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Abstract
Mental illnesses comprise the single largest source of health-related economic burden globally and low-and 
middle-income countries (LMICs) are disproportionately affected. Many individuals with schizophrenia do not 
receive evidence-based, psychosocial interventions as these are largely unavailable, undeveloped, and under-
researched in LMICs. Involving service-users and carers in the design of interventions is crucial to ensure 
stakeholder needs are adequately addressed by the intervention and to aid successful implementation. We aimed 
to explore the views and perspectives of different stakeholder groups about the delivery, format, and content of 
family interventions for people living with schizophrenia in Indonesia as a first step towards developing evidence-
based, acceptable family interventions. This study used a qualitative design comprising single stakeholder focus 
groups. Data were analysed separately using the framework approach incorporating deductive and inductive 
coding within an existing heuristic framework. 51 participants consented to take part in this study comprising six 
stakeholder consultation groups including service-users (n = 15), caregivers (n = 15) and healthcare professionals 
(n = 21). Service users were diagnosed with schizophrenia. Caregivers comprised parents (n = 10, 67%), brothers 
(n = 2, 13%), sister (n = 1, 7%) and husbands (n = 2, 13%). Healthcare professionals were working as nurses (n = 6, 
29%), doctors (n = 5, 23%) or cadre’s (n = 10, 48%). Caregiver and service-user respondents had limited knowledge 
or experience of structured family interventions. There was strong support for such interventions, however, for 
effective delivery a number of challenges exist in terms of widespread stigmatised views, low expectations for 
involvement in sharing decisions about care and treatment, views that healthcare professionals are expert and 
have the authority to delegate tasks to families such as responsibility for ensuring medication adherence and 
understanding the need to balance the needs of both service-users and families when there are conflicting 
agendas for treatment. These findings can support the development of evidence-based family interventions for 
families of those with schizophrenia in Indonesia, as user-informed interventions enhance engagement, satisfaction, 
and adherence to family interventions.
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Introduction
Mental illnesses comprise the single largest source of 
health-related economic burden globally and low-and 
middle-income countries are disproportionately affected 
[1, 2]. Schizophrenia, like many other mental illnesses, 
often goes untreated in these settings. Indonesia, the 
world’s 4th most populous nation, has a population 
reaching almost 280 million people [3]. Most recent esti-
mates place the prevalence of schizophrenia at 1.7 per 
1,000 population or approximately 4,539,000 individuals 
with a treatment gap of almost 40% [4]. The majority of 
individuals with schizophrenia do not receive evidence-
based, psychosocial interventions as these are largely 
unavailable, undeveloped and under-researched for this 
population [5].

A confluence of factors underpins the treatment gap 
but there is a notable absence of human and healthcare 
resources in LMICs, where the average ratio of mental 
health professionals to patients is as low as 1:200,000 [6]. 
Many existing healthcare professionals are not equipped 
with the skills and knowledge to administer psychoso-
cial interventions. As a consequence, much of the care 
and treatment needs of people with schizophrenia are 
transferred to family caregivers, many individuals do not 
receive even basic care and are solely reliant on family 
for support [7]. Interest in harnessing the capability of 
families to utilise their caring role to improve outcomes 
using evidence-based initiatives is growing [8]. Robust 
evidence from high-resource settings shows that fam-
ily interventions, comprising psychotherapeutic and 
psychoeducational interventions, generate favourable 
outcomes for individuals with schizophrenia and their 
families. Evidence shows they are effective for improv-
ing individual social functioning, family environment, 
medication adherence and enhancing therapeutic alli-
ance and importantly, reducing the risk of relapse [9–
12]. In low-resource settings, evidence is emerging that 
family interventions can also deliver positive outcomes 
for families and individuals with schizophrenia in these 
settings [13]. However, reviewed evidence suggests that 
culturally insensitive practices can impede the successful 
implementation of family interventions highlighting the 
need to adapt interventions to the culture and context in 
which they are delivered [14].

Family interventions aim to increase family capac-
ity for dealing with and resolving stressful incidents 
through encouraging reappraisal of symptoms of illness 
to enhance family functioning and environment primar-
ily to promote independence for the person who experi-
ences psychosis. The effectiveness of interventions that 
are based on Western principles delivered in low income 
settings has been questioned due to differences in cul-
tural expression of emotion [15]. There are some similari-
ties in caregiver burden and emotional strain experienced 

by Indonesian families of people with schizophrenia and 
those in Western cultures [16–18] which suggests these 
interventions may be beneficial in these settings. How-
ever, there are differences in appraisals of schizophrenia, 
cultural beliefs and explanatory models of mental illness 
across different settings [7, 19, 20]. As such, interven-
tions transferred directly from Western settings without 
adaptation may not produce equivalent effects in low 
resource settings [19]. Similarly, there are logistical and 
demographic differences that may affect the feasibility of 
delivering such interventions [21].

Illness perceptions and views about the utility and 
effectiveness of treatments have a role in determining 
the perceived need and acceptability of interventions for 
individuals in receipt of treatment but also among those 
who deliver it [22]. Developing capacity for delivering 
evidence-based, psychosocial interventions for schizo-
phrenia among non-specialist healthcare workers may 
be the most efficient way to ensure that interventions are 
sustainable, ethical and of sufficiently high quality [23]. 
Evidence shows that when effective interventions are 
successfully adapted, the acceptability of interventions 
increases, and people are more likely to engage with help 
that is offered [19]. As the degree of adaptation is par-
ticularly important for improving efficacy [19, 24], there 
is a need to develop culturally relevant versions utilising 
robust methods and incorporating the views of wider 
groups of stakeholders prior to testing [25]. This qualita-
tive study seeks to explore the views and perspectives of 
different stakeholder groups about the delivery, format, 
and content of family interventions for people living with 
schizophrenia in Indonesia.

The setting
Standard mental health care in Indonesia is limited and 
there are insufficient financial and labour force resources 
to deliver evidence-based care. The World Mental Health 
Atlas 2020 estimates that the proportion of people using 
mental health services in the past 12 months in the 
South-east Asian region is approximately 29% [26]. There 
are variable rates of treatment with national household 
data providing different estimates depending on the 
source, ranging from 35 to 85% receiving treatment [27, 
28]. Though true estimates of unmet need are currently 
unknown, many individuals do not receive even basic 
care and are solely reliant on family for support [7]. There 
are few reports of interventional studies comprising psy-
choeducation for families of people with schizophrenia 
[29–31], but these are not provided routinely in Indone-
sia. The country has 43 regional mental health hospitals; 
however, some provinces do not have access to hospitals 
at all and the psychiatrist-to-population ratio is estimated 
at 1:200,000, which is far below the World Health Orga-
nization’s recommended standard of 1:30,000 [32].
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Mental health is becoming a priority in Indonesia with 
the introduction of a national plan for minimum stan-
dards of mental health provision in 2016 [33] defined 
as one of the 12 healthy family indicators prioritised at 
a primary care level. The passing of the Health Law into 
legislation in 2023 [34] also protects the interests of indi-
viduals with mental illness and their families, denot-
ing rights to financial, psychological, and social support 
and to receive treatment without discrimination, plac-
ing obligations on central and regional governments 
to develop and improve mental health services. How-
ever, service and treatment provision are patchy, mainly 
due to low funding, inadequate numbers of sufficiently 
trained health workers with competing responsibilities 
and excessively high caseloads among care coordina-
tors for people with serious mental illness. For example, 
a single nurse in a primary care centre may be in charge 
of managing 203 health programs e.g. maternal and child 
nutrition, communicable disease control, family plan-
ning, in addition to the mental health program which is 
the primary source of day-to-day care for people with 
schizophrenia.

Aim
The aim of this study is to explore the priorities and pref-
erences for receiving and delivering psychosocial fam-
ily interventions among key stakeholders in Indonesia 
including people with schizophrenia, caregivers and fam-
ily members and healthcare professionals as a first step 
towards developing evidence-based family interventions 
for this population [25, 35].

Method
This study used a qualitative design comprising single 
stakeholder focus groups. The study was granted ethi-
cal approval from the University of Manchester Ethical 
Review Committee (Ref: 2020-8041-13687) and Univer-
sitas Indonesia Faculty of Nursing Ethical Review Panel 
(Ref: 162/UN2.F12.D1.2.1/PPM2021). Findings are 
reported in line with COnsolidated criteria for REporting 
Qualitative research (COREQ) [36].

Participants
We recruited participants from two areas in Java, Indo-
nesia; Jakarta and Bogor to allow for variation in cul-
ture, service infrastructure and organisation, delivery 
and receipt and urbanisation. We included caregivers or 
family members if they were aged over 18, living with or 
spending at least 10 hours per week in face-to-face con-
tact with an individual with schizophrenia who assumed 
a caring role [37] and were able to provide informed writ-
ten consent. We included service-users with a diagno-
sis of schizophrenia or related psychosis and currently 
receiving treatment in a primary care setting if they 

were over the age of 18. Healthcare professionals were 
included if they worked in a primary care setting with 
responsibility for delivering mental health care. We sam-
pled purposively for gender, age and geographical loca-
tion to ensure maximum variation within the sampled 
population [38]. Healthcare workers had specific train-
ing in mental health and were responsible for delivering 
the mental health program within their primary care set-
ting. Having delivered formal, structured family interven-
tions was not a criterion for eligibility for inclusion since 
services are under-developed in this respect throughout 
Indonesia and it would be difficult to recruit individu-
als to get their views on preferences for delivering family 
interventions. Aligned with evidence that high levels of 
both code and meaning saturation can be attained with 
two focus groups, we aimed to conduct two consultation 
groups per stakeholder group totalling six groups over 
two sites and checked saturation was reached follow-
ing data collection and analysis [39]. Participants were 
recruited using information sessions about the study with 
primary care workers in the target setting. Recruitment 
was conducted in primary care settings and invitations 
were sent directly to potentially eligible candidates. Par-
ticipant’s capacity to consent and give an account of their 
views and preferences were evaluated by referring clini-
cians prior to referral to the study team. Eligible partici-
pants contacted the research team following expression 
of interest, an initial meeting was arranged wherein the 
researcher’s provided information about participation in 
the study, provided an opportunity to clarify any uncer-
tainties about participation and obtained informed writ-
ten consent. Recruitment commenced in October 2021 
and was completed in December 2021. Again, having 
received formal, structured family interventions was not 
a criterion for eligibility for inclusion in our study. 

Data collection
Participants were invited to attend a focus group that 
took place online due to pandemic restrictions and 
groups contained a mix of participants from each loca-
tion. Focus groups were facilitated by two researchers 
and a technical assistant and informed by a topic guide 
to elicit beliefs, attitudes and experiences of mental 
health service delivery and explore views regarding the 
components of family interventions and therapeutic out-
comes. A semi-structured topic guide (Supplementary 
File 1) was developed and piloted and adaptations were 
made to improve the flow of focus group discussions. 
Demographic information was obtained from partici-
pants including age, gender, occupation, education level, 
marital status, ethnic group and where relevant, number 
of hours spent caring for individual with psychosis or 
duration of tenure as healthcare worker. The consulta-
tion guide comprised questions and prompts about the 
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following key areas of delivering family interventions: 
description of family interventions, previous experiences, 
and views about the need for and importance of fam-
ily interventions, views about the components of family 
interventions, perceived outcomes, and preferences for 
mode of delivery. We used the Barrowclough and Tarrier 
model of family interventions [40] as the basis for discus-
sions around the components of the intervention. Focus 
groups also explored individual’s views about factors that 
helped or hindered delivery of psychotherapeutic inter-
ventions to families in this population. The duration of 
each group was between one and two hours, each group 
was digitally recorded and transcribed by researchers in 
the study team into Bahasa. A sample of the transcripts 
(50%) was anonymised and translated into English and 
shared with the UK study team for the purposes of sup-
porting the analysis. See Fig. 1 for process and content of 
family interventions. These data were used to inform the 
development of culturally adapted, evidence-based fam-
ily interventions for schizophrenia, the protocol for this 
study has been published elsewhere [25].

Data analysis
Data from service-users, family members and healthcare 
professionals’ groups were analysed separately using the 
framework approach incorporating deductive and induc-
tive coding [41, 42]. Analysis followed the five stages of 
framework analysis: familiarisation, identification of a 
theoretical framework, indexing, charting, and mapping 
and interpretation [42]. An existing heuristic framework 
for culturally adapting psychosocial interventions [19, 43] 
was used and codes were developed within the frame-
work. Codes were also checked across transcripts within 
the framework to ensure there were no omissions and we 
considered additional categories for data that did not fit 
within the framework. Analysis was undertaken manu-
ally using Microsoft Excel and coded segments from each 
transcript were tagged with excerpts linking emerging 
themes within Excel and denoting the participant type. 
To ensure consistency of coding LR and HS coded one 
transcript independently before the study team analysts 
in Indonesia coded one transcript from each stakeholder 
group to develop the coding framework. At this point 
themes emerging from the coding process were dis-
cussed among the study team analysts to achieve consen-
sus before proceeding to code the remaining transcripts 
using the existing framework and gathering raw data seg-
ments to illustrate how data were interpreted. Data col-
lection was undertaken by Indonesian researchers and 
analysis was undertaken by members of both the UK and 
Indonesian study teams (Authors LR, HS, BAK, TB, DW, 
RF, RD, S). Data and preliminary analyses were presented 
to the Research Advisory Group comprising key stake-
holders including service-users and healthcare profes-
sionals during regular advisory group meetings and views 
sought to verify data analysis and interpretation.

Results
51 participants who met the inclusion criteria consented 
to take part in this study comprising six stakeholder con-
sultation groups including service-users (n = 15), care-
givers (n = 15) and healthcare professionals (n = 21). All 
service-users were formally diagnosed with schizophre-
nia and had attended both inpatient and outpatient men-
tal health facilities, mainly provided within the public 
healthcare system. Durations of illness ranged from 2 to 
37 years (Mean 17, SD = 11). Caregivers were primarily 
parents of individuals with schizophrenia; brothers (n = 2, 
13%), sister (n = 1, 7%) and husbands (n = 2, 13%). Health-
care professionals were working as nurses (n = 6, 29%), 
doctors (n = 5, 23%) or cadre’s (n = 10, 48%). See Table  1 
for sample characteristics.

Caregiver and service-user respondents had limited 
knowledge or experience of structured family interven-
tions, and few described receiving any talking thera-
pies either for themselves or in partnership with their Fig. 1  Process and content of family interventions
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caregivers or families. Drawing on experiences of their 
involvement with healthcare professionals, service-users 
and family members believed the purpose of contact was 
mainly to provide information about symptoms, daily 
functioning and ensure continued medication adher-
ence. A small number of service-user and caregiver 
participants had experience of healthcare profession-
als engaging with them to meet their information and 
support needs though this was limited, and no partici-
pant described receiving any form of intensive, talking 
therapy. In contrast, healthcare professionals described 
offering varied psychotherapeutic interventions includ-
ing psychoeducation, ‘expert’ talks, self-help groups and 
individual counselling session, mainly underpinned by 
information-giving and problem-solving techniques with 
some reference to cognitive approaches. Caregivers, ser-
vice-users, and healthcare professionals firmly endorsed 
the need for such an intervention; views about the pros-
pect of receiving family interventions were overwhelm-
ingly positive. Participants perceived several benefits 
including promoting encouragement, support and hope 
about meaningful recovery and independence. Health-
care professionals believed structured psychotherapeu-
tic approaches could also alter family perceptions about 
illness and minimise criticism important for reducing 
stress and acknowledged that service-user needs should 
be balanced with the need to improve caregiver wellbe-
ing, mainly to support the function of aiding the individ-
ual with schizophrenia.

The results are reported using the headings of 
an existing heuristic framework which provides an 

evidence-based, overview of criteria for adaptation 
of psychological interventions for schizophrenia [19]. 
Within each framework component, where available, the 
views, experiences and treatment preferences and pri-
orities are presented alongside constraints, contrasting 
service-user, caregiver and healthcare professional views 
and perspectives. See Table 2 for reference to quotations 
from the transcripts.

Concepts and illness models
Stigma and shame: self-stigma and family stigma
Healthcare professionals accounts of families response 
to having an individual with serious mental illness in the 
family focused on themes of stigmatisation and feelings 
of shame. They reported frequently coming up against 
negative attitudes from family members about treatment 
and healthcare professionals and reported that treatment 
refusal was commonplace. While there were several fac-
tors noted as specific barriers to improving access to 
treatments for families, healthcare professionals viewed 
stigma as a strong and persistent threat to effective treat-
ment delivery as they believed families were less likely 
to look for and accept available help due to the nature 
of experienced stigma. They also noted that rejection, 
discrimination, and isolation was experienced by whole 
families in response to individuals experience of mental 
illness. Participants from all stakeholder groups, includ-
ing families and service-users, recognised the negative 
impact of stigma but views about the impact of this were 
less prominent among the latter.

Although families and individuals with psychosis expe-
rienced stigma and discrimination in their daily lives as 
a consequence of the illness and behaviours displayed 
by service-users, there were also reports that families 
negative appraisals and treatment of individuals with 
psychosis stemmed from beliefs about the nature and 
controllability of the behaviours. These beliefs were 
reported mainly by healthcare professionals explaining 
how within families, individuals with mental illness were 
rejected and excluded by their family members as a result 
of community responses and reactions to the ill indi-
vidual and expectations that the family were responsible 
for managing the illness and behaviours without hav-
ing the personal resources to do so. Healthcare workers 
reported encountering families who denied their loved 
one had a mental illness (possibly due to different expla-
nations of the behaviour, see below Explanatory Models) 
and rejected them, ignored, discredited, or belittled them 
in their interactions with professionals. Less frequently, 
they encountered ‘pasung’ where families secluded or 
restrained the individual with schizophrenia, restrict-
ing their movements through community confinement 
because of community pressure to manage and control 
bizarre and inappropriate behaviour.

Table 1  Sample characteristics
Service-Users Caregivers Healthcare 

Professionals
n% n% n%

Gender Male 9 (60) 7 (47) 1 (5)
Female 6 (40) 8 (53) 20 (95)

Mean (SD) Mean (SD) Mean (SD)
Age 41 (8) 60 (10) 41 (10)

n% n% n%
Education El-

emen-
tary 
School

2 (13) 4 (27) 0 (0)

Junior 
High 
School

1 (7) 3 (20) 3 (14)

Senior 
High 
School

10 (67) 7 (46) 5 (24)

Voca-
tional

0 (0) 0 (0) 6 (29)

Bach-
elor 
Degree

2 (13) 1 (7) 7 (33)
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Concepts and Illness 
Models

Stigma and Shame: Self-stigma and Family Stigma
“at that time it became more dominant that only the mother continued to talk, if for example she called her child, “My child 
doesn’t need to be listened to, Mom, he is crazy” like that… so even his own family… his language stigmatizes the same as 
his family members” N3
“His family paid no special attention, so he was restrained. So the mother restrains her child, the child is not allowed to go 
out to buy this. So the child is constrained by the mother.” N2
“Most parents feel ashamed because their children are ODGJ so they are locked up like that” N2
“When there’s a family member diagnosed with mental illness or schizophrenia, the family feel worry of becoming the af-
flicted object of the stigma by the society.” N3
“… the fear of the family’s mental health being affected is very heavy, isn’t it. The first time I cried, ma’am, that time, yes, the 
first time” K2
Stereotypical Beliefs: Healthcare Professionals
“patients who are frequently visited cannot be spoken to… the only ones I talk to are their families, then in my area there 
are 7 people with ODGJ, and 3 of them have died, only 4 are left, one can be spoken to the patient, the three of them can-
not be spoken to…” N4
“The challenges that I imagine is that after the patients recovered……. it is possible that their families will pressure them 
with lots of new responsibility. In this case, I always remind the families to not force them to do many things at once. Let 
them progress slowly while continue monitor their medication” N9
Explanatory Models
“The health workers in Puskesmas told my child to recite istigfar (seeking forgiveness from God) whenever he gets angry. K9
“We have to remind the patients about our religion so that they remember about God which eventually help them get rid 
of the hallucination.” K12
Recovery: Support and Inclusion
“Yes ma’am, good ma’am for the patient’s own healing process, ma’am. So that he can interact within the midst of society, 
ma’am” P3
“Family therapy is good, in my opinion, because it can treat families directly and the effect on us is so good. So we can 
become strong, strong human beings and accepted by society, ma’am” P3
Recovery: Treatment Compliance
“The characteristics of Schizophrenia, ma’am, can be cured by taking the right medicine, ma’am” P3
“ I want to give my opinion, ma’am, broadly speaking, this disease can be cured in a fast way, ma’am. As long as you take 
medication regularly and check with your doctor regularly, ma’am.” P3
“Yes, it is very necessary even though we also often give direction “Mom, actually the child must be corrected, softened” 
so…” N2
“ the control. but when he is not informed that his recovery is likely he will be negligent, ah lazy to take a lot of medicine 
like this too.” N7
“taking medicine, now his family because he feels, this family member is already independent, so they forget to control 
him… forgets to control to check if the medicine has been taken or not…” N3
“the patient at my place in connection with the medicine running out, he will chatter and even throw things, but when we 
come, then we ask the mother?…Mom why is L getting angry? again…yes the medicine has run out, I haven’t had time to 
take the medicine…” N7
“ma’am when for example the family can’t listen to us, but usually when something like that happens, for example, the child 
has a relapse, yes, we remind you, we tell the family this is what, ma’am…what happens if the family also doesn’t care, isn’t 
obedient, for example….” N3
“I met a family of a patient that said that they cannot force the patient to take medication.” N10
“I think the family plays an important role and have to master the skill of how to communicate with the patients. The 
families need to talk to the patients calmly and softly. They cannot get angry and stop the patients from talking and sharing 
their thoughts. And what’s important as well is how the family should remind the patients to take medicine” N9
“We have found some cases of relapsed patients and we observed that it happened because they families are not willing to 
learn” N14

Family Family: Role in Recovery
“To recover, we not only need to take routine medication but we also we need support from parents and family” P2
“Families need to be informed about our mental health condition. Not only me, I need my mom, dad, and siblings to also 
understand my illness and condition” P5
“I know one patient who depend so much on his family; his parents and his siblings” N11
Collaboration between Families and Healthcare Professionals
“usually I and my husband who visit, well, as… I am told to answer this, ma’am….we are asked about my child’s develop-
ment until what condition… that means about his health development, his sleeping, whether he takes the medicine, that’s 
it ma’am. Every time we visit, every time I take medicine, once a month.” K2
“I often tell the doctor…(about disturbing behaviour)…But the doctor was silent, so the doctor just gave me a prescription, 
ma’am.” K1
“I hope that health workers from Puskesmas can visit my house so I can get to know them better” K7

Table 2  Quotations reflecting participant experiences
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Stereotypical beliefs: healthcare professionals
Healthcare workers narratives encompassed values of 
kindness and compassion towards people with psycho-
sis but they also voiced frustrations regarding the lack 
of support service-users received from others, mainly 
their families, to maintain treatment. Professionals dis-
played stereotypical beliefs and negative views about 
service-users and the potential benefit that treatment 
could provide. Terminology used, such as laziness and 
disobedience, indicated underlying beliefs about the 

controllability of the symptoms experienced by service-
users. There were also instances where healthcare pro-
fessionals described withdrawing their support from 
service-users and families when they considered their 
symptoms untreatable. Some cases where individual 
service-users and families displayed high care and treat-
ment needs healthcare professionals justified disengage-
ment based on these needs and the limitations of their 
own practice representing underlying hopelessness 
about illness trajectory among healthcare professionals. 

Communication Communication Preferences
“They always monitor us by whatsapp” K12
“I think both written and direct communication is good. But the important thing is it has to be done by doctors and nurses 
and done continually.” P2
Shared Decision-making
“I think the family plays an important… And what’s important as well is how the family should remind the patients to take 
medicine” N9

Content “I wish that I can release my stress and ease my heart after getting this family therapy so that I can continue giving care for 
my child” K10
“The most important step is the fifth step to make the patients be able to get back together with their family.” K8
“The third step about stress management is the most important one for me. Although the patients may experience relapse, 
if the carers have a good stress management, I think they can handle the patients and even calm other family members” K7
“Stress management is important because families need to take care of us comprehensively” P3

Cultural Norms and 
Practices

Religious Practices
“For me, family therapy teaches (the patient) about prayers, reciting the holy Quran……”“ K1
“Thank God for me Ma’am… I… my family is not stressed. Alhamdulillah, we always believe in Allah, surrender and while 
getting treatment I said earlier. And thank God my son has recovered… In sha Allah he will recover.” K2
“We, as family who care for the patient, need to have a stable emotion and I will always remember God and recite istigfar 
(seeking forgiveness from God) when dealing with him.” K7
“The health workers in Puskesmas told my child to recite istigfar (seeking forgiveness from God) whenever he gets angry.” K9
“We have to remind the patients about our religion so that they remember about God which eventually help them get rid 
of the hallucination.” K12
“Actually, the religious approach is not only for the patients but also for the family. For example, my wife as the carer, staying 
close to God will automatically release her stress.” K12
“I expect this family intervention to remind me to pray and recite Quran. And maybe to give me some kind of a special 
attention.” K1
“In order to care for my brother, what I do is, I need to pray more and remember God even more.” K7
“The second thing to do is, we need to teach the patients about religiosity especially if we are Moslem. This will make them 
remember about God the Creator. With this kind of therapy, the hallucinations will disappear” K12

Context and Delivery Format and Mode of Delivery
“The obstacle that I usually find is the denial shown by the families. Some families usually deny that their family members 
have mental illness, so they refuse the help we offer to them. We offered to give them counselling and teach them stress 
management, but they didn’t want it.” N17
“In our Puskesmas, we have many programs and none of the programs becomes our focus. I am worried that we might not 
be able to be consistent in giving the family intervention because we also need to run other programs as well. We also lack 
health workers if compared to the number of patients so we count on our cadres to help us with our tasks. And they even 
already have so much to do.” N13

Treatment Goals Family Wellbeing
“Family therapy is important for us, family therapy is to change the family’s perspective on things that are negative about 
mental health. Because families also need information, they need support on how to care for family members who are 
affected by the disorder. Because when a family member is disturbed, the family doesn’t know what to do. That’s why family 
therapy is important…” N3
Relapse Prevention
“Doing the work of helping my mother at home and outside the house also has to have something to do with it, my rela-
tionship with that person, and continuing to take care of my family from what calamity will come to me again, ma’am.” P2
“Yes, I think that therapy is useful so that the patient does not depend on other people. It means that you can be indepen-
dent here, you can stand on your own… So that the patient knows how this patient lives his life that way, is more useful for 
society, ma’am, and knows what to do” P6

Note: 1 P = Service-user, K = Family member/caregiver, N = Healthcare professional

Table 2  (continued) 
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Paternalistic attitudes among professionals were evi-
denced in reservations expressed that through providing 
family interventions and supporting individual recovery, 
families would pressure service-users to work and con-
tribute financially which may exacerbate symptoms and 
jeopardise recovery. Negative attitudes from healthcare 
professionals towards family roles and involvement were 
also evidenced in some workers narratives.

Explanatory models
Explanatory models among family members and service-
users were dominated by spiritual beliefs and attributions 
of religious beliefs to mental illness. Families, and ser-
vice-users to a lesser degree, believed that spiritual forces 
explained the process of recovering from symptoms such 
as hallucinations, believing that praying and engaging in 
religious practices was a preferred approach to rid family 
members of unwanted experiences. They reported these 
types of approaches were also promoted by healthcare 
professionals during their interactions. Service-users 
also reported other commonly held beliefs about illness 
causes e.g., contagion/infectious disease, supernatu-
ral forces important for informing the content of family 
intervention psycho-education components.

Recovery: support and inclusion
Service-users and families coalesced on concepts of heal-
ing and recovery, prioritising this process as a personal 
experience, and embodied in language about recovery 
and healing beyond the absence of symptoms. Varied 
concepts of the meaning of healing and recovery were 
expressed in service-user narratives stemming from 
both personal and clinical recovery narratives including 
symptom reduction, regaining enthusiasm for life, stay-
ing active both on a personal level and within family life, 
gaining employment and returning to independence. 
Some service-users believed recovery was signalled by 
returning to a functional state equivalent to premorbid 
levels or what they considered normal attainment, and 
this was particularly prominent for families also. Engen-
dering hope for the future was an important aspect of the 
role of healthcare professionals and this was echoed in 
service-user narratives about the function of family ther-
apy as a means of driving enthusiasm and support from 
families about future recovery that enabled service-users 
to heal (see Treatment Goals).

Recovery: treatment compliance
Service-users, to some degree, conflated notions of 
healing with being cured presuming they continued to 
take prescribed medicines and engage with appoint-
ments with doctors. In general, adherence to medicines 
and maintaining good therapeutic relationships with 
healthcare professionals were valued as mechanisms for 

obtaining recovery but were underscored by recovery 
narratives around making amends for past behaviours 
and having been ill from service-user perspectives and 
the need to be fixed from healthcare professional per-
spectives. Strong narratives emerged from both families 
and healthcare professionals of the need to compel indi-
viduals with schizophrenia to take prescribed medication 
denoting prevailing paternalistic approaches to mental 
health care delivery.

Family
Family: role in recovery
Service-users consistently endorsed views that their fam-
ilies were central to their recovery, providing support for 
taking medication and encouragement and reassurance 
in gaining independence. Not only parents but spouses, 
siblings and extended family members had consider-
able involvement in supporting individuals with psycho-
sis. The positive role of family was a consistently strong 
theme among service-user narratives and many felt posi-
tive about the involvement of family in their care, not 
only to aid the person with psychosis but as a source of 
support for family members who may experience addi-
tional burden due to their responsibility. Service-users, 
however, expressed apprehension that families would 
view interventions as burdensome and attending or 
scheduling sessions may not be prioritised over other 
caring roles. Family members supported this, noting a 
high burden of care generally, not only for the individual 
with mental illness but other family members with care 
needs such as ill spouses, children, and grandparents that 
could compromise their ability to prioritise the needs of 
the family member with schizophrenia.

Healthcare professionals also emphasised the essential 
role of family members in recovery but reported negative 
experiences attempting to support families in caring for 
the individual with psychosis. Professionals reported that 
families reluctantly engaged with formal help available 
and had difficulty responding to the needs of the person 
with psychosis due to denial of the illness and alterna-
tive explanations of illness. Professionals were sceptical 
that the needs of the individual with psychosis would 
be prioritised over the needs of the family as a whole 
and competing demands for time and resources, includ-
ing financial resources, the need to maintain an income 
and the rising cost of treatment and medicines for ill 
individuals.

Collaboration between families and healthcare professionals
Families expressed gratitude with initial support received 
from healthcare services in terms of information about 
the diagnosis and support during initial crisis and pri-
oritised this as a component of family interventions. 
They also expressed frustrations regarding a lack of 
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support from healthcare professionals, reporting feeling 
uninformed and excluded from decision-making about 
treatment and reported an expectation that families are 
responsible for monitoring medication and ensuring 
engagement with mental health services. Indeed, narra-
tives emerged of a shared understanding among families 
and healthcare professionals that medication monitoring 
is a key role for family members and sometimes appoint-
ments for outpatient review are made directly with the 
family without the individual with schizophrenia. Fami-
lies described how they had accepted responsibility for 
the individual with psychosis and this was operation-
alised as managing care on a day-to-day basis. Despite 
this, family members believed they lacked the resources, 
skills and support to manage symptoms and illness 
behaviours and were frequently unprepared for the 
role they had assumed. They believed they needed the 
‘authority’ of healthcare professionals to compel individ-
uals with schizophrenia to comply with instruction and 
in this sense, felt unsupported by healthcare profession-
als when the person with psychosis did not follow the 
instruction of family or professionals. On the other hand, 
evidence from professional narratives suggested they 
viewed families as uncooperative, resistant to instruction 
and disobedient displayed underlying negative attitudes 
towards families and views that the professional’s role 
formed a didactic problem-solving stance rather than 
collaborative and equal partnership.

Communication
Communication preferences
Service-users and families appreciated being given infor-
mation about psychosis and recommended treatments, 
reporting many positive experiences with healthcare pro-
fessionals in this respect. Both groups reported feelings 
of being valued and learning practical ways of problem-
solving citing the value of knowledgeable professionals. 
Culturally sensitive ways of approaching family interven-
tions were also important for service-users, prioritising 
the importance of professional values such as displaying 
kindness. Different respondents expressed different pref-
erences for communication as a component of family 
interventions in different formats and modalities. Fami-
lies more often expressed a preference for written mate-
rials to accompany information given during sessions. 
Service-users reported they currently communicated 
with healthcare professionals via digital applications i.e. 
WhatsApp and appreciated that their progress was moni-
tored in this way.

Shared decision-making
There were also cultural ways of communicating between 
healthcare professionals, families, and service-users more 
consistent with collectivist principles; it is customary for 

people with mental illness to be accompanied on health-
care appointments by family members and for consulta-
tions to be conducted including all parties. In terms of 
planning care, both service-users and families tended 
towards adopting a passive decision-making role, del-
egating responsibility for decision-making to healthcare 
professionals. Professionals were viewed by both groups 
as knowledgeable experts with low expectations that 
individual personal preferences and needs will be taken 
into account. Service-user narratives indicated they 
sometimes delegated responsibility for communicating 
with healthcare professionals to family members and this 
is culturally acceptable practice. Healthcare professionals 
in turn expressed expectations that families should main-
tain oversight of the individual’s condition and treatment 
and assigned responsibility to families for supervising 
and regulating their behaviour.

Content
Families, service-users, and healthcare professionals were 
in broad agreement regarding the ingredients of family 
interventions based on an existing cognitive-behavioural 
model of family interventions including problem-solving, 
psychoeducation, communication skills, stress man-
agement and coping skills enhancement. Service-users 
emphasised the importance of the initial assessment, 
including families understanding of the illness, their bur-
dens in taking care of family members with mental disor-
ders, how families find solutions for their own problems, 
how mental illness affect the patients and the families and 
about the strengths of the family. Families understanding 
of the term needs within the context of the assessment of 
relatives and service-user’s needs differed culturally and 
contextually from those articulated in cognitive behav-
ioural models of family interventions. Needs in this con-
text refers to material resources such as finance, housing, 
employment due to cultural meanings and successfully 
restructuring problems identified as needs will require 
strategies to provide a relevant outline of areas that may 
be targeted therapeutically during the course of the inter-
vention. Service-users were also largely in agreement 
that they should attend some sessions with their fami-
lies. Family members prioritised different components 
of family interventions based on their own experiences 
although stress management was highlighted among 
multiple narratives from both families and service-users 
as a specific priority. Families also expressed a strong 
desire to gain new techniques and skills and were con-
cerned that existing treatments were focused on ensuring 
service-users were compliant with prescribed medicines 
and this was reinforced in interactions with healthcare 
professionals.
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Cultural norms and practices
Religious practices
Observing religious practices and attending to spiritual 
needs were strong themes among family and patient 
narratives, particularly as a method of countering stress 
in both service-users and family members. Encourag-
ing religious practices is viewed as an important aspect 
of supportive, psychological interventions and how 
belief in a higher power acted as a buffer towards the 
negative psychological effects of stressful experiences. 
Some narratives demonstrated how some families reli-
gious backgrounds shape health beliefs and attributions 
to illness underlining the availability of alternative and 
wider sources of care and support from non-traditional 
sources. Families also reported how these practices were 
embedded in existing care encounters. Family accounts 
especially reflected the importance of faith and religion 
as central features of Indonesian society and culture and 
dominated the discourse on culture-specific practices 
and norms from caregiver perspectives.

Context and delivery
Format and mode of delivery
All groups of participants believed adaptations to settings 
were necessary to ensure feasible delivery of family inter-
ventions. Service-users and families expressed concern 
that family interventions would increase caregiving bur-
den and add strain to existing roles. Service-users were 
particularly concerned about increasing carer workload 
and family members were concerned that they would be 
unable to attend all sessions due to competing responsi-
bilities. Family members were in broad agreement with 
the mode and duration of delivery, agreeing upon ten 
sessions to be conducted with individual families. They 
suggested workarounds that would facilitate individual 
attendance based on existing schedules and priorities 
such as conducting the intervention at home or having 
shorter sessions. In contrast, service-users were unde-
cided about whether the interventions should take place 
at home or in the primary care centre.

Healthcare workers also presented diverse opinions 
but, like family members were concerned about stigma 
and involuntary disclosure if interventions were provided 
in the family home. Despite this, most families wished to 
have family interventions in their own homes mainly to 
preserve privacy but also for pragmatic reasons. Health-
care professionals posited advantages and disadvantages 
of conducting interventions in patients own homes; in 
favour of the latter, family interventions could conceiv-
ably be delivered alongside existing programmes that 
were already delivered in the community and may reduce 
the likelihood of further stigmatising families difficult to 
engage and fearful of medical environments. However, 
solutions were raised in the context of professional’s 

concerns about the feasibility of delivering family inter-
ventions that were intensive in nature consistently, i.e., 
individual families and multiple sessions with existing 
workloads, competing demands, staffing resource short-
ages and a lack of skilled and trained staff to deliver exist-
ing programmes.

Treatment goals
Family wellbeing
Families regarded psychosocial interventions of any 
type highly and valued the advice and support of health-
care professionals particularly near to the onset of ill-
ness when their information needs were at their highest. 
Professional input thereafter was minimal and mainly 
entailed gathering psychiatric history and evaluating 
progress. Families were clear that their experience so far 
with healthcare workers did not focus on reducing their 
stress or targeting their own wellbeing despite expressed 
needs for psychosocial support. Families emphatically 
expressed their aspirations that family interventions 
would encompass a wider range of treatment goals to 
promote family wellbeing. Families sought greater har-
mony in their relations with their loved ones as a prior-
ity but also expressed a desire to collaborate more closely 
with healthcare professionals. Service-users also envis-
aged a more extensive range of positive benefits that 
could be achieved through engaging families in psycho-
social interventions primarily via enhancing recovery. 
Service-users strongly emphasised the need for occupa-
tion, both therapeutic and gainful employment which 
they believed afforded opportunities for greater social 
inclusion and recognised the latter was often provided 
in a watchful and supportive way by families within the 
home.

Relapse prevention
Relapse prevention was a prioritised intervention and 
fundamental component of family interventions from 
the perspective of service-users, families, and health-
care professionals. Service-users believed families could 
monitor individuals to detect relapse earlier and facilitate 
earlier support and help to prevent relapse important for 
building relapse prevention strategies as an intervention. 
Professional and families’ views focused on prevailing 
obligations to ensure continued medication administra-
tion to prevent relapse. Service-users expressed a desire 
to work, live and engage in community life without con-
straint but with a greater focus on becoming a useful 
member of their family and societal units. From profes-
sional’s viewpoints, the treatment goals of family inter-
ventions were to alter negative cognitions and improve 
knowledge, improve self-confidence, adherence to medi-
cines, enhance social support, greater family wellbe-
ing and negotiation of agreement between family and 
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service-user about the nature of the problem and treat-
ment goals going forward.

Discussion
In this qualitative research study exploring the priori-
ties and preferences of service-users, caregivers, and 
healthcare professionals for family interventions for 
people with schizophrenia we found participants were 
overwhelmingly positive about the prospect of receiving 
family interventions. Drawing on an existing heuristic 
framework, our analysis elucidates the key constituents 
and culturally relevant therapeutic targets of family inter-
vention to optimise the delivery of these interventions in 
this setting. Presently, these settings are limited by scant 
access to credible evidence regarding effective, evidence-
based psychosocial interventions for serious mental 
illness [23] and there is a pressing need to reduce the 
treatment gap by expanding mental health service provi-
sion making effective treatments available for those most 
in need [44]. Our findings show that families have mini-
mal experience receiving family interventions and many 
were unaware of the availability of these types of psycho-
social interventions which is consistent with intelligence 
that these types of interventions are not routinely pro-
vided throughout Indonesia. Indeed, the vast majority of 
people with schizophrenia residing in low-resource set-
tings receive no evidence-based psychosocial treatments 
[45].

Caregivers place high value on receiving support 
through psychosocial interventions in low resource set-
tings as shown in this study [21]. Despite this, evidence 
from high resource settings shows that there is poor 
engagement with existing interventions, high attri-
tion rates, and patchy delivery across different settings 
[46, 47]. Some authors suggest that differences between 
collectivist and individualistic cultures, where family 
involvement in care and treatment is greater in the latter 
may translate into higher levels of engagement, retention 
and acceptability of family interventions in low resource 
settings [48]. However, there must be consideration that 
enthusiasm for family interventions among our family 
participants may be an artefact of our sampling strategy 
as self-selecting individuals may have a greater inclina-
tion and optimism towards family involvement in care. 
This underlines the need to further evaluate the accept-
ability and feasibility of family interventions in these set-
tings to explore actual recruitment and retention rates in 
these settings exploring perceived barriers and facilita-
tors to implementation.

An additional factor that may influence engagement 
and retention in interventions is the degree to which the 
recipients view the interventions as useful, acceptable, 
and effective for meeting their needs. There is evidence 
that families contribute positively towards the wellbeing 

of people with schizophrenia, particularly if they them-
selves are actively supported by psychoeducation [49–
51]. However, there is an extensive evidence base for the 
effectiveness of family interventions which have histori-
cally been more oriented towards improving service-user 
outcomes. An alternative approach, and one which we 
have adopted here, is to enhance the fit of evidence-based 
treatments to those who will use them given that deliv-
ering acceptable interventions is necessary but not suffi-
cient to deliver effective interventions [22]. For multiple 
stakeholders, the relevance of the content, the context for 
delivery and the quality of the intervention and family-
therapist interactions all have implications for the accept-
ability of and satisfaction with the intervention. This is 
important, as evidence suggests that service-users are 
more likely to continue in treatment and benefit from 
improved outcomes if they deem the intervention deliv-
ered as an acceptable one [52]. This principle may extend 
to family members as these types of interventions can 
also be effective for reducing family distress [12] reduc-
ing mental health morbidity, perceived burden and nega-
tive experiences of being a carer [53].

Our study did reveal potential barriers to participa-
tion among caregiver and service-users perspectives, in 
that families experience multiple conflicting stressors, 
like other illnesses of family members and lack of fam-
ily understanding and support for mental illnesses, such 
that prioritising the treatment of a person with schizo-
phrenia within the family context is likely to be challeng-
ing. These barriers are consistent with reviewed evidence 
among families of people with early psychosis in mainly 
high resource settings [54]. Problems with uptake, how-
ever, are compounded by issues of poverty, low rates of 
education and language literacy and lack of available 
caregivers [21] in low resource settings. Carer reluctance 
to attend family interventions may also be linked to per-
ceived discrimination and the impact of stigma was most 
pronounced as a barrier to effective care in our study.

The fear of stigma and discrimination formed a promi-
nent disincentive to participation in family interven-
tions which is consistent with reviewed evidence that 
stigma is associated with reduced help- and treatment-
seeking behaviours [55]. Evidence that stigma impacts 
life circumstances including opportunities for educa-
tion, employment, housing, social and romantic relations 
[55–57] is congruous with our findings that individuals 
with serious mental illnesses are excluded from social 
opportunities and ostracised from their communities. 
These issues were evident in our findings, notably that 
the burden of schizophrenia became a source of stigma-
tisation for the whole family and negatively affected each 
individual family member. Illness duration and the extent 
of recovery achieved impacted on families experience of 
community acceptance, with families whose loved ones 
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had extended periods of recovery and did not exhibit 
bizarre or unusual behaviour affected less by exclusion 
from society. Conversely, families whose loved one was 
acutely unwell or displayed aggressive or violent behav-
iours, experienced societal pressure to conceal or con-
trol the behaviour of individuals to avoid being publicly 
shamed [58]. Extending synthesised qualitative evidence 
of families views of stigma [58], our findings suggest that 
there are cultural factors at play as few service-user and 
caregiver participants described overt stigmatisation yet 
consumer views and attitudes were strongly linked with 
deeply entrenched cultural ways of understanding men-
tal illness. Professional accounts of active discrimina-
tion within families is consistent with reports of pasung 
driven by myths and misconceptions among the general 
population and the families response to community pres-
sure to isolate individuals from society [59].

Importantly, poorer access to and engagement with 
professional and therapeutic services is linked with stig-
matised views and attitudes [55]. There was a key concern 
that families attendance at psychosocial interventions 
would further stigmatise them within their communities 
[21]. Considering this, modifications to content or deliv-
ery format are key to mitigate against further treatment 
avoidance and optimise the acceptability of family inter-
ventions. Service-users and families, felt that delivering 
the interventions individually in their homes would pro-
tect them from involuntary disclosure and subsequent 
stigmatisation. In direct contrast, healthcare profession-
als voiced concerns regarding the feasibility of imple-
menting intensive interventions with current levels of 
resourcing suggesting a creative but comprehensive and 
considered approach to delivering these interventions 
in the future will be required including evaluation and 
development of effective wrap-around implementation 
strategies and methods to increase demand and uptake of 
effective psychosocial interventions.

A key finding emphasised growing awareness among 
families and service-users that antipsychotic medica-
tion is inadequate to address the complex social, health 
and economic burden of having a mental illness and the 
consequences for families. Despite this, service-users 
and families prioritised medication and medicines man-
agement as the mainstay of interventions for enhancing 
and ensuring recovery. These narratives were linked with 
underlying constructs around social control and adhering 
to social norms and expectations, particularly for service-
users. Families were often surrogate decision-makers 
and service-users delegated responsibility for decision-
making to family members which may reflect high levels 
of interdependence observed in Asian families. Service-
users are not viewed as autonomous decision-makers 
and paternalistic attitudes of healthcare professionals’ 
consistent with medical models of care views patients as 

passive subjects who are unable to make their own deci-
sions. This view extends to family involvement in deci-
sion-making opposing the principles of recovery.

Healthcare professionals delegated responsibility for 
ensuring adherence to medicines to family members and 
expected them to execute and act on the direction of 
the professionals who were considered experts. To some 
degree, growing frustration and discontent among fam-
ily members was evident as they believed they lacked the 
personal resources and authority to execute these plans 
amid managing other roles and responsibilities and over-
coming their own psychological distress. This served to 
accentuate the challenges that can arise in meeting the 
needs of both service-users and families when there are 
conflicting agendas for treatment [60] recognising that 
meeting the needs of both groups concurrently may not 
be achievable [61]. Interestingly, service-users were pre-
dominantly supportive of family involvement in their 
care and their perspectives did not reflect commonly 
reported challenges to delivering family-focused care in 
Western nations such as difficulties around safeguarding 
confidential patient information and protecting individu-
als right to alter consent provision in decision-making 
throughout treatment stages [62]. Nonetheless, reconcil-
ing consumer preferences may be important for engage-
ment with and adherence to these treatments to enhance 
consumer satisfaction and improve outcomes [63]. 
Extending this idea, involving service-users and carers 
in the design of interventions is crucial to ensure stake-
holder needs are adequately addressed by the interven-
tion and deliver successful implementation [64]. These 
data were used to inform the development of culturally 
adapted, evidence-based family interventions for schizo-
phrenia and develop training materials for family inter-
ventions in primary care settings, the protocol for this 
study can be found here.

Strengths and weaknesses
These findings are strengthened by implementing robust 
data collection procedures and the use of an existing heu-
ristic framework for analysis of data obtained. Data were 
collected by Indonesian researchers with explicit and 
detailed protocols devised and supervised by an experi-
enced UK/Indonesian research team. In addition, data 
collectors were trained in implementing focus group 
techniques by experienced researchers during in person 
and online sessions. In this study, we implemented online 
focus groups to mitigate against local pandemic restric-
tions. Online focus groups can be limited by the lack of 
information of the environment, non-verbal behaviours, 
difficulties implementing risk procedures and technical 
considerations [65, 66]. However, we found this measure 
particularly important for ensuring recruitment of an 
appropriate sample and recruiting vulnerable individuals 
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from remote, marginalised areas [67] who would have 
been otherwise excluded which enriched our sample. 
We did experience technical difficulties at times, but this 
was mitigated against using additional facilitators with 
specific roles in assisting those with the use of this tech-
nology. We acknowledge that gathering data from differ-
ent sources or utilising different methods can strengthen 
the credibility of findings but decided not to do so based 
on the research question posed, the exploratory nature 
of our study in this context and setting and taking into 
account that distinct research methods and sources may 
not produce comparable findings. The findings of this 
research have been evaluated in the context of limited 
available evidence to support the delivery of psychosocial 
interventions in low resource settings. Three systematic 
reviews including one meta-analysis report on the feasi-
bility and effectiveness of varied types of interventions, all 
drawing similar conclusions regarding the present scar-
city of evidence to support the development and delivery 
of interventions to target the complex social, economic 
and health needs of those affected by serious mental ill-
ness [21, 68, 69]. As such, this qualitative work extends 
our limited understanding of consumer perspectives of 
psychosocial interventions to support evidence-based 
intervention development. Further research regarding 
optimal implementation from wider stakeholder groups 
may be beneficial to support the design of the proposed 
family intervention alongside implementation strategies. 
Lastly, the feasibility and acceptability of these interven-
tions tested in naturalistic conditions will further assist 
in determining the utility of such interventions in low-
resource settings.

Conclusion
Our study indicates that family interventions for schizo-
phrenia is strongly supported among caregivers and 
service-users in Indonesia despite challenges to effec-
tive delivery. Further exploration of implementation, 
feasibility and acceptability in situ is required to develop 
effective, culturally relevant evidence-based family inter-
ventions in Indonesia.

Relevance for clinical practice
The findings of this research suggests that family inter-
ventions may be an acceptable intervention for people 
with schizophrenia and their families in Indonesia. How-
ever, there are a number of factors that need to be con-
sidered in the development to optimise cultural relevance 
and successful implementation including stigmatisation 
of individuals and families, lack of resources for imple-
menting intensive interventions and prevailing paternal-
istic practices among healthcare professionals.
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