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Abstract

Objective: Little is known about client preferences for family involvement and family contact 

in naturalistic, community-based Coordinated Specialty Care (CSC) settings. The study’s primary 

goal was to characterize clients’ preferences, and longitudinal patterns of family contact with 

providers across the OnTrackNY network.

Methods: Clinical administrative data collected at three month intervals and spanning 21 

OnTrackNY CSC sites was used to analyze client preferences, family contact patterns and their 

correlates during the initial 12 month service period. Clients discharged prior to 12 months were 

included as a comparison group.

Results: The majority of clients requested some form of family involvement and rates of family 

contact ranged from 74.3% and 84.1% within each three month assessment period. Variables 

associated with both client preferences and contact patterns included baseline insurance status, 

housing status, race, frequency of contact with family, and employment. Preferences for no or 

limited family involvement were associated with higher rates of early discharge.

Conclusions: Structuring family involvement around clients’ preferences does not appear to 

negatively impact, and may bolster, family contact. Additional mixed methods research is needed 

to deepen our understanding of the contexts and reasoning underlying both preferences and 

subsequent levels of family involvement.

Introduction

Family members are a major source of emotional and material support for individuals with 

psychotic disorders across the lifespan1–5. For example, the CATIE trial found that nearly 

half of participants with an average 8 year duration of illness lived with family members6. 

Families are often the first to notice early signs and symptoms7 and play a pivotal role 

in initial pathways to care among youth with a first episode of psychosis (FEP) 8–12. 
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Family support bolsters client outcomes, including improved functioning and reduced rates 

of relapse13–17.

Family psychoeducation, which provides information, problem solving, and crisis 

intervention is a robust evidence based practice shown to improve outcomes and reduce 

relapse among adults with schizophrenia18–20. Despite the evidence supporting family 

participation in care, however, gaps exist in typical adult service settings, with both 

quantitative and qualitative studies attesting to numerous barriers to involvement21–27. The 

full family psychoeducation model is virtually non-existent in usual services; even minimal 

family contact in adult settings rarely exceeds 20–30%21–24.

Dixon and colleagues developed a family involvement intervention (REcovery ORiented 

DEcision making for Relative’s support (REORDER)) premised on a structured dialogue 

concerning clients’ preferences for both the degree and form of family involvement in their 

care followed by a similar dialogue with family members28–9. Results from a randomized 

trial of REORDER compared with enhanced TAU services (including access to a skilled 

family therapist), found marked increases in family contact and improved indicators of 

recovery within the experimental group28. Trial findings strongly support the idea that 

clients welcome family involvement if the nature of involvement is under their control and 

choices are offered.

In most Early Intervention in Psychosis services (EIP), family psychoeducation 

is the primary family treatment component-33. The OPUS trial, integrating family 

psychoeducation, found that enrolled families reported higher satisfaction and lower 

caregiving burden34; similarly, the Italian GET-UP trial found that enrolled family members 

experienced decreased family burden and emotional distress and greater service satisfaction 

over 9 months 35. A recent meta-analysis found that family psychoeducation is highly 

effective in reducing relapse in FEP13.

Although family psychoeducation is an effective intervention, it is unclear if there are 

barriers to its uptake in FEP programs—similar to those observed in adult programs. 

Only a handful of EIP studies have reported family involvement rates. Internationally, 

the Italian GET-UP trial found that 91.9% of families participated in at least one family 

psychoeducation session and 72.7% received more than 1035. A Canadian study of 

individualized family intervention reported a 72% participation rate: of 71 families, 27 were 

unavailable/out of area, 25 did not participate due to client preferences and 8 preferred not 

to be involved36. A 2017 meta-analysis of family interventions in FEP summarizes family-

carer intervention completion rates across trials from 42–100%, with longer interventions 

associated with higher drop-out37.

Turning to the US, the RAISE Early Treatment Program trial found that monthly family 

participation within the first year of treatment fluctuated between 22.5 and 48.4%38. 

A pilot evaluation of community-based CSC programs in Washington State found that 

82% of clients’ families participated in at least one family psychoeducation session 

during the initial 12 months of treatment39. The Arizona EPICENTER implementation 

reported 22% participation in individual family psychoeducation and 44% in group family 
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psychoeducation40. Although there are approximately 285 CSC programs in the US, we 

were unable to locate family involvement data for other community based programs.

The RAISE Connection Program (now OnTrackNY), integrated the client-driven, shared 

decision making approach developed in REORDER28,41–43. At program enrollment, a semi-

structured assessment tool and decision aids are used to collaboratively map out client 

preferences regarding family involvement. Involvement can take a number of forms, and 

clients can impose nuanced constraints such as involvement in only some aspects of care.. In 

the initial RAISE Connection trial, higher family involvement was associated with client age 

(less than 18 years old), more severe psychiatric symptoms, and absence of substance use43. 

The effectiveness of client-driven family involvement in CSC has not been studied to date.

Study Rationale and Aim

To better understand family involvement in CSC, we examined the participation of families, 

and correlates of participation, within the client preference driven model implemented 

within OnTrackNY. Specific aims were to:

1. Characterize clients’ family involvement preferences at enrollment and 

associated baseline variables;

2. Characterize family contact pattern with CSC teams over the initial 12 months of 

treatment and associated variables;

3. Examine the relationship between clients’ preferences at enrollment and family 

contact patterns over 12 months of follow-up

2. Materials and methods

2.1. Research design and sample

We report on a prospective CSC cohort using administrative data from the OnTrackNY 

network, encompassing 21 programs in New York State41,44. Between October 2013 and 

December 2018, the network served approximately 1350 individuals with FEP between the 

ages of 16–30 with a recent-onset (<2 years) non-affective psychotic disorder. Additional 

publications describe the development and implementation of the OnTrackNY network in 

detail41,42,44.

Client-reported data are collected at admission and quarterly using standardized provider-

reported admission, follow-up and discharge data collection forms for purposes of quality 

improvement. All identifiable information are removed from the datasets, and the de-

identified data are approved by the [deidentified IRB]. This study includes 761 participants 

who enrolled between August 2015 (when data collection of the main outcomes began) and 

December 2017 to allow for each participant to be eligible for 1-year of follow-up data.

2.2. Outcomes

The two target outcomes are:

1. Client preferences regarding family involvement in their care, with three 

categorical options: no-involvement, involvement with conditions (e.g. client 
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requests family involvement in some aspects of care but not others); and 

unconditional involvement. Collected at baseline.

2. Family contact with the CSC team: presence of one or more contacts between 

family member(s) and CSC team members during the preceding 3 months. 

Collected quarterly during follow-up.

2.3. Baseline Correlates

Analyses also includeded sociodemographic variables, family support system variables (e.g., 

contact with family, living situation, identified designated support person and homelessness), 

functioning and clinical status (e.g., hospitalization, medication adherence, time to first 

mental health contact, family involvement in pathway to care, substance abuse). A 

comprehensive list of these variables and their respective categories is available in Table 

1 and additional information on variable structure located in Supplemental Information.

The standardized clinical measured utilized was the Mental Illness Research, Education, and 

Clinical Centers Global Assessment of Functioning scale (MIRECC-GAF), which includes 

three sub-scales: Symptoms (MIRECC-GAF Symptoms), Social Functioning (MIRECC-

GAF SF), and Occupational Functioning (MIRECC-GAF OF). The MIRECC-GAF OF has 

10 anchor points reflecting average level of functioning in their primary role as worker, 

student or homemaker during the 30 days prior to assessment. The MIRECC-GAF SF is 

similarly structured and considers social interactionns, relationship quality and quantity, and 

interpersonal conflicts in the previous 30 days. The MIRECC-GAF Symptoms captures 

patients’ worst level of functioning during the previous 30 days based on suicidality, mood, 

anxiety and psychotic symptoms. Subscales are scored from 0 to 100.

2.3. Data Analysis

Analyses utilize a censored sample of OnTrackNY clients who were eligible to have 

received services for 12 months (n=761).

To assess the associations between both primary outcomes (client’s family involvement 

preference at enrollment and family contact with teams over initial 12-months of follow-up) 

and baseline variables, descriptive summaries of baseline measures were computed stratified 

by baseline involvement preference (3-levels: no involvement, conditional involvement, 

unconditional involvement) and then by family contact pattern (4-levels: always, mixed, 

never, early discharge). The family contact patterns across 1-year of follow-up are 

characterized in the follow way: ‘always’ includes those who had family involvement for all 

follow-up data in the first year, ‘mixed’ includes those who had a mix of family involvement 

and non-involvement in the first year, ‘never’ includes those who never had family 

involvement in the first year, and ‘early discharge’ includes participants who disengaged 

from the program prior to 1 year length of stay. The descriptive summaries include 

proportions for categorical measures, means and standard deviations for normally distributed 

continuous measures, and medians and interquartile ranges for skewed-continuous measures. 

The associations between groups and the baseline measures were assessed using chi-square 

tests, one-way ANOVAs, and Kruskal-Wallis tests depending on the distribution of the 

baseline correlate.
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All statistical tests were two-sided with significance level of 5%. Due to the novelty of 

the primary outcomes examined in the current study and lack of prior research utilizing 

analogous datapoints, we conceptualized our analyses as exploratory and hypothesis 

generating, therefore, we did not employ tests for multiple comparisons. All analyses were 

run using SAS version 9.4.

3. Results

Family Involvement Preferences and Correlates.

At enrollment, 59% (450/761) of participants requested unconditional family involvement, 

35% (266/761) involvement with conditions, and 5.9% no involvement. Baseline variables 

examined in relation to involvement preferences are reported in Table 1. There were 

significant differences in baseline family involvement preferences for family and support 

system measures, medication adherence, substance use, employment and secondary/

post-secondary educational participation. Compared to clients requesting conditional or 

unconditional involvement, clients in the ‘no involvement’ group were more likely to 

be older, employed and have graduated from college; they were also less likely to have 

a designated support person, and more likely to be homeless, live alone, or live with 

non-family members. Family member involvement in pathways to care was significantly 

less likely in the ‘no involvement’ group compared to the other groups, although there 

was no difference in time from onset to first mental health contact between groups. In 

general, metrics for the conditional involvement group fell in-between the unconditional 

and no involvement groups. In addition, family involvement preference was significantly 

associated with early discharge, with a higher proportion of early discharges in the ‘no 

involvement’ group. Prior hospitalizations and GAF scores were not significantly related to 

family involvement preference.

Family Contact with CSC Teams.

Within the same cohort (n = 761), 67% (n=506) remained enrolled for 12 months. Rates 

of family contact significantly decreased over time: 84%, 78%, 74% and 73% had family 

contact at 3 months, 6 months, 9 months, and 12 months, respectively (Cochran-Armitage 

z = 4.90, N = 761, p < .001). When assessing longitudinal family contact patterns: 42% 

had contact at least once at every follow-up (‘always’; 323/761 ), 3% had no contact at 

all follow-up points (‘never’; 22/761), 21% had mixed pattern of family contact (‘mixed’; 

161/761), and 34% disengaged from the program early (‘early discharge’; 255/761).

Group differences in baseline characteristics for the three family contact patterns and those 

with early discharge are reported in Table 2. Racial differences were marked: families of 

white (non-Hispanic) clients represented a third of those ‘always involved’ but only 5% 

of those never involved. Additional cross-tabulations showed Black (non-Hispanic) race/

ethnicity was significantly associated with indicators of insurance status (χ2 = 14.3, N = 

761, df = 1, p = .003) and criminal justice involvement (χ2 = 3.9, N = 761, df = 1, p = .047). 

Age, gender, insurance status, current family contact, living status, designation of a support 

person, homelessness, medication adherence, family involvement in pathways to care, and 

baseline employment all differed significantly across involvement patterns. Clients with 
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family never involved were more likely to be older, employed at baseline, and had higher 

baseline occupational functioning in comparison to the other family contact patterns , while 

those with continuous family involvement were more likely to be younger, male, living 

with their parents, and to have higher symptom burden, and markedly worse occupational 

functioning. Mixed involvement metrics generally fell in-between the continuous and no 

involvement groups, though were typically much closer to the former.

Relationship between baseline preferences and 12 month family contact pattern.

There was a significant association between baseline client preferences and family contact 

pattern (χ2= 48.2, N = 761, df = 6, p <.001). Nearly half of those specifying ‘no 

involvement’ discharged prior to 12 months; conversely, families of clients who preferred 

unconditional involvement were the most likely to remain continuously involved (48% 

versus 37% and 18% in the ‘involvement with conditions’ and ‘no involvement’ groups, 

respectively). However, the combined proportion of either always having family contact or 

mixed contact were nearly equal for the conditional and unconditional involvement groups 

(60% versus 68% respectively). Even among families of clients who preferred unconditional 

involvement, a small proportion (1%) nevertheless did not make contact at any point during 

the first year. Additionally, about a third of families of clients who expressed a preference 

for ‘no involvement’ nevertheless had contact with teams at all or some timepoints (34%).

4. Discussion

We investigated client preferences for family involvement at enrollment and patterns 

of family contact over 12 months of follow-up, across a large, community-based CSC 

network. Most clients preferred family involvement, but a significant subset (41%) requested 

constraints or conditions. Almost all families were involved at least some of the time during 

the first year of treatment. Both preferences for no family involvement and patterns of no 

family contact in the first year of treatment were more likely for older clients with higher 

rates of employment and/or occupational functioning and greater likelihood of living alone 

or independently from parents. Black families were more likely to fall in the no involvement 

and mixed involvement groups. Rates of private insurance were nearly twice as high among 

clients with continuous family involvement compared to those with never involved families.

Clinical Implications

A major contribution of the current study is the reporting of data concerning client 

preferences for family involvement within one of the largest implementations of CSC in 

the US. While a significant number of clients requested constraints or conditions, the 

rates for the continuously involved and mixed involvement families of clients requesting 

conditions were very similar (61% vs 68%), suggesting that they do not adversely affect 

family involvement and may in fact increase them. Ultimately, the comparative effectiveness 

of different family involvement strategies will be of considerable clinical importance to the 

field. While the OnTrackNY statistics appear promising, limitations of the datapoints used 

in both the current study and other identified reports as well as differences in both timescale 

and constructs measured, preclude making meaningful comparisons between outcomes. 

Future research efforts should better delineate the kind, type and circumstances of family 
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involvement, the conditions requested by clients and their rationales, and the impact on 

clients’ and family members’ interactions with EIP/CSC services.

Racial/ethnic differences in family involvement have been noted in the literature38,45–47. We 

found significant but attenuated differences in client preferences by racial/ethnic group, but 

more robust differences in actual family involvement. Black participants were significantly 

more likely to disengage early and to fall into the ‘never’ and ‘mixed’ involvement groups, 

mirroring recent analyses of the RAISE Navigate trial38 While these findings may be 

mediated or moderated by socioeconomic differences48–50, they foreground the importance 

of meeting the needs of minority clients and families at elevated risk of disengagement and 

premature discharge.

The finding that CSC clients displaying signs of greater independence at baseline, as 

indicated by higher likelihood of being older, employed, greater educational attainment, and 

greater likelihood of living independently, are more likely to prefer no or conditional family 

involvement is unsurprising. Similarly, we would expect less need for family involvement 

among clients with fewer needs, i.e. higher occupational and social functioning, employment 

and educational attainment and lower rates of severe symptoms. More surprisingly, however, 

preferences for less family involvement were also predicted by public insurance, potentially 

a proxy for lower socioeconomic status, and by race (being black versus white). This 

suggests hidden sub-groups within this cohort—one potentially reflecting greater client 

independence and lower needs, and another reflecting lower family involvement due to 

the additional barriers that socioeconomic disadvantage (and its intersections with race 

and cultural stigma) may present48–51. Future research can better identify these potential 

sub-groups, as lack of involvement may reflect a logical outcome for low needs clients, but 

evidence of disparities driven by socioeconomics and/or race for others.

The fact that nearly half of those who preferred no family involvement disengaged prior 

to one year could suggest that ‘no involvement’ preferences are a red flag for potential 

disengagement; however, given the patterns described above, they may also be driven by 

lower needs and higher functioning associated with “positive” early discharges due to a 

desire for a lower level of care (e.g., medication management only). A more nuanced 

understanding of variable length of engagement with EIP/CSC is important and will depend 

on identifying diverse latent groups and latent trajectories among clients.

While there was a small sub-group with no family involvement, compared to family 

involvement in mainstream community mental health services43,52, family involvement 

across OnTrackNY is exceptionally high. Other CSC programs could potentially learn from 

and replicate these practices. While the current dataset did not allow for investigation of 

comparative involvement in and preferences for individualized family involvement versus 

involvement in group interventions (such as multi-family groups, commonly implemented in 

EIP/CSC programs), such research could help explain how to best meet the needs of family 

members.
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Limitations

Due to the observational nature of our data, causal inferences cannot be made. Further, 

there are likely multiple complex interactions between measures; however, small cell sizes 

within our sample precluded more complex modeling of these relationships. Potentially 

important metrics were not available in the dataset, including more comprehensive indicators 

of family socioeconomics and acculturation, as well as perceived family conflict21,23. The 

only available family involvement metric within the dataset (‘any contact within the prior 

quarter’) is blunt, and does not allow for examination of diverging patterns of contact, 

nor distinguish between deep and sustained versus more superficial involvement. The first 

person experience of involvement, both from client and family member perspectives, is also 

absent and future research would benefit from strategic use of mixed methods to deepen our 

understanding of client and family involvement decisions and associated impact.

Finally, preferences are dynamic rather than static and measurement of changes in 

preferences over time is important; this study focuses on preferences during enrollment 

and this is both a limitation and issue worthy of significant attention in future studies.

Conclusions

Overall, we found that the overwhelming majority of clients prefer at least some degree 

of family involvement, and overall rates of family involvement are high, in both cases 

exceeding those identified in older clients with SMI. While exploratory and observational, 

patterns of relationships between variables seem to suggest that clients who had achieved 

greater independence from their families at baseline were more likely to prefer less 

involvement, and for families to in turn be less involved over the initial year of treatment. 

We also found lower rates of family involvement for African-American clients and clients 

who were uninsured or publicly (versus privately) insured, suggesting potential racial and 

socioeconomic inequities in involvement capacity. Expanded research on the optimization of 

the involvement of diverse members remains a priority for the field.
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Highlights:

• The overwhelming majority of New York CSC clients preferred at least some 

degree of family involvement and family contact rates were high

• Older clients with greater independence seemed to prefer less family 

involvement

• Family contact with program staff was lower among African-American clients 

and those who were uninsured or receiving public insurance

• Client preferences for family involvement were significantly associated with 

both family contact and early client discharge prior to 12 months of service
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Table 1.

Baseline characteristics by client family involvement preferences (N=761)

Grouped by Baseline Family Involvement Preference

No Involvement 
(n=45)

Conditional Involvement 
(n=266)

Unconditional Involvement 
(n=450)

Difference 
btw groups

Measures N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD p-value

Demographics

Age (years) 45 23.0±3.0 266 21.6±3.2 450 20.8±3.2 <.001

Gender 0.018

 Female 14 31% 82 31% 91 20%

 Male 31 69% 182 68% 357 79%

 Other 0 0% 2 1% 2 0%

Race 0.036

 White (non-Hispanic) 15 33% 94 35% 108 24%

 Black (non-Hispanic) 13 29% 89 34% 161 36%

 Hispanic 11 24% 63 24% 138 31%

 Other 6 13% 20 8% 43 10%

Insurance status 0.027

 Uninsured 4 9% 19 7% 23 5%

 Public 25 56% 111 42% 233 52%

 Private 14 31% 116 44% 180 40%

 Other 2 4.4% 20 8% 14 3%

Primary language <.001

 English 43 96% 251 94% 385 86%

 Spanish 0 0% 4 2% 36 8.%

 Other 2 4% 11 4% 28 6%

Highest grade completed 0.002

 <HS 9 20% 60 23% 136 30%

 HS or GED 8 18% 49 18% 92 20%

 Some college 15 33% 117 44% 180 40%

 College graduate 13 29% 40 15% 42 9%

Family and Support System

Current family contact with client <.001

 Daily 26 62% 224 85% 425 94%

 Weekly 6 14% 31 12% 19 4%

 Monthly or less 10 24% 8 3% 6 1%

Lives with family <.001

 Parents 27 60% 205 77% 398 88%

 Other family (not parents) 3 7% 17 6% 31 7%
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Grouped by Baseline Family Involvement Preference

No Involvement 
(n=45)

Conditional Involvement 
(n=266)

Unconditional Involvement 
(n=450)

Difference 
btw groups

Measures N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD p-value

 Alone 5 11% 25 9% 8 2%

 Other 10 22% 19 7% 13 3%

Lives with anyone (% yes) 40 89% 241 91% 442 98% <.001

Has support person (% yes) 28 62% 241 91% 438 97% <.001

Homeless (% yes) 11 24% 21 8% 14 3% <.001

Clinical

Ever hospitalized (% yes) 37 82% 226 85% 388 86% 0.726

Number of prior hospitalizations 39 1.7±1.3 234 1.7±1.1 403 1.5±1.0 0.088

Current prescription for 
antipsychotics <.001

 Not medication adherent 8 18% 54 20% 54 12%

 Medication adherent 23 51% 159 60% 331 74%

 Not prescribed 6 13% 23 9% 20 4%

 Unknown 8 18% 30 11% 45 10%

Time to 1st mental health contact 
(days) median (IQR) 44

37.0 (11.0–
183.0) 264

29.0 (2.0–
119.0) 443 25.0 (2.0–90.0) 0.224

Family involvement in initial 
pathways to care referral chains 
(% yes) 21 47% 165 62% 326 73% <.001

Any substance use 33 73% 153 58% 229 51% 0.008

Discharged within one year 22 49% 96 36% 137 30% 0.024

Functioning

GAF social functioning 0.223

 < 40 8 18% 31 12% 52 12%

 40–70 28 62% 178 67% 273 69%

 >=70 9 20% 56 21% 124 28%

GAF occupational functioning 0.660

 < 40 31 69% 166 63% 301 67%

 40–70 11 24% 74 28% 105 23%

 >=70 3 7% 24 9% 44 10%

GAF symptoms 0.367

 < 40 37 82% 214 81% 371 82%

 40–70 8 18% 47 18% 77 17%

 >=70 0 0% 5 2% 2 0%

Employment at admission (% 
yes) 11 24% 53 20% 55 12% 0.006

Early Discharge

Discharged within one year (% 
yes) 22 49% 96 36% 137 30% 0.024
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*
GAF scores range from 0 to 100 with 100 representing better functioning
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Table 2.

Baseline characteristics by Family Contact Pattern (n=761)

Grouped by Family Contact Pattern

Always (n=323) Mixed (n=161) Never (n=22)
Early Discharge 

(n=255)
Difference 
btw groups

Measures N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD p-value

Demographics

Age (years) 323 20.7±3.3 161 21.9±3.0 22 22.5±2.6 255 21.3±3.3 <.001

Gender 0.021

 Female 66 20% 53 33% 9 41% 59 23%

 Male 256 79% 106 66% 13 59% 195 77%

 Other 1 0% 2 1% 0 0% 1 0%

Race 0.004

 White (non-Hispanic) 105 33% 39 24% 1 5% 72 28%

 Black (non-Hispanic) 92 29% 68 42% 12 55% 91 36%

 Hispanic 94 29% 48 30% 7 32% 63 25%

 Other 32 10% 6 4% 2 9% 29 11%

Insurance status 0.014

 Uninsured 10 3% 10 6% 2 9% 24 9%

 Public 147 46% 84 52% 12 55% 126 49%

 Private 150 46% 60 37% 5 23% 95 37%

 Other 16 5% 7 4% 3 14% 10 4%

Primary language 0.533

 English 287 89% 147 91% 18 82% 227 89%

 Spanish 16 5% 7 4% 1 5% 16 6%

 Other 20 6% 7 4% 3 14% 11 4%

Highest grade completed 0.050

 <HS 102 32% 27 17% 3 14% 73 29%

 HS or GED 61 19% 33 21% 5 23% 50 20%

 Some college 124 38% 80 50% 9 41% 99 39%

 College graduate 36 11% 21 13% 5 23% 33 13%

Family and Support 
System

Current family contact 
with client <.001

 Daily 299 93% 139 87% 16 73% 221 88%

 Weekly 19 6% 13 8% 2 9% 22 9%

 Monthly or less 4 1% 7 4% 4 18% 9 4%

Lives with family 0.007

 Parents 289 90% 129 80% 14 64% 198 78%
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Grouped by Family Contact Pattern

Always (n=323) Mixed (n=161) Never (n=22)
Early Discharge 

(n=255)
Difference 
btw groups

Measures N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD p-value

 Other family (not 
parents) 14 4% 12 8% 3 14% 22 9%

 Alone 8 3% 9 6% 2 9% 19 8%

 Other 12 4% 11 7% 3 14% 16 6%

Lives with anyone (% yes) 315 98% 152 94% 20 91% 236 93% 0.037

Has support person (% 
yes) 314 97% 144 89% 15 68% 234 92% <.001

Homeless (% yes) 9 3% 14 9% 2 9% 21 8% 0.014

Clinical

Ever hospitalized (% yes) 279 86% 143 89% 19 86% 210 82% 0.297

Number of prior 
hospitalizations 294 1.6±1.0 151 1.5±1.1 20 1.7±0.9 211 1.5±1.0 0.654

Current prescription for 
antipsychotics 0.009

 Not medication 
adherent 42 13% 18 11% 4 18% 52 20%

 Medication adherent 233 72% 121 75% 14 64% 145 57%

 Not prescribed 19 6% 9 6% 2 9% 19 8%

 Unknown 29 9% 13 8% 2 9% 39 15%

Time to 1st mental health 
contact (days) median 
(IQR) 321

25.0 (3.0–
92.0) 156

31.0 (0.0–
119.5) 22

20.0 (0.0–
70.0) 252

30.0 (4.5–
102.5) 0.419

Family involvement in 
initial pathways to care 
referral chains (% yes) 228 71% 98 61% 11 50% 175 69% 0.044

Any substance use (% 
yes) 178 55% 80 50% 14 64% 143 56% 0.467

Functioning

GAF social functioning 0.096

 < 40 37 12% 18 11% 1 5% 35 14%

 40–70 210 65% 108 67% 10 46% 151 60%

 >=70 76 24% 35 22% 11 50% 67 27%

GAF occupational 
functioning 0.028

 < 40 215 67% 105 65% 10 46% 168 66%

 40–70 89 28% 39 24% 7 32% 55 22%

 >=70 19 6% 17 11% 5 23% 30 12%

GAF symptoms 0.018

 < 40 277 86% 123 76% 17 77% 205 80%

 40–70 46 14% 37 23% 4 18% 45 18%

 >=70 0 0% 1 1% 1 5% 5 2%
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Grouped by Family Contact Pattern

Always (n=323) Mixed (n=161) Never (n=22)
Early Discharge 

(n=255)
Difference 
btw groups

Measures N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD N
% or 

Mean±SD p-value

Employment at admission 
(% yes) 39 12% 34 21% 6 27% 40 15.7% 0.029

*
GAF scores range from 0 to 100 with 100 representing better functioning
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Table 3.

Client Family Involvement Preference by Family Contact Pattern

Family Contact Pattern

Always Mixed Never Early Discharge

Family Involvement Preference n row % n row % n row % n row %

No Involvement 8 18% 8 18% 7 16% 22 49%

Conditional Involvement 97 37% 64 24% 9 3% 96 36%

Unconditional Involvement 218 48% 89 20% 6 1% 137 30%

Total 323 42% 161 21% 22 3% 255 34%

χ2=48.15; df = 6; p < 0.001
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