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Abstract

Families of mentally ill individuals seem to be satisfied with, and benefit from, Assertive

Community Treatment (ACT) services. This grounded theory study thus examines ACT case

managersÕ interactions with families and generates a theoretical framework of their practices.

Findings show that the goals that case managers hope to achieve influence their

conceptualization of families as sources of social connections, rather than sources of care, for

clients. To develop strategies to work with families, case managers are engaged in ongoing

assessments and consider family availability to clients, family wishes for involvement in

treatment, and client permission for family involvement in treatment.
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Assertive Community Treatment (ACT) has been established as an evidence-based

practice model for individuals with severe and persistent mental illness (Lehman, Kreyenbuhl,

and Buchanan 2004). ACT aims to assist the most severely mentally ill individuals with

maintaining residence in the community. ACT also extends its service domain to client families

and friends by providing support and education of mental illness. Literature well documents the

effectiveness of ACT on promoting the well-being of both the clients and their families (Essock,

Frisman, and Kontos 1998; Mueser, Torrey, Lynde, Singer, and Drake 2003).

Literature also specifies ACT program design and operational principles (Phillips et al.

2001). An ACT program highlights relatively small caseloads (10-15 per worker), a team

approach to both assessments and the implementation of service plans, direct provision of

interventions from the program to clients, around-the-clock service coverage, and assertive

outreach to the community (Allness and Knoedler 2003; Stein and Test 1980). However, while

these guidelines facilitate the fidelity of ACT programs when this evidence-based practice model

is replicated, the scarcity of research on the processes involved in ACT service delivery limits

our understanding of how ACT actually operates and achieves its effectiveness (Angell,

Mahoney, and Martinez 2006). This grounded theory study thus explores the service processes in

ACT programs and focuses specifically on how case managers work with client families.

Review of the History of Family-Provider Relationships in Mental Health Services

Treatment of individuals with severe mental illness has evolved throughout U.S. history.

Launched by the introduction of effective antipsychotic medication in the mid 1950s and by the

passage of the Community Mental Health Centers Act of 1963, deinstitutionalization has created

dramatic changes in mental health services. Prior to deinstitutionalization, individuals with
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severe mental illness were primarily segregated in large state psychiatric institutions.

Deinstitutionalization was a widespread effort to close most of the institutions and to move these

individuals into the community. While the goal underlying deinstitutionalization was to

humanize mental health services, the lack of the concurrent expansion and integration of

community-based facilities and services meant that most of these former psychiatric patients

were eventually Òfalling through the cracksÓ in the changed mental health system (Bachrach

1978; Torrey 1997).

Some of these individuals were left in the community without adequate support. In other

cases, family members struggled to provide care, and to coordinate services by themselves, for

the mentally ill relative (Riesser and Schorske 1994). Ever since deinstitutionalization, family

caregiving for individuals with severe mental illness has been a prominent issue in the literature.

In the past decades, the literature has focused on various domains of family caregiving, such as

caregiving burdens (Ohaeri 2003), the needs of caregivers (Lefley 2003; Levine and Ligenza

2002), the impact of caregiving on caregivers (Song, Biegel, and Milligan 1997; Winefield and

Harvey 1994), caregiving experiences (Veltman, Cameron, and Stewart 2002), support to

caregivers (Chafetz and Barnes 1989), different relationships of caregivers to the ill relative

(Greenberg, Seltzer, Orsmond, and Krauss 1999; Pickett, Cook, Cohler, and Solomon 1997), and

the interface between family caregiving and the formal mental health system (Greenberg,

Greenley, and Brown 1997).

Deinstitutionalization has created an interface between family members and mental

health providers, and the family-professional relationship is a growing area of interest in the

literature on caring for people with mental illness. Family involvement in the clientÕs treatment

process has been found to be beneficial to the clientÕs well-being (Dixon et al. 2001) and to the
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family member (Greenberg et al. 1997; Reinhard 1994). Family involvement has also been

highlighted in practice guidelines and policies (American Psychiatric Association Practice

Guidelines for the Treatment of Schizophrenia 1997; Weiden, Scheifler, McEvoy, Frances, and

Ross 1999). However, family members still express a great need to have more communication

with mental health providers (Greenberg, Greenley, and Kim 1995; Hall and Purdy 2000) and to

improve the quality of the interactions that they already have (Biegel, Song, and Milligan 1995;

Wasow 1994). These findings suggest a gap between the guidelines and practice among

providers working with mentally ill individuals and their families.

The literature also documents various hypotheses concerning providersÕ unsatisfactory

interactions with family members. Some scholars cite a lack of providersÕ competency in

working effectively with families (Biegel et al. 1995; Wasow 1994), and many other scholars

attribute the unsatisfactory interactions to the providersÕ etiological beliefs (Lefley 1994). These

scholars argue that two groups of etiological theories are most influential to providers: (1)

psychoanalytic theories; and (2) expressed-emotion theory.

On the basis of psychoanalytic theories in the early twentieth century, such as the family

dynamics theory described by the term Òschizophrenogenic motherÓ (Fromm-Reichmann 1948),

theorists argue that impairment in interpersonal relationships is a result of harm in early

childhood done by an intimate other, particularly the mother. Therefore, the best treatment for

people with psychiatric disorders, considered to be psychodynamic impairments, is for these

people to establish a close patient-doctor relationship that alleviates the harm from the early days

and that encourages the patient to learn a new perspective on interpersonal relationships. The

familial attribution of schizophrenia also leads to the conclusion that family has to be entirely



6

excluded from mental health treatment, for family is understood to be the cause of the problems

(Fromm-Reichmann 1948; Lukens and Thorning 1998).

Around the 1960s, researchers developed the construct of Òexpressed emotionÓ on the

basis of significant positive statistical association between, on the one hand, familiesÕ expressed

emotions as measured shortly after a schizophrenic patientÕs hospitalization and, on the other,

the symptomatic relapse rates during the nine months following discharge (Brown, Birley, and

Wing 1972). Expressed emotion theory posits that the familyÕs problematic behaviors induce

the patientÕs relapse. As a result, although mental health professionals began to involve families

in mental health intervention, they did so to change family behavior, not to collaborate with

families (Hatfield 1990; Lefley 1992).

Despite these arguments regarding providersÕ unsatisfactory practices on family

involvement, little is known of the family-provider relationships from the mental health

providersÕ perspectives. There are only a handful of studies conducted with providers regarding

the issues of family-professional interactions. For example, studies explored providersÕ

etiological attribution (Lefley 1985, 1987; Rubin, Cardenas, Warren, Pike, and Wambach 1998),

their perceptions about families (Bernheim and Switalski 1988; Riebschleger 2001), the nature of

providersÕ contact with families and their satisfaction with the contact (Bernheim and Switalski

1988; Dixon, Lucksted, Stewart, and Delahanty 2000; Marshall and Solomon 2004), and the

impact of organizational factors on family involvement (Wright 1997). However, none of those

studies explored the process of the family-provider interactions in a given context to gain deeper

insights in how providers actually work with families.

Family Involvement in Assertive Community Treatment



7

Following deinstitutionalization, the field of mental health has gradually developed

models of community services for severely mentally ill individuals. Assertive Community

Treatment (ACT) was developed at Mendota Mental Health Institute in Madison, Wisconsin, in

the 1960s (Dixon 2000; Marx, Test, and Stein 1973). ACT features a community-based team that

reaches out to mentally-ill clients and provides them with a full range of medial, psychosocial,

and rehabilitative services to prevent hospitalization of clients and to maximize their skills and

supports in the community (Drake and Burns 1995; Stein and Test 1980). ACT reflects an effort

to serve the most vulnerable of the individuals with severe and persistent mental illness. The

admission criteria usually include severe impairment in major life-functioning areas, such as

self-care and work, and required frequent or prolonged hospitalization in lieu of the treatment

program.

Research established ACT as an evidence-based practice model. The modelÕs

effectiveness has been demonstrated in outcomes measured by reduced hospitalizations,

stabilized housing in the community, reduced symptom severity, and improved quality of life

(Kopelowicz and Liberman 2003; Lehman, Kreyenbuhl, and Buchanan 2004; Mueser et al.

2003). While ACT seems to be an effective solution to the aftermath of deinstitutionalization,

how does ACT relate to families in its services for the clients?

Educating and supporting families and other informal supports for clients constitute part

of the ACT service domain (Phillips et al. 2001). Although not all families are involved in

clientsÕ lives and/or treatment, for those families who are involved, research has found the effects

of ACT on families. In their meta-analysis, Ziguras and Stuart (2000) found ACT more effective

than non-case-management services in outcome domains of family burdens and family

satisfaction with services and than standard case management regarding family burdens.
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FamiliesÕ first-person accounts also spoke to the support and understanding that these families

have experienced with ACT program workers (Ryan 2005).

On the basis of the evidence presented above, ACT seems to be a model that benefits

both the client and the family. So, what is it about ACT that might result in positive responses

from families? How do case managers in ACT work with families to help and support clients?

Over the years, research has been focused on outcomes as the basis of evidence of best practice.

It is time to take a further step to understand how practice works well.

In this study, I aim to explore how ACT case managers interact with families while

working with clients. More specifically, I aim to identify: (1) how case managers conceptualize

Òfamily involvementÓ in their services to clients; (2) how case managers interact with families;

(3) the conditional and the contextual factors influencing case managersÕ interactions with

families; and (4) a theoretical framework representing how case managers work with families in

ACT programs.

Method

I used grounded theory methodology to explore case managersÕ practices. Grounded

theory methodology avoids imposing preexisting assumptions on the data, and generates a

theoretical framework that encompasses the ways in which case managers work with families in

ACT programs.

The research process of a grounded theory study resembles a helix where cycles of

intertwined interviewing, dimensional analysis, and theoretical sampling progress toward the

construction of a theoretical framework. This model is different from research that follows a

linear process, which comprises distinct phases of sampling, data collection, and analysis. The
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helical process of a grounded theory study permits researchers to incorporate new relevant data

as the study progresses. However, for the clarity of writing, I will describe separately each aspect

of the research process.

Participants and Recruitment

I conducted the study in the state of Wisconsin, where ACT is known as community

support programs (CSPs).1 According to the program guidelines, a case manager is a team

member who: (1) coordinates individual clientsÕ treatment and referrals; (2) monitors symptom

status; (3) organizes or provides psychotherapy and education; (4) advocates for needed services;

and (5) educates and supports the clientsÕ families and the clientsÕ other major supports

(Wisconsin Administrative Code, HSS63, Community Support Programs for Chronically

Mentally Ill Persons 1989).

I recruited study participants by contacting individual case managers to whom third

parties introduced me and by posting advertisements of the study at local CSPs. Twenty-four

case managers participated and represented ten CSPs over seven counties in southern Wisconsin

(see table 1). The basic demographic data of participants are shown in table 2.

[Insert tables 1 and 2.]

Sample and Sampling

The sampling objects in grounded theory studies are events as opposed to individuals

(Miles and Huberman 1994; Sandelowski 1995; Strauss and Corbin 1990). Sampling decisions

are guided by theoretical sampling, a sampling strategy unique to grounded theory studies.
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Theoretical sampling is a purposive sampling approach. Researchers collect events related to the

key concepts emerging from ongoing analysis so that researchers can compare those events for

similarities and differences (Charmaz 2006; Glaser and Strauss 1967).

Emergence of the key concepts happened gradually during my ongoing analysis. Through

the analytical process described in the next section, I identified four key factors that were most

influential in altering how case managers work with families: (1) clientsÕ legal decision-making

status; (2) clientsÕ wishes for family involvement; (3) the availability of families; and (4)

familiesÕ wishes to be involved in treatment. After identifying these key factors, I asked case

managers to cite specific examples of their experiences insofar as these experiences varied from

one factor to the next. For example, regarding clientsÕ wishes for family involvement, I asked

case managers to talk about how they work with families when client permission was present,

variable, or absent. By analyzing and comparing their interactions with families across situations,

I was able to conceptualize and to establish a theoretical framework of their work with families.

Data Collection and Analysis

I collected data through semi-structured interviews. Most were face-to-face interviews,

varying in duration from 40 to 80 minutes. Interview questions evolved throughout the course of

the study on the basis of my ongoing analyses and assisted my development of the studyÕs

theoretical framework. I transcribed all interviews verbatim.

I analyzed data by using dimensional analysis (Schatzman 1991). Dimensional analysis,

as acknowledged by Strauss (1987, p. 14), is the developmental foundation of the open, axial,

and selective coding procedure later established for grounded theory studies (Strauss and Corbin

1990). Dimensional analysis explicates the thinking processes of how individuals understand and
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interpret social phenomena and provides an alternative way in which researchers can understand

the analytical process in grounded-theory studies. For example, a car can be dimensionalized into

uses, shapes, sizes, markers of social statuses, and so on. When people see a car, they may come

up with different ideas about it, such as viewing it as a dependable car for transportation or a

fancy car to show off, depending on the dimensions on which the people focus. While

dimensional analysis is applicable to various types of research, in a grounded theory study,

researchers use dimensional analysis to generate concepts and their dimensions directly from,

and to verify those with, data.

To indicate the concepts represented by words and phrases, I identified and

dimensionalized salient conceptual categories by following line-by-line coding processes of

transcripts (Bowers 1988; Caron and Bowers 1993). For example, the category, Òvery

involved,Ó indicates the level of involvement, and levels may vary from high to low. Through

my ongoing analysis and subsequent interviews, I continued to expand or refine the conceptual

categories and their dimensions.

[Insert exhibit 1.]

Exhibit 1 illustrates an example of the development of conceptual categories and

dimensions from data. The case manager in exhibit 1 mentioned three different dimensions of

family involvement: levels (ÒveryÓ involved); aspects (client life vs. treatment); and points in

time (present vs. past). These are dimensions of the conceptual category, Òfamily involvement.Ó

Similarly, through my analysis, I established the conceptual category of Òworking with

families,Ó with the dimensions of extent and types of work. In addition, both the family wishes
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to be involved in treatment and family initiative when family members would have questions

and concerns seemed to alter how the case manager worked with the family. Also, the case

manager perceived the availability of other services as a factor that influences the aspects of

family involvement.

I analyzed the data with assistance from an interdisciplinary, international research group

whose members were from the fields of social work, nursing, and family medicine and were

from Australia, New Zealand, Taiwan, and the United States. The group functioned in various

ways. For example, we discussed sections of interviews to identify conceptual categories. I also

reported my analysis, and the group helped me verify it with data. The groupÕs diversity helped

me identify any preconceived ideas that I might have imposed on the data and therefore helped

me ground the analysis in the data. For instance, a case manager described, ÒShe [the client]

doesnÕt like it [the visit to her sister] because the sister pokes funÉÓ (ID05L72). While I

interpreted Òpoking funÓ as malicious, perhaps owing to my Asian cultural background where

people tend not to tease or joke, an American group member pointed out to me that American

siblings commonly poke fun to each other without negative intentions. If I have not gained this

insight from the group member and simply understood Òpoking funÓ from my own perspective,

I might see the clientÕs reaction, avoiding malicious remarks, as ordinary and ignored the

influence of the clientÕs perception in deciding how to understand other peopleÕs remarks, as

malicious or friendly, and to react accordingly.

My data collection stopped at the 24th interview, when my analysis reached theoretical

saturation: I could generate no new conceptual category. For instance, I identified three types of

client wishes for family involvement, including present, absent, and variable. I found through

analysis that when clients could make their own legal decisions, their wishes for family
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involvement repeatedly fell in one of those three types. I found no new type of client wishes by

the end of the 24th interview.

Process of Inquiry

I present the markers of the inquiry process in diagram 1. The study involved three

phases. In the initial phase, including the first 5 interviews, I aimed to explore the conceptual

categories raised by the participants and to maximize the variations around these conceptual

categories. Thus, I interviewed case managers with questions that were open and broad, such as:

ÒTell me about your work,Ó and ÒGive me examples of how you work with families.Ó I also

asked some probing questions to gain more detail, which facilitated my delineation of these

categories. For example, a case manager mentioned initial assessments in response to the

question regarding their work in general. I then asked probing questions, such as the content of

initial assessments and the use of the information. Six primary conceptual categories emerged

from my analysis of the initial interviews.

Researchers in a grounded theory study construct a theoretical framework to present the

interrelationships among conceptual categories. In the developmental phase, which comprised

the next 12 interviews, I sought a deeper understanding of the conceptual categories and

explored how these categories might relate to each other. I generated new questions from the

analysis of the initial interviews. For example, I found in the initial interviews that family wishes

for involvement in treatment influenced how case managers worked with families. To explore

the relationship between the two, I generated questions, such as ÒWhen families are involved in

treatment, how are they helpful or unhelpful, and how do you work with them?Ó and ÒWould it

be easier or more difficult to help clients to be independent when families are not available to
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them?Ó Using the examples in response to these questions, I confirmed that family wishes for

involvement were an influential factor in case managersÕ working with families, and I revealed

different strategies that case managers used to work with families under different situations.

In the final phase, I focused on verifying and integrating the conceptual categories. I

generated further questions to solicit examples of various situations on the basis of both family

availability to clients and types of client permission. Using these examples, I refined the

relationships among the goals, family assessment, and working strategies regarding each

situation and established a theoretical framework of how case managers work with families in

ACT.

[Insert diagram 1.]

Credibility of the Study

Credibility, parallel to internal validity in quantitative studies, addresses how accurately

analyses reflect participantsÕ viewpoints in qualitative research (Lincoln and Guba 1985). I

enhanced the credibility of the study by conducting and presenting my analysis in the research

group, which examined the assumptions and the biases that I might have imposed on the

analysis. Moreover, I adopted member checking, which is a verification of findings that involves

members of the targeted population (in this case, ACT case managers), who examine the validity

of the study. I individually invited the studyÕs last seven participants to review an outline of my

analysis. Each of them validated my findings. Finally, I applied a negative case analysis to this

study. This type of analysis is a process that enables researchers to refine hypotheses and other

conceptualizations by exploring Òoutlier casesÓ and thus to revise a hypothesis until it accounts
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for most of the known cases (Lincoln and Guba 1985). In this study, I used this analysis

specifically to explore exceptions to the known situations throughout the interviewing process.

For example, I discovered that guardianship was an exception to client permission for family

involvement, and I then modified the framework to incorporate this condition therein.

Findings

Diagram 2 presents the theoretical framework of how case managers work with families.

The narrative below will show how case managersÕ conceptualization of family involvement

relates to the goals that case managers help clients to achieve. Goals then inform how case

managers work with families, including how they assess families and what strategies they

develop to work with families. The narrative will also describe two important sets of factors

derived from assessments: (1) family availability to clients and family wishes for involvement in

treatment; and (2) client legal decision-making status and client permission for family

involvement in treatment. These two sets of factors are crucial in case managersÕ work with

families. Finally, the narrative will report how these factors influence case managersÕ

development and selection of family-related work strategies.

[Insert diagram 2]

Goals to Achieve with Clients

A two-level conceptual hierarchy is reflected in how case managers describe the goals of

their practice: the ultimate goal and the objectives. The ultimate goal that case managers try to

achieve is to help clients have the best quality of life possible. To that end, case managers aim
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not only to reduce the influence of mental illness on clientsÕ lives, but also to help clients to

realize their full potential and to gain a meaningful life, where personal identity extends outside

that of being mentally ill. The statement below illustrates the ultimate goal:

With a few exceptions, the long-term goals are, you know, I would say in general, fairly

generic, which is, you know, get better, do more, be happier. (ID13L50-51)

Case managers refer constantly to three objectives that guide their work with clients: (1)

stabilizing mental illness; (2) being independent; and (3) developing social connections. Each

objective corresponds to a specific dimension of case managersÕ efforts to help the client achieve

the best possible quality of life.

To reduce the impact of mental illness on clientsÕ lives, case managers consistently focus

on ways to stabilize mental illness, such as helping clients understand and accept their mental

illness and to follow through with psychiatric and physical treatment. Moreover, case managers

commonly see client independence as an important way in which clients can realize their full

potential. To achieve independence, case managers work with clients to develop independent

living skills and decision-making abilities. Finally, case managers perceive social connectedness

as a key to happiness because it helps clients develop meaningful social identities (e.g., a

grandmother who reconnects with her grandchildren can identify herself as a grandmother) and

feel productive. Case managers aim to foster interpersonal relationships with program staff,

families, and friends, and aim also to help clients integrate into the community.

While realizing that both independence and social connections are important, case

managers recognize the potential contradictions between the two. For example, independent
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living may lead to social isolation, and reliance on social connections may develop dependence.

Therefore, in the long term, case managers work to balance the two objectives (Chen 2006a).

The Relationship between Families and Goals

Case managers perceive that families are ideally a source of social connections for

clients, fitting nicely into goal conceptualization and functioning, therein, as a way to extend

client life beyond mental illness. In general, case managers hope that families can just be

ÒfamilyÓ to clientsÑa source of support, care, and connectionÑand not the caregiver for clients.

You know, natural supports are very important, but I think sometimes the good things in

family get really difficult if the family is doing all the nitty-gritty stuff with the person,

like . . . clean their toilet everyday. . . . then they donÕt get as much of a chance to be a

ÒfamilyÓ and do quality family things together maybe. So, like, when we [say] . . . ÒOkay,

we will clean this toilet. You guys go to the park.Ó (ID02L244-250)

Families might be involved in the stabilization of clientsÕ mental illness, helping the

clients be independent or develop other types of social connections. When this involvement is in

effect, case managers hope that families are supportive of client goal attainment and that

familiesÕ actions indeed help clients grow. Otherwise, family involvement may not be perceived

as helpful.

[Being] supportive and encouraging them to reach for those goals and do the best they

can . . . sometimes that includes medication observation, sometimes it includes rides to

and from work or to school . . . just like they would with any other child . . . strive to get
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them to be independent and to get out working and to be supportive in those kinds of

ways. (ID06L299-306)

Specifically, case managers consider families to be most helpful if they can be a source of

information and support. For example, families can provide the case manager with information

about a clientÕs illness history, filling in gaps in the clientÕs report.

Um . . . a lot of history, you know, psychosocial history. A lot of times, the client, the

consumer, isnÕt the best self-reporter . . . because [of] their level . . . the degree of their

illness, so, a lot of the stuff we try to get from the family . . . pretty much any information

that we are not able to get from the consumer, we try to get from the family. (ID04L55-

63)

Moreover, family can be a support in enriching clientsÕ life experiences. Below is a

quotation from a case where the family is viewed as a helpful source of information and support

for the clientÕs development of social connections.

Well, through talking with him and talking with the parents, I discovered he really likes

to play cards. And his father in particular also likes to play cards, and we were eventually

able . . . to link up with, like, . . . [clubs] and go with his father and play [cards] as a out

of the house, it gets him in a social environment, so heÕs got a few more contacts. He

continues to have some pervasive difficulties, but that activity seems to help him deal

with it. (ID23L82-93)



19

In fact, most case managers make a distinction between family involvement in the

clientÕs life and family involvement in treatment. Family involvement as a social connection is

generally considered by case managers to be involvement in life, not in treatment. Case

managers perceive that family is naturally a source of social support for a client, while

involvement in treatment is not expected of a family. According to case managers, families are

involved in treatment when families are involved in clientsÕ attainment of other objectives, such

as either the stabilization of clientsÕ mental illness based on family monitoring of clientsÕ

symptoms or family assistance in clientsÕ medication compliance.

[Family should be] support, be involved, but let us deal with the crisis. Let us deal with

the medication monitoring. Let us deal with the treatment. And when you ask, ÒWhatÕs

treatment? WhatÕs love and support?ÓÑwell, you can get them at a stop, but I say that

love and support from the family members is not to sit and talk about their mental illness

. . . . If you got a two-hour visit, donÕt spend two hours talking about symptoms. Spend

the two hours talking about things that they do well, things they are working on, other

than the illness: maybe thatÕs what it is. And again, itÕs like, letÕs not make the illness

bigger than it is. (ID12L439-447)

Even though case managers make this distinction, sometimes they blur the line. For

example, while case managers strive to achieve the objective of client independence, case

managers strive also to help clients develop social connections with families. Therefore, if

families perceive their involvement in some of the treatment tasks as a way to connect with

clients, case managers may alter their perception of the involvement in order to strike a balance

between the two objectives.
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Um . . . sometimes itÕs [family support is] taking them to the grocery store. I mean, we do

that too, but sometimes the family thought [that] involvement is . . . thatÕs their way of,

you know, being supportive and wanting to take on that part of their life role. (ID06L306-

308)

Assessing Families

In general, case managers assess the family in relation to five main areas: (1) family

composition; (2) family history, including family psychiatric and medical history and past family

relationships; (3) current family involvement, including availability of the family and areas of

family involvement; (4) current client-family relationship, including who is supportive of the

client, to whom the client feels close, the familyÕs attitudes toward the client, the family

dynamics, the level of disruption by the client to the family, and the effects of current family

involvement on the client; and (5) the familyÕs knowledge about the clientÕs mental illness.

Family assessments and goals.Ñ The areas that case managers emphasize when assessing

families derive, in part, from the case managersÕ goals in relation to which family assessments

are conducted. In other words, case managers usually view families as sources of social

connection, information, and support for clients. Case managers assess families according to the

extent to which families both fulfill those functions and, therefore, facilitate or impede the

attainment of goals. For example, to assess families as a source of information, case managers

focus on the familyÕs level of knowledge about the clientÕs mental illness (Chen 2006c). To

assess family involvement in client independence, case managers tend to focus on the client-

family relationships and on familiesÕ attitudes about client independence (Chen 2006b).
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When to assess families.Ñ Knowing clientsÕ families is an on-going activity, as the

information about the family emerges or as clientsÕ needs or family situations change. Case

managers usually learn about families upon enrollment. During the initial assessment, they often

gather information on family composition, family history, generic understanding of current

family involvement, the client-family relationship, and the familyÕs knowledge about the clientÕs

mental illness.

Usually it is at a later time that case managers develop knowledge of a family that is

more specific, and development of this greater specificity can result from the reduced severity of

the clientsÕ symptoms, prolonged client engagement in a program, the maturity of a trustworthy

relationship between the client and the case manager, or serendipity. For example, a case

manager talked about her experience of knowing a clientÕs family.

 You learn over time. When we met, she was not very talkative . . . quite not even thrilled

to be part of our program . . . with her, it was just so slow, because she has just so kind of

this flat affect and . . . um . . . so, yeah, that was a very slow process, and I would just get

a little information here and there, because she didnÕt offer very much. So weÕve been

working for probably almost two years, and boy! SheÕs just opened up. (ID032L142-208)

Case managers conduct family assessments on an ongoing basis not only in formal

meetings designated for family assessments but also, informally, on other occasions. For

example, a case manager had a better idea about the parentsÕ level of psychological involvement

in the life of their co-residing adult child after observing the parentsÕ reaction to the case

managerÕs intervention in the living arrangement.
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So, we put him at a group home, and the parents let him stay there for four days, found

out that he took a walk with one of the residents at the group home around the block of

the group home, and decided that that was more than they can bear, and they took him

back home. (ID10L192-195)

Using family assessments.Ñ Case managers use family assessment primarily to identify

families that can facilitate goal attainment and to develop working strategies, therein. However,

not all information is applicable at once. Case managers usually focus first on the information

that concerns the person who is available, and the person who is supportive of the client, and to

whom the client feels close. Case managers use this information to determine whether there are

family members who are reliable sources of information about the client or who can provide the

client with support when necessary. When these individuals are identified, case managers usually

ask clients to sign release of information forms so that the case managers can contact the specific

family members when needed. Most case managers prefer to obtain the release as early as the

initial assessment period.

Otherwise, case managers use information from family assessments mostly when

situations arise that require the development of working strategies. For example, one of the case

managers had gathered information about a clientÕs siblings. However, owing to their geographic

distance from the client and to the clientÕs wish to sever contact with them, the case manager

simply filed that information, making no immediate use of it. When the client became ill but

refused medical attention, the case manager contacted the siblings, hoping that they could be

involved as a support for client health at that critical momentÑthat they could persuade the

client to accept medical care.
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Sources of information about the family.Ñ Case managers gather information about the

family from multiple sources if possible. They identify at least six sources of information about

families: clients, records, family members, observations, colleagues, and people in the

community. However, not all sources are equally valuable to case managers. Case managers

value most the information provided by clients about their families. In addition, case managers

may review old documents or referral materials, gain information from family members, observe

family dynamics when families are present in meetings or during home visits, consult colleagues

who have worked with the family, or hear about the family from people in the community.

When faced with conflicting information or when integrating information from multiple

sources, case managers look for ways to validate facts and are cautious about acting on the basis

of any single source. For example, a case manager made the following remark:

I am always skeptical of any information source, whether it comes out of the charts,

whether it comes out of the family . . . if they were making some inference about

somebody, I want to hear some concrete examples. (ID19L281-284)

In this regard, the case manager had combined evidence from sources in the community with

direct observations to support information provided by one family member about another family

member.

Sometimes case managers intend to solve discrepancies in the information provided by

the client and the family through open discussions, like meetings. However, this approach is not

successful with all families.
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We have that [information discrepancy] a lot actually. . . . We just kind of keep bringing

everybody to the table. . . . What I found really is if you donÕt do that, you end up with . .

. donÕt know whatÕs true, and you may have lost the client even in all that. (ID16L127-

134)

Key Factors influencing Case ManagersÕ Work with Families

Case managers develop strategies generally on the basis of both the goals described

above and case managersÕ assessment-based knowledge of families. Case managersÕ selection of

specific strategies for use, however, reflects the strong influence of some key factors in

assessments. Case managers repeatedly refer back to these factors as conditions that case

managers are concerned when applying strategies to family-centered work. In this study, I

identified two primary sets of factors. One, derived from family assessments, regards family

availability to clients and family wish for involvement in treatment. The other, derived from

client assessments related to family involvement, concerns client legal decision-making status

and client permission for family involvement in treatment.

Family availability to clients/Family wish for involvement in treatment.Ñ Case managers

report that they see a wide range of family involvement in clientsÕ lives. During the interviews,

most of the case managers commented that a large number of clients did not have any family

involvement and that families are generally less involved in clientsÕ lives if the mental illness is

more severe, if geographic distance is substantial, if treatment came late in the course of mental

illness, if onset of mental illness happened decades earlier, and if families had limited care

capacity.
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Case managers learn about family involvement in clientsÕ lives primarily through clientsÕ

reports. If clients do not identify anyone, case managers generally will not search for families,

even if there is documented information about families in old records. Moreover, case managers

usually will not initiate changes in family involvement in the clientsÕ lives unless the clients

express an interest in making changes. Case managers express concerns about traumatic

experiences or negative family relationships that clients might have had with the family and that

may still pose difficulties for clients. In these instances, case managers do not take the initiative

but instead wait for clientsÕ self-determination to manifest itself in a request.

The case managers who participated in this studyÕs interviews had found that, of the

families involved in clientsÕ lives, familiesÕ willingness to be involved in clientsÕ treatment

spanned a wide range. In general, while some families have been devoted to caring for a client

since the onset of the illness and are willing to continue to be involved in treatment, other

families relinquish responsibility of care to the program. While family involvement in treatment

is not expected of families, case managers generally respect familiesÕ wishes and adjust their

work, including assessments and strategies, accordingly.

His family is very involved in his life now, but beyond me, say, introducing myself to the

family and giving them my number. . . . The family doesnÕt want to be involved in his

treatment. . . . I have a client. . . . The brother kind of wants to know about his side effects

of his medication. . . . So, thatÕs a little more contact than we would have with the other

one. . . . And then we have another guy . . . everything we do with this consumer has to

be kind of gone through the sisters . . . thatÕs just . . . how they like it, so we work really

closely with his family. (ID02L98-119)
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Client legal decision-making status/Client permission for family involvement in

treatment.Ñ The second set of factors that affects case managersÕ work with families is

determined by the clientÕs legal decision-making status. If the client is legally able to make

decisions, case managers commonly agree that family involvement in treatment is subject to

client permission, which is exemplified by one case managerÕs remark, ÒItÕs [family involvement

in treatment is] mostly in the hands of the clientÓ (ID04L358). Clients formalize client

permission by signing a release of information.

Client permission is built upon the clientÕs wishes for family involvement in client

treatment. A signed release of information may facilitate case managersÕ initiatives to contact the

family; however, in practice, a clientÕs decision concerning whether or not to allow contact

between the case manager and the family supersedes any previous signed consent. In general,

rather than actively approach the clientÕs family, case managers commonly follow the clientÕs

lead on whether or notÑand if yes, to what extentÑthe family is to be involved in the treatment,

even when a signed release of information is on file. Moreover, although a case manager might,

to a limited extent, suggest to a client that there could be increased family involvement or make

recommendations on strategies for solving family problems, case managers do not push clients

on those issues.

Lately if I say, you know, ÒHow are things going with you, your daughter, and your

son?Ó or whatever, now itÕs, ÒI really donÕt want to talk about it because, you know, I am

trying to keep out of their business and take care of me,Ó so . . . we only discuss it when

she brings it up. (ID11L118-121)
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Nevertheless, some case managers are less concerned about client permission in crisis

situations. They might contact families to alert them about a clientÕs family-related comments.

Or, they might ask for family input or collaboration when the client is experiencing rapid

decompensation, although not all case managers agree with this later exception.

Case managers work with the guardian when the client has one. The legal system assigns

guardianship on the assumption that an individual cannot him- or herself make legal decisions,

including the signing of the release of information forms. Regardless of the clientÕs wish, a

family member is automatically involved in treatment if the family member obtains the

designation of guardian.

Various situations created by a combination of the two sets of factors.

So, a lot of what we do is sort of assess the family involvement, how much they want,

and how much the consumer wants, and try to help out with that. (ID02L242-244)

A combination of the previous two sets of factors generates various situations. For

example, when the family is available, the client may permit family involvement in treatment,

vary his or her permission from time to time, or not permit family involvement. When the family

is unavailable, the client either may have no wish him- or herself to contact the family or may

wish to reconnect with the family. These different situations influence how case managers

employ strategies to work with families.

Working Strategies
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Case managers develop working strategies on the basis of both desired goals and case

managersÕ assessment of a familyÕs ability to help facilitate goal attainment. In general, case

managers who work closely with families perceive them to be helpful for the attainment of client

goals. Sometimes, case managers work with families, thus facilitating their participation in goal

attainment. However, there are times when case managers work with clients in the absence of

family involvement if case managers consider families to be an obstacle to goal attainment.

The case managersÕ selection of strategies is influenced by the two sets of factors

discussed above. I use the following three cases to demonstrate how case managers reach

different selections of working strategies. In the first two cases, both families were available and

willing to be involved and both clients permitted family involvement. However, working

strategies varied on the basis of case managersÕ family assessment as being possibly disruptive

(Case 1) or possibly supportive (Case 2) of goal attainment. The third case illustrates the working

strategies adopted when the family expressed the wish for a lower level of involvement in

treatment.

Case 1. We had someone come in, and the mother was very, very involved in his life.

And he wanted more independence and was really sort of rebelling against her. And she

was the payee, his payee, and had all his money. And over time . . . I mean at first, we

really wanted to be his payee, because we could work with him to be his own payee, and

she was really nervous at first because she didnÕt really know us, and trust us, and we just

kept having conversations with her, with the consumer there, about the advantage of him

being more independent. And you try little things, like, you say, ÒOkay, Mom, we wonÕt

be the payee right now, but let us take him grocery shopping.Ó And you do that for a little
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bit, and she can see that it goes well and that we are not going anywhere, and we are not

kicking her son out. And then we will say, ÒHow about we . . . you give us some money

to pay these bills.Ó And then that goes well. And her son is not falling apart, because, you

know, we are handling the money. And so itÕs really a gradual process, and it can be

hard. (ID02L253-265)

In Case 1, the goal was to increase client independence through independent financial

management. Usually, case managers assume full responsibility for financial management, then

gradually release the responsibility to the client by training him or her about financial

management. However, the conditions in this caseÑboth the clientÕs permission for the motherÕs

involvement and her involvement as his payeeÑnecessitated different strategies. Through family

assessments, the case manager found that the client-family relationship was quite intense. The

mother was uncertain about the possibility of her sonÕs success in the program, and there had not

been a trusting relationship between the mother and the program. The assessment revealed that if

the situation remained unchanged, the goal of independent financial management would not

likely be achieved. The case manager then applied multiple strategies to the situation: (1)

mediating the client-family relationship by conducting open communications among the client,

the mother, and the case manager; (2) building a trusting relationship with the mother by

maintaining engagement with both the client and the mother; (3) educating the mother about

mental illness by discussing advantages of client independence; and (4) reframing, through a

ÒdetourÓ approach, the client for the mother by building up her confidence in the client and the

program over an accumulation of little successes.
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Case 2. [H]is grandmother is the only one thatÕs really involved in his life right now . . .

she is older, she and her husband are retired. . . . She is really happy to have us involved.

She is someone who, you know, we taking her to show her the apartment where he is

going to live. WeÕve asked her if she has anything she can donate to put in the apartment

because, you know, he doesnÕt have anything. So, we involved her in a lot of this stuff. . .

. He is gonna be moving into an apartment really for the first time. . . . So, he is gonna be

learning to be independent in this apartment. . . . She [the grandmother] is gonna help get

some stuff set up for his apartment. . . . We are not sure what his cooking skills are . . .

but she is willing to also, you know, kind of help out, showing him how to make

something, giving him some recipes . . . and she said she is willing to come over and help

him clean sometimes. You know, he will still be independent. . . . She is willing to . . .

show him how to do things like that, so. . . . She is willing to help out with that.

(ID18L119-147)

In Case 2, the goal again is client independence. The client permitted the grandmotherÕs

involvement in his treatment. By assessing the family, the case manager found that the client-

family relationship was positive. The client was really happy about the grandmotherÕs visit

during his hospital stay, which is not evident in the excerpt. The grandmother welcomed the

programÕs help, and was supportive of, and willing to assist with, the goal of client

independence. The case manager used a different set of strategies to work with the grandmother,

including: (1) involving the grandmother at every step, such as the apartment inspection; (2)

soliciting resources, such as furniture and recipes, from the grandmother; and (3) collaborating
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with the grandmother, such as having her coach the client in independent skills for cooking,

cleaning, and the like.

Case 3. [H]e is living in a group home now . . . He has got a lot of medical issues, and her

[client motherÕs] comments to me were, ÒWell, I hope he can stay in the group home for

a long time,Ó because she has her own mental health issues too. But at the same time she

is very grateful that he is where he is, and we can help him get to his appointments, keep

his appointments, and É keep her up to date. Because before he was in CSP, she was

doing a lot of that and that was very stressful to her. (ID20L370-379)

In Case 3, the client aimed to live more independently, yet he still needed assistance.

Although the client had relied on the motherÕs care and permitted her continuous involvement,

the mother was unable to be involved in his treatment as much as she had due to her conditions.

In keeping with the assessment on the motherÕs wish, the case manager took care of providing

the support that the client needed without the motherÕs involvement. However, the case manager

continued to keep her informed about the clientÕs situations as that was so she wished.

Discussion

This study advances our understanding of how case managers in Assertive Community

Treatment programs work with families. It generates a theoretical framework that presents how

case managers conceptualize family involvement, how they work with families, and what the

influential factors are in case managersÕ work with families.
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This study brings forth some important findings about how ACT case managers work

with families. The first important finding is that case managers have a distinct conceptualization

of families. Case managers differentiate family involvement in client life from that in client

treatment. Also, case managers believe that families should act as social connections in clientsÕ

lives, not as caregivers in clientsÕ treatment. Case managers hope that, should families be

involved in treatment, they can be sources of information and support and can, thus, help clients

attain their goals.

This conceptualization of families is greatly influenced by how case managers

conceptualize their goals in ACT. Case managers hope to help clients achieve the best quality of

life possible for their clients by stabilizing the clientsÕ mental illness, by helping with client

independence, and by fostering the clientsÕ social connections. Case managers find that they are

constantly balancing client attainment of independence with client attainment of social

connections so that clients achieve levels of independence while avoiding social isolation and so

that clients maintain social connections while avoiding dependence. Case managers believe that

families, although a natural source of social connections, are not always helpful for client

independence, especially when families take care of everything for clients. Thus, case managers

aim to enhance family involvement in client life rather than in treatment.

Case managersÕ conceptualization of families according to their practice is very different

from theory-based family conceptualizations existing in the literature. Case managers are aware

of family conceptualizations based on psychoanalytic theories, such as Òschizophrenogenic

motherÓ (Fromm-Reichmann 1948) or expressed emotion theory (Brown, et al. 1972), which

some case managers mentioned during the interviews. However, according to most case
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managers, the family behavior that these theories explain, such as making critical comments, is

rather the reaction to long-term caregiving burdens or to a stressful environment.

Furthermore, case managersÕ emphasis on families as social connections contrasts with

the current dominant view of families as caregivers for mentally ill individuals. Since

deinstitutionalization, caregiving for mentally ill individuals has become a prominent role for

families, partially in response to the lack of community services. However, both society and the

literature have failed to examine critically the fragmented, inadequate service system and have,

therefore, automatically positioned families in the caregiving role. While ACT has been

established as one of the most effective services for mentally ill individuals since

deinstitutionalization, this study on ACT case managersÕ conceptualization points to the

possibility that in a comprehensive service system, as exemplified by the wrap-around service

provided by ACT programs, families may be able to maintain their role as social supports and

need not compromise this role owing to the impact of mental illness.

In case managersÕ conceptualization of family, the emphasis on letting the family be

ÒfamilyÓ might lead to beneficial effects on families. In fact, case managers stress that Ògiving

families their lives backÓ would be a desirable by-product of their services to the client. That is,

case managers hope to see families be able to once again pursue their dreams, such as taking a

vacation, without feeling worried or guilty. Moreover, this conceptualization and the related

work might strengthen our understanding of the reasons for familiesÕ relatively high level of

satisfaction with ACT programs (Audini, Marks, Lawrence, Connolly, and Watts 1994; Hoult,

Reynolds, Charbonneau-Powis, Weekes, and Briggs 1983; Muijen, Marks, Connolly, and Audini

1992) and for the relatively fewer psychological burdens that families shoulder (Essock, et al.

1998).
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The second important finding of this study is that, in addition to describing case

managersÕ conceptualization of families, the study uncovers two important factors that alter how

case managers work with families: family availability to clients and client permission for family

involvement.

Case managersÕ experiences reveal that families vary regarding their availability to the

client. As observed by case managers, many unavailable or less available families are possibly

vulnerable in terms of their well-being, their finances, and their relationships with the client.

These findings reveal a whole spectrum of families that is currently understudied. As a result of

their sampling strategies, most of the existing studies treat families that exhibit homogeneous

availability to clients. Some researchers (Biegel, et al. 1995; Hatfield, Fierstein, and Johnson

1982; Marshall and Solomon 2000) recruited their participants entirely from family support

groupsÑfamilies that might be more willing and able to be involved in treatment. Other

researchers applied recruitment criteria that inevitably limited the scope of families to those most

involved. For example, families recruited were explicitly identified by clients as Òmost involvedÓ

(Reinhard 1994) or as Òhaving most contact withÓ clients (Greenberg, et al. 1997). Although

these studies have shed much light on families that have devoted themselves to care for their ill

family members, the sampling approaches exclude families that are either not involved in, or not

centrally involved in, clientsÕ lives.

The results of this study also highlight the point that client permission for family

involvement is essential when case managers work with families. More specifically, case

managers follow up on client wishes for family involvement rather than rely exclusively on the

existence of a previously signed consent. That is, at times, clients might refuse contact between

the case manager and the family, and case managers generally respect the client decision and
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void the previously signed consent. The findings on client permission and on its variability are of

great significance because they render more comprehensive our understandings of the

interactions between service providers and families. Most related studies have not factored in

those effects when researching the family-provider interactions (Bernheim and Switalski 1988;

Biegel et al. 1995; Marshall and Solomon 2000) or have examined only generally providersÕ

interactions with familiesÑnot specific situations (Dixon, et al. 2000). Consequently, the

frequently shown results from these studies, such as frequency or amount of time that providers

spent on family contact, do not sufficiently reflect the complexity of the interactions between

service providers and families.

Finally, the study also contributes to the literature by establishing an empirical

understanding of practice in ACT programs and has important practice implications. These case

managers perceive that families ideally are social connections for clients and that familiesÕ

caregiving for clients might sometimes hinder their role in providing social connections.

However, this perspective on family might be inconsistent with how others perceive family.

Some families, for example, might perceive caregiving as a family obligation, that is, as part of

Òbeing familyÓ (Kung 2001). The discrepancy in perspectives requires that all involved parties be

attentive to and communicative with each other to ensure the quality and the effectiveness of

services.

This study demonstrates also the dynamic ongoing processes of assessments in practice.

In addition to their paper-and-pen assessments, case managers are constantly assessing clients

and families in relation to the goals that they hope to achieve and are developing strategies

accordingly. Oftentimes, these ongoing assessments provide more significant input to in vivo

decision-making in practice than those assessments kept in file can provide. As service, by its
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nature, is complex and constantly changing, professional training and education need to

emphasize practitionersÕ self-awareness and critical-thinking capacity in order to integrate multi-

faceted considerations into practice.

The current study has some limitations. First, although the study establishes a theoretical

framework that captures the core conceptual categories and their interrelationships, it does not

well represent the potential variation among individual case managers, especially regarding the

different strategies they applied. Second, this study does not fully explore the details of how case

managers work with families to balance client attainment of family-based social connections and

client attainment of independence. Both of these topics merit a rigorous treatment in future

studies.

This study points to some important directions in which future research can proceed.

First, future research needs to better attend to the variability of families, especially those that

have little or no availability to be involved in the clientsÕ lives. Our understanding of these

familiesÕ needs and strengths can inform us as to how the mental health service system may

facilitate the promotion of the familiesÕ well-being and the familiesÕ roles in clientsÕ well-being.

Second, future research needs to treat client permission rigorously and to conceptualize the

interactions that surface between service providers and families and that result from the

integration of the triad relationships among the client, the service provider, and the family.

Finally, contexts have a general influence on interactions. The current study was

conducted in ACT programs in the state of Wisconsin. The influences that this context has had

on how case managers work can be understood through comparative studies based on various

dimensions of the context, such as the fidelity of ACT, types of service programs, and cultural

diversity in the context. Each dimension can generate hypotheses regarding the contextual
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influences to be tested with grounded data. For example, the current findings may be verified in

other ACT programs that share the same levels of program fidelity. On the other hand, it is likely

that short-term, manpower-efficient, and fast-paced services, such as the discharge service in a

hospital, expect families to participate in caregiving responsibilities. Researchers could also

generate hypotheses in response to the predominately white population in the state of Wisconsin.

In adherence to the notion that European-Americans tend to value individualism and

independence, service providers who are situated in a diverse population might, when working

with families, have goals that differ from the goals ascribable to service providers who are

situated in a homogeneous population.

Conclusion

 By constructing a theoretical framework from ACT case managersÕ perspectives on work

with families, I have discovered that ACT case managers have a specific conceptualization of

family as a source of social connections to clients. I also discovered two factors that are crucial

in case managersÕ practices with families: the degree of family availability to clients and client

permission for family involvement. Both alter the working strategies that case managers use to

work with families. Future research is invited to further investigate the variability of families, the

effects of client permission on providersÕ practices, and the influences of different service

contexts to advance our empirical understanding of practice.
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Notes

1. In the state of Wisconsin, Community Support Programs (CSPs) are equivalent only to

Assertive Community Treatment. Outside the state of Wisconsin, the designation CSP

refers broadly to service programs that, operated by both professionals and non-

professionals, help mentally ill individuals to live in the community.
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Table 1. Participant Recruitment
Counties Programs Participants

County 1 Program 1 ID01

County 2 Program 2 ID02, ID14

Program 3 ID03

Program 4 ID04

County 3 Program 5 ID05

County 4 Program 6 ID06 - ID12

County 5 Program 7 ID13

County 6 Program 8 ID15 - ID17

County 7 Program 9 ID18 - ID21

Program 10 ID22 - ID24
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Table 2. Participant Profile (N = 24)
Characteristics Description

Age (yr)   41.75 (Range: 26 - 57)

Gender (%)

    Female

    Male

  62.5

  37.5

Race (%)

    White

    Black

  91.7

    8.3

Education (%)

    BSW

    MSW

    Others

  20.8

  54.2

  25.0

Experiences in Mental Health (mo) 172 (Range: 26 - 360)

Experiences at the Current Position (mo)   80 (Range: 8 - 240)
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Exhibit 1. An Example of Development of Conceptual Categories
Q: Could you give me some examples about

how you work with different kinds of families?

A: His family is very [a level] involved in his

life [an aspect of family involvement] now [a

point in time], but beyond me [the extent of

work], say, introducing myself to the family

and giving them my number [a type of work],

if there is concerns and questions [a condition

of working with families]ÑthatÕs the limit of

our family contact. So, for a lot of people [the

quantity of people influenced by the condition]

thatÕs kind of what we do [work varies by the

condition]. The family doesnÕt want to be

involved in his treatment [conditions of

working with families: the familyÕs wish for a

particular aspect of family involvement]. There

have been times in the past [a point in time]

when they were so [a level] involved in getting

him to treatment [an aspect of family

involvement]. It was just them; there were no

other services [a condition of family

involvement in treatment]. (ID02L98-103)

Analysis:

Family involvement [Conceptual Category]

    Levels [Dimension]

        High (Ð low)

    Aspects

        Client life

        Treatment

    Points in time

        Present Ð past

Working with families

    Extent of work

    Types of work

       Introducing self

Giving families access to contact

FamiliesÕ wishes/initiative [A condition of

working with families]

Availability of other services [A condition of

family involvement in treatment]
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Diagram 1. Process of Inquiry

How goals inform
assessing and
working with families

How to assess
families and how to
develop working
strategies

How family
availabilities and
client permission alter
working strategies

Influence of the
familyÕs guardianship

Goals to achieve in
ACT

Helpful and unhelpful
family involvement

Reconnecting clients
with families

Different types of
client permission

Family assessment
vs. assessing families

A wide spectrum of work
domains where families are
only a part of it

Emphasis on client
independence

Differentiation between family
involvement in life and that in
treatment

Various family availabilities to
clients

Importance of client
permission in family
involvement

A process of assessment

Initial Phase
Conceptual categories

raised by case managers

Developmental Phase
Development of

conceptual categories and
exploration of their

relationships
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Integration and

verification of conceptual
categories
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Diagram 2. Theoretical Framework of Case ManagersÕ Practice with Families in Assertive
Community Treatment

Working with Families

Assessing Families in Relation to Goals
*As sources of social connections
*As sources of support/information in treatment

Key Factors of
Strategy Selection

Goals

Strategies Strategies

Family Availability to Clients/Family
Wishes for Involvement in Treatment

Client Legal Decision-Making Status/
Client Permission for Family Involvement
Involvement

Ultimate Goal:
The Best Quality of Life Possible
Objectives:
*Stabilizing Mental Illness
*Being Independent
*Developing Social Connections

Notes:
The goals inform how case managers work with families, including family assessment and
strategy development. When assessing families, case managers focus on how well families
function as sources of social connections, support, and information relative to goal
attainment. Case managers develop strategies on the basis of goals and family
assessments. Strategy selection further depends on two sets of factors from assessments:
(1) family availability to clients and family wishes for involvement in treatment; and (2)
client legal decision-making status and client permission for family involvement in
treatment.


