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SUMMARY

Obijective: Bipolar disorder and schizophrenia are severe disorders that often begin in adolescence and affect both
youth and caregivers. Although interest in transdiagnostic psychosocial approaches has grown in recent years, few
studies have examined the same structured family-based intervention across these diagnostic groups, particularly in
non-Western settings. This single-arm pilot study evaluated the preliminary clinical and family-related outcomes of a
brief, manual-based Family-Focused Therapy (FFT) program delivered in routine outpatient youth mental health care.

Method: Adolescents aged 15-19 years diagnosed with bipolar disorder (n=10) or schizophrenia (n=10), along with
their caregivers, received a 9-session FFT program. Overall, 87% completed the intervention and were included in ana-
lyses. Primary outcomes included depressive symptoms, psychosocial functioning, and illness insight. Secondary out-
comes included caregiver depressive symptoms, caregiver burden, and family functioning. Pre-post changes and
exploratory group x time patterns were examined using within-group tests and repeated-measures models.

Results: Depressive symptom severity decreased and psychosocial functioning improved in both diagnostic groups,
with substantial within-group standardized mean change effects. lliness insight also showed pre-post improvement.
Caregiver burden decreased in both groups, whereas caregiver depressive symptoms decreased only among parents
of adolescents with bipolar disorder. Family functioning changes differed across diagnostic groups and informants.
Discussion: A brief transdiagnostic FFT program was associated with pre-post improvements across multiple clinical
and family-related domains. Although conclusions are limited by the single-arm design, findings provide preliminary
evidence suggesting the potential clinical relevance of FFT in routine outpatient care and warrant larger controlled tri-
als of transdiagnostic family interventions in diverse clinical contexts.
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lescents

INTRODUCTION sent with subthreshold mood, anxiety, sleep, and

psychotic-like symptoms together with emerging

Bipolar disorder and schizophrenia are among the
most severe psychiatric conditions, characterized
by a chronic course and significant functional
impairment. Although traditionally classified as
distinct diagnostic entities, these disorders share
substantial overlap in symptom expression, genetic
vulnerability, and neurobiological mechanisms (1).
This overlap is already evident during the prodro-

mal stages of illness, when young people may pre-
DOI: 10.5505/kpd.2026.38259

functional decline (2-5). Symptom co-occurrence
frequently persists following diagnosis: anxiety and
depressive symptoms commonly accompany psy-
chotic disorders, while psychotic features may also
emerge during mood episodes (6,7). This clinical
overlap complicates early differentiation of illness
trajectories and highlights the limitations of rigid
categorical distinctions between mood and psycho-
tic disorders (8).
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The overlap between bipolar disorder and
schizophrenia is also reflected in the psychosocial
challenges experienced by families. Caregivers of
individuals with severe mental illness frequently
report elevated stress, depressive symptoms, and
subjective burden, particularly during the early
stages of illness when uncertainty regarding diag-
nosis, prognosis, and treatment is high (9-11). A
recent systematic review indicates that caregivers
of individuals with bipolar disorder and schizophre-
nia spectrum disorders experience similarly high
levels of burden, which are more closely associated
with symptom severity and functional impairment
than with diagnostic category (12). These findings
suggest that caregiver support needs may be
shaped more by shared clinical challenges than by
specific diagnostic distinctions.

In parallel with these observations, there has been
growing interest in transdiagnostic psychosocial
interventions that target shared mechanisms across
diagnostic categories. Recent studies indicate that
such approaches are feasible and show encouraging
preliminary outcomes across internalizing disor-
ders, bipolar disorder, and the psychosis spectrum
(13-17). Rather than focusing on diagnosis-specific
symptom clusters, transdiagnostic interventions
aim to address common processes such as mood
dysregulation, psychosocial functioning, illness
insight, and treatment adherence. This perspective
may be particularly relevant in youth mental
health, where early-stage clinical presentations are
often mixed, comorbid, and diagnostically fluid
(18-20).

Late adolescence represents a developmental peri-
od during which many young people remain highly
dependent on their families for emotional, finan-
cial, and practical support. In the context of severe
mental illness, families often become central to
treatment engagement, symptom monitoring, and
crisis management. Consequently, family members
frequently assume multiple roles as caregivers, sup-
porters, and collaborators in care during the early
stages of illness. These developmental and contex-
tual factors highlight the importance of involving
families in psychosocial interventions for youth
with bipolar disorder and schizophrenia (21,22).
Although family interventions for bipolar disorder
and schizophrenia have typically been examined
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within separate diagnostic literatures, systematic
reviews consistently demonstrate benefits for symp-
tom outcomes, relapse prevention, psychosocial
functioning, and caregiver well-being across both
conditions (23-25).

Family interventions aim to improve patient and
caregiver outcomes by enhancing illness under-
standing, reducing family stress and caregiver bur-
den, improving communication patterns, strength-
ening problem-solving skills, and supporting fami-
lies” roles in illness management (26,27). Among
these approaches, Family-Focused Therapy for
Early-Onset Youth and Young Adults (FFT-EQY)
is a structured, manualized family intervention that
integrates psychoeducation, communication skills
training, and problem-solving strategies within a
vulnerability-stress framework (28). By targeting
shared processes such as depressive symptoms, psy-
chosocial functioning, illness insight, and family
communication, FFT represents a promising candi-
date for transdiagnostic application in early-stage
severe mental illness.

Despite increasing evidence for family-based psy-
chosocial interventions for severe mental illness,
most studies have been conducted in high-income
Western settings, and evidence from low- and mid-
dle-income countries remains limited (22).
Moreover, existing family-intervention studies have
generally been developed and evaluated within
diagnosis-specific frameworks, leaving uncertainty
about whether the same structured family-based
intervention can be applied across early-stage bipo-
lar and psychotic disorders. In Tiirkiye, Ozerdem et
al. applied Family-Focused Therapy (FFT) in a
series of cases with established bipolar disorder and
demonstrated that the intervention could be imple-
mented with minimal modification in a cultural
context characterized by strong family intercon-
nectedness and high levels of family involvement in
care, supporting the cultural feasibility of FFT in a
non-Western setting (29). However, to date, FFT
has not been examined as a transdiagnostic inter-
vention for youth in the early stages of bipolar di-
sorder and schizophrenia in the Turkish setting.

The present single-arm pilot study aimed to exa-
mine preliminary pre-post changes following par-
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ticipation in a brief transdiagnostic FFT program
among clinically stable youth (aged 15-19 years)
with recent-onset bipolar disorder or schizophrenia
and their caregivers. The study focused on youth
depressive symptoms, psychosocial functioning,
and illness insight, as well as caregiver depressive
symptoms, caregiver burden, and family function-
ing assessed through both youth and caregiver
reports. Based on the shared clinical and family-
level targets of FFT, we anticipated favorable pre-
post changes across these domains and explored
whether patterns of change differed descriptively
by diagnostic group. Given the exploratory pilot
design, the study was intended to provide prelimi-
nary evidence regarding the feasibility and poten-
tial clinical relevance of applying a brief transdiag-
nostic FFT program in routine outpatient youth
mental health care, and to inform future controlled
and longitudinal trials.

METHOD

Study design and ethical considerations: This
study was designed as a prospective, single-arm,
pre-post exploratory pilot investigation examining
changes following participation in Family-Focused
Therapy (FFT). The study is reported in accor-
dance with the Transparent Reporting of
Evaluations with Nonrandomized Designs
(TREND) guidelines for nonrandomized interven-
tion studies (30). The study was conducted between
April 2022 and September 2023 at Dokuz Eyliil
University. The study protocol was approved by
Dokuz Eylul University Non-Interventional
Research Ethics Committee, approval no. 2022/11-
07, ClinicalTrials.gov registration no.
NCT05809193. Registration occurred after enroll-
ment began due to administrative procedures; no
changes were made to the protocol or prespecified
outcomes after registration.

Recruitment and eligibility: Eligibility criteria per-
mitted inclusion of youth aged 15-21 years; howe-
ver, all participants who enrolled during the
recruitment period were between 15 and 19 years
of age. Participants were diagnosed with bipolar
disorder type I-II or schizophrenia according to
DSM-5 criteria using age-appropriate structured
diagnostic interviews: the Schedule for Affective
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Disorders and Schizophrenia for School-Age
Children Present and Lifetime Version, DSM-5
Turkish Adaptation (K-SADS-PL-DSM-5-T) for
participants younger than 18 years, and the
Structured Clinical Interview for DSM-5 Disorders
Clinician Version, Turkish Adaptation (SCID-
5/CV) for participants aged 18 years or older
(31,32). Recent-onset illness was defined as <24
months since symptom onset at enrollment.
Inclusion criteria required:

1) Clinical stability, defined as the absence of an
acute mood or psychotic episode and the ability to
participate in outpatient psychotherapy (HDRS <
21, YMRS < 14);

2) Absence of neurodevelopmental disorder, intel-
lectual disability, alcohol/substance abuse or
dependence; and

3) Availability of at least one participating
parent/caregiver who was literate and had no cog-
nitive impairment or current severe psychiatric dis-
order that would interfere with participation.

Following the informational briefing, 12 adoles-
cents with bipolar disorder (BD) and 11 adoles-
cents with schizophrenia (SCZ), together with their
parents, volunteered to participate. Of these, 10
adolescents in each diagnostic group and their par-
ents completed the FFT program and were inclu-
ded in the final analyses. Participants who discon-
tinued participation did so due to logistical reasons
(e.g., scheduling/transportation) rather than clini-
cal deterioration. Retention rate was calculated as
the proportion of enrolled families who completed
all post-treatment assessments and was used as a
pragmatic indicator of feasibility.

Assessment: Informed consent was obtained from
both patients and parents. Clinical follow-up and
pharmacological treatment continued as usual and
were not modified by the study protocol. Baseline
pharmacological treatments were recorded during
the baseline interview and summarized descriptive-
ly. Medication changes during the intervention
period were not systematically monitored as a study
variable and therefore were not included in the sta-
tistical analyses. Baseline and post-treatment clini-
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cal assessments were conducted by two indepen-
dent child and adolescent psychiatry residents who
were not involved in the treatment process or the
therapy sessions N.G.K./Z.E.A.

The adolescents' current symptoms and functioning
were assessed using the Hamilton Depression
Rating Scale (HDRS) (33), Young Mania Rating
Scale (YMRS) (34), Scale for the Assessment of
Positive Symptoms (SAPS) (35), Brief Negative
Symptom Scale (BNSS) (36), Personal and Social
Performance Scale (PSP) (37), and Scale of
Unawareness of Mental Disorder (SUMD) (38).
Adolescents completed the McMaster Family
Assessment Device (39). Simultaneously, parents
completed the Beck Depression Inventory (BDI)
(40), Zarit Burden Interview (ZBI) (41) and
McMaster Family Assessment Device. The BDI
was used to assess caregiver depressive symptom
severity and was not intended to establish a clinical
diagnosis of parental depression. Assessments were
conducted before and after the therapy sessions. If
both parents attended therapy, they were asked to
decide which parent would complete the question-
naires, and the same parent completed both base-
line and post-treatment assessments.

Outcome Measures: Primary outcomes were
depressive symptom severity assessed with the
Hamilton Depression Rating Scale (HDRS), psy-
chosocial functioning assessed with the Personal
and Social Performance Scale (PSP), and illness
insight assessed with the Scale of Unawareness of
Mental Disorder (SUMD; lower scores indicate
greater insight). Secondary outcomes included
caregiver depressive symptoms and caregiver bur-
den assessed with the Beck Depression Inventory
(BDI) and the Zarit Burden Interview (ZBI), as
well as family functioning assessed with the
McMaster Family Assessment Device (FAD; ado-
lescent and parent reports). Because the FAD
includes multiple subdomains of family function-
ing, subscale analyses were considered exploratory.
Additional clinician-rated symptom measures
(manic, positive, and negative symptoms) and
detailed family functioning results are reported in
the Supplementary Material.

Therapy Sessions: FFT sessions were conducted
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following the manual “Family-Focused Therapy
(FFT) for Youth with Mood and Psychotic
Disorders:  Clinicians’ Treatment Manual
(CHAMP Version, 2020) (28). In our study, for
practical purposes, FFT was revised to 9 sessions,
including 3 sessions each on psychoeducation, com-
munication, and problem-solving skills. The revi-
sion received written approval from Prof. Dr.
David Miklowitz.

The therapy was delivered as a combined program
for youth diagnosed with bipolar disorder or
schizophrenia, using the same manualized FFT
protocol across diagnostic groups. Importantly, the
psychoeducation module was delivered using a
shared transdiagnostic framework emphasizing
common mechanisms across mood and psychotic
disorders (e.g., stress reactivity, sleep disruption,
depressive symptoms, and relapse prevention). The
intervention was delivered with the participating
youth and at least one parent/caregiver. When
available, both parents were allowed to attend ses-
sions; however, siblings were not included as regu-
lar participants in the therapy program.

Sessions 1-3 consisted of a shared psychoeducation
module delivered in a small multi-family format,
with two families (i.e., two youth and their partici-
pating caregivers) attending each session. Families
were grouped irrespective of diagnosis, such that
each multi-family session could include any combi-
nation of BD and SCZ families. This module
focused on goal setting, treatment overview, symp-
tom recognition (including manic, depressive, posi-
tive, negative, and anxiety symptoms), the vulnera-
bility-stress model, stress and coping strategies,
sleep regulation, relaxation exercises, optimization
of family support, relapse prevention planning, and
medication adherence. This initial multi-family for-
mat was selected to enhance feasibility in routine
outpatient care and to facilitate normalization and
shared learning across families facing early-stage
severe mental illness.

From session 4 onward, therapy was delivered in an
individual family format. Sessions 4-6 focused on
communication skills training, including expressing
positive feelings, active listening, making positive
requests for change, improving communication
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Figure 1. Structure of the Family-Focused Therapy Sessions

clarity, and expressing negative emotions in a con-
structive manner. Sessions 7-9 were dedicated to
problem-solving skills training, including introduc-
tion to the problem-solving framework, guided
practice, consolidation of skills, and termination of
treatment. A schematic overview of the session
content is provided in Figure 1.

During the therapy process, an interactive
approach was adopted to actively engage adoles-
cents and their parents. To minimize variability in
practice, the primary therapist remained the same
throughout the entire process, with additional sup-
port provided by co-therapists when necessary. The
therapy sessions occurred on a weekly basis with
the primary therapist (E.S.) and co-therapists
(B.A., G.K. or S.A.). The duration of each session
was approximately 60-90 minutes. Sessions were
supported with visual presentations, and partici-
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pants were provided with session notes, reminder
materials, and homework assignments as specified
in the therapy manual. If the interval between ses-
sions exceeded two weeks, the subsequent session
began with a brief review to reinforce previously
covered material and re-establish treatment conti-
nuity. Although the therapists did not have formal
certification in family therapy, the primary thera-
pist had clinical experience in child and adolescent
psychiatry and family-based psychosocial care, and
the therapy team reviewed the FFT manual and
session materials before implementation. Formal
supervision or independent fidelity assessments
were not conducted; however, the intervention was
delivered in accordance with the manualized FFT
protocol to support treatment consistency.

Statistical analyses

Statistical analyses were conducted using SPSS
(version 29.0). Baseline differences between diag-
nostic groups were examined using independent
samples t-tests for continuous variables and
Fisher’s exact test for categorical variables. Within-
group pre-post changes were examined using
paired samples t-tests, and group X time patterns
were tested using repeated-measures ANOVA.
Given the small sample size and exploratory pilot
design, statistical significance testing was consid-
ered descriptive rather than confirmatory, and
interpretation emphasized the direction and mag-
nitude of effects rather than p-values alone.

Given baseline differences in psychosocial func-
tioning, post-intervention PSP scores were addi-
tionally analyzed using ANCOVA, with diagnostic
group as the fixed factor and baseline PSP score
entered as a covariate. Homogeneity of regression
slopes was assessed by testing the baseline PSP X
group interaction. Other baseline variables, includ-
ing psychiatric comorbidity and pharmacological
treatment, were summarized descriptively but were
not entered as covariates because of the small sam-
ple size and the risk of model overfitting.

Within-group effect sizes were computed as
Hedges’ g for standardized mean change (gA), cal-
culated as the mean within-participant change
divided by the standard deviation of individual
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change scores, with the small-sample correction
applied (42). Effect sizes were coded such that pos-
itive values indicated improvement; therefore, for
outcomes in which lower scores reflected better
clinical status, change-score signs were reversed
before calculating Hedges’ g/\. Ninety-five percent
confidence intervals for Hedges” g/\ were derived
using bootstrap resampling with 1,000 resamples.
No formal correction for multiple comparisons was
applied; analyses involving multiple FAD subscales
were considered exploratory and hypothesis-gene-
rating. All tests were two-tailed. Analyses were
conducted as complete-case analyses including par-
ticipants who completed post-treatment assess-
ments, and no imputation was applied.

RESULTS

Sociodemographic Variables: Of 23 eligible fami-
lies who enrolled in the study (BD=12, SCZ=11),
20 (87%) completed all post-treatment assessments
(BD=10, SCZ=10). Discontinuations were due to
scheduling or transportation difficulties rather than
clinical worsening. No statistically significant base-
line differences were observed between the BD and
SCZ groups with respect to age, sex, years of edu-
cation or parental education level. Mean illness
duration was comparable between groups (BD:
13.5 months; SCZ: 12.6 months). Psychiatric
comorbidity was common in both groups and was
numerically more frequent in the SCZ group than
in the BD group (70% vs. 30%), although this dif-
ference was not statistically significant. Patterns of
baseline pharmacological treatment differed
between groups. Mood stabilizer use was more fre-
quent in the BD group than in the SCZ group,
whereas antidepressant use was observed only in
the SCZ group. These medication variables were
summarized descriptively and were not included as

Table 1: Sociodemographic characteristics and illness history of youth with BD and SCZ

BD (n=10) SCZ (n=10) p
Mean (SD) Mean (SD)
Age 16.50 (0.85) 16.45 (1.50) 0.93
Sex (F/M) (n) 6/4 5/5 1.0
Years of education 11.2 (0.79) 10.3 (1.25) 0.07
Mother education level 12.1 (3.6) 10.5 (4.4) 0.38
Father education level 9.4 (5.1) 11.7 (4.9) 0.32
Duration of illness (months) 13.5 (6.88) 12.6 (6.92) 0.77
Baseline medications (n, %)
Antipsychotic 9 (90.0) 10 (100.0) 1.0
Mood stabilizers 6 (60.0) 0(0.0) 0.011
Antidepressant 0(0.0) 4 (40.0) 0.087
Anxiolytic 1(10.0) 2(20.0) 1.0
Psychiatric comorbidity (n, %)
Total 3(30.0) 7 (70.0) 0.179
Generalized anxiety disorder 1(10.0) 3(30.0)
Social anxiety disorder 1(10.0) 2(20.0)
Obsessive-compulsive disorder 1(10.0) 2(20.0)

Note. Categorical variables were compared using Fisher s exact test.
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covariates in inferential models because of the
small sample size. Baseline characteristics are pre-
sented in Table 1.

Primary Outcomes: Depressive Symptoms
(HDRS): Both diagnostic groups demonstrated
significant reductions in depressive symptom sever-
ity from pre- to post-intervention (BD: p = 0.003;
SCZ: p = 0.001) (Table 2). No significant group X
time interaction was detected (F(1,18) = 0.06, p =
.81, partial n? = .003), providing no evidence of dif-
ferential pre-post change between diagnostic
groups.

Psychosocial Functioning (PSP): At baseline, PSP
scores were significantly higher in the BD group
than in the SCZ group (p = 0.002). Improvements
in psychosocial functioning were observed in both
groups from pre- to post-intervention (both p <
0.001; Table 2), with large standardized mean
change effect sizes. The mean absolute increase in
PSP was 16.0 points in the BD group and 7.8 points
in the SCZ group. A significant group X time inter-
action was detected (F(1,18) = 14.22, p = 0.001,
partial n? = .44), suggesting an exploratory group
X time pattern in PSP change.

Given the substantial baseline difference in func-
tioning, post-treatment PSP scores were addition-
ally examined using ANCOVA adjusting for base-
line PSP. In this baseline-adjusted exploratory
model, diagnostic group was associated with post-
treatment PSP scores, F(1,17) = 25.44, p < 0.001.
Adjusted mean PSP scores were higher in the BD
group (M = 66.31, SE = 1.56) than in the SCZ
group (M = 53.79, SE = 1.56), with an estimated
adjusted mean difference of 12.51 points (95% CI
[7.28, 17.74)).

Illness Insight (SUMD): Significant within-group
pre-post improvements in illness insight were
observed in both diagnostic groups (BD: p = 0.014;
SCZ: p = 0.004) (Table 2). No significant group X
time interaction was detected, providing no evi-
dence of differential pre—post change between
diagnostic groups (F(1,18) = 1.067, p = .315, par-
tial Nz = .056).

Within-group standardized mean change effect
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Table 2: Primary outcomes (HDRS, PSP, SUMD)

Outcome  Group Baseline Post-therapy p (within Hedges g
Mean (SD) Mean (SD) group) (95% CI)
HDRS BD (n=10) 12.7 (8.49) 2.7 (4.08) 0.003 1.14[0.56, 1.68]
SCZ (n=10) 13.4(6.52) 4.2 (3.05) 0.001 1.3410.79, 1.93]
PSP BD (n=10)  56.0(9.19) 72.0 (4.83) <0.001 2.58[1.98,3.15]
SCZ (n=10) 40.3(10.01) 48.1(10.35) <0.001 1.84[1.27,2.39]
SUMD BD (n=10) 6.2 (3.29) 3.4(0.70) 0.014 0.89[0.36, 1.42]
SCZ (n=10) 8.6 (4.14) 4.3 (1.38) 0.004 1.10[0.51, 1.66]

Note. Baseline PSP scores differed significantly between groups, with higher functioning in
the BD group. Effect sizes are reported as Hedges g for standardized mean change (g /),
calculated using the standard deviation of individual change scores. Ninety-five percent
confidence intervals were derived using bootstrap resampling of the mean change. The
direction of change is indicated by the pre- and post-treatment means.

sizes were large across primary outcomes, and the

95% confidence intervals indicated improvement
(Table 2).

Secondary Outcomes: Caregiver Depression and
Burden: Among parents of adolescents with BD,
depressive symptoms assessed with the Beck
Depression Inventory showed a significant pre-post
decrease (p = 0.009), whereas no significant
change was observed among parents of adolescents
with SCZ (p = 0.22). Baseline BDI scores among
parents of adolescents with SCZ showed substan-
tial variability, indicating heterogeneity in depres-
sive symptom severity within this small subgroup.
Caregiver burden, assessed with the Zarit Burden
Interview, decreased significantly in both diagnos-
tic groups (BD parents: p = 0.004; SCZ parents: p
= 0.022) (Table 3). No significant group X time
interaction was observed for caregiver depressive
symptoms or caregiver burden (both p > .05).
Overall, caregiver burden showed pre-post reduc-
tions in both diagnostic groups, whereas caregiver
depressive symptoms showed a statistically signifi-
cant pre-post reduction only among parents of ado-
lescents with BD.

Family Functioning (FAD): Family functioning
results are presented descriptively due to multiple
subdomain analyses. At baseline, no significant dif-
ferences were observed between the BD and SCZ
groups in family functioning domains. However,
patterns of change differed notably between ado-
lescent and parent reports across diagnostic
groups.

Table 3. Caregiver outcomes (BDI, ZBI)

Among adolescents with BD, significant within-
group pre-post changes indicating improvement
were observed in the problem-solving (p = 0.012)
and general functioning (p = 0.016) subdomains of
the Family Assessment Device. In contrast, adoles-
cents with SCZ showed significant within-group
changes across multiple family functioning
domains, including problem-solving (p = 0.032),
communication (p = 0.011), roles (p = 0.025),
affective responsiveness (p = 0.021), behavior con-
trol (p = 0.009), and general functioning (p =
0.003). Between-group comparisons revealed a sig-
nificant group X time interaction only for the
behavior control subdomain (F (1,18) = 5.26, p =
0.03, partial n? = 0.226). Adolescent-reported out-
comes are summarized in Supplementary Table 2s.

Parent-reported family functioning showed a dif-
ferent pattern. Among parents of adolescents with
BD, significant within-group improvements were
found in problem-solving (p = 0.013), communica-
tion (p = 0.023), and general functioning (p =
0.015). In contrast, parents of adolescents with
SCZ demonstrated a significant improvement only
in the behavior control subdomain from pre- to
post-intervention (p = 0.002). Parent-reported out-
comes are presented in Supplementary Table 3s.

Across informants, problem-solving and general
functioning showed significant within-group
changes in the BD group, whereas behavior control
was the only subdomain showing significant change
in both adolescent and parent reports in the SCZ

group.
DISCUSSION

The present single-arm pilot study examined pre-
post changes following a brief, transdiagnostic
Family-Focused Therapy (FFT) program in youth
with recent-onset bipolar disorder (BD) or
schizophrenia (SCZ) and their caregivers in a
Turkish outpatient setting. Overall, the findings

Outcome Group Baseline Mean (SD)  Post-therapy p (within Hedges g
Mean (SD) group) (95% CI)
BDI BD-P (n=10) 14.7 (9.07) 8.6 (4.20) 0.009 0.95[0.41, 1.50]
SCZ-P (n=10)  16.6 (14.03) 13.7 (11.75) 0.22 0.38 [-0.13, 1.00]
ZBI BD-P (n=10)  29.3 (13.35) 23.8 (14.44) 0.004 1.10[0.62, 1.67]
SCZ-P (n=10)  36.1 (18.03) 27.5 (16.71) 0.022 0.80[0.27, 1.37]

Note. Effect sizes represent standardized mean change (Hedges g_/\) calculated using the standard deviation
of individual change scores; 95% confidence intervals were derived using bootstrap resampling of the mean
change. Effect sizes are reported such that positive values indicate improvement.
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suggest preliminary improvements across several
youth and caregiver outcomes and support the
practicality of delivering a 9-session FFT program
within routine care, although controlled trials are
needed to determine efficacy and durability of
effects.

Depressive Symptoms, Psychosocial Functioning,
and Illness Insight

Pre-post reductions in depressive symptoms were
observed in both the BD and SCZ groups following
participation in the FFT program. These findings
are consistent with prior research demonstrating
associations between family-based interventions
and improvements in depressive symptoms in bipo-
lar disorder (43,44). In bipolar disorder, depressive
symptoms, particularly subsyndromal depression,
are a major determinant of functional impairment
and suicide risk. Persistent depressive symptoms
have been identified as one of the strongest predic-
tors of poor functional outcomes in BD, even dur-
ing periods of symptomatic stability (45).

Beyond bipolar disorder, depression is also highly
prevalent in schizophrenia and may occur through-
out the course of the illness, including during the
early stages and following a first psychotic episode
(46,47). However, evidence regarding the impact of
psychosocial interventions on depressive symptoms
in schizophrenia remains limited (48). In clinical
practice, treatment approaches for schizophrenia
often prioritize positive symptoms, while depres-
sive symptoms may be underrecognized or misat-
tributed to negative symptomatology. This diagnos-
tic overlap may complicate both assessment and
intervention (48). Early psychosocial interventions
that incorporate family involvement may therefore
play an important role in addressing depressive
symptomatology alongside core illness features. In
this context, structured psychosocial interventions
that address depressive symptoms within the family
environment may be particularly relevant for sup-
porting functional recovery across the mood-psy-
chosis spectrum.

In parallel, improvements were observed in both
psychosocial functioning and illness insight across
diagnostic groups. Illness insight is recognized as a
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key factor influencing treatment adherence and
long-term outcomes; however, its development is
shaped by complex cognitive, emotional, and social
processes (49). The specific mechanisms underly-
ing these changes remain unclear and warrant fur-
ther investigation in controlled longitudinal stud-
ies.

The larger functional gains observed in the BD
group should be interpreted in the context of their
higher baseline functioning, and baseline differ-
ences may have partially contributed to the
observed group X time interaction. Although post-
treatment PSP scores were additionally examined
using ANCOVA adjusting for baseline PSP, the
small sample size limits conclusions regarding dif-
ferential functional change between diagnostic
groups. In addition, the higher psychiatric comor-
bidity rate in the SCZ group and baseline differ-
ences in pharmacological treatment may have con-
tributed to clinical heterogeneity and influenced
pre-post change patterns. Future trials may benefit
from larger samples that allow stratification or
adjustment for baseline functioning, comorbidity,
and medication-related variables using analytic
approaches such as mixed-effects models.

Caregiver Depression and Burden

Baseline levels of caregiver depressive symptoms
and burden were numerically higher in the SCZ-
parent group, although between-group differences
were not statistically significant. Pre-post reduc-
tions in caregiver burden were observed in both
groups; however, caregiver depressive symptoms
showed a statistically significant decrease only
among parents of adolescents with BD. This pat-
tern may suggest that caregiver burden and caregi-
ver depressive symptoms do not change uniformly
following a brief family-focused intervention. In
particular, the absence of a statistically significant
change in BDI scores among SCZ parents should
be interpreted cautiously, given the substantial
variability in baseline BDI scores and the use of a
self-report symptom measure rather than a struc-
tured diagnostic interview.

Previous research indicates that improvements in
patient symptoms do not necessarily translate into
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improved caregiver well-being, particularly in psy-
chotic disorders characterized by persistent func-
tional impairments (50). Parental mental health
may represent an important and clinically relevant
moderator of psychosocial intervention outcomes
and therefore warrants greater attention in early
intervention frameworks.

These findings highlight the potential importance
of routinely considering caregiver depressive symp-
toms within early family-based intervention path-
ways. In families affected by schizophrenia, future
studies could examine whether augmenting FFT
with brief caregiver-focused modules (e.g., mood
monitoring, stress management, or referral path-
ways) improves the sustainability of family-level
gains in early intervention settings. Overall, these
findings provide preliminary support for the clini-
cal relevance of family-based interventions during
the early stages of severe mental illness.

Family Functioning

Family functioning showed descriptively different
patterns of pre-post change across diagnostic
groups and informants, highlighting distinct pat-
terns of perceived change within families.
Adolescents with SCZ reported pre-post improve-
ments across multiple family functioning domains,
whereas adolescents with BD reported more limi-
ted changes. Parent reports revealed a different
pattern, with broader improvements observed
among parents of adolescents with BD. These find-
ings are consistent with previous studies suggesting
that adolescents and caregivers may perceive
changes in family dynamics differently and that
families affected by psychotic disorders may
require longer follow-up periods to recognize
meaningful changes (51,52). This informant-speci-
fic pattern highlights the value of multi-informant
assessment in family-based interventions and sug-
gests that adolescents and caregivers may attend to
different aspects of family functioning during early
intervention.

Several limitations should be considered when
interpreting the findings of this study. The sample
size was small, reflecting the pilot and exploratory
nature of the investigation, which limited statistical
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power and generalizability and increased uncer-
tainty around effect estimates. Participation was
voluntary, and some eligible families declined par-
ticipation, potentially introducing selection bias.
The absence of a control or waitlist comparison
group also precludes causal inference regarding
observed changes. Therefore, pre-post improve-
ments cannot be attributed specifically to FFT, and
alternative explanations such as natural clinical
recovery, regression to the mean, nonspecific ther-
apeutic factors, or concurrent clinical care cannot
be excluded. The inclusion of clinically stable youth
with recent-onset illness may also have influenced
the observed pre-post changes, as newly diagnosed
youth and their families may differ from more
chronic samples in psychosocial support needs,
family involvement, treatment engagement, and
natural recovery trajectories.

Baseline differences between diagnostic groups
may also have influenced the observed patterns of
change. The BD and SCZ groups differed in psy-
chosocial functioning at baseline, psychiatric
comorbidity was numerically more frequent in the
SCZ group, and baseline pharmacological treat-
ments differed between groups. Although baseline
PSP was adjusted for in an ANCOVA analysis, the
small sample size did not permit broader multivari-
able adjustment for comorbidity or medication-
related variables. In addition, medication changes
during the intervention period were not systemati-
cally monitored, limiting the ability to disentangle
pharmacological and psychosocial influences.

Caregiver depressive symptoms were assessed
using a self-report measure rather than structured
diagnostic interviews; therefore, BDI scores should
be interpreted as indicators of depressive symptom
severity rather than diagnoses of parental depres-
sion. The substantial variability in baseline BDI
scores among parents of adolescents with SCZ fur-
ther limits conclusions regarding caregiver depres-
sive symptom change in this subgroup. Finally,
therapists delivering the intervention were not
blinded, formal fidelity ratings or independent
supervision procedures were not conducted, and
the absence of follow-up assessments limits conclu-
sions regarding the durability of observed changes.
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This pilot study provides preliminary findings
regarding the potential relevance of Family-
Focused Therapy for youth with recent-onset bipo-
lar disorder and schizophrenia using a transdiag-
nostic approach. To our knowledge, this is among
the first pilot studies to apply the same structured
family-focused intervention to early-stage bipolar
disorder and schizophrenia in youth while simulta-
neously examining patient, family, and caregiver
outcomes using a multi-informant design.

The findings highlight the potential value of early
family-based psychosocial interventions for
addressing both core clinical symptoms and family-
level processes during the early stages of severe
mental illness. Although diagnosis-specific conclu-
sions cannot be drawn from this pilot study, the
observed patterns are consistent with the relevance
of targeting shared mechanisms across the mood-
psychosis spectrum, including depressive symp-
tomatology, psychosocial functioning, illness
insight, family communication, and caregiver bur-
den. These findings provide preliminary support
for the potential role of transdiagnostic, family-
based interventions as scalable components of early
intervention strategies in severe mental illness.

Future research should prioritize larger, con-
trolled, and longitudinal studies with systematic
medication monitoring to evaluate the durability of
observed changes, clarify causal effects, and identi-
fy moderators and mediators of treatment
response. Such studies should also examine which
youth and caregiver characteristics predict
response to transdiagnostic family-based treat-
ment.

In particular, the differential patterns observed in
caregiver burden and caregiver depressive symp-
toms raise the possibility that caregiver mental
health may represent a distinct and clinically rele-
vant treatment target. Incorporating targeted sup-
port for caregivers, especially those experiencing
depressive symptoms, may further strengthen the
clinical utility and sustainability of early family-
based interventions for both bipolar disorder and
schizophrenia.
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