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ABSTRACT: Family members often provide significant support and care to their relative who
has a mental illness. Nonetheless, how family members might be part of an individual’s mental
health recovery journey is rarely considered. The aim of this study was to investigate how those
with a mental illness define ‘family’ and the role of family (if any) in their recovery journey. A
qualitative approach was used. Purposive sampling and snowballing were used to recruit and
conduct semi-structured interviews with 12 people who have been diagnosed with a severe mental
illness. Participants defined family in various ways with some being very inclusive and others
more selective. There was acknowledgement that family contributed to the individual’s recovery in
a myriad of ways, although the need for boundaries was stressed. While no participants suggested
that their family might become active treatment facilitators, they did want clinicians to support
them in talking to their family about their mental illness. A multifaceted approach is needed to
promote family-focused recovery practice. The needs of different family members and the needs of
the family as a group should be considered concurrently alongside the individual’s needs in their
recovery plan. Individual and relational components of recovery should be embedded in policy
and clinical practice.
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INTRODUCTION

The promotion of recovery is an important service ini-
tiative. Recovery is ‘a satisfying, hopeful, and contribut-
ing life, even when there are on-going limitations

caused by mental health problems’ (Mental Health
Commission of Canada 2012; p. 12). This means recov-
ery ‘connotes neither the full restoration of health nor
the symptomologies of chronicity’ (Duff 2015; p. 2).
Thus, recovery differs from a biomedical model of
recovery, commonly associated with a remission of
mental illness symptoms. The concept of recovery is
not without its detractors, primarily due to its individu-
alist nature. Adeponle et al. (2012) suggest recovery
builds ‘an egocentric concept of the person as a self-
sufficient, self-determining, independent entity’ (p.
116). Furthermore, Onken et al. (2007; p. 18) argue
‘. . .the hope and promise of self-directed recovery. . . is
borne disproportionally by the individual’, which
implies that those with a mental illness can ‘earn their
way back. . . through simple acceptance of the disorder,
embracement of recovery and actualisation of self-
agency’. Hence, recovery becomes the responsibility of
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the individual, without consideration of the various
political, economic, or societal determinants of mental
health (Price-Robertson et al. 2016).

In response to these concerns, some researchers have
emphasized the relational aspects of recovery. Onken
et al. (2007) depict recovery as a dynamic interaction
between the individual and their social environment.
These authors argue that interactions with others,
including family, friends, and practitioners, will inevita-
bly impact on an individual’s ability to access help,
develop agency, and create purpose and meaning in life
(Onken et al. 2002). Similarly, Tew et al. (2012) argue
that ‘relationships are vital to recovery: they shape iden-
tity and contribute to or hinder wellbeing’ (p. 451).
However, these studies do not specify relationship types
(i.e. family, friend, or community) nor how these differ-
ent relationships might promote or hinder an individ-
ual’s recovery. While Foster and Isobel (2018)
recommend a family-centred relational recovery
approach, they found that mental health nurses lack the
confidence to support such practice and require specific
training with organizational policy at all levels. Maybery
& Reupert (2018) synthesized family-focused practice
with recovery in terms of (1) acknowledging the family
role of the client (e.g. parent), (2) recognizing that
family can contribute to recovery and (3) appreciating
that families go through their own recovery journeys.

Historically, families were regarded as causing their
relative’s mental illness through neglect, abuse, or con-
flict (Wyder & Bland 2014). Increasingly, however, it is
recognized that families can be both a source of trauma
and a source of healing (Bouverie Centre 2016). In a
series of interviews with people with a mental illness,
Aldersley and Whitley (2015) found that while families
supported recovery in multiple ways, they may also
contribute to their relative’s stress. Notwithstanding the
potential for families to impede recovery, family mem-
bers may also or instead play a vital role for their rela-
tive’s recovery journey by offering encouragement,
promoting help-seeking and offering housing and finan-
cial assistance (Maybery & Reupert 2018). A recent
systematic review identified studies where ‘family’ was
highlighted within a recovery framework (Reupert
et al. 2017). Of the 31 papers identified, eight did not
define what was meant by family, while a further ten
studies focused exclusively on an individual’s relation-
ships with parents. The authors concluded that further
research was needed to determine how people with a
mental illness define and understand the role of family
in the recovery journey. Better understanding of the
role of family in recovery is warranted given an

increasing emphasis on self-directed care and reliance
on informal supports (Bland & Foster 2012).

Thus, the aim of this study was to explore the mean-
ing of family and recovery from the perspective of
those with a mental illness. Specifically, we examined
how those with a mental illness define and understand
the role (if any) of family in their recovery journey.
The findings of this study may be used to extend and
refine existing recovery frameworks, influence practice,
guide the development of professional resources, and
inform policy.

METHOD

A qualitative approach was used to explore the phe-
nomenon of interest and to use a method grounded in
lived experience (Sandelowski 2004). Inspired by natu-
ralistic inquiry (Lincoln & Guba 1985), researchers
sought to understand participants’ individual under-
standings and experiences in context to offer clinicians
further insight into the consumer perspective. Semi-
structured interviews with persons who had been diag-
nosed with severe mental illness were conducted to
explore their understanding of where family were posi-
tioned in their recovery. Severe mental illness was
defined as persistent, interfering with daily living and
requiring complex and multiagency services (Whiteford
et al. 2017).

Participants

Purposive and snowball sampling methods were used to
recruit adult participants (Liamputtong & Ezzy 2005).
These methods are useful for locating difficult to find
and information-rich key informants (Patton 1990).
Flyers, local radio interviews, and geographically
targeted social media advertising were also used. Adults
who were consumers of mental health services who lived
in the local area and considered themselves to be suffi-
ciently well to participate were included. The setting
was a rural region in south-eastern Australia where ser-
vices are provided to 220,000 people across 50,000 km2

(Department of Health and Human Services (DHHS)
2017). Profile data indicate that the area is socio-eco-
nomically disadvantaged and the population experiences
higher levels of psychological distress and mental illness
than those in adjacent regions (DHHS 2017). This is
exacerbated by the relatively poor access to mental and
other healthcare services in rural Australia (Australian
Institute of Health and Welfare 2016). In this area,
acute and community mental health services are
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delivered by government-funded services including
specialist inpatient and community, general hospital,
community support services, and medical practitioners.

The relevant Human Research Ethics Committee
approved the study. Participants provided written
informed consent and in recognition of their time were
offered a $70 retail voucher. Participants were aged
between 25 and 67 (mean: 41.6, SD 12.1) years. Inter-
views ranged from 36 to 70 min. Participants self-
reported various severe mental illnesses, as defined by
the illness length and level of disability. Other demo-
graphic characteristics are outlined in Table 1.

Data collection

An experienced mental health researcher conducted a
brief, introductory telephone interview with each
potential participant to ensure they understood what
was expected of them. Telephone interviews (as
opposed to face-to-face interviews) were subsequently
employed to collect data, as they are useful for access-
ing difficult to reach participants (as was the case in
this study) and may reduce the embarrassment of
responding to sensitive questions (Fenig et al. 1993).
Sturges and Hanrahan (2004) compared the results of
face-to-face and telephone interviewing and found that
the mode of interview did not influence the nature or
depth of participant responses.

Twelve one-to-one semi-structured interviews were
conducted by two members of the research team. The
two researchers discussed their experiences of the
interviews to ensure an alignment of the interview
questions with the research questions. The semi-struc-
tured interview schedule was informed by the literature

review (see in particular Onken et al. 2007; Price-
Robertson et al. 2016; Tew et al. 2012). Each interview
commenced with a brief discussion on recovery and
what recovery meant for each participant. Questions
then explored participants’ understanding of family and
who they considered to be in their family. Subsequent
questions were then asked around how, if at all, an
individual’s family might be part of their recovery jour-
ney. Sample questions include:

What does recovery mean to you, if anything?
How do you define your family? Who is in your
family?

What has your experience been of your family
helping you in your recovery journey, if at all?

In the past, what are some ways, if at all, that your
family got in the way of your recovery?

What has been your experience of mental health
workers encouraging your family to be involved?

What did they do? Do you want this?
Interviews were audio-recorded and transcribed
verbatim. Participants were provided with a copy
of their transcript and invited to review and make
amendments. Two participants made minor
changes.

Analysis

Braun and Clarke’s (2006) six stages of data analysis
were used. Initially, transcripts were read, noting down
preliminary ideas. Second, line-by-line coding identified
key concepts across the interviews. Codes were then
collated into potential themes (step three) and then
reviewed against the initial ideas (four). At this stage,

TABLE 1: Participant demographic characteristics

Participant no. Gender Age Marital status

No of

children

Age of

children Self-reported family role/s Living situation

C1 F 32 Defacto 2 7,9 Mother Daughter Partner Cousin With partner and children

C2 F 25 Defacto 0 Partner With partner and his father

C3 F 44 Single 1 19 Mother Lives alone

C4 F 38 Defacto 0 Partner Daughter With partner

C5 M 67 Divorced 2 31,28 Father, Brother, Grandfather Lives alone

C6 F 34 Single 4 7,15,15,17 Mother Aunty With children and adopted niece

C7 F 58 Divorced 3 28,29,31 Mother With children

C8 M 52 Married 1 11 Husband, Father, Son, Brother With wife and daughter

C9 F 27 Single 0 Daughter Sister With mother and father

C10 M 34 Single 0 Son With father

C11 F 46 Separated 2 3,5 Mother Daughter Stepdaughter

Granddaughter Sister

With children

C12 F 42 Single 0 Daughter Lives alone
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two researchers independently coded transcripts and
discussed emerging themes and coding inconsistencies.
Inconsistencies were discussed and resolved by refer-
ring back to transcripts. Step five involved two
researchers defining, refining, and naming themes. In
the final sixth step, the selection of compelling inter-
view excerpts and examples was undertaken by the lead
researcher. Excerpts are coded according to participant
number. During the study, standards for conducting
and reporting qualitative research were followed as
synthesized by O’Brien et al. (2014).

RESULTS

Five overarching themes were identified. Each theme
is described below and illustrated with direct quotes
from participants.

Understandings of recovery

In discussing what recovery meant, one participant
seemed resigned to the possible trajectory of having a
mental illness:

. . .because medication doesn’t cure you, it helps you
live with the illness. . . recovery for me. . . You know
I’ve had my illness for a very long time and I knew
from when I was first diagnosed that I’d have it my
entire life. . . I can’t imagine not being the way I
am. . .it becomes part of day to day life. . . [because]
the illness isn’t going away. (Participant 4)

There was a recognition that recovery is relational:

I need other help. I need other people’s support to
help my recovery. (Participant 6)

Overall, however, participants appreciated that
recovery was about acceptance, empowerment, and a
‘lifetime journey’ (Participant 11):

Recovery is a process where you start from one end of
the spectrum and work your way through the areas of
concern and reach a point. . .where you acknowledge
your failures and go above and beyond. . . (Participant

5)

Another statement referred to recovery as about
regaining control and the ability to look after oneself
and others:

. . .for me that is functioning to a point where I can
hold down a job, where I can maintain a relationship,
where I can look after myself and my home and my
pets adequately (Participant 12)

Defining family

Participants provided many configurations of family,
who were important for their recovery. Six partici-
pants were very general in their descriptions of family
and included dependent and independent children,
parents, grandparents, siblings, parents in law, and
cousins. Others were more selective. Three partici-
pants focused only on their family of origin, including
parent(s) with one excluding siblings and another
including nieces/nephews. Three participants
described family solely in terms of their new family
or family of procreation and excluded family of origin,
parents, and siblings. Participant 3 when asked about
who was in their family responded ‘my son and his
girlfriend’ and did not have contact with any other
family due to issues with disappointment in how they
understood mental illness.

One participant included only her partner and his
family and excluded all members of her biological fam-
ily. Participant 6 spoke of the challenges in her family;
‘I couldn’t have support because he wouldn’t allow me
to have anyone in my life’.

Another also included clinicians because ‘they’re like
my new family’ (Participant 6). Participant 5 considered
his carer as family; ‘She classes me as her uncle, I’ve
known her for 20 years’. He spoke of wishing that his
daughter was in his life but ‘every time I ring her, she
hangs up on me’.

Family contributions to recovery

There were many ways in which family contributed to
and supported recovery.

Four participants described the sense of purpose
provided by family, for example ‘I don’t know if I
would even be alive [without my family]’ (Participant
1). Similarly, family provided meaning: ‘if I did not
have [son and son’s girlfriend] I think my world would
be nothing’ (Participant 3).

Participants described the role of family in monitor-
ing, ‘my mum can read me very well and knows where
I am in that sense and she would talk to me and I’d
ring the doctor and he changes things [medication]’
(Participant 4). There were, however, clear boundaries
communicated:

I sort of explain to one of my cousins that you don’t
need to check up on me every day, I’m okay, and it’s
not like this illness is impacting my life very single day
and I can be left alone. (Participant 1)
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Practical assistance was also provided; ‘she [cousin]
made me eat and all that stuff’ (Participant 1). Like-
wise, financial, transport, and housing assistance was
offered, ‘Mum and Dad actually bought a house and
put me into it to rent which is good because I really
wasn’t coping in the private rental market at all’ (Par-
ticipant 12). Others noted the social support afforded
by family members, ‘They [mum and sister] come over
every day. . . She [sister] takes me to Melbourne shop-
ping which I really like’ (Participant 9). Family also
offered emotional support, ‘my son, . . . we had to do
something really hard yesterday and he just made us
all laugh, and . . . lightens the mood and make sure
everything was okay’ (Participant 3).

Other described how some family members supported
their parenting role: ‘. . . she [mother] identified that
[when ill] she takes the kids for me. . . sometimes for
up to two weeks’. (Participant 1)

‘There’s good and bad’ (P12): family involvement
in recovery

Three highlighted some of the issues associated with
family involvement; ‘family can be the source of mak-
ing you better and definitely the source of making you
worse’ (Participant 1). While Participant 6 drew on
family support, she also suggested that:

I suppose the only ones I can talk to aren’t friends and
family. . . it’s more professionals. I guess what I try to
do is block the rest of my world out. I don’t want them
seeing me like this. . . I don’t want friends and family
to worry. . . I don’t want them to judge or misunder-
stand, or I don’t want to lose them.

Participant 6 continued by indicating that workers as
opposed to family ‘don’t step over the boundaries’.
Similarly, Participant 1 indicated that she did not want
some family members to be involved because ‘they can
be just as stressful being around you. . . I find it over-
whelming that I have to worry about them. . . [and
becomes] another guilt trip’. The importance of clear
boundaries was affirmed by Participant 12: ‘they’re
[Mum and Dad] my carers but I’d prefer when they
actually took notice of my wishes. I want them to have
boundaries’.

Services, family, and recovery

There was widespread recognition that one approach
did not meet the needs of all individuals and their

families. For example, when asked how services might
support family-focused recovery, Participant 11 stated:

. . . asking the consumer, I guess what involvement they
want or they need with their family, and then commu-
nicating with the family. . . every consumer is going to
be different and have different needs, and their needs
change. . .you need to be aware of it and just [how]
family involvement will change.

Nonetheless, common service strategies were identi-
fied. This involved educating family members about
their illness so they understood that ‘I’m not always
able to function at a level she [mother] wants me to
function and I’m not doing it to annoy the shit out of
her’ (Participant 12). This entailed the worker educat-
ing the family: ‘he [clinician] will talk with them if they
have certain questions or something’s troubling mum
and dad, or if they want to know about treatment or
anything else’ (Participant 4). Conversely, workers
helped participants understand their family: ‘he’s
helped me to understand a lot about myself and my
daughters. . . why they react the way they do’ (Partici-
pant 5).

Clinicians might also provide individuals with the
skills to talk to their family about their illness: ‘he [the
clinician] helps me to speak to them and explain how I
feel, and why I do the things I do. Sometimes. . . it’s
hard for me to sometimes say exactly how I am. . .’
(Participant 5). Three participants described how clini-
cians might support them holding conversations with
their children:

I would like to know. . . how to broach the subject with
my children, in a way that doesn’t freak them out, that
doesn’t make them go and say it to all their friends and
then their friends go ‘well your mum’s crazy’. . . just in
a way that’s not stigmatizing for them, that they can
understand what like why mummy’s a bit different
sometimes. . . because I find that really hard, like
they’ll ask me why I take pills. (Participant 5)

Participants emphasized the importance of case con-
ferences where ‘we could all sit down and talk about
my issues and what I have [or haven’t] achieved’ (Par-
ticipant 5). Conferences ensured that ‘everyone’s on
the same page like where I’m at, what anyone else can
do to assist me’ (Participant 12). In this process, it was
important for workers to:

. . .listen to family members because you’re only seeing
a snapshot of these people, these people are living with
them, and they can give you way more accurate
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information, and I think, maybe they should be part of
the information gathering. (Participant 5)

Family involvement was needed throughout the
treatment process:

Family members should be part of the planning pro-
cess. . . including discharge. . . shouldn’t just be talking
about it, something has to be put in writing. . . [so par-
ents] know what’s happening with your medication, if
there’s likely bad side effects. (Participant 12)

Accordingly, clinicians ‘need to say, “would you like
someone to come with you, would you like a family
member to come with you [to appointments]”’ (Partici-
pant 12). Likewise, workers could promote family com-
munication when an individual was hospitalized in a
town away from where the family resides: ‘Communica-
tion would have [to] be number one, maybe just doing
like a conference call type of thing with me and them
[family] – workers should be organising this’ (Partici-
pant 11). Waiting rooms in psychiatric wards needed to
be family friendly:

There should be more visiting rooms, yeah where they
can visit in safety. They need some visiting areas at the
front where you don’t have to go down past all the
bedrooms and nurses’ stations and it’s a bit more
homely. (Participant 12)

The needs of family members were acknowledged,
where clinicians need to:

. . . ring [them] up. . . and actually, touching base with
them and saying, well how are you going. And that’s,
usually that is enough to start a floodgate, sometimes,
but actually asking the carer how they’re going first.

(Participant 11)

The issue of consent and confidentiality was high-
lighted, with some being very open to their information
being shared with nominated family members: ‘it’s fine
[workers talking to family members], I think that’s part
of the problem sometimes, too much confidentiality’
(Participant 8). Overall, all argued that confidentiality
needed to be discussed upfront with the individual. For
example:

I think what they need to do is at the very start it
needs to be discussed . . .what information you’re will-
ing for, and for who to receive it. And also to let the
patient, the consumer know that that can change at
any time. (Participant 11)

There were some reservations, with the same partic-
ipant cautioning,

. . . if there’s members of your family that you don’t
want – you still want involved but maybe you don’t
want them to know about a particular area of treatment
you’re having, or a situation that you’ve experienced in
your life that you actually don’t want them to know
about. (Participant 11)

DISCUSSION

In this study, understandings of family-focused recov-
ery varied, highlighting a need for a multifaceted ser-
vice approach. The findings resonate with previous
literature on carer and family involvement though at
the same time are framed within a recovery context.
Given the variation of views, there is a need for clini-
cians to actively listen to individual stories and be
respectful of individuals’ wishes. Without family sup-
port, recovery would appear to be difficult because of
the practical support and purpose that their family
members provided. Although some responses detailed
negative family interactions, the dominant experience
of those interviewed was being supported by family in
their recovery.

There was no consensus as to who is family. Like-
wise, Fine (1993; p. 235) concluded that ‘there is no
single correct definition of what a family is’. Others
argue that family is defined by individuals and who
they believe is in their family (Holstein & Gubrium
1995). While this inclusive definition may make
research into family contributions difficult, it does
nonetheless appear to have meaning for those inter-
viewed here. Moreover, this universal, inclusive defini-
tion of family may or may not apply to all situations or
cultures. It does, however, highlight the need to ask
individuals who they consider to be in their family and
to do this at different times, as this could vary situa-
tionally.

The participants’ discussions on family support were
in keeping with the literature on caring and family
involvement. Song and Shih (2009; p. 354) described
family involvement in terms of ‘instrumental, affection-
ate and informative’ support, a finding which is similar
to the emotional and social supports identified here.
Likewise, Borg and Davidson’s (2008) finding that fam-
ilies lend money, offer housing and undertake house-
hold chores, is aligned to the practical supports
documented here. Karp (2001), in interviews with fam-
ilies of persons with mental health issues, reported that
diagnosis was a relief though many also experienced
feelings of guilt and frustration. Despite finding that
many families became isolated in their caring role,
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others expressed admiration at the strength of the per-
son and sought practical ways to partner in the per-
son’s management. The authors described the ways in
which families might serve as a conduit to the commu-
nity for those with a mental illness, again a finding that
resonates with the ways in which participants described
their families helping them (re)engage with others.

The aim of this study was to ascertain what was
meant by family-focused recovery and so participants
were encouraged to consider the intersection between
family involvement and an individual’s recovery. While
some of the themes are similar to previous literature
on caring, some of the ways in which individuals
wanted services to support their recovery journey
through and with their family are telling and provide
insight into what might be meant by family-focused
recovery. For instance, as well as asking workers to talk
to their family and educate them about mental illness,
many participants wanted workers to support them in
talking to their family about illness. As well as, or
instead of, having the worker do this for them, these
participants were keen to initiate these family conversa-
tions for themselves but wanted workers to assist them
in acquiring the skills to do so.

Talking to family members about one’s mental illness
is not easy. Indeed, one study found that some people
who experience mental illness may not have the neces-
sary knowledge, skill, and/or confidence to talk to others
about this (Solantaus et al. 2015). The shame associated
with mental illness may also impede such discussions
(Ueno & Kamibeppu 2012). Nonetheless, making sense
of mental illness is important for consumers and their
family, including children, as it promotes mutual sup-
port and collaborative problem-solving (Solantaus et al.
2015). Moreover, talking to family members about men-
tal illness may be empowering for consumers as initiat-
ing and holding such conversations allows consumers to
decide what and how information is disseminated into
their family. Such a stance appears to be well aligned to
empowerment and recovery. Nonetheless, discussion
about mental illness in families is not always a positive
experience. Ueno and Kamibeppu (2012) found that
after parents talked to their children about their experi-
ence of illness, some children were ‘colder’ towards
them. Accordingly, developing these skills would appear
to be an important way of promoting recovery.

Family involvement could both impede and support
recovery. Some participants were worried about the
impact of their illness on their family and wanted to
avoid over-burdening them, or feared their judgement,
similar to the findings of Rowe (2012).

Rather than not involving family at all, however,
participants described the importance of setting bound-
aries whereby they decided which family members they
wanted to involve, and how. By negotiating clear
boundaries and adjusting these when needed, those
with a mental illness may take responsibility for their
own self-care and for how others treat them, again a
stance strongly resonating with recovery. Many of the
participants had young children and similar to the
results here, others have found that parenting can pro-
vide an incentive to recover and promote feelings of
self-agency and determination (Reupert et al. 2017).

Participants did not explicitly articulate how their
family had been actively engaged by services. While they
described the need for case conferences, these appeared
to be for information sharing, rather than utilizing family
members as active co-contributors. Likewise, one Aus-
tralian report found that mental health service services
‘exclude carers from service planning and provision’
(National Mental Health Consumer & Carer Forum,
2011; p. 29). Participants in this study did not request
this form of family-focused recovery. This may be
because they either had not experienced this form of
support or alternatively did not want to be supported in
this way. Further research is required here, although
Lakeman (2008) provides some guidance as to how fam-
ily members might be actively involved.

This study had limitations. Participants were from
one geographical region and from a similar cultural back-
ground, and therefore, transferability would be limited.
Future studies could explore other consumers’ perspec-
tives of the effectiveness of building culturally sensitive,
family-focused recovery services. Most of participants in
this study had experienced mental illness for many years.
Future research might explore some of the issues and
processes identified in this study and how that would
vary among those who are earlier on in their illness tra-
jectory. Also, the perspectives of different family mem-
bers need to be sought, in terms of how they experience
their relative’s recovery, their input to recovery, and
their own recovery needs. Finally, all participants identi-
fied family roles. There may be people who do not have
a family and nonetheless still see themselves on a recov-
ery journey. Further comparative research needs to be
investigated in this regard.

CONCLUSION

This study provides insight from the perspectives of
those with a mental illness into the role of the family
in the recovery journey. Participants described various
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ways families might be involved in their recovery jour-
ney, a finding that resonates with previous literature.
Participants described wanting the skills to educate and
inform their family about their experience of mental ill-
ness in age-appropriate and sensitive ways. None of the
participants described experiencing assertive engage-
ment of their family or comprehensive inclusion of the
family as a part of their treatment and care, despite
receiving support from recovery-oriented services. This
study underscores the importance of promoting per-
sonal as well as relational components of recovery, in
policy and practice.

IMPLICATIONS FOR CLINICAL PRACTICE

A multifaceted approach is needed when promoting
family-focused recovery. To be effective partners in
recovery, services need to promote clinician skills that
support those diagnosed with a mental illness in engag-
ing their families within a recovery framework. Clini-
cians need to engage with individuals in a supported
decision-making process regarding who is in their fam-
ily and when and how they want them to be involved.
These conversations need to be ongoing as different
family members may play different roles at different
times, for example during times of wellness and times
of illness and at different developmental or life stages.
Privacy and confidentiality need to be discussed in
regard to what information is released, to whom and
when. Conversations also need to focus on how the
family might support an individual’s specific recovery
goals. This means clinicians need to not only provide
basic psychoeducation but also discuss how individuals
might talk with their family about their goals and expe-
rience and understanding of the illness. Further policy
consideration is required to ensure that relational
components are acknowledged.
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