
Illnesses, espe-
cially chronic ill-
nesses, greatly 

affect the family, 
none more so 
than serious, 
persistent men-
tal illnesses. To obtain 
the best outcomes for 
clients with serious, per-
sistent mental illnesses, 
family members’ needs must be as-
sessed and addressed (Marsh, 1998; 
Tsang, Pearson, & Yuen, 2002). 
Unfortunately, these family mem-
bers’ needs are often not considered 
nor addressed (Levine & Ligenza, 
2002).

HISTORICAL PERSPECTIVE
Clinical focus on the indi-

vidual versus the family has its 
roots in the history of the care 
of people with mental illnesses. 
A quick review of this history re-
veals that in the early days of this 

country, people with 
mental illnesses 

were most of-
ten cared for by 
their families 

and communi-
ties, with little 

support from formal 
health care systems. 

Eventually, the num-
ber of people requir-

ing assistance from their fami-
lies and communities was great 
enough that some organized plan 
was necessary to provide proper 
care for these individuals (Grob, 
1994).

State asylums were built to 
provide custodial and, later, 
therapeutic care. However, asy-
lums also separated people with 
mental illnesses from their fami-
lies in terms of both distance 
and involvement. Families were 
often discouraged from visiting, 
or even forbidden to visit. The 

health care system 
took the family’s 
place in deciding 
what was best for 
the individuals 
who were ill. As 
a result, people 
with mental ill-
nesses could be 
institutional-
ized for years or 
even a lifetime with little con-
tact with their families. Families 
felt powerless to change the sys-
tem (Grob, 1994).

Until the 1990s, psychiatric 
theories identifying dysfunc-
tional family relations as the pri-
mary cause of almost all mental 
disorders were accepted by many 
in the professional population 
and had a profound effect on the 
way health care professionals in-
teracted with families (Hatfield 
& Lefley, 1993). Assumptions 
about families were based on the 
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observation that 
families of people with mental 
illnesses often had less than opti-
mal relationships with each other 
in stressful and chaotic environ-
ments. This type of family envi-
ronment was labeled “high EE” 
(expressed emotion). Research 
suggested that high EE family 
environments led to increased 
symptoms and relapse in patients 
with mental illnesses. However, 
more recent research has identi-
fied what the research community 
initially failed to recognize—that 
mental illness in the family could 

also be the cause, instead 
of the result, of family dysfunc-
tion (Scazufca & Kuipers, 
1998; Weardon, Tarrier, 
Barrowclough, Zastowny, 
& Rawhill, 2000).

Mental health 
professionals have 
made considerable 
progress toward rec-
ognizing that mental illnesses 
are due to a complex interaction of 
genetic predisposition and other 
possible biological, psychosocial, 
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and environmental stressors. Al-
though a dysfunctional family en-
vironment that involves abuse or 
parental psychopathology is a pos-
sible factor for mental illness in a 
genetically vulnerable person, stress 
resulting from the physical and 
emotional adjustment to adulthood 
or other life crises can be equally 
powerful and occurs more frequent-
ly (Lefley, 1997).

COMMON FAMILY NEEDS
The range of mental disor-

ders is broad and involves indi-
viduals at different points in the 
lifespan, as well as various cul-
tures. Specific family needs must 
be carefully assessed as part of a 
multidisciplinary approach and 
addressed in an individual family 
care plan. There are several ways 
to increase resilience in families 
with members who have mental 
illnesses (Hawley & DeHaan, 
1996), and a number of com-
mon needs have been identified 
(Yamashita & Forsyth, 1998):

● Support.
● Information and skill  

 training.
● Advocacy.
● Referral to resources.

Support
Families of people with men-

tal illnesses share a similar expe-
rience as they face a psychiatric 
diagnosis for their family mem-
ber. To support families, nurses 
must understand that it is nor-
mal for families to go through a 
grief process. Denial is common 
initially, and family members 
may try to explain away symp-
toms or seek other opinions to 
disprove diagnoses. Given time, 
some families may eventually 
come to accept the diagnosis, 
but the level of acceptance may 
vary among people within the 
family. During this time, family 
members must cope with feel-
ings of anger, disappointment, 
and powerlessness.

Coping with the illness itself 
is the final stage and may involve 
functional or dysfunctional cop-
ing strategies (Doornbos, 1996). 
Functional coping may include 
self-initiated education about 
specific illnesses and advocacy 
activities. Dysfunctional coping 
may include fragmentation of the 
family by distancing, blaming, or 
use of alcohol or drugs.

Nurses can support families by 
actively listening to their fears 
and concerns, and respond by us-
ing therapeutic communication 
techniques, providing informa-
tion, and helping them under-
stand the complex health care 
systems. Advanced practice psy-
chiatric nurses can also provide 
family therapy and skill training.

Information and Skill 
Training 

Information is a basic need for 
both people with mental illnesses 
and their families (Gasque-Carter 
& Curlee, 1999; Rose, 1998). 
Knowledge about mental illness 
can also help family members cope 
(Ohaeri, 2003; Robinson, 1996). 
Families and clients have a need 
and right to know information 
about diagnoses. While primary 
physicians may inform about diag-
noses, nurses, including advanced-
practice nurses (APNs), may be re-
sponsible for explaining diagnoses.

Nurses also provide informa-
tion regarding any testing pro-
cedures and explain the specifics 
of treatment. While most profes-
sional members of the interdisci-
plinary team can provide infor-
mation about treatments such 
as psychotherapy, nurses have 
the unique ability to teach cli-
ents and families about complex 
medical procedures and medica-
tions. Family members, as well as 
clients, may need to hear infor-
mation several times on different 
occasions as they struggle to com-
prehend and begin to cope with 
this major change in their lives. 

Printed materials that can be re-
read later are helpful to include 
to reinforce teaching (Gasque-
Carter & Curlee, 1999).

Advanced practice nurses 
also train both clients and family 
members in new skills they may 
need, including problem solving, 
parenting, effective communica-
tion, and coping with daily life 
and personal and family stress-
ors. Family members also need to 
know how to effectively and safe-
ly cope with crises, such as cli-
ents’ refusal to take medications 
and threats of violence (Axelrod, 
Geismar, & Ross, 1994; Gasque-
Carter & Curlee, 1999; Hatfield 
& Lefley, 1993; Hyde, 1997). Evi-
dence-based psychoeducational 
programs, such as those developed 
by APNs Mary Moller and Milene 
Murphy (http://www.psychiatric-
wellness.com/about.htm), and the 
Family-to-Family program offered 
through the National Alliance on 
Mental Illness (NAMI), provide 
scientific facts along with practi-
cal information to empower and 
support families.

A very useful skill for family 
members is the ability to recog-
nize early signs that indicate cli-
ents are experiencing relapses or 
are temporarily overwhelmed. 
Family members know the cli-
ent and can often notice subtle 
changes in behavior and thinking 
before clinicians can. However, 
they need to know specifically 
what to look for and what to do 
with the information once they 
have it (Glick & Dixon, 2002). 

Family members often report 
that health care professionals 
do not listen to them (Backlar, 
1994; Levine & Ligenza, 2002). 
Helping family members cor-
rectly identify symptoms will al-
low them to communicate more 
effectively with health care pro-
fessionals, which will result in 
better collaborations and earlier 
interventions for clients (Gasque-
Carter & Curlee, 1999). 
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Advocacy
Nurses must advocate for cli-

ents with mental illnesses and 
their families. Nurses can also 
help them develop communica-
tion skills that empower them to 
ask important questions (Esser 
& Lacey, 1989; Gasque-Carter 
& Curlee, 1999), and provide 
opportunities for clients and 
families to ask questions. Other 
ways to advocate for clients and 
families include coordinating the 
efforts of the treatment team to 
assure that interventions are im-
plemented appropriately and in a 
timely manner, as well as partici-
pating in professional activities 
that increase public awareness of 
and support for treatment of se-
rious mental illnesses. Nurses 
who work routine-
ly with families of 
people with men-
tal illnesses 
s h o u l d 

have current 
knowledge of 
legislation af-
fecting the rights and 
care of this population. 
Nurses can provide a 
powerful voice for clients 
and families through public poli-
cy awareness and involvement.

Referrals
When working with clients 

and families in the community, 
nurses are often asked to provide 
not only information about what 
various psychiatric disorders are, 
but also referrals for psychiat-
ric assessment and care. Nurses 

should be familiar with resources 
that serve the population they 
work with and be aware of the 
financial implications of these 
referrals. 

Referring families to appro-
priate outside resources, such as 
NAMI, can provide continuing 
support (Glick & Dixon, 2002; 
Loukissa, 1995b; Ohaeri, 2003). 
NAMI was founded in 1979 
when a group of family members 
of people with mental illness de-
cided to form an organization to 
provide support and assistance. 
The organization, which has 
helped increase the amount and 
quality of services for clients and 
family members of people with 

mental illnesses, has 
also become a lead-

ing source of 
information 
about mental 

illnesses by dis-
seminating news-
letters and publica-

tions, in addition to 
providing programs, 

such as Family-to-Family and 
Journey of Hope, to educate and 
support families and consumers. 
NAMI encourages and funds re-
search that identifies causes and 
treatments for mental illness, and 
also works to decrease the stigma 
of mental illness, monitors client 
and family rights, and works with 
legislators to influence mental 
health care policy (NAMI, n.d.). 

NEEDS OF SPECIFIC 
FAMILY MEMBERS

Parents, spouses, siblings, and 
children of people with mental ill-
nesses have particular needs and 
experience specific effects.

Parents
Grief. It is normal for parents 

who have children with disabili-
ties to experience grief because 
they had high aspirations for 
their children. Children may 
develop symptoms of mental ill-
ness as early as childhood or as 
late as adulthood. Many children 
initially show great promise, both 
intellectually and personally, but 
these qualities may be changed 
or lost due to the illness. Parents 
may feel as if they have a different 
child from the one they started 
with. No matter how the symp-
toms develop or are displayed, 

parents often grieve for the child 
that once was or could have 
been. Nurses must acknowledge 
this grief and help parents cope 
with it in a positive manner.

Fears. Parents expect that their 
children will become independent 
adults, capable of taking care of 
their own personal and financial 
needs. However, mental illnesses 
may inhibit or prevent children 
from becoming independent, and 
caregiving can drain parents’ time, 
money, and emotional resources 
(Forchuck, 2003; Harvey, Burns, 
Fahy, Manley, & Tattan, 2001). In 
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addition, parents whose children 
never achieve independence but 
have children themselves may also 
need to assume responsibility for 
their grandchildren. This can sig-
nificantly alter the parents’ person-
al goals and retirement plans, and 
contribute to concern about how 
their children and grandchildren 
will be supported after their own 
deaths (Tuck, du Mont, Evans, 
& Shupe, 1997).

Other pa-
rental fears include concern 

that adult children with mental 
illnesses will insist on leaving 
home or simply run away (Back-
lar, 1994). Without family or sys-
tem support, adolescents or adults 
with mental illnesses may deny 
they are ill, stop treatment, de-
teriorate, and ultimately become 
involved in the criminal justice 
system or become homeless. In 
addition, people with mental ill-
nesses are vulnerable to victimiza-
tion by others and at increased risk 
for violent death (Marsh, 1998).

Guilt. Parents sometimes feel 
guilty that their children have 
mental illnesses or believe their 
actions or inactions during preg-
nancy or early years of parenting 
affected the mental health of 
their children. In addition, par-
ents sometimes feel pow-
erless to ex-

plain or change 
their children’s situation or 

worry about the financial burdens 
of treatment (Veltman, Cameron, 
& Stewart, 2002). Parents may 
blame each other, deny prob-
lems exist, or seek dysfunctional 
means of coping, including alco-
holism, substance abuse, extra-
marital affairs, or abandonment. 
Although children’s chronic ill-
nesses can make marriages stron-
ger by uniting parents for a com-
mon purpose, they can also lead 
to divorce (Lefley, 1997). 

Isolation and Stigma. Parents 
whose children have mental ill-
nesses often spend considerable 
time responding to the conse-

quences of their children’s socially 
and educationally unacceptable 
behaviors. Parents may receive 
frequent telephone calls while 
they are working or be forced to 
leave work to meet with teachers 
and school administrators. Such 
situations may cause the parents 
to lose their jobs or change jobs 
in favor of one not as demand-
ing. This can further strain 
financial situations. Parents 
often feel that the system 
works against them and is 
more interested in being 

punitive than 
therapeutic. Children may 

be placed into the juvenile justice 
system due to lack of appropriate 
local mental health placements 
(Vitanza, Cohen, & Hall, 1999). 

Parents of children with 
mental illnesses may sense 
a lack of support from their 
community when they need 
it most, as well as disapproval 
from other parents. In addition, 
some must cope with vicarious 
feelings of isolation their chil-
dren experience. The demands 
of caregiving restrict parents’ 
social lives, and the stigma of 
mental illness can make par-
ents reluctant to confide their 
problems to even their closest 
friends (Loukissa, 1995a; Velt-
man et al., 2002). In addition, 
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expenses can alter the lifestyle 
the family formerly enjoyed, 
as well as parents’ circle of ac-
quaintances (Lefley, 1997).

Obstacles to Mental Health 
Care. Many parents perceive 
the mental health care system as 
full of obstacles (Backlar, 1994; 
Vitanza et al., 1999). Although 
some parents may be responsi-
ble for assuring and coordinat-
ing care for their children well 
into their children’s adulthood, 
health care providers are some-
times reluctant or, in the case 
of adults with mental illnesses, 
legally unable to share informa-
tion with parents. In addition, 

some health care providers con-
tinue to view family members 
as causative factors in mental 
illnesses (Glick & Dixon, 2002; 
Hall & Flynn, 1996).

Families also experience frus-
tration when revealing personal 
information to health care provid-
ers with whom they are not famil-
iar, especially if that information is 
lost and they must answer the same 
questions repeatedly. Some parents 
also believe that the system finan-
cially discriminates against people 
with mental illnesses who have 
less insurance coverage and may 
require that parents give up rights 
to receive state or federal benefits 
or care (Veltman et al., 2002). 

According to Marsh (1998), 
interventions that can help par-
ents of children with mental 

illnesses work through these dif-
ficult feelings and frustrating ex-
periences include:

● Performing a thorough  
 family needs assessment.

● Developing an  
 individualized family care  
 plan in collaboration with  
 the family and  
 multidisciplinary  
 colleagues.

● Helping the family with  
 problem solving and skill  
 training.

● Referring the family to  
 community and personal  
 resources. 

Spouses
Spouses of people with mental 

illnesses share similar concerns 
with and have similar needs as 
parents. Spouses often feel an-
gry about the ways people with 
mental illnesses may change due 
to the onset of illness, and may 
blame their partners for not be-
ing strong enough to cope with 
their illness. In addition, spouses 
may resent assuming greater fi-
nancial, emotional, and parent-
ing responsibilities if their part-
ners find it increasingly difficult 
to cope. In one of the few studies 
that have investigated divorce 
rates in marriages that involve a 
spouse with mental illness, Jaku-
baschk (1989) found that people 
with mental illnesses were more 
than two times as likely as any 

other group in the general adult 
population to divorce. When di-
vorce occurs, people with mental 
illnesses can lose significant emo-
tional and financial support sys-
tems and may be separated from 
their children, while their former 
spouses often experience guilt 
(Tsang et al., 2002).

Information about mental 
illnesses and their causes and 
treatments can help spouses bet-
ter cope with the illness. Couple 
and family therapy may also help 
families adapt to the demands 
of the illness and focus on their 
strengths. Involvement in a 
spouse support group may en-

able the marriage to continue as 
it provides an outlet for feelings, 
as well as information sharing 
and problem solving with people 
in similar circumstances (Fox, 
1997). 

Siblings
Siblings of people with mental 

illnesses have similar needs to sib-
lings of people with any other ill-
ness. When they are children, the 
siblings may receive less attention 
from their parents because the fami-
ly’s resources are so heavily invested 
in the child with the illness. Parents 
can also become emotionally and 
physically unavailable. Some sib-
lings may experience a love/hate 
relationship with their brothers or 
sisters who have mental illnesses, 
which can further confuse emo-
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tions. In addition, healthy siblings 
sometimes feel guilty about being 
healthy. They may have difficult 
personal relationships, and experi-
ence developmental and educa-
tional problems as a result of fears 
about their sibling’s and family’s 
well-being (Marsh, 1998). 

Siblings of people with mental 
illnesses experience unique stress: 
the possibility that they share the 
genetic risk of developing the same 
diseases that affect their siblings 
and that they will pass on any ge-
netic deficiencies to their own chil-
dren. They are also at higher risk for 

anxiety or personality 
disorders (Kendler 
& Gardner, 1997). 
One survey found 

that 25% 
of the partici-

pants had both par-
ents and siblings with mental 

illnesses (Marsh, 1998).
Interventions that can help 

siblings of people with mental 
illnesses include providing in-
formation and clarifying misper-
ceptions about the illnesses or 
treatments. The family care plan 
should also be designed to in-
clude time and opportunities for 
siblings to voice their concerns 
and be recognized as significant 
members of the family. 

Offspring
Most research related to chil-

dren of people with mental ill-

nesses has focused on genetic 
risks for expression of the same 
illness that affects the parents, 
and has shown that children do 
face increased risk of developing 
the same or similar mental ill-
nesses (Kendler, Davis, & Kes-
sler, 1997; Kendler & Gardner, 
1997). As children grow into 
adolescence and adulthood, 
their knowledge of this risk may 
affect their personal relation-
ships and decisions about having 
children themselves. The ways 
parents’ mental illnesses affect 
their children are influenced by 
several factors, including the 
age of the child when the parent 
experiences the illness, marital 
separations or separations from 
the parent, and when they oc-

cur, and the number of resilience 
and risk factors present (Honig, 
1986). Resilience factors include 
the child’s intelligence, tempera-
ment, and presence of another 
stable caregiver or adult, while 
risk factors include the severity 
and chronicity of the parent’s ill-
ness, lack of adequate caregiving, 
chaotic home environment, and 
unpredictable parental tempera-
ment (Dunn, 1995; Lanquetot, 
1997; Silverman, 1989).

Children sometimes feel angry 
that their parents with mental ill-
nesses are not like other parents, 
and sometimes experience pro-
found sadness because they re-
member when their parents were 
healthy or see glimpses of what 

might have been. In addition, 
they sometimes feel abandoned 
by parents who are preoccupied 
with their illnesses or experienc-
ing symptoms that limit their 
ability to focus and relate to oth-
ers (O’Connell, 2003).

Children of people with 
mental illnesses may also be 
emotionally or physically ne-
glected, or even abused, by 
their parents, the consequences 
of which may last for the rest of 
children’s lives (Crosby, 1989). 
They may be forced to assume 
care of their younger siblings, 
which may make them feel like 
they have lost not only a parent 
but also their childhood (Dunn, 
1995; Zemenchuk, Rogosch, & 
Mowbray, 1995). In addition, as 

children experience their par-
ents’ unpredictable moods and 
behaviors, they may feel un-
safe (Oates, 1997; O’Connell, 
2003). 

Interventions for children of 
people with mental illnesses must 
begin with the recognition that 
these children exist (DeChillo, 
Matorin & Hallahan, 1987). 
Health care professionals often 
assume that people with seri-
ous mental illnesses don’t have 
children, but research has iden-
tified that women with mental 
illnesses reproduce at the same 
or a greater rate than healthy 
women (Mowbray, Oyserman & 
Ross, 1995; Zemenchuk et al., 
1995).

46 MARCH 2006



PROPERLY ASSESSING 
FAMILIES’ NEEDS

Assessing a family should in-
clude identifying children and 
their caregivers, determining 
how clients feel about parenting, 
and evaluating parenting skills. 
Older children and adolescents 
can be involved in the family 
interview, which will give them 
the opportunity to voice their 
concerns and be informed partic-
ipants in care. In addition, nurses 
can educate children about ways 
to cope more effectively with 
the situation, as well as clarify 
any misperceptions, such as the 
common belief of some children 
that they somehow caused their 
parents’ illnesses (Buckwalter, 
Kerfoot & Stolley, 1988; Dunn, 
1995; O’Connell, 2003).

School mental health pro-
grams, when they exist, may help 
assess school and behavior prob-
lems and implement interven-
tions. Promotion of resilience 
factors, such as developing rela-
tionships with teachers or other 
adult mentors, can help children 
become more successful adults, 
and programs that help moth-
ers with mental illnesses become 
better parents also benefit chil-
dren (O’Connell, 2003; Oyser-
man, Mowbray, & Zemenchuk, 
1994). 

Nurses must also assess clients 
and their children for signs of 
child abuse and collaborate with 
child welfare agencies if children 
need protection (Atkins, 1992; 
Jacobsen, Miller, & Kirkwood, 
1997; Oates, 1997). More re-
search is required on the needs of 
and interventions appropriate for 
children of people with mental 
illnesses (Buckwalter et al., 1988; 
O’Connell, 2003).

CONCLUSION
Nurses can significantly ef-

fect the quality of care and life 
of people with mental illnesses 
and their families by thoroughly 

assessing each client’s family 
situation and planning and im-
plementing measures to provide 
for both the client’s and family’s 
needs (Jensen, 2004). Nurses 
must assess the family situation 
through the eyes of both the cli-
ent and the family members to 
accurately evaluate the various 
needs (Glick & Dixon, 2002; 
Saunders, 1997). In addition, 
nurses must identify cultural dif-
ferences in perceptions about 
mental illnesses and care issues, 
and include these differences in 
care plans (Horwitz & Reinhard, 
1995). Planning care for the in-
dividual without considering the 
needs of the entire family sets the 
client up for failure to achieve 
and sustain desired outcomes 
(Hatfield, 1991).
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