group of disorders, that affects the chemical bal-
ance of the brain, and in some cases the structure of the brain. Schizophrenia is
unrelated to what some people call a “split personality”.

Brain function by PET scan
in healthy brain.

Brain function by PET scan
in person with schizophrenia.

Side 1 Side 2
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*This material is in the public domain and may be reproduced without permission.

In the last week, the symptoms of my illness were:

Not Present Mild Moderate Severe Very Severe
(0) (1) (2) (3) (4)

List the 3 most bothersome symptoms in the last week:

1.

2.

3.

Things I did for me: ________________________________

________________________________________________

The side effects of my medication were:

Not Present Mild Moderate Severe Very Severe
(0) (1) (2) (3) (4)

List the 3 most bothersome side effects in the last week:

1.

2.

3.

Things I did for me: ________________________________

________________________________________________

List medications that you are currently taking:

1.

2.

3.

4.

About how long have you been taking each medication?

Weeks/Months/Years

Appendix 3. Major Depressive Disorder Symptom and Side Effect Monitoring Sheet (2-sided)*

Appendix 4. Exemplary Consumer-to-Consumer Discussion Materials*

*This material is in the public domain and may be reproduced without permission.

Side 1 Side 2

Symptom and Side Effect Sheet

Depression

Illegal drugs and alcohol may increase the side
effects of medications or keep them from working.

Symptoms

Can’t make decisions
and can’t concentrate

Fatigue or loss of energy
nearly every day

No longer interested
in favorite activites

Restlessness or slowness
observable by others

Blaming yourself too much
and feeling worthless

Thinking about death
frequently

Not sleeping or
sleeping too much

Feeling down
all day

Significant change in
weight or appetite

Eyes

Hormone System

Skin
Nervous System

Heart

Digestive System

Urinary System
Weight

L

ost
Same Gained

Since the last
visit I have…

Medications can cause side effects in
many parts of the body. Some may go
away in time, others can be treated by

your doctor.

Ask your doctor about side effects
that need to be reported immediately!
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