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Objective: Drawing on an organizational behavior framework, this study ex-
plored the impact of attitudinal, occupational, and organizational factors on
mental health professionals’ involvement with clients’ families. Methods:
Data came from a survey conducted with psychiatric staff at the largest
public hospital and the largest private hospital in Indianapolis between
1991 and 1993 as part of the Indianapolis network mental health study. Re-
sponses of 184 clinicians who provided direct care were analyzed using mul-
tiple regression to assess the impact of their attitudes toward families, job
characteristics, and organizational work environment on the amount of
contact they had with clients’ families. Results; Providers’ attitudes toward
families had no significant effect on the frequency of their contact with fam-
ilies. Job and organizational factors were the strongest predictors. Specifi-
cally, being a social worker or therapist and working on day and evening
shifts were associated with increased involvement with families. Staff mem-
bers’ perceptions of how well their unit functioned were also positively cor-
related with frequency of contact with families. Conclusions: The organiza-
tional environment in mental health agencies has a significant influence on
the extent to which professionals become involved with clients’ families. Ad-
ministrators and policy makers should give careful consideration to how the
work environment encourages or limits mental health professionals’ abili-
ties and willingness to get more involved with clients’ families. (Psychiatric
Services 48:921-927, 1997)

ver the past decade, public
Oand professional concern

about the quality of the rela-
tionship between family members
and mental health professionals has
grown significantly. An expanding
body of research has documented
that many families feel unconnected
with the treatment process and are
frequently dissatisfied with the qual-
ity or the amount of contact they
have with providers (1-10). Studies
have also found that family involve-
ment in treatment can have a posi-

tive influence on both family mem-
bers and clients in care (3,11-14). Yet
mental health professionals typically
do not integrate family members into
the treatment process, nor do they
provide very much direct support or
psychoeducational services to fami-
lies (6,8,10).

Explanations for families’ dissatis-
faction and for the low rates of fami-
ly involvement in services are rela-
tively limited. However, a broad
consensus exists that much of the
tension between families and pro-
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fessionals arises from basic conflicts
between what families want and
what families receive from mental
health professionals (2,8,15,16). For
example, family members most often
want emotional support, useful in-
formation about mental illness, in-
formation about treatment plans,
and practical suggestions for dealing
with their ill relative (6,7,12,15).
Mental health professionals, on the
other hand, tend to treat families
primarily as sources of intake infor-
mation, sometimes blaming families
for their loved one’s illness and fre-
quently disregarding family mem-
bers’ own needs for support and ser-
vices (10). Recent efforts to improve
the family-provider relationship
have targeted the need to change
providers’ attitudes about families
and to educate professionals that
families can be an important re-
source in clients’ treatment and re-
habilitation (4,17).

Less well understood is how the
work environment in mental health
agencies may encourage or limit
providers’ abilities and willingness
to get more involved with families.
The central focus in clinical services
is on clients, which has meant that
working with family members is
something providers must do in ad-
dition to their work with clients.
Such work often goes unrecognized
and uncompensated. Professionals
who work with families may even be
stigmatized by colleagues for engag-
ing in such work both because of
conflicting professional views over
the value of family involvement and
because of increased pressure from
supervisors, insurance companies,
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Table 1

Survey responses of 184 mental health professionals on items describing their involvement with clients’ families in the past

six months, by occupational category

Therapists  Attendants, oc-
and social cupational and
Full sample  Psychiatrists ~ Nurses workers recreational ther-
(N=184) (N=11) (N=82) (N=23) apists (N=68)

Item! Mean SD Mean SD Mean SD Mean SD Mean SD F p<
Helping families understand

the client’s illness 1.53 1.17 245 93 145 120 222 1.00 124 1.08 7.11 .001
Encouraging families to support

the client emotionally 1.64 125 245 93 156 129 235 .88 137 1.23 558 .01
Helping families set appropriate

limits for the client 1.39 1.14 2.36 92 123 105 230 93 112 1.23 1097 .001
Informing families of the client’s

progress 1.47 120 2.36 92 152 125 174 105 116 1.13 421 .01
Encouraging families to accept

the client’s independence 1.44 115 2.36 92 135 113 209 90 118 1.16 6.67 .001
Doing family therapy with the

family and the client .54 .84 1.36 92 34 71 113 1.01 44 .74 10.73  .001
Advocating to help families get

needed services .98 1.08 191 .94 72 99 1.87 87 .84 1.04 11.59  .001
Mediating conflicts between fam-

ilies and the client 1.06 98 191 1.04 .80 85 196 .93 93 .90 13.80 .001
Providing families with crisis inter-

vention services 1.02 106 191 .83 72 89 191 .90 93 1.11 1223 .001
Total family involvement score? 1.44 1.09 212 .79  1.08 .87 195 74 1.02 91 11.39 .001

! Jtems were rated on a 4-point scale: 0=never, 1=not very often, 2=sometimes, and 3=very often.
2 The total family involvement score is the average of the nine items.

and other funding sources to engage
in strictly billable work (18).

Work with families, then, is usual-
ly done above and beyond the strict
definition of an employee’s job de-
scription, a concept that organiza-
tional behavior researchers refer to
as extra-role behavior or good orga-
nizational citizenship (19,20). Stud-
ies indicate that such extra-role be-
havior is essential for organizations
to function effectively and efficiently
(21) and that the extent to which
workers are good organizational citi-
zens is heavily shaped by the work
environment (19,20,22).

This paper explores the impact of
attitudinal, job, and organizational
factors on mental health profession-
als’ involvement with families. Three
hypotheses guided this research.
The first is that mental health profes-
sionals’ attitudes about families
strongly affect the frequency with
which professionals interact with
family members. As already noted,
numerous experts on families have
long maintained that mental health
professionals who hold more positive
attitudes about family involvement
are more likely to interact with and

922

respond to the informational and
psychosocial needs of their clients’
family members (10,23,24). Thus a
hypothesis examined in this study is
that the more providers view fami-
lies as a resource for their clients, the
more likely they are to involve and
communicate with families.

The second hypothesis is that
characteristics of staff members’ jobs
affect their level of involvement with
families. Tessler and colleagues (6)
found a professional division of labor
when it comes to dealing with fami-
lies. Specifically, they reported that
the type of professional who works
with family members depends on
where the client is in the continuum
of care. For example, psychiatrists
are most involved during acute
episodes, and case managers and so-
cial workers are active during after-
care. Others suggest that these pat-
terns reflect broader differences in
professional training and clinical be-
liefs about families held by different
professional groups (10,23,24). Al-
though there is some indication that
many providers are becoming more
sensitive to family concerns (24), a
tendency still exists for social work-

ers and case managers to be both
more involved and more supportive
of family concerns than other mental
health professionals (7).

Other aspects of mental health
professionals’ jobs are also likely to
shape their opportunities to interact
with families. For example, providers
who work more hours, such as full-
time employees, and those who work
on day and evening shifts are more
likely to come in contact with family
members because they are on duty
when family members are more like-
ly to be available. Consequently, an
aspect of the second hypothesis in
this study is that professionals who
are most likely to have contact with
families are social workers and other
front-line staff who work day and
evening shifts.

The third hypothesis focuses at-
tention on the organizational envi-
ronment of treatment settings. Stress
and ambiguous work expectations
have been found to negatively affect
workers’ job satisfaction, their com-
mitment to work organizations, and
their willingness to engage in extra-
role behavior (18,21,25). In mental
health settings, pressure from fund-
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Table 2

Survey responses of 184 mental health professionals on items describing their attitudes toward clients’ families, by occupa-

tional category
Therapists Attendants, oc-
and social cupational and
Full sample  Psychiatrists  Nurses workers recreational ther-
(N=184) (N=11) (N=82) (N=23) apists (N=68)
Item! Mean SD Mean SD Mean SD Mean SD Mean SD F p<
The client has family support 1.92 54 190 .54 196 55 183 .58 190 .51 374 772
Family members also have
mental health problems? 2.32 52 248 .50 231 53 229 44 232 55 392 759
Families have a great deal of ex-
perience with the welfare and
social service systems? 1.88 67 1.63 .50 174 61 199 .74 205 .70 3.477 017
Families are optimistic about the
client’s chances for recovery 1.71 55 195 46 1.76 57 154 58 1.66 .52 1.853 .139
Families have little education 2.16 61 176 .66 203 63 214 46 240 .56 6.725 .001
Families are cooperative 2.23 47 220 .40 226 51 228 4 220 44 274 844
Families have an average or a
high income 1.46 56 1.68 46 156 59 137 .64 1.34 48 2.681 .048
Total family attitude score® 1298 230 13.89 179 1347 226 1260 254 1237 2.18 3.800 .011

1 Jtems were rated on a 3-point scale: 1=not typical, 2=somewhat typical, and 3=very typical.

2 The response was recoded so that a higher score would indicate more positive feelings about families.

3 The total family attitude score is the sum of the seven items.

ing agencies, the overall illness
severity of clients in the caseload,
heavy workloads, and feelings that
staff do not work well together in-
crease staff stress, which can lead to
lower job satisfaction and burnout
(18,26,27). According to Glisson and
others (18,19,22,25-27), these orga-
nizational effects are especially im-
portant because they can influence
both the quality of care and client
outcomes. The study reported here
extends this logic, and it was hypoth-
esized that as staff perceptions of the
organizational environment or unit
functioning improve, professionals’
involvement with families will in-
crease.

Methods

Data and sample

The data for this study came from a
survey of all psychiatric staff mem-
bers at the two largest general hospi-
tals, one public and one private, in
Indianapolis. The survey was con-
ducted between 1991 and 1993 as
part of the Indianapolis network
mental health study (28,29). The two
facilities provide inpatient, outpa-
tient, and community outreach and
support services for people with a
wide variety of mental health prob-
lems.

The total sample included 231
staff members—114 from the pri-
vate hospital and 117 from the pub-
lic hospital. The response rates for
the survey were very high, 94.4 per-
cent and 96.6 percent, respectively
(30). Because the focus of this study
is on clinical staff involvement with
families, survey data from only the
184 staff who indicated that they
provided direct clinical care were
included.

At the private hospital, 98 clinical
staff worked in four program areas,
and in the public hospital, 86 staff
were employed in three treatment
units. The mean*SD age of the clin-
icians was 39.23+9.45 years. A total
of 142 of the 184 staff members (77.2
percent) were white, and 136 (73.9
percent) were women. Most had a
college education or better (85.2 per-
cent). The median personal income
for the sample was between $25,000
and $30,000. The mean*SD number
of years spent working in the mental
health field was 10.88+10.01. The
clinicians had spent a mean of
7.62+7.84 years employed in their
current position.

The sample was composed of 11
psychiatrists (6 percent), 82 nurses
(44.6 percent), 23 therapists and so-
cial workers (12.5 percent), and 68
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psychiatric technicians or occupa-
tional and recreational therapists (37
percent). Of the 184 staff members,
145 (78.8 percent) worked full time,
and 114 (62 percent) worked on a
day or evening shift.

Measures

The central dependent variable,
family involvement, was measured
with nine items developed by
Grusky (31), which ask respondents
how often they have had nine types
of contact with families in the past
six months (see Table 1). Responses
are coded as 0, never; 1, not very of-
ten; 2, sometimes; and 3, very often.
A respondent’s total score was com-
puted as the mean of the nine items.
The internal consistency of the fami-
ly involvement scale was excellent
(Cronbach’s alpha=.961).

The clinician’s attitude toward
families was measured as the simple
sum of an additional seven items
from the instrument developed by
Grusky (31). These items assess the
extent to which the respondent per-
ceives families in general to be a re-
source for clients (see Table 2). Re-
sponse categories are 1, not typical;
2, somewhat typical; and 3, very typ-
ical. Possible scores on this measure
range from 7 to 21, with higher

923



Table 3

Survey responses of 184 mental health professionals on items describing the func-

tioning of their unit!

Item Mean SD

New and different intervention ideas are being tried out here? 249 103
New ideas about clinical methods are not viewed with enthusiasm here 296  1.00
The same clinical methods have been used here for a long time 2.71 .93
Staff find the work here interesting and challenging? 2.75 .86
The work atmosphere around here is impersonal 3.49 94
Staff seem to be just putting in time in this program 3.32 97
The program approach is well planned? 2.65 .90
Clinical policies and procedures are vague and ambiguous here 338 1.00
Things are pretty disorganized around here 336 1.00
The details of assigned responsibilities are well explained to staff 2.56 .88
Staff feel comfortable working through work-related concerns? 2.97 91
Group spirit is poor around here 3.18 .96
Staff don't look to each other for support in this grogram 3.59 .86
Supervisors compliment staff on a job well done 283 1.06
Supervisors tend to criticize staff 3.11 .96
Supervisors expect far too much from staff 3.56 .78
Supervisors really stand up for staff? 2.81 .98
Total unit functioning scale 55.61 9.19

! Items are modified from original questions developed by Jerrell and Hargreaves (32). Responses
were coded so that 1 indicates strongly agree and 5 indicates strongly disagree.
2 The response was recoded before summing so that a higher score would indicate more positive

perceptions of unit functioning.

scores indicating more positive views
of the family. The internal consisten-
cy for this measure was good (Cron-
bach’s alpha=.676).

The respondent’s job-related char-
acteristics were modeled with vari-
ables indicating occupation (psychi-
atrist, nurse, counselor-social work-
er, and psychiatric attendant—oc-
cupational or recreational therapist),
primary shift (day or evening=1,
night=0), work status (full time=1,
part time=0), and the number of
years employed in the organization.

In addition, four organizational
measures were used in the analyses.
A single-item ordinal measure as-
sessed the respondent’s perception
of his or her overall workload. Re-
sponse categories on this item range
from 1, never too heavy, to 5, always
too heavy. The respondent’s percep-
tion of clients’ severity of illness was
measured using nine items that rate
the global difficulty of clients in his
or her caseload (31). For example,
different items describe clients as
being cooperative, well educated,
socially isolated, having stable em-
ployment, and acting out. As above,
response categories range from 1,
not typical, to 3, very typical. Possi-
ble scores range from 9 to 27, with
higher values indicating more se-
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verely disabled clients (Cronbach’s
alpha=.606).

A categorical variable was used to
indicate the type of hospital (pri-
vate=1, public=0). The organiza-
tional environment (unit function-
ing) was measured with 17 items
from Jerrell and Hargreaves’ Com-
munity Program Philosophy Scale
(32). The items describe the respon-
dent’s general perceptions of work-
group process, cohesiveness, and su-
pervisor support (see Table 3).

The 17 items are rated on a 5-point
scale, with 1 indicating strong agree-
ment and 5 strong disagreement.
The total score is computed as the
sum of the items and has a possible
range of 17 to 85, with higher scores
indicating more positive perceptions
of unit functioning. The internal con-
sistency of this scale was high (Cron-
bach’s alpha=.875). Finally, a series
of controls were included in the mul-
tivariate model. These variables
were age, race, sex, education, and
income.

Analysis

Ordinary least-squares multiple re-
gression analysis (33) was used to ex-
amine the effects of professionals’ at-
titudes toward families, job charac-
teristics, and perceptions of unit

functioning on their involvement
with families. While simultaneously
controlling for staff members’™ indi-
vidual demographic characteristics,
this method focused the analysis on
the relative independent effects of
the three hypothesized predictors of
family involvement.

Results

Table 1 lists the nine items measur-
ing the frequency of family contact
and presents means for the entire
sample and for the four occupational
categories. On most of the items,
psychiatrists reported having the
most frequent contact with families.
The response pattern of therapists
and social workers closely paralleled
that of the psychiatrists. Psychiatric
attendants and occupational and
recreational therapists had the least
amount of family contact. As the
table shows, simple analyses of vari-
ance indicated significant differ-
ences between the four groups on
each of the nine types of family con-
tact and on the overall measure of
family involvement.

Unexpectedly, and in contrast to
previous findings (10), the responses
indicated that family therapy was
seldom a major focus in these
providers’ interaction with families.
As Table 1 shows, the sample mean
on the item about family therapy was
.54+ .84. This mean is significantly
lower (p<.001) than the means on
the eight other types of family inter-
action. The most common types of
interaction were helping families
provide emotional support to clients
(1.64%1.25) and helping them un-
derstand clients’ illness (1.53+1.17).

Table 2 lists the seven items mea-
suring clinicians’ attitudes toward
families and presents means for the
entire sample and for the four occu-
pational groups. In general, the staff
described the “typical” families of
their clients as being cooperative
and as having mental health prob-
lems of their own. Staff attitudes
about families varied slightly by oc-
cupation. Compared with psychia-
trists and nurses, therapists and so-
cial workers and psychiatric atten-
dants and recreational and occupa-
tional therapists were more likely to
view clients’ families as being heavi-
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ly involved with the welfare and so-
cial service systems and as having lit-
tle education. In general, as the sta-
tistical data in Table 2 show, psychia-
trists and nurses tended to hold the
most strongly positive views toward
families; their total attitudinal scores
were significantly different from
those of professionals in the other
occupational categories.

Table 3 presents the individual
means and mean total score for the
providers’ responses on the percep-
tion of unit functioning scale. The
providers indicated that they felt
they could rely on their colleagues
for support at work and that the work
environment was fairly well orga-
nized. In addition, they reported
that supervisors’ expectations of
them were reasonable and that the
work atmosphere was comfortable.
However, the respondents were less
positive when asked if they found
the work interesting and challenging
and whether or not new and differ-
ent intervention ideas were being
tried on the unit. The overall score
suggests that these professionals
were modestly positive about their
work situation.

The ordinary least squares multi-
ple regression model of family in-
volvement is presented in Table 4.
The model specifies the direct effect
of clinicians’ attitudes toward fami-
lies, their job characteristics, and the
organizational factors on their report-
ed involvement with families while
controlling for their demographic
characteristics. In sharp contrast
with expectations, clinicians’ atti-
tudes toward families had no statisti-
cally significant effect on the amount
of family contact (beta=.004).

However, Lefley (10) and others
(7) have suggested that mental
health professionals’ views of the
family often vary by occupation. To
explore this possibility, the attitudes
of the four occupational groups were
also examined by introducing inter-
action terms to the basic model of
family involvement. (These data are
not reported here but are available
from the author.) In the interactive
models, the only significant interac-
tion was for nurses (beta=.925,
p<.029), indicating that positive at-
titudes toward families influenced

Table 4

Ordinary least-squares regression model of the effects of attitudinal, job-related,
and organizational factors on 184 mental health professionals’ reported involve-
ment with families, controlled for demographic factors!

Factor beta® £
Attitude toward families 004 04
Job-related factors
Organizational tenure (in years) -.141 -1.49
Shift (day or evening) .187* 2.25
Works part time .020 .24
Nurse! .078 .75
Psychiatrist* 071 .85
Therapist or social worker? 242%* 2.79
Organizational factors
Unit functioning 224* 2.48
Workload .098 1.20
Caseload severity .205* 1.97
Private hospital .024 .23
Demographic controls
Age (in years) -.037 -41
Race (nonwhite) 137 1.53
Sex (female) -.010 -12
Education (in years) .001 .01
Income .028 .25

1 F=2.75, df=16,142, p<.001; SE=.82; R?=.237

2 Standardized regression coefficients
3 df=156

4 The omitted comparison category was psychiatric attendants and occupational and recreational

therapists.
*p<.05
**n<.01

only nurses’ involvement with fami-
lies.

As shown in Table 4, only two job
characteristics appeared to be im-
portant in predicting family involve-
ment. As hypothesized, staff mem-
bers who worked on day or evening
shifts were significantly more likely
to interact with families than those
who worked at night. Therapists and
social workers were also more in-
volved with families. Surprisingly,
the multivariate model indicated
that psychiatrists, who reported rela-
tively frequent family contact (see
Table 1), were not significantly in-
volved with families. This finding
suggests that psychiatrists’ involve-
ment with families is not as consis-
tent as social workers’ involvement
and is heavily affected by the other
personal, job, and organizational fac-
tors in the model.

Finally, the organizational envi-
ronment of treatment programs also
had a significant impact on staff in-
volvement with families. Specifical-
ly, clinicians with caseloads of more
clinically challenging clients had sig-
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nificantly more contact with families.
In addition, as hypothesized, staff
who perceived that the unit was
functioning more smoothly tended to
interact with families more often.

This finding echoes results of pre-
vious research indicating that the or-
ganizational environment affects the
quality of care clients receive (18,25,
26). Additional analyses of this pat-
tern indicated that the organization-
al environment affects family in-
volvement primarily because of the
effect it has on staff members’ satis-
faction with their jobs. (These data
are not reported here but are avail-
able from the author.)

Discussion and conclusions

The central findings of this research
are threefold. First, little evidence
was found that providers’ attitudes
about families influence the amount
of contact they have with families.
Generally, the professionals in this
study held relatively positive views
of families. Only nurses’ attitudes to-
ward families were significantly and
positively correlated with the fre-
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quency of their involvement with
clients’ families.

Second, job characteristics, in par-
ticular occupation and shift, influ-
enced providers’ opportunities to in-
teract with families. The finding that
social workers and other front-line
staff were most consistently involved
with families affirms both Tessler
and associates’ proposition (6) about
the professional division of work
with families and claims by Solomon
(7) and others that social workers and
case managers are usually families’
primary resource in the mental
health system. Third, the quality of
the organizational environment in
the treatment setting was also a crit-
ical factor in encouraging profession-
als’ involvement with families.

However, it is important to keep in
mind that this study used self-re-
ported measures of the frequency of
mental health professionals’ contact
with families. The results should
thus be viewed as preliminary and
must be replicated using more ob-
jective indicators of the nature and
frequency of family-provider in-
volvement, such as counts of ob-
served contacts or of contacts docu-
mented in clients’ charts. Further,
measures of the amount of contact a
professional has with families do not
necessarily provide any detail about
the quality of the interaction. Having
a great deal of contact with a hostile
staff member may be less beneficial
than having limited contact with a
relatively helpful therapist. Future
studies should focus on specific fam-
ily-professional interactions and as-
sess both what happened and how
both the family and the professional
felt about it.

The results of this study have im-
portant theoretical implications for
research on families’ experience of
mental illness. To date, most re-
search efforts have focused on fami-
lies’ perceptions of mental health
professionals’ attitudes about fami-
lies with little regard for how the or-
ganizational aspects of the setting in
which families are seeking help
might influence their experiences
(5,7). This study has provided further
evidence of a broad division of work
with families among mental health
professionals.
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In addition, the results also clearly
suggest that other less tangible fac-
tors, such as worker morale and per-
ceptions of how well staff work to-
gether, have an impact on clinicians’
involvement with families. In this re-
gard, research on families’ experi-
ences in the mental health system
could be strengthened significantly
by giving more careful consideration
to the service-related circumstances
that shape the frequency and quality
of provider-family interaction.

At a policy level, the results under-
line the need to rethink current ef-
forts to develop more family-inclu-
sive or family-centered service sys-
tems (34,35). There is some evidence
that the family movement has had an
impact on professionals and has
raised their sensitivity to the needs of
families and the complexity of the
ethical and legal issues involved in
including families in the treatment
process (10,35). However, the results
of this study highlight that educating
professionals about the special needs
of families and changing their atti-
tudes about families may not be
enough. Encouraging family involve-
ment demands that policy makers
and administrators take a closer look
at how mental health services are ac-
tually provided and how specific or-
ganizational, cultural, and ideological
factors inform actual practice.

Finally, as this study suggests, spe-
cial attention should be given to the
quality of the environment in which
mental health work is performed as a
condition for fostering family-pro-
vider collaboration. The extra-role
nature of working with families
means that during periods of organi-
zational dissatisfaction and stress,
clinicians will be less able and less
likely to involve family members be-
cause working with families is not a
central or rewarded component of
standard clinical work. Planners in-
terested in building family-centered
services should consider ways to en-
hance mental health organizations’
capacity to involve families in the on-
going work process. ¢
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