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Abstract
The research described in this thesis was conducted as part of an implementation
and outcome research project called Building Family Skills Together. My research used
an Ethnographic Action Research methodology to determine how to best implement
Behavioural Family Therapy (BFT), a psychoeducational family intervention, in the
routine practice of a continuing care team in an adult mental health service.
Implementation science informed an approach where I was located part-time in
the continuing care team as a family practice specialist for two years. All practitioners
were trained and the team was provided with intensive implementation support to enable
practitioners to provide BFT within their case management role.
Practitioners generally found it difficult to engage families in BFT and the extent
of their pre-existing contact with families appeared important in this process. BFT offered
practitioners a positive and contrasting experience of practice, although they found BFT
challenging to integrate with case management. Co-working was critical to practitioners
overcoming their anxiety about conducting BFT. Families were initially uncomfortable in
participating in BFT, yet found it helpful especially in promoting open discussion of the
impact of mental illness.
Although a hierarchical and defensive team culture constrained adoption of BFT,
organisational changes were made to integrate and accommodate the intervention within
clinical care. Staff turnover negatively impacted on implementation. My multi-faceted
implementation role sought to achieve a balance between problem-solving,
acknowledging success, driving change, and promoting on-going shared ownership. Coworking, monitoring uptake, the use of informal feedback and capitalising on the role of
emerging champions were important in implementation. Whilst intensive implementation
support did not appear to increase individual practitioner uptake compared to levels
reported in previous research, an organisational structure was established to co-ordinate
BFT and support practitioners through the appointment of practice champions.
Recommendations for implementing family interventions in mental health and for further
research are provided.
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Chapter 1: Introduction
My interest in working with families in a mental health context dates back to 1986
when I was employed as a social worker and case manager in a small community mental
health team in suburban Melbourne. I had worked in Child Protection before this and was
struck by the sense in which clients of the mental health service were viewed as separate
entities to their families. At best, families were seen as informants about their relatives’
problems. Children in particular seemed invisible or, when they were involved, were
often viewed as a complicating factor in the treatment of the individual client. Observing
this led to my interest in how families could be more positively involved in care and how
their needs could be better addressed. This experience was one of the reasons that
prompted me to undertake training in family therapy at The Bouverie Centre, a specialist
Family Therapy and training centre.
In the early 1990s I moved to the Regent Clinic, a large Community Mental
Health Centre in inner city Melbourne. I continued working in a case management role
but was able to use my newly acquired skills to provide family therapy to families of
clients. The larger size of Regent Clinic also provided me with opportunities to develop
programs for families. I organised a self-help service to offer support to families and
established a family interest group for practitioners interested in working therapeutically
with families. I became excited by the possibilities for improving services to families and
more ambitious about making a difference in this area.
In the late 1990s I was recruited to The Bouverie Centre – initially on a part time
basis – to help develop and deliver a state-wide training program in Family Sensitive
Practice for adult mental health services, called Get Together Fast (FaST). Two years
later, I left Regent Clinic, then known as the Southwell Continuing Care Program, and
was employed full time at The Bouverie Centre in my current position as a State-wide
Co-ordinator for Adult Mental Health Services. In this position, I am responsible for
leading the Centre’s work in building the capacity of the state’s publicly funded mental
health services to work well with families. This role allows me to continue to work
directly with families and to trial a range of approaches to changing practice with families
which have included: training; secondary consultation; and two year-long service
development projects, designed to encourage greater family involvement in care. I have
always experienced working with practitioners and services at this level as enjoyable but
13

challenging. It is difficult at times to know whether I am making a real difference in
services that are not always receptive to the inclusion of families.
A New Direction
In 2002, the concept of family sensitive practice was adopted within Victorian
state government mental health policy, reflecting to some extent that it had become part
of the mainstream of mental health service delivery (Victorian Government, 2002). There
were other important developments such as the emergence of Carer Consultant positions
within services, funding to address carer needs and provide respite and the issuing of
guidelines to services by the Victorian Chief Psychiatrist on family involvement, to which
The Bouverie Centre had contributed (Tanaghow, 2005). How much these developments
led to improved experiences for families is difficult to determine but family satisfaction
surveys by the state government revealed continuing concerns from families about the
extent to which their support needs were being met (Department of Human Services,
2004).
My colleagues and I at The Bouverie Centre were pleased that the concept of
Family Sensitive Practice had been formally acknowledged as part of mental health
policy. However, we also wanted mental health services to do more than be sensitive to
families’ needs. We knew from our own experience and from the research literature that it
was possible to work with families in ways that could deliver substantial benefits to
clients and their families. This internal restlessness was echoed by feedback from
champions of family work in the mental health field who wanted to be able to take
advantage of what family interventions could offer families.
At a personal level, I had been delivering training in Family Sensitive Practice for
seven years. I was looking for new meaning in my work, new paradigms and new
challenges. What followed marked a major development in the role of The Bouverie
Centre within mental health services and began a new chapter in my own work in the area
of mental health and families.
FamilyWorkNET
In 2005, a coalition of individuals and organisations in from a region of
Melbourne, including The Bouverie Centre, was formed to promote and research family
14

work in mental health. This coalition that became known as FamilyWorkNET was led by
Associate Professor Carol Harvey. Dr Harvey was director of the Psycho-social Research
Centre (PRC) and also Director of Clinical Services at Central West Area Mental Health
Service (CAMHS). FamilyWorkNET obtained funding from the National Institute of
Clinical Studies (NICS), a federally funded body that aimed to promote the translation of
research evidence into practice in health care. The funding FamilyWorkNET received
was designed to assist in identifying and responding to an evidence-practice gap. For our
group, the gap was between the evidence for the value of family interventions for people
suffering from schizophrenia and the limited use of these interventions in routine mental
health care. I was given dedicated time by The Bouverie Centre to work at The PRC. This
involved working alongside an internationally recognised carer advocate, Dr Margaret
Leggatt, to review the literature on the effectiveness of family interventions and to
develop a proposal for how they could be implemented and disseminated within public
mental health services.
This literature review highlighted that the models of family work that had been
most thoroughly researched and disseminated came from a different tradition to the
systemic models in which I had been trained. A number of the key stakeholders in the
project endorsed the concept of ‘evidence-based practice’ and wanted a
psychoeducational model of family intervention that was most strongly supported by
research evidence to be implemented. My colleagues and I at The Bouverie Centre had
reservations about going down this path given that we had tended to view these models as
rigid and simplistic compared to the flexibility and theoretical richness offered by
systemic family therapy.
However, as a consequence of my increased exposure to the published research
about family interventions I began to identify significant advantages of family
psychoeducational models over systemic models. The most obvious advantage to my
reckoning was a strategic one. Interventions that could claim an evidence base would be
taken seriously within publicly funded mental health services and would be able to
‘compete’ with both drug treatments and psychological interventions such as cognitive
behavioural therapy. I reluctantly conceded that systemic family therapy models could be
too easily dismissed by mainstream psychiatry and an increasingly business oriented
public mental health system.
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Development of an initial implementation strategy. The NICS project
generated an implementation strategy that involved the adoption of Behavioural Family
Therapy (BFT), a psychoeducational family intervention as the model to be implemented
within an Area Mental Health Service. The Director of The Bouverie Centre, Dr Colin
Riess, convinced about the ‘on balance’ value of BFT, made what was at the time a bold
decision within the Centre to send me to the United Kingdom to undertake a five-day
training program in BFT at the Meriden Programme in Birmingham.
The submission describing an implementation strategy for BFT, developed under
the auspices of FamilyWorkNET, was not successful in obtaining further funding from
NICS to enact the plan. However, The Bouverie Centre, as part of a further contribution
to FamilyWorkNET, made a decision to commit resources to a project based on the
developed implementation strategy. These resources included half of my time at The
Bouverie Centre being dedicated to playing a lead role in putting the implementation
strategy into action.
Towards the end of 2005 the Central West Area Mental Health Service (CAMHS)
was chosen as the site for the implementation of BFT. Active negotiations then
commenced for establishing the project in the continuing care teams of CAMHS. A
‘consultant’ from The Bouverie Centre would be located in each of the teams to work
intensively with the team’s leadership and practitioners. I was to be located within the
Southwell team while a colleague, Dr Peter McKenzie, was later chosen to work with the
Greenhill team. Shortly after the decision had been made to implement BFT at CAMHS
funding was received from the William Buckland Foundation, to study the
implementation and the impact of BFT on families. At this point, the implementation and
outcome research project later named Building Family Skills Together (BFST) was born.
Building Family Skills Together. BFST was the name given to the project that
aimed to implement Behavioural Family Therapy (BFT) within the routine practice of
two Continuing Care Teams (CCT) in CAMHS and to study the outcomes and process of
this endeavour. As such, Building Family Skills Together was both an implementation
and research project. The Director of The Bouverie Centre and I created the name for the
project and received endorsement from the project partners in late 2005, soon after the
decision about the site had been made.
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What’s in a name? The name “Building Family Skills Together” was chosen to
reflect the key principles and values of the project. “Together” was designed to capture
the idea of the person experiencing the mental illness, their family members and
practitioners working together to promote recovery and improve the ability of families to
cope with the challenges of mental illness. In the process, each party would be learning
from the other about mental health illness. The “together” concept was also seen as
extending to the project partners who were learning from each other and creating
knowledge together through implementation and research. “Building,” conveyed a way of
working that was change oriented and purposeful. The reference to “skills” emphasised
the non-pathologising, educational orientation of BFT.
At this juncture, as a point of orientation and clarification for the reader, I will
make a distinction between BFT and BFST. The similarity in the acronyms of BFT and
BFST created a degree of confusion for the project with the acronyms being used
interchangeably. However, the distinction between the two and their relationship is clear.
BFT is the particular model of family intervention used within the wider implementation
and research project titled Building Family Skills Together.
The Partner Organisations in BFST
Once the location of the project was decided, BFST was formed as a partnership
between the three key participating services — The Bouverie Centre, Central West Area
Mental Health Service (CAMHS) and the Psychosocial Research Centre (PRC). At this
point, FamilyWorkNET began meeting less frequently and moved into the background as
the partnership around BFST came to the fore. A fourth party, the Meriden Family
Program (Meriden), though not a formal partner was also an important player in the
project.
In BFST, The Bouverie Centre was responsible for leading the implementation
arm of the project, including conducting the training and providing a Family Practice
Consultant to work with each of the continuing care teams. The PRC was responsible for
leading and co-ordinating the research associated with BFST, while the CAMHS
provided access to the service, practitioners and ultimately clients and families. CAMHS
was also implicitly responsible for facilitating organisational changes needed to support
the implementation process. Meriden, through Dr Fadden, provided the model of family
intervention, BFT and the training program in BFT.. I also received monthly telephone
17

supervision from a senior trainer, Chris Mansell from Meriden, in relation to both my
clinical practice and implementation of BFT.
The Bouverie Centre. The Bouverie Centre is a publicly funded state-wide
specialist family service that provides a clinical family therapy service, university
accredited courses in family therapy, workforce development and research. The centre,
which was originally established as a child guidance clinic in the 1950’s, operates under
the auspices of La Trobe University within the Faculty of Health Sciences. At the time of
the project the centre had a full time equivalent of 30 staff, drawn from the professions of
social work, occupational therapy, psychology and medicine with most staff having postgraduate qualifications in family therapy.
Psychosocial Research Centre. The PRC undertakes research, training, service
development and policy reform, aimed at improving outcomes for adults recovering from
mental illness through psychological and social treatments and approaches. The PRC is a
collaboration of the University of Melbourne, La Trobe University and Regional Mental
Health. The Centre works with community organisations to promote research and
partnerships in the fields of social participation and employment. It aims to bridge
evidence and practice gaps in the use of psychosocial interventions and to build new
evidence for psychosocial approaches that improve recovery from mental illness. The
Centre had a small research staff led by Associate Professor Carol Harvey as director who
was also Director of Clinical Services of CAMHS for the majority of the BFST project.
The PRC is located on the premises of the administrative centre of CAMHS in the inner
suburbs of Melbourne.
Central Area Mental Health Service. During the period of the BFST project,
CAMHS provided clinical mental health treatment and care to people aged 16-64 with a
serious mental illness and who have associated significant levels of psychosocial
disability due to their condition.. CAMHS operated two Continuing Care Teams, one
located at the northern end of the catchment in Greenhill and the other at the southern
end, in Coburg.
Meriden West Midlands Family Work Program. The Meriden West Midlands
Family Work Program (Meriden) is a training and organisational development program
operating in the West Midlands of the United Kingdom. Meriden has been promoting the
development of family inclusive mental health services since 1998. It is well-known
18

internationally for providing a “cascade” system of training, whereby practitioners trained
in BFT can go on to be trained and supported as trainers and supervisors in the model. At
the commencement of BFST, over 2000 people had been trained in BFT (including
consumers and carers) and there were 123 active trainers within the West Midlands alone.
Meriden is a National Health Service (NHS) program hosted within the Birmingham and
Solihull Mental Health Foundation NHS Trust (Fadden, 2006). Meriden operates under
the leadership of Dr Grainne Fadden, a psychologist who is an established authority on
the implementation of family interventions in mental health.
Research within BFST
The research component of BFST was led and co-ordinated by Associate
Professor Carol Harvey in her role as Director of the PRC. Several studies were
conducted as part of BFST, each of which shared a common aim of increasing knowledge
of the practice, impact and dissemination of family interventions in public mental health
services. The group of researchers who were originally part of FamilyWorkNET, and who
were responsible for each of the studies, constituted the influential Research Group for
BFST. While researchers held responsibility for each of the three studies that were
conducted, there was considerable exchange and co-operation between group members.
The three studies are summarised in Table 1.

Table 1: Research Studies in BFST
Study1

Study 2

Study 3

Type of study

Outcome study

Organisational Impact

Process evaluation of
the implementation of
BFT (Current Thesis)

Lead
Investigator

A/Prof Carol Harvey,
Melbourne University

Dr John Farhall
La Trobe University

Research Sites

Southwell & Greenhill
CCT with comparison
group recruited from
Acacia CCT

Southwell & Greenhill
CCT with comparison
sites at Banksia,
Wattle and Acacia
CCT

A/Prof Amaryll
Perlesz
La Trobe University
(Thesis Supervisor)
Southwell CCT
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The aim of Study 1 was to address the question of whether BFT resulted in
superior outcomes when compared to treatment as usual. This research was conducted by
comparing outcomes for a group of clients and their families receiving BFT within the
two continuing care teams of CAMHS with a group of clients and their families receiving
treatment as usual within three continuing care teams located in two neighbouring Area
Mental Health Services.
Study 2 aimed to address the question of whether the implementation and practice
of BFT lead to increased contact with families and family related organisational activity
at the intervention site when compared to sites where BFT and associated implementation
di not occur. This involved comparison of this level of activity at Greenhill and Southwell
Continuing Care Teams with that occurring in teams at neighbouring Area Mental Health
Services.
Study 3 is the subject of this thesis. The aim of this study was to address the question
of ‘how can an evidence-based family intervention, Behavioural Family Therapy, be
best implemented within the Continuing Care Team of an Adult Mental Health
Service?’
Following this, there were a series of sub questions:


What was the impact of adopting a “whole team” approach to implementing BFT?



What was the effect of embedding a specialist family practice consultant in the
team?



What was the experience of practitioners, service leaders and those leading the
implementation of BFT?



To what extent was BFT acceptable to clients and families and how much did the
model need adaptation?
Although the implementation design and activities were essentially the same for

the two teams of CAMHS, this study was restricted to the Southwell team where I was to
be located.
Orientation to the Thesis
Time frame. This thesis focuses on the time I spent working in the Southwell
CCT between two and three days per week from early 2006 until the beginning of 2008.
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From February until the end of October 2008, I visited the team as part of a handover
process and up until March 2010 I conducted further interviews with family members,
practitioners and service leaders.
Structure of the Thesis
Chapter Two: Review of the Literature on the Implementation of Family
Interventions in Adult Mental Health Services. This chapter introduces the field of
family interventions, describes Behavioural Family Therapy as the form of family
intervention used in BFST and examines the extent to which such interventions are used
in mental health care. The focus then shifts to reviewing research examining attempts to
implement family interventions in mental health care before looking at the limitations of
both the methods of implementation and the research approaches adopted.
Chapter Three: Methodology. In this chapter I argue for the value of
ethnographic action research (EAR) as a methodology to address the key research
question of how to best implement Behavioural Family Therapy within the Continuing
Care Team of an adult mental health service. The research design is described, including
how the research site and participants were selected, the methods used to collect and
analyse data and the ethical considerations involved.
Chapter Four: Introducing Implementation Science. In this chapter the key
theoretical paradigm for understanding and informing the process of implementing BFT
within BFST is described. Implementation science, as the study of methods for translating
research findings into practice in health care settings, is introduced using a selected
implementation framework, the Consolidated Framework for Implementation Research
(CFIR).
Chapter Five: Applying an Implementation Framework to BFST. In this
chapter the chosen implementation framework, the CFIR is applied to BFST. Consistent
with the EAR methodology, an analysis of the context in which BFT was introduced is
conducted from an ethnographic perspective. The hierarchical and defensive
organisational culture of the Southwell CCT is described with a particular focus on how
this culture had implications for the implementation of BFT and practice of the model
within the team.
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Chapter Six: EAR in Action: Working with the Practitioners. This chapter
describes my embedded role in the CCT at the level of working directly with
practitioners. Through an account of a series of action research cycles, I describe how
practitioners struggled to engage families, the difficulties and benefits they experienced in
conducting BFT and the challenges I experienced in working with them. This highlights
the role of existing levels of practitioner-family contact in family engagement and the
particular value and challenges of co-working amongst other strategies for supporting
uptake of BFT.
Chapter Seven: EAR in Action: Working with the Organisation. In this
chapter I describe my embedded role and action research cycles taking place at the team
and wider organisation level. This involves an account of the changes made within the
team to facilitate practitioner’s use of BFT, integrate BFT into team practice and to meet
the major threat posed by staff turnover. I also describe my role in relation to promoting
ownership of BFST by the team and my expectations of the team.
Chapter Eight: Understanding Families’ Experiences. The major focus of this
chapter is families’ experiences of participating in BFT, although their contributions to
training and promotion in BFST are also described. This reveals families’ concerns about
participating in BFT as well as what they value, including the way in which it allows
them to talk more open about the mental health condition. Families also describe their
views of the limitations of BFT in terms of both the process of the model and ultimate
outcome.
Chapter Nine: Key Learning. In this final chapter I bring together the key
learning that emerged in BFST within an implementation framework. This includes how
the learning gained through this research might inform future efforts to establish family
interventions as an important element of mental health care.
Writing Style
This thesis is written in the first person as it is the favoured “voice” of qualitative
researchers. In this thesis it is intended to convey the important personal and immediate
experience of my role in the implementation process amongst the different voices and
perspectives represented. The term “we” is used in the thesis, where not otherwise
specified, to describe the research group and particularly Associate Professors Perlesz and
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Harvey whom I consulted most often in relation to implementation and research actions
of the project. Pseudonyms are used in this thesis for clients, family members, staff
member research participants and the names of the participating mental health services
are also disguised (See Chapter Methodology for further details).
Glossary of Terms
Acute Inpatient Unit: These units were located within general hospitals and
provide intensive bed-based care for people experiencing acute symptoms of a mental
illness who cannot be treated in a less restrictive environment. The average length of stay
is brief (two or three days to two weeks) and frequently involves involuntary detention
and treatment.
Allied Health Practitioners: In this context, this term refers to psychologists,
social workers or occupational therapists.
Allocations Meeting: A meeting that occurred within the CCT where new clients
were allocated to a case manager.
Area Manager: The Area Manager was the most senior manager within an AMHS
responsible for the overall operation of the service including administrative and financial
management. Area Managers usually come from a nursing or allied health background
and typically have worked as clinicians before assuming a management role. They
reported to a manager in the health service that auspiced the AMHS
Area Mental Health Service (AMHS): In the state of Victoria, an AMHS was the
organisational entity responsible for the delivery of mental health services to people aged
16-64 with a mental illness or disorder living within a defined geographical area of the
state. An Area Mental Health Service was comprised of a number of service components
that addressed differing levels of client need. Central Area Mental Health Service
(CAMHS) was the wider organisation responsible for The Southwell and Greenhill
Continuing Care Teams where BFT was implemented.
Behavioural Family Therapy (BFT): The particular form of family intervention
that was implemented as part of BFST. BFT is a Family Psychoeducational intervention
that provides goal setting, information about mental illness and skills training in
communication and problem solving in the context of a supportive relationship between a
practitioner and the client and their family.
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Bilingual Case Managers: These roles located within a CCT were occupied by
case managers who speak a language from language groups most strongly represented in
the client population of the AMHS. Bilingual case managers also contributed to
improving the overall cultural responsiveness of the AMHS.
Building Family Skills Together (BFST): BFST is the name given to the project
that aimed to implement Behavioural Family Therapy within the two Continuing Care
Teams of CAMHS and to research the process and outcomes of this endeavour.
Building Family Skills Together Governance Group: The Governance Group was
constituted by the project partners. It oversaw BFST, was the ultimate decision making
body, charted broad project directions and managed communication with major external
stake-holders such as the state government Department of Health.
Building Family Skills Together Research Group: The Research Group coordinated guided and facilitated all research activities associated with BFST.
Carer: A family member or friend who provides care and support to a person
experiencing a health problem, disability or chronic illness including a mental illness.
Although often used interchangeably with family, the term carer usually implies that the
person has a particular role in supporting an ill relative.
Carer Consultant: A Carer Consultant is a person with lived experience of caring
for a family member with a mental illness who is employed by an AMHS. At CAMHS
this role involved Carer Consultants providing direct practical and emotional support to
carers in addition to a service development role.
Case Management: In the mental health context, case management refers to a
system of care in which one professional within a multi-disciplinary team is appointed to
provide direct care and co-ordinate the delivery of other interventions provided to the
client. These interventions include those provided within the team such as medication
review and psychological testing or treatment as well as services provided to the client by
external agencies such as housing, income support and employment assistance.
Case Manager: A social worker, nurse, occupational therapist or nurse who
performs a case management role (see case management). Although case managers
perform profession specific functions (for example, psychological assessments), in the
CCT most of their time was devoted to their generic case management role.
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Client: A person receiving treatment and care from a mental health service. In this
thesis it is used interchangeably with the term consumer.
Clinical Review: A meeting chaired within the CCT where the clients’ care and
treatment as reflected in their Individual Service Plan was reviewed by the treating team.
Clinician: A trained health professional employed as a psychiatrist, registrar,
medical officer, social worker, occupational therapist, nurse or psychologist (see also
practitioner).
Consultant Psychiatrist: A medical practitioner who has undertaken and
completed advanced training in psychiatry. In the CCT, a Consultant Psychiatrist assumes
a clinical leadership role within the team.
Continuing Care Team (CCT): Continuing Care Teams as a component of an
AMHS provide non-urgent assessments, treatment and case management services to
people with a serious mental illness who have significant levels of disturbance and
psychosocial disability due to their illness. Clients may attend a CCT for a few months,
though this may extend to years. There were two CCTs operating as part of CAMHS, the
Southwell CCT (SCCT) that is the focus of this thesis and the Greenhill CCT.
Crisis Assessment and Treatment Team (CATT): This team provides short–term
intensive home based clinical treatment to people experiencing a mental health crisis
including those presenting for the first time or existing clients of other teams of the
AMHS who are in crisis. These multidisciplinary teams usually also played a gate
keeping function for the Acute Inpatient Unit.
Director of Clinical Services: The most senior Consultant Psychiatrist within the
AMHS who was ultimately responsible for the clinical treatment and care provided within
the AMHS. Worked closely with the area Manager in running the AMHS
Discipline Senior: This refers to the most senior professional for each of the allied
health professions and nursing within an AMHS.
Family: People who are related to a person with a mental illness through blood,
marriage or de facto relationship or friendship.
Family Practice Consultant: In the context of BFST this describes the role
established to directly support the uptake of Behavioural Family Therapy within CCTs at
Southwell and Greenhill. This included conducting BFT with practitioners convening
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Mentoring Groups to providing individual secondary consultation and performing a
number of other roles within the team that facilitated the uptake of BFT by practitioners.
Family Practice Working Group (FPWG): A group established within the
Southwell CCT to guide and facilitate the implementation of BFST within the team.
FamilyWorkNET: a coalition of individuals and organisations in a region of
Melbourne formed to promote and research family work in mental health.
Implementation Coordinator: In the context of BFST this role was responsible for
all of the activities across the project associated with the implementation of BFT within
CAMHS. I performed this role across BFST in addition to my role as Family Practice
Consultant for the Southwell Team.
Individual Service Plan: A plan developed between the client and the case
manager that details client needs and how these will be addressed while the client is
attending the CCT.
Mobile Support and Treatment Team (MSTT): This team provided intensive home
based clinical treatment and case management to a small group of clients who usually had
a history of frequent inpatient admissions and who because of the extent of their support
needs could not be cared for by a CCT.
Practitioner: The broadest description for a paid employee providing treatment or
care to clients and their families. A practitioner may be a clinician (psychiatrist, registrar,
medical officer, social worker, occupational therapist, nurse or psychologist) or a carer
consultant.
Program Manager: The program manager was responsible for the overall
operation and development of the Southwell Team with an equivalent role operating at
Greenhill. Towards the end of the 2008, the program manager at Southwell became
responsible for managing both teams. The Program Manager reported directly to the Area
Manager.
Registrar: A medical practitioner who is undertaking advanced training in
psychiatry.
Team Leader: In the SCCT context the Team Leader had day to day responsibility
for the operation of the team including arranging duty and assessment rosters, chairing
meetings and ensuring that administrative tasks such as documentation and recording of
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contact data were completed. The team leader reported to the Continuing Care Program
Manager.

27

Chapter 2: Implementation of Family Interventions in Adult
Mental Health Services: Literature Review
Implementing family interventions in mental health services is a complex process
that goes beyond simply training practitioners or changing agency policy. Although
evidence supporting the efficacy of an intervention is important and can lead to their
endorsement as recommended practice, there are many other factors that influence the
extent to which an intervention will be used by a practitioner or adopted by a whole
service. In relation to family interventions in mental health, client outcome research is
complemented by research examining practitioner’s experience of using these
interventions following training. In this chapter I briefly review the literature on the
efficacy of family interventions and focus on critically examining research on the uptake
of these interventions in mental health services.
Family Interventions in Mental Health Care
The first accounts of families being involved in the care of people with mental
health difficulties have been traced back as far as the foundation of social work in the
United States in the first two decades of the twentieth century (Beels, 2002). Since this
time a range of therapeutic, educational and practical (financial aid and respite care)
approaches have been developed (C. Harvey & O'Hanlon, 2013). However, for the
purpose of this review, I will focus on family interventions that are therapeutic or
educational in nature. These approaches generally aim to involve the family as a means of
treating the condition of the affected family member or increase family members’ ability
to cope with their relatives’ condition and lessen their own distress.
Historically there has been a strong association between family interventions and
the treatment of severe forms of mental illness, particularly schizophrenia. Since the mid1950s, family approaches have been used in the treatment of schizophrenia. These
approaches were central to the development of family therapy (Bertrando, 2006). Over
time, different models for working with families have developed reflecting differing
theoretical, research and values orientations. These orientations include psychoanalysis,
systems theory, behavioural and cognitive behavioural psychology, education and family
advocacy. At the same time, the different models share many common characteristics and
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there is evidence of considerable cross fertilisation between approaches (Dixon, 1999;
Lefley, 2009). (For comprehensive reviews of the development of family interventions in
mental health see Bertrando, 2006; Burbach, 1996; Fadden, 1998; Lefley, 2009; Marley,
2004; McFarlane, Dixon, Lukens, & Lucksted, 2003).
Models of Family Intervention
A variety of terms have been used to describe family-based approaches in mental
health including family interventions, family therapy, family management,
psychoeducation, family psychoeducation and family education. In a similar vein to
Lefley (2009), I have grouped the therapeutic and educational approaches to working with
families into three broad categories.
Family Therapy. From the mid-1950s up until the mid-1980s family therapy
models, strongly influenced by systems theory, predominated in family interventions with
schizophrenia. Early models were premised on the notion that family interactional
processes were responsible for the development of schizophrenia. As such, the focus on
addressing relationships in families was designed to “cure” schizophrenia. More recent
models tend to focus on helping the diagnosed person and their family to work together
more effectively to limit the oppressive effects of the condition on all members (White,
1987). These approaches are not usually likely to specify a duration over which an
intervention occurs or the numbers of sessions provided but tend to be brief in nature.
Family Education. This approach is most often associated with the growth of the
family advocacy movement in the 1970’s. Deinstitutionalisation, which shifted care of the
mentally ill to families without support to help them perform their caring role, has been
identified as a major driver for the development of these organisations (Johnson, 2002;
Lefley & Johnson, 2002; Leggatt, 2005). Family education generally aims to help
relatives of the person with the condition understand and cope more effectively with the
illness (Lefley, 2009). Education in this context often includes teaching family members
communication, problem solving and stress management skills. Family education is
usually delivered as a series of sessions occurring over a period of up to six months. This
occurs in a group setting facilitated by a trained family member or a mental health
professional usually without the ill family member being present (Johnson, 2007).
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Family Psychoeducation. Family psychoeducational approaches emerged around
the late 1970s to mid-1980s. Like early family therapy approaches, they were premised on
a link between aspects of family functioning and schizophrenia. However, in this instance
the link was not seen as etiological but rather as influencing the course of the condition. A
major driver for these approaches was research conducted in the early 1970s by Brown
and his colleagues (Brown, Birley, & Wing, 1972) and subsequently by Vaughn and Leff
(1976). This established an association between the emotional climate in a family
conceptualised as “expressed emotion” and the likelihood of relapse for the person
suffering from schizophrenia.
Family psychoeducation models share a number of important features. They aim
to reduce the likelihood of relapse and, over time, have focussed more directly on
reducing distress and burden in family members. In common with family education they
usually involve providing information about the condition with an emphasis on factors
affecting relapse (Lyman et al., 2014). There is also often a focus on teaching the family
stress management, communication and shared problem solving skills. Unlike Family
Education models, the person with the illness is included in the work with the family.
While some of the models are brief and crisis oriented, most assume 12 or more sessions
extending from six months to over two years (Goldstein, Rodnick, Evans, May, &
Steinberg, 1978). An important variation within these models is whether families are seen
individually or in groups. Multiple Family Groups involve work with a number of
families together (including the person experiencing the condition) over periods of up to
two years (McFarlane, 1994, 2002). They use the same broad psychoeducational
principles and components described in relation to single family interventions.
Behavioural Family Therapy (BFT) is the family intervention used in Building
Family Skills Together. Despite its name, BFT is a family psychoeducation model. This
relates to its strong emphasis on providing information about the condition and the
teaching of communication and problem solving skills to family members. BFT is a
model for working with individual families that has been used extensively in the
treatment of mental illness, particularly schizophrenia. The development of BFT is
attributed to the work of Falloon and Liberman at the University of Southern California
(Falloon & Liberman, 1983; Liberman, 1970; Lyman et al., 2014). It emerged out of the
application of the behavioural methods developed for working with individuals, to
training parents to address child behavioural problems and then to work with couples
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(Falloon, Boyd, & McGill, 1984; Gordon & Davidson, 1981; Jacobson, 1981). Further
details about BFT will be provided in Chapter Four.
One of the reasons that BFT was chosen as the family intervention for use in
BFST was the evidence supporting its’ efficacy in a mental health context. In a number of
controlled trials BFT has been associated with a reduction in relapse for people
experiencing schizophrenia (Berglund, Vahlne, & Edman, 2003; Falloon et al., 1982;
Falloon et al., 1985; Glynn et al., 1992; Randolph et al., 1994; Schooler et al., 1997). BFT
has also been found to reduce symptoms and the use of psychotropic medication and
improve the functioning of the person with the condition (Berglund et al., 2003; Falloon
et al., 1982; Falloon et al., 1985; Magliano et al., 2005; Magliano, Fiorillo, Malangone,
De Rosa, & Maj, 2006; Montero et al., 2001; Zastowny, Lehman, Cole, & Kane, 1992).
In relation to family members, BFT has been associated with reduced carer burden,
improved carer coping and family functioning (Berglund et al., 2003; Magliano et al.,
2005; Magliano et al., 2006; Mueser et al., 2001; Zastowny et al., 1992). The wider
evidence for the value of family psychoeducation in treating schizophrenia is summarised
below.
Efficacy of Family Interventions
Family interventions, particularly family psychoeducational interventions, for
people who experience schizophrenia have been the subject of more than 50 randomised
controlled trials conducted (RCTs) over the last 35 years. These trials have been included
in a series of meta-analyses and systematic reviews (see Barbato & D'Avanzo, 2000;
Bustillo, Lauriello, Horan, & Keith, 2001; Cuijpers, 1999; Lincoln, Wilhelm, &
Nestoriuc, 2007; National Collaborating Centre for Mental Health, 2010; Pfammatter,
Junghan, & Brenner, 2005; Pharoah, Mari, Rathbone, & Wong, 2010; Pilling et al., 2002;
Pitschel-Walz, Leucht, Bauml, Kissling, & Engel, 2001(Carr, 2014; Lobban et al., 2013;
Mueser, Deavers, Penn, & Cassisi, 2013; Pompili et al., 2012; Rummel-Kluge & Kissling,
2008; Sin & Norman, 2013). As the focus of this literature review is the implementation
of family interventions in routine practice rather than their efficacy, I will limit my review
to summarising the major findings of these meta-analysis and systematic reviews.
The most consistently reported finding in meta-analyses and reviews is a reduction
in relapse for people receiving family interventions when compared to those receiving
treatment as usual(Barbato & D'Avanzo, 2000; Bustillo, Lauriello, Horan, & Keith, 2001;
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Carr, 2014; Lincoln, Wilhelm, & Nestoriuc, 2007; Mueser et al., 2013; National
Collaborating Centre for Mental Health, 2010; Pfammatter, Junghan, & Brenner, 2005;
Pharoah, Mari, Rathbone, & Wong, 2010; Pilling et al., 2002; Pitschel-Walz, Leucht,
Bauml, Kissling, & Engel, 2001; Pompili et al., 2012; Rummel-Kluge & Kissling, 2008).
The impact on relapse is reported over different time periods (during treatment and up to
two years post treatment) and in a variety of ways including the percentage reduction in
relapse rates, Odds Ratio (OR), Relative Risk (RR) and the number of patients that need
to receive the intervention to prevent one relapse (Number Needed to Treat or NNT). As
an example, the most recent meta-analysis found that family intervention may decrease
the frequency of relapse (RR 0.55 Confidence Interval (CI) 0.5 to 0.6, NNT 7 CI 6 to 8).
In an account of family psychoeducation in clinical high risk and first-episode psychosis,
the reduction in relapse is described as equivalent to that achieved in drug maintenance
studies. (McFarlane, Lynch, & Melton, 2012). Reduced hospital admissions have also
been reported (Lincoln et al., 2007; National Collaborating Centre for Mental Health,
2010; Pharoah et al., 2010; Pilling et al., 2002) as have a range of other outcomes for
individuals diagnosed with schizophrenia including improved compliance with
medication, increased knowledge of the condition and improved social functioning
(Lincoln et al., 2007; National Collaborating Centre for Mental Health, 2010; Pfammatter
et al., 2005; Pharoah et al., 2010; Pilling et al., 2002).
Meta-analysis and reviews focusing exclusively on the relatives of people
experiencing schizophrenia reveal positive impacts of family interventions for this group.
In a meta analysis, Cuijpers (1999) found family interventions led to improved family
relationships and family functioning and less distress among family members. In their
recent systematic review of family interventions in psychosis, Lobban et al. (2013),
reported that in 60% of the 55 studies reviewed there was a statistically significant
positive impact on at least one relatives' outcome category. In another systematic review
by Sin and Norman (2013), psychoeducation programs were found to be effective in
improving family members knowledge and coping.
The frequency of sessions and the overall duration of family interventions has
been identified as important to client outcomes as well as to the impact on family
functioning, with those treatments which extend over six to nine months or more
demonstrating superior benefits (Barbato & D'Avanzo, 2000). Two studies have identified
the inclusion of the person with the illness in the family intervention as critical to
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outcome (Barbato & D'Avanzo, 2000; Pfammatter et al., 2005). Research in relation to
family interventions has been conducted in Europe, Asia and North America, pointing to
its applicability across different cultural contexts, although the need for cultural adaption
has been noted (Pharoah et al., 2010)
Although family interventions have been demonstrated to deliver benefits when
compared to standard care, studies comparing family interventions to individual
interventions that are more intensive than usual care have failed to find a benefit to family
interventions in terms of client outcomes (Barbato & D'Avanzo, 2000; Bustillo et al.,
2001; Pitschel-Walz et al., 2001). This suggests that it may be the overall increased
intensity of treatment compared to treatment as usual that accounts for some of the
benefits of family interventions.
Uptake of Family Interventions in Routine Mental Health Care
The weight of evidence supporting the value of family interventions has led to
their incorporation internationally in treatment and practice guidelines for schizophrenia.
In the United States, the Schizophrenia Patient Outcomes Research Team (PORT)
psychosocial treatment recommendations state that “Persons with schizophrenia who have
ongoing contact with their families, including relatives and significant others, should be
offered a family intervention that lasts at least 6–9 months” (Dixon et al., 2010, p. 53). In
the United Kingdom, the National Institute for Clinical Excellence guidelines for
schizophrenia similarly propose that family interventions should be available to the
families of people with schizophrenia who live with or are in close contact with the
person with the condition (National Collaborating Centre for Mental Health, 2010). They
also specify that those who have recently relapsed or are at risk of relapse and those with
persistent symptoms should be offered family interventions. Consistent with the PORT
guidelines, they recommend interventions of greater than six months and of more than 10
sessions. In the Australian context, the Royal Australian and New Zealand College of
Psychiatrists clinical practice guidelines recommend that family interventions be
integrated into all stages of care and include psychoeducation, communication skills and
problem solving components, the key elements of BFT (McGorry, 2004).
However, despite the institutional endorsement of family interventions, a
consistent concern in meta-analyses and reviews relates to their use in routine care. This
is expressed as a question about whether family interventions can be effective when
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delivered in mental health services given that most studies have been conducted as part of
specialised research projects (Bustillo et al., 2001; Dixon, Adams, & Lucksted, 2000;
McFarlane et al., 2003). Despite the positive findings about the cost effectiveness of
family interventions, concerns have also been identified about the efficiency of their
formats and the high number of families that needed to treated to prevent a relapse,
relative to the resources needed to implement family interventions (Pfammatter et al.,
2005; Pharoah et al., 2010). Further, questions have been raised about how to integrate
family interventions into existing practice and as well as how to ensure fidelity (Dixon et
al., 2010; Pilling et al., 2002).
Direct evidence about the extent of availability of family interventions is limited.
In the United States a study of Medicare and Medicaid claims data found 0.7% and 7.1%
respectively of persons with schizophrenia made a claim for family therapy as a treatment
item (Dixon et al., 1999). In the field component of the same study, of the 530 patients
who reported having contact with their families, only 30% reported that their families had
received information, advice, or support about their illness and only 8% reported that their
families had attended an educational or support program.
In the United Kingdom, Fadden and Birchwood (2002), citing Government
reports, indicated that family interventions were not routinely available. A study of family
contact with clients and staff of 11 community mental health teams in inner London
found that while 37% of files revealed recent contact between carer co-ordinators and
families, there was evidence of family intervention in only 5% of files (Krupnik, Pilling,
Killaspy, & Dalton, 2005). Similarly, Michie et al. (2007) cite a survey of seven
community teams within a National Health Service Trust where the percentage of patients
who participated in a family intervention ranged from 3% to 17%. One study had more
positive findings. Berry and Haddock (2008) cite a national survey of all National Health
Service Trusts across England, involving 7,500 people, that found 53% of those surveyed
had received family interventions within a 12 month period. Most recently a file audit of a
randomly selected sample of 187 people with a diagnosis of schizophrenia receiving
treatment from mental health services in North West England revealed that within a 12
month period 1.6 % of the sampled group were offered a family intervention and 1.1%
received this intervention (Haddock et al., 2014). These contrasting findings point to the
possibility of differing definitions about what constitutes the provision of a family
intervention.
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Magliano and colleagues (1998) in a study of 236 relatives of patients with
schizophrenia across five European countries found that psychoeducational interventions
were provided to less than 15% of the families from each country. This ranged from zero
in Portugal and Germany, 2% in Italy, 8% in the United Kingdom and 14% in Greece. A
survey of psychiatric services in Germany, Switzerland and Austria found that only two
percent of families whose relatives were being treated for schizophrenia took part in
family education sessions in the institutions that responded to their survey (RummelKluge, Pitschel-Walz, Bauml, & Kissling, 2006).
The available literature, with the exception of the report cited by Berry and
Haddock (2008), suggests there is limited provision of family interventions in public
mental health services across the United States, the United Kingdom and Europe. There is
no direct evidence in the Australian context regarding the availability of family
interventions as part of routine care. However, the lack of availability of family
psychoeducation in the treatment of schizophrenia is acknowledged in a publication for
consumers and carers produced by the Royal Australian and New Zealand College of
Psychiatrists (Killackey, McGorry, & Elkins, 2009).
Numerous reasons have been proposed to account for why family interventions
have not been widely disseminated in mental health services, mostly framed as barriers to
implementation. Typically these barriers are identified as occurring at different levels
including consumers, families, practitioners, service administrators, policy makers as well
as at the level of societal culture and values (Berry & Haddock, 2008; Fadden, 2006;
McFarlane et al., 2003; Michie et al., 2007; Sherman & Carothers, 2005). In the following
section, I will review research examining the extent of uptake of family interventions
following training and other deliberate strategies designed to implement these
interventions in mental health services.
Implementation of Family Interventions in Mental Health
Family interventions have been introduced into mental health services in a variety
of ways. This includes specialist teams developing “organically” within mental health
services, specialist family programs offering training and support to practitioners from
multiple mental health services, postgraduate training programs in psychosocial
interventions and the development of comprehensive treatment packages that include a
family intervention component (Bailey, Burbach, & Lea, 2003; Brooker, Saul, Robinson,
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King, & Dudley, 2003; Fadden, 1997; Falloon, Montero, et al., 2004; McFarlane et al.,
2012). In the context of comprehensive treatment packages, all practitioners within a
service may be trained in a family intervention as part of an agency adoption of the
package. However, more often, individual practitioners or small groups of practitioners
from within a mental health service are trained and may work alone or as part of intraservice specialist teams to provide family interventions. I have restricted my review to
those studies where uptake of individual family interventions by practitioners in mental
health services following training has been systematically measured and where factors
influencing the use of these interventions in routine practice have been assessed.
In the United States, the implementation of multiple family groups in mental
health services has been the subject of large-scale studies (Dixon et al., 1999; Jewel &
Smith, 2007; McFarlane, McNary, Dixon, Hornby, & Cimett, 2001). Although the
multiple family group model, like BFT, is a family psychoeducational intervention, it
involves working with groups of families rather than individual families and can involve
as few as two practitioners. This raises implementation issues that are distinctively
different from those associated with the use of single family intervention like BFT, such
as recruiting enough families to make a group viable and the need to train only a small
number of practitioners to conduct a multiple family group.
I excluded from the review a number of largely descriptive accounts of the
development of family intervention programs in services in the United Kingdom (Hughes,
Hailwood, Abbati-Yeoman, & Budd, 1996; Kelly & Newstead, 2004; Murphy, 2007;
Smith & Velleman, 2002). This is due to the absence of systematic tracking of the
adoption of family interventions by practitioners and a deliberate process for examining
factors influencing uptake of the intervention. I have also not included in the review a
qualitative study of 20 practitioners and managers conducted by Michie et al. (2007) in
the United Kingdom, which examined knowledge and attitudes to the implementation of
guidelines for family interventions in schizophrenia. This is because the study did not
measure actual uptake of family interventions. However, I will refer to the findings of this
study in drawing conclusions from the review.
In total, I reviewed seven papers that met the criteria of being studies of the
implementation of individual (as opposed to group) family psychoeducation in mental
health settings and where the uptake of the intervention by practitioners following
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training was systemically measured.. The key features of these studies and their findings
are presented in Table 2.
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Table 2: Studies Examining Uptake
Authors
and Year

Study context

Measures

Family
intervention
Model

Diagnoses

Training &
Implementation
Support

No. of
Respondents &
Response Rate

Kavanagh
et al,1993

University based
researchers’ training
and follow up of
practitioners working
with
mental health services
in Sydney &
neighbouring cities in
Australia.

Self–reported
uptake

Cognitive
Behavioural
Family
Therapy

Schizophrenia

35 hours interactive
training.
Practice Manual
Option of Co-working
& working
Individually.
Ongoing supervision.
Internal consultants
trained.
Organisational
intervention.

N=45
(Representative
sample of those
trained)
94%

Family intervention
training program
delivered to
practitioners in
mental health services
in Buckinghamshire
United Kingdom.

Self-reported
uptake

Behavioural
Family
Therapy

Mixed
diagnosis

Courses training
practitioners in
psychosocial
interventions at
Universities in
London and Northern
England.

Postal survey of
practitioners

Family
Intervention
not specifieddescribed as
evidence based

Not specified

39 hours of initial
interactive training &
weekly supervision.
Practice Manual.
Ongoing monthly
supervision.
As needed telephone
support & supervision.
Managers invited to
initial training session.
Training delivered as
part of one year course
in Psychosocial
Interventions.

Fadden,
1997

Brooker et
al, 2003

Survey of
barriers to
uptake
Measure of
recall of model
components and
frequency of use
of in everyday
practice.

Survey of
barriers

Postal survey of
managers
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Time
Period
Post
Training
3 yrs.

Mean No.
of families
seen per
practitioner
1.4

Most frequently
nominated
barriers

N=59
70%

9mths-3.5
years

1.7

Difficulty in finding
appropriate families
Integration with
caseload or other
work
responsibilities;
Engagement of
clients or families

N=76
82%

2-6 years

0.9 (Est per
year)

Integration with
caseload or other
responsibilities
Time from service
to undertake the
interventions
Access to
supervision.

Integration of
family work with
caseload & other
work
responsibilities.
Allowance of time
from the service.
Integration with
outside interests and
responsibilities.

Authors
and Year

Study context

Measures

Family
intervention
Model

Diagnoses

Training &
Implementation
Support

No. of
Respondents &
Response Rate

Bailey et
al,2003

Internally developed
specialist family
intervention program
in mental health
service in Somerset
United Kingdom.

Self –reported
uptake
Survey of
barriers

Cognitive
Behavioural
Family
Therapy

Psychosis

One year training
course (180hrs)
includes supervised
practice.
Trained staff member
of Family Work team.
Co-working
Monthly supervision.

N=15
83%

University
researchers training
and follow up of
practitioners at
selected mental health
services across Italy,
Greece, Portugal,
Spain, Germany and
England.

Self-reported
uptake

Cognitive
Behavioural
Family
Therapy

Schizophrenia

Forty hours interactive
program.
Two staff from each
site trained.
Fortnightly supervision
for two months &
monthly supervision for
four months.
Follow up session one
year post training.

Behavioural
Family
Therapy

Psychosis

Forty Hours interactive
training.
Monthly supervision

Magliano
et al, 2005

Pitt, 2005

Internally developed
family intervention
team established in
mental health service
in Urban South
Wales.

Focus group

Family
intervention
Schedule (FIS)
Survey of
barriers and
benefits at four
time points post
training
Measures of
impact on client
mental state &
social
functioning and
family coping.
Audit of family
interventions
Focus Group
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Time
Period
Post
Training
Over 2
years

Mean No.
of families
seen per
practitioner
3.5

Most frequently
nominated
barriers

N=48
100%

12 months

1.2(Est)

Integration of
family work with
caseload or other
responsibilities at
work. Burden of
work. Allowance of
time from the
service to perform
the intervention.

N=20
100% (audit)

3 years

4.25

Balancing family
work role with their
other duties.
Limited time
Lack of confidence
delaying seeing
families.

Allowance of time
from the service to
do family work.
Integration with
caseload or other
responsibilities.
Knowledge of
family work
components.

Authors
and Year

Study context

Measures

Family
intervention
Model

Diagnoses

Training &
Implementation
Support

No. of
Respondents &
Response Rate

Magliano
et al, 2006

University based
training and follow up
of practitioners at
multiple invited
mental health services
across Italy.

Self-reported
uptake

Cognitive
Behavioural
Family
Therapy

Schizophrenia

Three 2.5 day modules
(~60hrs).
Four 8 hr. supervision
& problem solving
sessions.
Monthly telephone
support.

N=34
89%

FIS immediate
post training and
at 12 months
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Time
Period
Post
Training
12 months

Mean No.
of families
seen per
practitioner
2.1

Most frequently
nominated
barriers
Availability of time.
Integration of
family work into
existing workload
Familiarity with
cognitivebehavioural
techniques.

Study designs
The study by Kavanagh and colleagues (1993) is a seminal piece of research in
this area. This study is frequently cited in the literature on implementation of family
interventions in mental health services and the measures of practitioner uptake and
barriers to implementation have been adapted for use in subsequent studies. Kavanagh et
al’s study was initially intended to be an outcome study, though due to low levels of
uptake it became a study of implementation. This transition from an outcome to an
implementation study is a powerful marker of the challenges of translating an evidencebased family intervention into routine practice. As such, it appears to be the first study
that directly and systematically identifies the difficulties associated with implementing
family interventions within a mental health service.
All seven studies in this review implemented a family psychoeducation model,
with five studies using either behavioural family therapy or an adapted version of this
model based on cognitive behavioural therapy. The model described by Bailey et al.
(2003) is a hybrid systemic/psychoeducational intervention and differs most from the
other studies reviewed.
The majority of studies involved training programs of approximately 40 hours
duration. However, two of the training programs were delivered over a one year period. In
the study by Bailey et al, training involved an estimated 180 hours. In all of the studies,
except Brooker et al. (2003), some form of post training supervision or support was
described.
There is significant variation in study settings, ranging from small within-service
family intervention teams to larger studies involving training delivered centrally to
practitioners from different settings.
In terms of study methods, all except Pitt (2005) involved practitioner selfreported uptake of family interventions and the rating of a list of over 30 items previously
identified as barriers to intervention uptake (based on Kavanagh’s work), with some
studies also reporting benefits associated with using the family intervention. Two of the
studies measured perceived barriers at more than one time point post-training (Magliano
et al., 2005; Magliano, Fiorillo, Malangone, De Rosa, & Maj, 2006). The studies by Pitt
and Bailey et al, involved the use of practitioner focus groups. The original study by
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Kavanagh was the only one to include a measure of practitioners’ recall of the
components of the family intervention and their reported use in everyday practice. The
European and Italian studies conducted by Magliano et al, both combined measures of the
impact of the intervention on clients and families and implementation measures. In the
case of the Italian study the client and family outcome measures were reported in a
separate paper (Magliano et al., 2006).
Rates of Uptake by Practitioners
In the studies reviewed, the average number of families seen by each trained
practitioner ranged from 0.9 to 4.5. Fadden and Kavanagh et al., expressed concerns
about low levels of uptake in their studies (with uptake rates of 1.4 and 1.7 respectively),
indicated by the subtitles of these studies, which were “what can the matter be?” and “a
major cause for concern.”
Fadden and Brooker et al. also found that 30% and 37% of practitioners
respectively did not see a family at all following training. By contrast, in the two UK
based intra-service team studies, all those trained saw at least one family (Bailey et al.,
2003; Pitt, 2005). In the Italian study by Magliano et al, this figure was 90%.
Another pattern of uptake noted in three studies was for a small group of
practitioners to see a large proportion of families. For example, Kavanagh et al. noted that
six practitioners saw 57% of families in their study while Fadden found 8% of
practitioners saw 40% of families. Brooker et al. found a similar skew with a small group
of participants reporting seeing a large group of families.
Two measures of uptake used by Kavanagh et al. were recall of model
components and reported use of these components with families at least once per week.
Most practitioners were able to recall sections relating to symptoms, and basic
management of the condition (which included stress management, symptom monitoring
and problem solving) but 70% could not recall the cognitive behavioural components of
the model without referring to the manual. In terms of weekly use of the components of
the model, no practitioners reported using cognitive therapy with families while the use of
social skills and other behavioural skills components was 7% (when corrected for
practitioner recall). Symptom management, problem solving, stress management, early
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warning signs, goal setting and information about the disorder were used by between 13%
and 30% of practitioners.
Perceived barriers and benefits
The most consistently nominated barriers by practitioners were organisational and
related to integration of family work with caseload and other work responsibilities
(identified in all studies) and allowance of time from the service (nominated in all but one
of the studies). Barriers were also identified at the level of practitioners’ knowledge of the
intervention model, difficulties finding families appropriate for the family intervention,
difficulties engaging families, work burden and access to supervision.
A less consistently recorded phenomenon was practitioners’ perceptions of the
benefits of family interventions. Fadden found that over half of the practitioners in her
study reported seeing families more frequently after the training and 20% reported
positive changes in their attitudes towards families. In addition, 80% of practitioners
reported using the skills acquired in BFT in their work with individuals. Bailey et al.
found that 73% of trained practitioners reported seeing families more frequently and 87%
reported using the approach with individuals. Co-working, increased confidence and
supervision were the most frequently cited benefits. Magliano et al., in their European
study, found that the benefits most frequently reported by practitioners after twelve
months were improvements in relationships with service users (70%), improvement in
relationships with service users’ families (68%) and feeling more confident in one’s work
(61%). In the Italian study by Magliano et al., 96% of practitioners believed the family
work had improved the relationship between families and the service and 57% reported
feeling more competent in their work with families.
Changes in practitioner perceptions over time. Two studies examined changes
in perceived barriers and benefits over time. Magliano et al. in their study involving
European sites, found statistically significant reductions in the number of practitioners
reporting particular barriers twelve months after the intervention. This included
availability of families, access to families seen by other professionals, having to work
outside normal work hours and lack of confidence with behavioural approaches.
Integration of family work with caseload, burden of work and allowance of time did not
change over time. There were also statistically significant increases in the proportion of
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practitioners reporting benefits of confidence in their work, improved relationships with
clients and families and clinical improvements.
Similarly, in the Italian study by Magliano et al., 79% of practitioners who
attended the first supervision group reported availability of time as a difficulty and this
remained constant by the last supervision group when 74% reported it as a difficulty.
Similarly integration of family work into existing workload remained a difficulty for most
staff with 85% identifying it as a difficulty at the first supervision session and 91% at the
last session. Unsurprisingly, lack of familiarity with cognitive-behavioural techniques was
reported as a problem by a smaller proportion of professionals at the last supervision
session than the first (4% and 30% respectively). This suggests that while practitioner
confidence, knowledge of the model and views about applicability of the intervention
change with training, support and use of the intervention, the perceived barriers in relation
to their work setting are less amenable to change.
Managers’ perceptions. The study by Brooker et al. was the only one in this
review in which managers were surveyed, although this was in relation to psychosocial
interventions and not specifically family interventions. Both practitioners and managers
rated “integration with caseload or other responsibilities” and “time from service to
undertake the interventions” as the two top barriers to implementation. A further question
to managers invited them to nominate their three top barriers. The most commonly
identified barriers in rank order were: staff had too large caseloads, there was a lack of
understanding by others about what psychosocial interventions involved, not enough staff
were trained in psychosocial interventions and there was no organisational plan or
strategy. In commenting on their findings, the authors noted that managers always rated
barriers more highly than practitioners and that five of the top six barriers related to
resources as opposed to skills or relevance of the interventions. These findings suggest
that at least some of the reported barriers are not unique to family interventions and also
apply to other forms of psychosocial interventions and that managers’ perceptions of
barriers largely mirror those of practitioners.
Uptake and Levels of Perceived Difficulty Implementing Family Interventions
A number of the studies examined factors relating to levels of practitioner uptake
and perceived difficulty in implementing family interventions. These factors can be
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grouped according to those relating to practitioner characteristics and those relating to
organisational factors in the services in which the practitioners were working.
Practitioner characteristics. Four of the studies included analysis to determine
factors associated with uptake of family interventions or the extent of perceived difficulty
by practitioners. The discipline of practitioners and other practitioner characteristics is
cited by several studies as relevant to practitioner uptake. Kavanagh et al. noted that while
psychologists reported lower overall difficulty in using the intervention than psychiatric
nurses, there was not a significant difference in the numbers of families seen by the two
groups. Fadden found that community based nurses and psychologists had more
practitioners using the approach (approximately two thirds of each) while inpatient
nursing staff and social workers had the lowest rate of use in practice (less than a third).
Bailey et al. found no differences in relation to discipline and use of family interventions.
Fadden reported that practitioners who were more willing to see families in their
own time, to work outside normal working hours, to use strategies aimed at engaging
families and to see families with a co-therapist were more successful in implementing
BFT. This is consistent with Bailey et al. who found that despite reporting difficulties
with co-working, practitioners valued this aspect of practice highly. Fadden also found
that female practitioners were found to be more likely to co-work and they identified this
as important in enabling them to put their learning into practice.
Brooker et al. compared practitioners reporting higher levels of uptake to those
reporting low level use of family intervention. Those in the high uptake group were more
likely to have had a greater percentage of their time dedicated to psychosocial
interventions, had worked in mental health for longer, reported higher levels of skill in
family interventions, had higher motivation to implement psychosocial interventions and
reported lower levels of difficulty in overcoming implementation barriers.
Organisational factors. Fadden found that settings where eight or more
practitioners were trained saw significantly more families than settings where less than
eight were trained. This suggests that a critical mass of trained staff in a work setting may
influence uptake. This is in line with findings from Brooker et al., where managers
identified not having enough staff trained in the interventions as a barrier to uptake.
Fadden also found that the service setting is potentially important, with those working in
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inpatient settings reporting more difficulties implementing family interventions than
practitioners in community settings.
On the basis of focus groups conducted at two different sites, Bailey et al. found
that managers’ attitudes towards family work were important. At one site, managers’
attitudes were perceived by practitioners as problematic in that they saw time spent
working with families as separate from mainstream work and less important. This left the
practitioners feeling that finding time for family work was difficult and their
responsibility. At the other site, these difficulties were not apparent and practitioners
believed their managers were accepting of the large amounts of time needed for family
work.
Interpreting Uptake Outcomes
Magliano et al., in their Italian study proposed that the modular nature of their
training, the requirement that participants practice skills at home, provision of regular
supervision and encouraging trainees to start with less difficult families, might account
for a higher level of uptake in their study compared to some earlier studies. However, at
least some of these features are present in the other studies reviewed. Similarly Bailey et
al., propose that the flexibility of the family service, the multidisciplinary nature of their
teams and access to supervision and co-working were seen as beneficial by practitioners
and might have accounted for lower rates of reported difficulties in working with
families. The two studies involving intra-service teams reported higher levels of uptake
compared to other published studies reviewed with Bailey et al. also reporting low levels
of perceived barriers.
However caution is needed before reported implementation outcomes can be
easily attributed to elements identified in the above mentioned studies. The reviewed
studies applied different criteria for a practitioner to be deemed to have conducted the
family intervention. While most of the studies used a threshold of three sessions, in the
Brooker et al. study this figure was 12, which is more consistent with recommendations
about effective “dosages” of family interventions. In relation to diagnosis, this varied
considerably with the diagnosis of the client not being reported to criteria that included a
“mixed” diagnosis, psychosis and schizophrenia. The studies by Pitt and Bailey et al.,
with the highest rates of uptake used a psychosis criteria but the rate of uptake may have
been attributable to factors other than diagnostic criteria. In addition, in some studies
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there were further restrictions in terms of the client being in close contact or living with
family members. All of these factors have implications for the size of the available pool
of families on which practitioners could draw. In the European study by Magliano et al.,
the number of families seen by each practitioner was capped at two, creating an upper
limit on uptake.
Further issues of study design relate to the proportions of practitioners dropping
out during training or following training and whether these are included in estimates of
the rates of adoption by practitioners. In addition, there is the issue of estimates of uptake
based on those practitioners who responded to surveys. For example, it could be
reasonably assumed that uptake would be lower among those practitioners who did not
respond to surveys. Both of these phenomena could lead to an inflated rate of reported
uptake as a proportion of those trained. These difficulties were less apparent in the two
intra-service team studies presumably because the trained practitioners were a smaller
group easily accessed through the workplace.
Another factor that may influence the perceived value of particular forms of
training and follow up support relates to the use of co-working in delivering family
interventions. Co-working is a feature of the study by Bailey et al. while in other studies
the extent of co-working is not known. While practitioner accounts of the numbers of
families they have seen are legitimate measures of the extent of their use of the
intervention, they cannot be assumed to reflect the total number of families at a service
level. This is because when co-working occurs each of the two practitioners involved will
report seeing a family even though only one family receives the intervention. This can
lead to an impression of a greater number of families receiving the intervention than is
actually the case.
Co-working highlights the complex issue of cost effectiveness which is not
addressed directly in the reviewed studies but which has implications for the
dissemination of family interventions more broadly. In this context, co-working as part of
ongoing service delivery is expensive relative to programs where a sole practitioner
delivers the intervention. Similarly, in the studies by Bailey et al. and Brooker et al.,
many hours of training were involved compared to the 40 hour programs reported in the
remaining studies, potentially making these expensive per practitioner trained. In
comparison, a large scale and shorter training program even with a significant proportion
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of practitioners not practicing or only seeing small numbers of families may ultimately be
more cost effective because it reaches a large number of families at a lower cost per
family.
What Can be Concluded from the Reviewed Studies?
Despite variations in service contexts, the length and intensity of training, the
model of family intervention being used, the diagnostic group targeted, the number of
sessions conducted, the time since training and the level of post training support, there is a
relatively low number of families seen by practitioners following training. There was also
evidence that a small group of practitioners saw a large proportion of the families seen,
with more than a third of those trained not seeing a family following training. In their
review of the implementation of family interventions in the UK and Australia, Mairs &
Bradshaw (2005) similarly conclude that the rates of uptake by graduates of training
programs are low and that a small percentage of graduates work with most of the families
seen.
Across studies, practitioners consistently rated organisational barriers of
integrating family work into their existing work role and time from the service as major
barriers. This is partly consistent with the findings of Michie et al. (2007) who found that
the domain of “environmental context and resources,” specifically time and supervision
and training, were the most associated with implementation difficulties. In a contrasting
finding they also found that the other domain most associated with implementation
difficulties was emotions involving practitioner fear and self-doubt. Managers’
perceptions of barriers were found to be congruent with those of the practitioners. While
perceived barriers in relation to factors such as identifying families and confidence in the
intervention appear to change over time, this was not the case with organisational barriers.
Practitioners reported benefits of providing family interventions. These included
increased contact with families, improved relationships with clients and their families as
well as increased confidence and being able to use some of the skills acquired with their
individual clients.
In terms of factors influencing uptake by practitioners, having more practitioners
trained in a given setting and a community as opposed to an inpatient setting were
associated with higher rates of uptake. The latter factor was also associated with lower
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levels of perceived barriers. Practitioners who undertook co-working saw more families
and co-working was highly valued by practitioners. Dedicated time for the intervention
was also associated with higher rates of uptake by practitioners, while the attitude of
managers to the intervention also appears important. There were contrasting findings in
relation to the role of professional discipline in influencing the extent of uptake by
practitioners.
Finally, small intra-service teams were associated with higher rates of uptake and
in one case lower rates of reported difficulty. Although claims around the advantages of
particular approaches to supporting implementation of family intervention were made, the
extent to which the stated implementation strategy (combining the training and follow up
support) adopted in each study can explain difference in rates of uptake achieved is
clouded by factors largely associated with differences in research methodologies.
Similarly from a cost effectiveness perspective it is not clear that smaller intra-service
teams have an advantage over larger centrally delivered programs.
Limitations of Research into Implementation of Family Interventions
There are several gaps in the existing research on the implementation of family
interventions. These relate directly to the approach to implementation adopted and to the
limitations of the research paradigms and methods used to examine the phenomena of the
implementation of family interventions.
Implementation approaches. Reference is often made in the literature to the aim
of making family interventions part of routine practice in mental health care. Yet most of
the research addresses either the training of large numbers of practitioners from different
services or alternatively the training of small “sub groups” of practitioners who became
part of specialist family teams within wider mental health services. My own assumption
about the term “routine practice” is that family interventions would be provided by the
team and the practitioner responsible for the client’s individual care, not a separate
specialist family service or practitioner. In this circumstance, the whole team would need
to be trained so that all practitioners could provide family interventions for the individual
clients on their caseload. This does occur in comprehensive service models of care that
include family intervention amongst a package of medical and psychosocial approaches.
These models assume that all practitioners will be equipped to provide most of the
interventions that form part of the package as part of routine care (Falloon, Held,
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Roncone, Coverdale, & Laidlaw, 1998; Falloon, Montero, et al., 2004; Malm, Ivarsson,
Allebeck, & Falloon, 2003). However, beyond the difficulties associated with gaining
organisational commitment to making the significant change inherent in adopting such
models of care, it is not clear to what extent the specific family intervention component of
these models is actually used by practitioners. Moreover less is known about the impact
of introducing a family intervention as a ‘stand alone’ intervention (rather than as part of
a package) into an existing team by training all of the practitioners in that team.
Therefore, I am interested in the particular advantages and disadvantages of
implementing family interventions as a “whole of team” approach either as a stand-alone
intervention or as part of a more comprehensive treatment package.
Another issue that emerges from adopting a whole team approach is the extent to
which practitioners volunteer or are directed to participate in training in family
interventions. In comprehensive care models, all practitioners are expected to learn and
practice family interventions. In small intra-service family teams, members of these teams
are likely to be interested and committed to working with families. In larger scale,
centrally-run programs, the degree to which practitioners self-select for training and are
motivated to adopt family interventions as part of their practice is less clear. If family
interventions are to truly form part of routine practice, this will inevitably involve training
and supporting practitioners who are less motivated or even opposed to adopting family
interventions. I want to better understand how to effectively support this wider group of
practitioners to adopt family interventions rather than those who are already committed.
A further issue, less well addressed in the research relates to the extent of
implementation support provided as part of attempts to introduce family interventions into
services. Most studies of the implementation of family interventions in mental health
services include some level of post training implementation support. The intensity of this
support extends to regular monthly supervision and in some instances access to coworking, including co-working with an experienced colleague. However, more intensive
forms of implementation support including providing practitioners with increased access
to support or placing a family practice specialist within a team to provide this support
have not been trialled. While organisational factors are identified as important in
influencing the rate of uptake by practitioners, accounts of active attempts systematically
to address organisational issues are limited. Given the evident difficulty in implementing
family interventions, I am interested in whether a more intensive and wide-ranging
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approach to supporting the uptake of family interventions might produce higher rates of
uptake.
Research methodologies. In terms of research methods, although the extent to
which perceived barriers and benefits of family interventions change over time over time
have been tracked, these changes are reported in an aggregated form. This provides less
information about the overall process by which a practitioner adopts a family
intervention. I am curious about practitioners’ experiences of the process of being
introduced to an unfamiliar family intervention and then being asked to incorporate this
intervention into their day to day practice. More pragmatically, given that for many
practitioners this appears to be a difficult process, I am interested in how practitioners
could be best supported. Clearly processes such as supervision and co-working seemed to
be helpful but these have typically been described in “broad brush” terms and there was
less guidance about how these or novel processes could be best enacted.
My review of the research on introducing family interventions into mental health
services revealed the importance of a range of organisational factors in determining the
extent to which interventions would be adopted by practitioners. Yet, as with the
practitioners, the review revealed less about the way in which organisational factors such
as management support worked in practice. Again, I have an interest in how it might be
possible to work with and influence an organisation in a manner that would ultimately
increase the extent to which family interventions are used in routine practice.
From a methodological point of view, a number of limitations arise from the
research paradigms and methods used to examine the implementation of family
interventions in mental health services. Most of the studies reviewed relied on
practitioners’ perspectives with only one incorporating the views of managers. The
perspectives of families were usually only captured in terms of measures of consumer or
family outcomes or practitioner accounts of why families might have declined the
interventions. This concern is shared by Mairs and Bradshaw (2005) who critique the
failure to consider the acceptability of family intervention models for people experiencing
mental illness and their families as an explanation for relatively low rates of uptake. They
draw attention to the fact that low uptake is not just a function of the possible lack of skill
of family intervention training program graduates given evidence of low uptake by
families even when established authorities in the field delivered the interventions.
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Although the purveyors of family interventions are usually authors or co-authors
of implementation studies, their particular perspective on the process of trying to
implement family interventions is conveyed largely through their analysis of survey or
focus group data and by the titles they gave to their published studies. Ideally a
comprehensive appreciation of the process of implementation would take account of the
direct perspective of those trying to implement the family intervention. In this way a
richer, multi-perspective account of the process of implementation could be achieved.
Preferably this would include an account of what happens between all “players” in the
implementation endeavour.
All studies I reviewed relied largely on data from self-report surveys or in two
cases from focus group interviews. While clearly valuable in gaining a “big picture” view
of the factors affecting implementation of family interventions, surveys do not provide a
detailed view of the processes operating for practitioners, managers, family members or
those introducing the intervention. None of the studies included observational data or data
from individual in-depth interviews that might provide a richer description of the process
of adoption of a new family practice. More detailed accounts can provide more guidance
about the “how to” of introducing a family intervention into a mental health service.
Conclusion
In conclusion, the limitations of previous research pointed to opportunities
for deepening understanding of how family interventions can be effectively implemented
in mental health services. These opportunities include exploring the factors associated
with the selection of service setting and the impact of whole team approaches to
implementation as well as increasing and varying the approaches to supporting uptake of
family interventions by practitioners and services. The use of qualitative approaches
including observational and in-depth interviewing also have the potential to increase
knowledge about how to best address the challenge of implementing a valuable mental
health intervention in routine care.
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Chapter 3: Methodology
This study was initially conceived as a process evaluation of Building Family
Skills Together (BFST), a project designed to implement Behavioural Family Therapy
(BFT) into the routine service delivery of an adult mental health service. However, the
study evolved into a piece of ethnographic action research which sought to understand at
a deeper level the process of implementation and the impact of the distinctive features of
the implementation approach adopted in BFST.
This chapter is divided into two parts. In the first part I discuss the rationale for
the choice of action research and specifically ethnographic action research (EAR) as the
methodological framework employed. In the second part, I describe the specific research
methods used, introduce the study site and the participants and outline data collection and
analysis. This is followed by a consideration of the rigour and trustworthiness of the study
and reflection on ethical issues.
Study Aims and Research Questions
The broad aim of this study was to determine how to best implement BFT within
routine service delivery of the Continuing Care Team in an Adult Mental Health Service.
The focus was not on the outcomes of BFT achieved for clients, but on the best way to
incorporate this new program into routine practice within the service. That is, this was a
study of the practice of implementation (Patton, 2002).
More succinctly, the key research question around which this study was based
was:


How can an evidence-based family intervention, Behavioural Family Therapy, be
best implemented as part of routine clinical practice within the Continuing Care
Team of an Adult Mental Health Service?
Following this, a series of sub questions were formed:



What are the particular consequences, both positive and negative, of adopting a
“whole team” approach to implementing BFT within the routine practice of the
team?



How will embedding a specialist family practice consultant in the team facilitate
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the training, supervision, support, mentoring and coaching of mental health
practitioners?


How do practitioners, service leaders, consumers, families and those leading the
implementation of BFT (including the family practice consultant) experience the
process of implementation?



How acceptable is BFT for clients and families and what adaptations might be
needed for use in the context of a Continuing Care Team of an Adult Mental
Health Service

Philosophical Assumptions
I will briefly identify the philosophical assumptions underpinning the selection of
the research paradigm and particular research approach used in this thesis as described by
Creswell, Hanson, Clark Plano, and Morales (2007). These assumptions relate to the
nature of reality (ontology), the relationship between the researcher and the research
participants (epistemology), the place of values (axiology), the process of research
(methodology) and the use of language (rhetoric) (Creswell, 1998).
Ontological assumptions. Ontology refers to the way in which reality is
understood. In this thesis I adopt a relativistic and constructivist ontology that assumes
reality is constructed and that multiple realities exist (Krause, 2005). Therefore the
perspectives of the many different participants in this study are represented. This occurs
through the use of direct quotes from participants and the presentation of their different
experiences and views of the phenomena that are identified and explored.
Epistemological assumptions. Epistemology addresses the question of how we
“know” and the relationship between the “knower” and the “known” (Krause, 2005). In
this thesis, knowledge is generated through my interaction with the study participants,
rather than with me as a distant “objective” observer. As will be described later in this
chapter, this occurs through my being and working with participants over an extended
period of time.
Axiological assumptions. Axiology in a research context relates to the role of
values in a study. In the enactment of my role in the study I was open about the nature of
my role, purpose and relationships with participants. In the thesis what I brought to the
study in terms of previous experiences beliefs and values is made transparent to the
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reader. In a similar way, the context of participants is made visible to the extent it does
not compromise their anonymity.
Methodological assumptions. Methodological assumptions relate to how a
study’s research questions are addressed, that is, the research process. In this context I
worked inductively avoiding the imposition of pre-determined categories at the point of
collecting and analysing data. In a related way, the design of the study was emergent with
early observations and reflections informing the development of new areas of inquiry as
the study progressed.
Rhetorical assumptions. Rhetorical assumptions relate to the way in which
language is used to engage and influence the reader. In this thesis, I adopt a first person
voice to tell the stories of what happens in BFST and give an account of my personal
experience of my role as it happened. This also helps to make clear to the reader whose
perspective they are hearing.
Background – Embedded Research
A key aim in BFST was to implement BFT within the Continuing Care Teams of
an Area Mental Health Service. The group initiating the project, FamilyWorkNET, had
identified the value of adopting a distinctly different approach to those described in the
literature, given the arguably modest rates of uptake achieved and the extent of
difficulties reported by practitioners. The implementation plan subsequently conceived is
described in detail in the next chapter. Critically, it involved the placement of a specialist
family practice consultant in the two Continuing Care Teams to enact a multi-faceted
implementation support role. I was the person who was to be located within the Southwell
Team to play a key role in enacting the implementation strategy. This provided a unique
opportunity and vantage point to study the implementation process.
Action Research
As the name suggests action research is a process of gathering information
through, and about, action – which may include any number of actions such as the
implementation of a program, the delivery of a curriculum, industrial production or
community development. Action research may involve various and multiple methods of
data collection, generally collected in cycles. In these cycles, information gathered is
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reflected upon and used to inform action. The impact of this action generates further
information that is reflected on to inform planning of a further cycle of action and
reflection and so forth. As such, action research is about facilitating change directly and
immediately through the research process.
Action research has been described by prominent authors in this field as a family
of approaches rather than a single form of inquiry. Kemmis and McTaggart (2005)
describe the “family of action research” while Reason and Bradbury (2008b) in the
introduction to their Handbook of Action Research similarly see action research as a
“family of practices.” This reflects both the diversity of contexts in which action research
has been applied and the diversity of methods used, to the extent that Reason and
Bradbury (2008b) propose that it is “not so much a methodology as an approach to
inquiry” (p1). In a similar vein, Street (2004) describes action research as a description
applied to a range of research undertakings.
There are differing views about the relative contributions of individuals and
movements to the development of action research with a range of philosophical
perspectives, contexts and professions identified as having shaped it over time. The
period commencing at the end of the second world war is usually identified as the time
when action research emerged, although some authors point to the emergence of action
oriented research in community development work conducted in Vienna around 1900
(Kemmis & McTaggart, 2005). Kemmis and McTaggart (2005) propose a generational
view of the development of action research. The first generation is seen as having
commenced with the work of Kurt Lewin and it is Lewin who is credited with having
coined the term “action research.” Lewin’s articulation of action research took place
initially in the context of community action programs and, later, organisational
development in the United States.
Lewin had a longstanding association with the Tavistock Institute in England and
this involved a partnership with Eric Trist (Bradbury, Mirvis, Neilsen, & Pasmore, 2008).
In Great Britain, the second generation of action research promoted by the Tavistock
Institute, influenced by Lewin and applied by Trist, had a particularly strong focus on the
application of action research approaches to industry and to the design of work.
A third generation of action research was marked by a challenge, in Europe and
Australia, to the pragmatic use of action research with calls for a more political and
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critical interpretation and application of the approach. Social movements in developing
countries, for example the Liberationist philosophy of Paulo Freire in South America,
were the catalyst for the fourth generation of action research with a stronger emphasis on
action and on linking action research to social movements.
This study could be located between the second and third generations of action
research. It has a strong focus on understanding and pragmatically achieving change at
the organisational level associated with the second generation of action research.
However, it also encompasses questions about the way in which mental health care is
delivered more broadly that resonate with third generation approaches to action research.
What emerges from this generational account is a view of action research evolving
over time, being subject to changing influences and this in turn being reflected in different
emphases and additions to the key elements of this form of inquiry. This begs the
question of “what are the defining characteristics of action research?” In reviewing a
number of definitions or descriptions of characteristics of Action Research, I found that
Street’s (2004) definition captured the most strongly recurring themes.
(A)ction research is a label that is loosely applied to a range of research
endeavours that share common interests in the relationship between theory and
practice, the value of participation and the capacity of research to address
practical problems in specific situations ( p279).
Aside from the three elements identified in Street’s definition, there are other
commonly described features of action research. Values are usually considered important.
The process and outcome of action research often aims to achieve social benefit and a
higher order value of “human flourishing” or emancipation (Reason & Bradbury, 2008a).
Other definitions speak to the importance of an educational function of action research
building knowledge, new understandings and skills including skills of inquiry and
research for those participating in the process of action research (Waterman, Tillen,
Dickson, & De Koning, 2001).
Interestingly, the concept of action research involving cycles or spirals of
planning, action, observation and reflection leading to further planning, action,
observation and reflection – which is so often associated with action research – is not
central to all definitions. For example, Reason and Bradbury (2008a) do not refer to
action research cycles directly in their definition but do describe action research as
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emergent and developmental and provide an account of these cycles in the supporting
text.
Why Action Research?
Action research was appropriate for this project for several reasons. Firstly, the
central research question involved understanding how change happens within an
organisation. The action research process involves implementing action, recording
information about this process, reflecting on this process and drawing on these reflections
to refine the “action.” This cycle may occur several times, with each cycle providing
more information about both the “action” and the setting in which it is being
implemented. Action research provides a framework for the researcher to observe and
reflect on change in rich detail while also being active in facilitating and supporting this
action and change. Given my role in this project was to implement BFT while also trying
to understand and refine the implementation process, action research was a useful
framework on which to base data collection and analysis. The context for the project
being a health care service and the change process involved and the implementation of a
new practice highlight other reasons why action research was appropriate to the project.
The literature regarding the implementation of practice change in health care
settings suggests that action research is useful both as a means of facilitating the adoption
of new practices and for better understanding the process involved (Munten, Van Den
Bogaard, Cox, Garretsen, & Bongers, 2010; Waterman et al., 2007). Waterman et al.
(2007) describe how the features of action research align with important aspects of the
implementation process. They identify in particular the participatory and empowering
features of action research along with its iterative, educational and contextual, whole
system approach.
In their comprehensive review of implementation in health care, Greenhalgh,
Robert, Macfarlane, Bate, and Kyriakidou (2004) indirectly endorse the value of action
research when they propose a key question for future implementation research and a
particular focus and methodology to address this question.

By what processes are particular innovations in health service delivery and
organizations implemented and sustained (or not) in particular contexts and
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settings and can this process be enhanced? This question, which was probably the
most serious gap in literature we uncovered for this review, would benefit from indepth mixed-methodology studies aimed at building up a rich picture of process
and impact (p.227).
The implementation of BFT in a team within a wider mental health service
involved working at multiple levels with different participants — clients, their families,
practitioners, their managers, service leadership and the project partners. In order to
implement BFT and to understand more about how this could best occur, the participation
of these groups was vital. Action research, as a research methodology with its emphasis
on the value and process of participation, provided an ideal fit in achieving both the
implementation and research objectives of BFST.
Another aspect of the implementation process, its unpredictability, provides a
further rationale for the adoption of action research in BFST. Through my professional
experience and my reading of the implementation literature, I recognised that any initial
plan for implementing BFT was a broad framework and a starting point, not a recipe for
the process. In BFST there was a desired destination in terms of establishing BFT as part
of routine practice in the Continuing Care Team but also uncertainty about if and how this
might be achieved. Greenhalgh et al. (2004) drawing on the work of Van de Ven, Polley,
Garud, and Ventkatamaran (1999) characterise the whole process of innovation (which
includes implementation) as far from a linear progression through a series of stages.
At the organizational level, the move from considering an innovation to
successfully routinizing it is generally a nonlinear process characterized by
multiple shocks, setbacks, and unanticipated events (p610).
Van de Ven et al. (1999) liken the process of “managing innovation” to steering a
raft down a rapidly flowing river where there is scope for manoeuvring but not fully
controlling the journey. Action research methodology with continuous cycles of planning,
action, observation and reflection would be particularly valuable in this context. Firstly, it
would provide the flexibility and manoeuvrability needed when obstacles arose by
allowing the trialling of a variety of known and yet to be discovered solutions. This is
reflected most in the concept of emergent design, a feature of action research and other
forms of qualitative research. In contrast to a predetermined and fixed design, there is
openness to adapting the inquiry on the basis of what is discovered during the research
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and according to changed circumstances that the researcher encounters (Patton, 2002).
Secondly, the action research cycles provides a means for systematically capturing and
making sense of the implementation process as it happens.
Ethnography
Ethnography is usually described as the study of culture. Traditionally,
observation and the immersion of the researcher in a culture or society have been
hallmarks of ethnographic research. However, ethnography has also been used to
understand culture as a phenomena operating in other groupings, such as organisations,
and involved other methods such as interviewing and the collection and analysis of
documents.
Ethnography, though no longer the exclusive preserve of anthropologists, is linked
historically to this field of inquiry with De Laine (1997) describing it as ethnography’s
“discipline of origin.” Ethnography is used to describe what is produced from a study, as
in “an ethnography” of a particular group as well as a way of studying social phenomena.
As such it can be viewed as both a product and a process (De Laine, 1997; Tedlock,
2000).
As a process, ethnography has been defined as the study of culture; however
defining culture is less straightforward. Creswell (1998) proposes that culture is an
abstraction that cannot be studied directly. Rather, it is a manifestation of behaviours,
language and objects that is described and interpreted. A more explicit description
provided by Goodenough (1971) describes it as “that collection of behaviour patterns and
beliefs that constitute standards for deciding what is, what can be, for deciding how one
feels about something, for deciding what to do and for deciding how to go about it”
(pp21-22). Definitions of culture include reference to what is studied and, while originally
this referred to racial or ethnic groups, this now extends to a diverse range of contexts,
groups and issues in society. The unit of analysis for an ethnographer is a culture-sharing
group. Of particular relevance to the current study is the use of ethnography to study
culture-sharing groups in health care settings such as hospital wards (Grbich, 1999;
Patton, 2002).
Ethnography uses a variety of data collection sources and methods of collection
including the recording of observations in journals and diaries, participant interviews and,
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in an organisational context, records such as minutes of meetings (Grbich, 2004; Zickar &
Carter, 2010). A distinctive feature of ethnography is the use of observation by the
researcher from within a naturally occurring field or cultural setting. Traditionally, at
least, this is associated with the researcher being “in” a cultural group for an extended
period, sometimes years.
Beyond the setting and the duration, the manner in which observation occurs can
vary according to a number of dimensions including the role of the observer, the focus of
the observations, the perspective adopted and who is involved in the process (Patton,
2002). Of particular relevance to the current study is the role of the observer and the
extent to which they become “immersed” in the group or setting in which they are
located.
Another distinctive feature of ethnography, participant observation, involves the
researcher as a participant in the setting or culture-sharing group they are studying. Being
a participant in the group and being in their setting over an extended period implies a
greater degree of immersion and therefore a deeper appreciation of the culture of the
group. Relevant here are two concepts describing the way in which a “cultural portrait” of
a group is created. “Emic” involves the “insider” participants’ views of their culture
whilst “etic” refers to those ideas arising from the analysis and interpretation of the
“outside” researcher (Ehigie & Ehigie, 2005). Although tensions remain about the relative
merits of these perspectives, capturing both perspectives is seen as a way of creating a
holistic view of the culture of the group (Creswell, 1998; Patton, 2002). As well as using
multiple sources of data, ethnography may call on different theoretical perspectives in
interpreting findings (Grbich, 1999).
A number of different forms of ethnography have been identified including
classical, critical, post-modern, visual, virtual and auto-ethnography. I will consider the
three of these that have been most influential in shaping the practice of ethnography.
Classical ethnography arose directly from anthropology and the study of ethnic and
cultural groups. Much of the critique of the earlier examples of this form of ethnography
related to its imperialist and colonialist assumptions and a related tendency to view those
being studied as “other” from the person conducting the research (Grbich, 2004).
Critical ethnography draws on the ideas of critical theorists such as Marx and has
a particular focus on the role of power within a group (Madison, 2011). Of particular
61

relevance to my study is the notion that this form of ethnography is transformative and
has a change agenda. This is achieved through the empowerment of participants who are
typically located at the bottom of existing power structures. This opens up the possibility
of an ethnographer being a direct change agent rather than someone who influences
change through the publishing of research findings. This idea will be explored further in
the discussion of EAR.
Post–modern ethnography critiques the way in which knowledge is socially
constructed. In this form, “reflexivity” or the researcher’s awareness of the biases, values
and experiences that they bring to their study is important (Clair, 2003). The assumption
that there is not one “truth” leads to a valuing of multiple perspectives. In this context the
author’s voice is less central in order to create space for the voices of other participants to
be heard (Tedlock, 2000).
Why Ethnography?
Ethnography has often been used in research in health care and there are examples
of where it has been applied to understanding practices operating in mental health
services (Barrett, 1996; Grbich, 2004; Grigg, Endacot, Herrman, & C. Harvey, 2004).
The culture of an organisation has been seen as a significant dimension for making sense
of why certain practices may be embraced or rejected (Greenhalgh, Robert, Macfarlane,
Bate, & Kyriakidou, 2005).
A major feature of this project was my embedded role within the continuing care
team. I was in this role to facilitate a change process. But because I was embedded in this
role, I was in a position to gain an “insider’s” perspective on the impact of this change
process on individuals and the organisation. This was not “participant observation” as
such, because my role was to actively implement BFST. But an ethnographic approach to
this research was appropriate because my own observations and informal communications
were central to understanding and recording the implementation process.
The value of ethnography to addressing the research questions in my study would
be enhanced by another characteristic of my implementation role – my extended time
working in the team. As I worked in the team for over two years, I had the opportunity to
observe patterns of behaviour within the team and wider organisation. This would not be
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limited to a point in time or even at different points in time in the implementation
“journey” but continuously over time.
As LeCompte and Schensul (1999) describe, ethnography involves “intimate and
reciprocal involvement with community members” (p10). Because this intimate
involvement is a natural territory for ethnography, as a form of inquiry, it provides for the
researcher a process for understanding and enacting this involvement as part of the
research process. As Finlay (2002) proposes in relation to reflexivity in ethnographic
research:
Our behaviour will always affect participants’ responses, thereby influencing the
direction of findings. Meanings are seen to be negotiated between researchers and
researched within a particular social context so that another researcher in a
different relationship will unfold a different story. Research is thus regarded as a
joint product of the participants, the researcher, and their relationship: It is coconstituted (p531).
In this vein, a stance of reflexivity would encourage me to continually reflect on
what beliefs, assumptions and experiences I brought to my role, observations and
interpretation of data. It would also enable me to be more aware of how my relationships
with those in the team and who were part of the research would also influence the
meaning I would make of what I observed.
I have described how ethnography and action research both fitted well with my
implementation role and how they would make distinctive contributions to understanding
how BFT could be best implemented in the team. Yet it was a combination of these forms
of inquiry that provided the research methodology for BFST.
What is Ethnographic Action Research?
Although seemingly distinct research paradigms, on further analysis there is
evidence of either cross fertilisation or convergence of the two forms of inquiry at the
level of research methods. In the context of “applied ethnography”, there are examples of
research and theoretical development where action and participatory methods have been
incorporated (Chambers, 2000; Lassiter, 2005; Van Willigen, 2002). The use of
ethnographic methods in action research is perhaps less remarkable given that the use of
multiple methods for data collection and analysis is a characteristic of action research.
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Accounts of the development of action research make reference to the use of ethnographic
methods (Bradbury et al., 2008) and there are other references to the role of ethnography
within the action research literature (Argyris, 1985; Huxham, 2003; Reason, 2004).
Despite evidence of cross fertilisation and convergence, EAR as a particular form of
inquiry has emerged only recently.
Tacchi et al. (Tacchi, Slater, & Hearn, 2003) first used the term Ethnographic
Action Research as a description of a distinct research methodology that evolved from
Tacchi’s development work in rural Sri Lanka in 2002. Ethnography was the starting
point for the research of Tacchi and her colleagues but they became aware of significant
limitations in the use of ethnography, particularly given that their development work was
directed at facilitating change (Tacchi, 2004). Firstly, ethnography was seen as requiring a
considerable span of time that implied delays in making use of the learning gained from
research. Secondly, as a consequence of a focus on completing the research, there was a
restriction on the opportunities for pursuing (presumably through action) the many
different “lines of enquiry” generated by the research. Thirdly, while the initial research
came up with findings and recommendations there was no scope for these to be applied
within the context of the project, creating further lags in the change process. In response
to these limitations, the concept of Ethnographic Action Research was developed (Tacchi
et al., 2003). As well as creating scope for action within the scope of an ethnographic
study, EAR also adopted a participatory stance associated with action research.
More recently Bath (2009) has argued the case for EAR as a suitable research
methodology in education settings. She proposes that rather than restricting the use of
ethnography to an introductory phase in action research, that it is legitimate to describe
the whole project as having an EAR methodology. Ethnographic approaches can be
adopted throughout an action research project.
Bath emphasises action research by describing it as action research with an
ethnographic bias. This aligns with my views on this study in which I saw action research
as the primary form of inquiry, but one that could be informed and enhanced by the use of
ethnographic methods and understandings. But also, I saw the potential for action
research to enhance an ethnographic study. The change focus of an action research
process would provide another means for better understanding the culture of the team and
service that were the focus of this study. This is captured in Lewin’s proposition that you
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cannot really understand a system until you try to change it (Schein, 2008). The
introduction of BFT had potential to disrupt, and expose, the culture of the team. The
“ways of doing things” and the values underpinning these behaviours would be especially
apparent when they were challenged by the invitation to incorporate new practices.
Research Setting: The Southwell Continuing Care Team
This study was conducted at the Southwell CCT, a community based mental
health team providing ongoing psychiatric treatment and care to people experiencing a
serious mental illness. The Southwell CCT was one of two CCTs within the Central Area
Mental Health Service (CAMHS) with the other located in Greenhill in the northern area
of the service catchment. Family Practice Consultants from The Bouverie Centre, myself
at Southwell, and my colleague Dr Peter McKenzie at Greenhill, were embedded in the
teams and the outcome and wider impact research was conducted across both sites.
Although implementation and research activities associated with the study necessarily
involved the wider area service, the Southwell CCT was the unit of observation for this
study. This was where most of the participants in my study were located or received
services and it was staff of this team who, in ethnographic terms, constituted “a culturesharing” group.
The choice of Southwell CCT as the setting for my study was based on five
factors that reflected the intertwining research and implementation endeavours along with
pragmatic considerations. Firstly, there was an existing relationship between the Bouverie
Centre and the CAMHS primarily, though not exclusively, through my relationship with
key individuals including the Director of Clinical Services, Dr Carol Harvey. Secondly,
the CAMHS did not have an established program of family interventions. This created a
“green field” site for the introduction of BFT and for understanding the processes of its
implementation. Thirdly, the CCT of CAMHS was chosen above smaller community
based teams such as the Mobile Support Team because the larger client population
provided a sufficient pool of families for the outcome study associated with BFST.
Similarly, the CCT provided a comparatively large group of practitioners who could be
trained and participate in implementation support and the associated research. Further, I
was familiar with the role of the CCT and with the case management role undertaken by
the practitioners having previously worked at the Southwell CCT. Finally, the Southwell
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CCT was geographically close to The Bouverie Centre and to my home making it easier
for me to work across the two sites and limiting the amount of time spent in travel.
Data Collection and Sampling
The methods of data collection and their contribution to addressing the research
questions are summarised in Table 3. Each method of data collection is described in
further detail below.
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Table 3: Summary of Data Collection
Data collected

Method

Quantity

Contribution

Period

In-depth
interviews
with
Practitioners

Digital recording and
transcription of
interviews

3

Practitioners’ perspective on
adopting BFT in their practice

March
2008-May
2009

In-depth
interviews
with Service
Leadership

Digital recording and
transcription of
interviews

7a

Service leaders’ perspective on
the implementation of BFT
within the CCT

February
2007-March
2010

In-depth
interviews
with families

Digital recording and
transcription of
interviews

4

Clients and family members’
perspective on participating in
BFT

September
2009December
2009

Mentoring
Group
Discussions

Digital recording of
group discussions

26

Practitioners’ perspective on the
process of adopting BFT “as it
happened”

September
2006November
2007

Participant
Observation
(practitioners
managers and
clinical leaders
and families)

Recording of
observations and
reflections in research
journal

77 Journal
entries

Researcher’s perspective of the
implementation process through
an Ethnographic Action
Research lens

February
2006October
2008

Documents

Key existing team and
organisation documents

Provide an insight into the
culture and overall operation of
the team

March
2006October
2008

Identification of the
organisational issues associated
with the introduction of BFT and
the processes of change at this
level

March
2006September
2008

Counting of
number of
clients and
families
offered and
receiving BFT
and
practitioners
conducting
BFT
a

Minutes of Family
Practice Working Group
(FPWG) Meetings

24

Minutes of Project
Governance Group
meetings

7

Key documents
including practice
resources generated
during the project

Evidence of actions and
resources generated through the
project

Spreadsheet kept of
families participating in
and refusing BFT
according to practitioner

Measure of the extent of post
training uptake in terms of
practitioners and families

The Team Manager & Team Leader were interviewed on two occasions
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April 2006March 2009

Participant Observation. I kept a research journal during the two years I worked
in the Southwell CCT for two and a half days each week. This journal included
observations, personal reactions and reflections on my experiences as an embedded
implementer and researcher in BFST. These observations, reactions and reflections were
made on the basis of my interactions with practitioners; service leaders and clients of the
CCT and their family members as well as my research supervisors and colleagues.
A Modified Co-operative Inquiry Process: The Mentoring Groups. I convened
Mentoring Groups following the first round of BFT training. The Mentoring Groups
comprised of practitioners who had completed the training and served two inter-related
functions. They provided practice supervision for the practitioners in relation to BFT, and
helped to identify and address implementation issues (which included shared learning
about how BFT could be best incorporated within their own practice). Practitioners were
given the option of a separate supervision process if they did not want to participate in the
mentoring group process though none chose this option. A modified form of Co-operative
Inquiry was adopted in facilitating the groups
Co-operative inquiry is a particular form of action research. Bray, Lee, Smith, and
Yorks (2000) propose that Co-operative Inquiry has three main elements: a group of peers
with a shared focus of inquiry engaged in a process of repeated cycles of reflection and
action. Importantly, co-operative inquiry involves the participants coming together as
both researchers and the subjects of their research. As such, this form of inquiry is seen
by its proponents as the most participatory form of action research (Heron & Reason,
2008).
Co-operative Inquiry Groups work through repeated cycles of reflection and
action similar to those described earlier in relation to action research. In a first stage of
inquiry, participants as “co-researchers,” agree on the issue of interest and on the process
for examining the issue at hand. In a second stage, an agreed upon plan of action is
enacted and participants observe and record their experiences of this plan. In a third stage,
participants reflect on and try to make sense of the outcomes of their action. In a fourth
stage, the original action plan is considered in relation to new knowledge and
understandings that have been reached at which point the original plan may be modified
or substituted with an alternative plan for action or further inquiry (Heron & Reason,
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2001). The four stages of this process may be repeated a number of times with both a
deepening of knowledge and an increased capacity for inquiry.
As the Mentoring Groups served functions of practice supervision as well as
addressing implementation issues, a modified Co-operative Inquiry Process was adopted.
In relation to identifying and addressing issues about how to best implement BFT within
the CCT, a Co-operative Inquiry process was used. However, to address the need for
practice supervision for practitioners who were newly trained in BFT, the Mentoring
Groups incorporated an approach recommended by Meriden (Meriden Family Program,
2008). This involved a process where practitioners reported on progress in relation to
their use of BFT followed by shared problem solving of difficulties.
I established two separate streams of Mentoring Groups after the first round of
BFT training. These groups subsequently met on a monthly basis during my time at the
CCT. The groups typically had an attendance of between four and six practitioners.
Attendance by practitioners at each group session varied over time according to
practitioner availability, internal team changes and staff turnover. Mentoring Groups
sessions were digitally recorded between September 2006 and October 2007. The groups
continued to meet after this time and while major issues were captured in my research
journal these group sessions were not recorded.
Consistent with a co-operative inquiry process, after each Mentoring Group I
listened to the recordings and made summaries of the key issues discussed in the groups.
Electronic copies of these summaries were then forwarded to all participants prior to the
next mentoring group and the issues described in these summaries provided a starting
point for discussion in the group.
Participant interviews. During the course of BFST and in the period after I had
stopped working in the CCT, I conducted in-depth interviews with practitioners, service
leaders and clients and families. The method of sampling for each group is described
below.
Practitioners. Three practitioners were selected to participate in in-depth
interviews using a theory-based form of purposive sampling (Patton, 2002).
Implementation research identifies differences in individuals who are early adopters of
innovations compared to those who adopt the innovation later (Rogers, 2003). Therefore,
one practitioner was chosen to reflect each of the different levels of adoption of BFT,
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namely an “early adopter”, a “slow to adopt” and a practitioner I felt was located midway between these two positions.
I conducted in-depth interviews with practitioners about their experience of
participating in BFST. I developed an interview guide as a prompt for me to explore with
the interviewee the key domains relevant to the research questions (see Appendix A).
However, practitioners were also encouraged to share any reflections they had of their
experience of BFST. Interviews were conducted in interview rooms at the CCT and were
digitally recorded and subsequently transcribed.
Service leaders. Individuals were selected on the basis that they occupied clinical
leadership or management positions within the wider CAMHS or within the CCT. Each
of the interviews conducted with the service leaders and managers took place in their
offices. The wider CAMHS leaders were interviewed at the end of my time in the team
while the CCT leaders were interviewed at this point and mid-way through the project.
An interview guide similar to the one described in relation to the practitioners was used in
the second round of interviews (see Appendix A). Interviews were digitally recorded and
subsequently transcribed.
Families. Families who had received BFT were invited to participate in
interviews. Using a strategy best described as combination purposive sampling, clients
and their families were identified firstly on the basis that they had participated in at least
eight sessions of BFT. Secondly, families were selected on the basis that collectively they
reflected a mix of cultural backgrounds and family constellations (partner, parental and
sibling groupings).
I interviewed families about their experience of participating in BFT using a guide
similar to that described in relation to the practitioners and service leaders (See Appendix
A). These interviews were conducted after families had completed their participation in
BFT. The client of the service participated in each of the interviews with either one other
family member (three interviews) or two other family members (one interview).
Interviews were conducted at a venue of the family’s preference with two occurring in the
family home and two at The Bouverie Centre. Interviews were digitally recorded and
subsequently transcribed.
Document collection. A range of written records were collected over the course
of the project in either digital or hard copy form. This included minutes of the Family
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Practice Working Group, the project governance group and other meetings convened in
relation to the project, key documents including draft a Memorandum of Understanding,
written proposals, flow charts, Key Performance Measures, Memos, training evaluations
and newspaper and newsletter articles.
Record of practitioner and family participation in BFT. As part of the
emergent design of the action research methodology, during the project I began keeping a
simple spreadsheet that recorded the following: invitations to clients and families to
participate in BFT, the number declining participation and the number participating. In
addition, I kept a record of the numbers of families seen by each practitioner following
training (see Appendix B).
Participants
The role and number of participants involved in either in-depth interviews and or
Mentoring Groups is summarised in Table 4.
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Table 4: Study Participants and their Role
Participants Role
Service Leadership
Area Manager
Director of Clinical Services
Team Manager
Team Leader a
Discipline Senior b
Total
Practitioners
Social Work
Nurses
Psychologists
Occupational Therapist
Carer Consultants
Total
Family
Clients
Relatives
Total

Number of
Participants

Form of Participation in Study
In-depth interviews

1
1
1
1
1
5
Mentoring Groups and /or In-depth
interviews
2
7
2
1
2
14
In-depth Family Interviews
4
5
9

a The Team Leader also participated in Mentoring Groups
b The Discipline Senior also participated in Mentoring Groups

Practitioners. A total of fourteen practitioners from Southwell CCT who
completed BFT training participated in one of two Mentoring Groups although not all of
those trained attended the groups. Consistent with the staffing profile of the team, nurses
constituted half of the group participating in the groups. Three practitioners, two nurses
and a social worker participated in the individual interviews.
Service leaders. Five service leaders comprising the Area Manager and the
Director of Clinical Services of CAMHS and the CCT leadership encompassing the
program manager, the team leader and a discipline senior participated in individual
interviews.
Families. Four families, constituting a total of nine individuals, participated in
interviews. The relatively small number of families participating in interviews was
primarily due to the protracted consent process required to maintain ethical processes.
(This is described in more detail under the heading of ethical considerations later in this
chapter.)

72

Data Analysis
In line with the overall design of the study and the nature of the data collected,
qualitative forms of data analysis were primarily used. The analysis of the small amount
of quantitative data is considered separately at the end of this section.
Qualitative analysis. My research journal entries, the mentoring group notes
made from listening to digital recordings of these sessions, the transcriptions of in-depth
interviews with practitioners, families and service leaders and the project and
organisational documents were all subject to thematic analysis (Saldaña, 2009). In the
case of the mentoring group, the summaries of sessions distributed to practitioners were
the data for analysis rather than the direct recordings of the groups (although I did retrieve
direct quotations that exemplified subsequently developed themes). I now describe the
common process of analysis that was used for these different sets of data.
The process of thematic analysis involved a series of stages. Firstly, I read
through each set of research journal entries, mentoring group notes, interview
transcriptions and documents in their entirety to give an overview of the data from each
source. I then used a method called descriptive coding to initially code the data (Wolcott,
1994). Descriptive or topic coding “summarizes in a word or short phrase-most often as a
noun-the basic topic of a passage of qualitative data” (Saldaña, 2009, p. 70). Saldaña
describes this as a first cycle coding method that is particularly suited to studies where
there is a wide range of different types of data collected. Using this approach, segments of
data, typically in the form of sentences or paragraphs, were identified that addressed the
study’s research questions. A word or short phrase was then applied to these segments of
data that reflected the topic of that data. In some instances, if the topic was broad, sub
codes were used. Within each set of data (interviews, Mentoring Groups notes, journal
entries and documents) coded data segments that appeared similar were grouped together
and then subject to further analysis.
In the last stage, the coded data was analysed using a method described by
Saldaña (2009) as “theming the data” or thematic analysis. Again, this is a method of
analysis well suited to virtually all forms of qualitative inquiry and is consistent with the
descriptive coding process described above. In line with this method the grouped and
coded data was subject to further categorisation and reflective analysis in order to
generate a series of themes. The resultant themes identified both the topic and the
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meaning of the data as this related to the research questions. These themes were then
reported in the findings chapters.
To illustrate how this occurred, I will describe the process of data analysis using
examples from the family interviews. After I read though each transcribed interview in its
entirety, I initially allocated a short phrase to a piece of text (usually a paragraph) that was
relevant to the research questions and which described the topic of that passage as
demonstrated below.
BFT confronting — having everyone in the room.
Liz: Yeah, it’s not natural for the whole family to go around and talk. Also to just
sit there like that, if you probably had a big issue then you would talk about it a bit
differently, in a different way, you know you might raise it in a more casual area so it
wasn’t as confronting. But when you are sitting there looking around at people, it felt a
little bit like the heat was on.
Nervousness about doing BFT — bearing your soul, how others will react
Arthur: Oh there’s definitely some nervousness about it because I mean you’re
going into these sessions, and you don’t know what you’re going to fire at us, and to some
extent you’re in there, and you have to bear your soul a little bit, and that’s not
comfortable, so that will be – I would expect anybody that participates in this session like
that will have some reservations because of that.
It’s probably a combination of you know as in public speaking you don’t want to
make a fool of yourself, you want to sort of make sure that when you give an answer you
actually give a good answer, not some waffle, and also not knowing how the others are
going to react to you, I mean the session like that potentially could end up in a real bun
fight which wouldn’t be very pleasant either.
Once I had completed this process with each transcript, I grouped data with the
same or similar descriptive code. In this case these categories of data were recorded under
a broad theme of “Initial hopes and fears” and a sub theme of “In anticipation of BFT.”

Initial hopes and fears.


In anticipation of BFT.
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Client anxious in anticipating BFT — talking about me and my illness and
how family would react.



Riskiness of the communication skills in terms of not knowing how people
will react



Nervousness about doing BFT — bearing your soul, how others will react



BFT confronting — having everyone in the room.

The quotes from Arthur and Liz were then grouped together under a common
refined theme, “An unfamiliar and unpredictable space for family members”, edited to
improve readability and presented with appropriate context in the thesis as shown below.
An unfamiliar and unpredictable space for family members. Although anxiety
about participating in family sessions appeared to be particularly pronounced for clients,
family members also expressed nervousness about being involved. For Liz, this related to
a discomfort about talking more formally and directly than would have usually occurred
in her family. For Arthur, in addition to concern about how he might have been perceived
by the practitioner, there was a concern that the reactions of others in the family could
have led to conflict.
Yeah, it’s not natural for the whole family to go around and talk. Also to just sit
there like that, if you probably had a big issue then you would talk about it a bit
differently, in a different way, you know you might raise it in a more casual area so it
wasn’t as confronting (Liz, Conor’s Mother, Family Interview, 25 September, 2009).
(You) don’t know what you’re going to fire at us, and to some extent you’re in
there, and you have to bare your soul a little bit, and that’s not comfortable … It’s
probably a combination of, you know, as in public speaking you don’t want to make a
fool of yourself … and also not knowing how the others are going to react to you, I mean
the session like that potentially could end up in a real bun fight which wouldn’t be very
pleasant either (Arthur, Gerard’s Father, Family Interview, 9 October, 2009).
Quantitative analysis. The quantitative data collected in relation to the
practitioners conducting BFT and families declining and participating in BFT was simply
summed. In order to allow some comparison with outcomes in relation to implementation
of family interventions reported in the literature, basic descriptive statistics were used to
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generate mean numbers of families seen per practitioner. The numbers of families
receiving BFT as a proportion of those offered was also calculated.
Ethical Considerations
Ethics approvals. All the research procedures described in this thesis were
initially approved by the Mental Health Research and Ethics Committee of City Health
(MHREC) on the 9th of August 2006 (MHREC 2006.26). The research was also approved
by La Trobe University Human Ethics Committee (HEC) on the 21st of August 2006 (0677). Amendments to the ethics approvals were subsequently sought to conduct an
additional study, “Relative Invisibility,” which arose directly from the action research
process and which is described within the findings chapters of this thesis. These
amendments were approved by the La Trobe University HEC on the 22nd of June 2007
and the MHREC on the 5th of December 2007 (see Appendix C for approvals). Further
modifications were also sought to extend the period in which data could be collected from
study participants.
Specific ethics provisions. Three specific ethics provisions made in relation to
participants are noteworthy. Firstly, participant consent forms included provisions that
information that could identify participants would not be disclosed without their consent.
During the study, for practitioners in the mentoring group, this meant although issues
raised within the groups would be discussed at a range of different contexts such as the
Family Practice Working Group, comments would not attributed to individual
practitioners. In the writing of this thesis pseudonyms are used for all practitioner and
client and family participants and in the case of practitioners their professional discipline
was not revealed to reduce the likelihood of inadvertent identification.
Pseudonyms are used for all service leaders and managers. Fictitious names have
been given to the teams and wider mental and health services to further reduce the
likelihood of their identification. In the case of Associate Professor Carol Harvey, she has
been given the pseudonym of Lisa but has agreed to the disclosure of her identity. This
was because non-disclosure of her identity would have hidden her significant and multistranded role in the study and its importance in the process and outcome of BFST.
Secondly, practitioners who completed BFT training were offered alternative
supervision arrangements if they did not wish to participate in recorded mentoring group
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sessions. This meant that being trained in BFT did not obligate practitioners to participate
in the research and yet provided them with access to a level of support received by
colleagues who chose to participate.
Thirdly, measures were taken to avoid clients and family members feeling obliged
to participate in the research for fear that refusal might in some way compromise their
ongoing treatment. Rather than being invited by their case manager or by me, as the
people who had conducted BFT with the family, the client and their family members were
approached by a research assistant from the Psycho-social Research Centre. In addition,
to avoid the client feeling pressured to participate by other family members, consent was
first sought from the client to approach family members. Interviews were only conducted
in circumstances where both the client and the family members consented to participate.
Trustworthiness
A range of criteria have been proposed to determine the overall quality of
qualitative research. Trustworthiness in qualitative research, which is analogous to the
concept of rigor in quantitative research, is achieved via credibility, transferability,
dependability and confirmability of the findings. There are a number of features of the
design of my research that enhanced its trustworthiness. These are prolonged engagement,
member checking, peer review and triangulation.
Prolonged engagement. Being present at a research site for an extended period is
one process for ensuring the quality of findings and is particularly relevant to
ethnographic research (Creswell & Miller, 2000). Prolonged engagement enables multiple
opportunities to observe participants in different contexts and the ability to build trust that
encourages participants to share information with the researcher. In addition, being in a
setting over an extended period minimises the chance that the researcher will draw
conclusions based on passing rather than enduring characteristics of the group being
observed.
Prolonged engagement also promotes transferability by allowing the researcher to
develop a detailed description of the setting. This allows a reader to make a judgement
about the extent to which the described setting for the study is similar or different to one
with which they are familiar or are contemplating taking the same approach (Shenton,
2004).
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One of the risks of prolonged engagement is that in the development of close
relationships with participants researchers may have difficulty distinguishing their own
experiences from that of participants. This introduces another strategy designed to
enhance the credibility of qualitative research. The use of a field journal allows the
researcher to adopt a position of reflexivity on the researcher’s own background and
experience on the research process. This occurs through the researcher recording and
reflecting on their experiences and personal reactions to what occurs during the research
process (Krefting, 1991).
In BFST, I was physically located in the CCT for two years. I worked with the
practitioners, their managers and leaders and the clients of the team and their families. I
also encountered participants in many different contexts and roles both formal and
informal. This enabled me to build a degree of trust with the participants and encouraged
their willingness to share their experiences. Information gained through observation over
an extended period allowed me to develop a rich appreciation of the experiences of
participants and of the culture of the team. In addition, by keeping a research journal I
reflected on my role and my reactions to what took place over my time in the team.
Peer review. A peer reviewer is described by Creswell (1998) as someone who
challenges the researcher by asking questions about methods and interpretations while at
the same time providing the researcher with an opportunity to debrief about their
experiences. Peer review addresses the criteria of credibility (partly through encouraging
reflexivity) and dependability in qualitative research.
Over the course of the project I met regularly with my three supervisors and most
frequently with Associate Professor Amaryll Perlesz and Associate Professor Carol
Harvey. In addition to being my co-supervisor, Associate Professor Harvey was also, for
most of my time in the CCT, the Clinical Director of the wider mental health service. As
such, she helped me to reflect on my experiences in the team and with the wider service
and provided an “internal” point of reference in the subsequent planning and action
phases of the action research process.
Associate Professor Perlesz, located within the Bouverie Centre, provided a
contrasting external point of reference and offered a strong focus on the processes of
collecting and analysing data throughout the project. She also helped to heighten my
awareness of what I was bringing to the CCT including how I might be perceived by the
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practitioners within the CCT by virtue of my age, gender and employing auspice. Dr Peter
McKenzie, as an anthropologist, also helped me reflect on the embedded nature of my
role in the team. Finally, my participation in the BFST research meeting provided another
opportunity for sharing thoughts and reflections on my experiences in the CCT with
fellow researchers involved in the project.
Member checking. Member checking is a research strategy designed to enhance
the credibility of a study. It involves the participants in a study verifying that what they
have said in interviews, or in group discussions, has been accurately recorded and
transcribed. This can also extend to reviewing analysis of data to ensure that any
categories or themes developed continue to reflect the participant’s experience (Carlson,
2010; Curtin & Fossey, 2007).
Member checking occurred in the Mentoring Group where I sent participants a
summary of the issues discussed after each monthly session. At the beginning of the
following session participants would be asked whether the summaries of the issues
discussed that they had received prior to our meeting accurately captured the issues
discussed at the last session.
Triangulation. Triangulation is based on the idea that obtaining multiple
perspectives through different means guards against the dangers inherent in adopting a
single method or approach for making sense of the phenomena being studied (Curtin &
Fossey, 2007). Triangulation can enhance trustworthiness of a study by addressing
criterion of credibility, confirmability and dependability (Krefting, 1991). Patton (2002)
proposes that there are four kinds of triangulation: method triangulation, triangulation of
sources, analyst triangulation and theory/perspective triangulation.
Two of the four forms of triangulation were applied in BFST. Method
triangulation was present through the multiple methods that were used to collect data
including; participant observation; in-depth interviews; recording of mentoring group
sessions; descriptive statistics and document review. There was also triangulation of
sources of data as I worked with, observed and interviewed practitioners, managers and
clinical leaders and clients and families to better understand the process of implementing
BFT.
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Conclusion
This study utilised an ethnographic action research (EAR) methodology to study
the implementation of a family intervention, Behavioural Family Therapy (BFT), within
an adult mental health team. A core feature of the study method involved me, as the
central researcher, being embedded in the organisation in which the study is based for two
years. My role was to provide intensive support to implement BFT within the team and
also study the process of implementation, including understanding the perspectives of
practitioners, service leaders and families in addition to reflecting on my own role.
An action research methodology was appropriate for the study, as the
implementation process involved cycles of action and reflection and the researcher was
active in facilitating this “action.” But, given my position as a researcher embedded
within the organisation being studied, it was also appropriate to utilise ethnographic
techniques of observation and journal keeping to gather data about the implementation
process. Indeed, this project is a good example of the ways in which action research and
ethnography can be utilised together. The two approaches each offered distinct ways of
exploring and understanding implementation. Yet combining the two approaches in an
EAR methodology provided the added potential of better understanding the relationship
between the change process and a key characteristic of the context in which change
occurs.
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Chapter 4: Introducing Implementation Science
The literature describing attempts to introduce family interventions into adult
mental health services highlighted that this was going to be a challenging endeavour.
Those involved in FamilyWorkNET were conscious of the need to take a different
approach to that reported in the literature, given our ambition to achieve higher levels of
uptake by practitioners than had been achieved to that point in time. Part of the different
approach, at least for The Bouverie Centre, involved the use of BFT as the family
intervention to be implemented along with more intensive support for practitioners and
the team in which they worked. The other important point of difference was our
engagement with the concepts and theoretical frameworks from the field of
implementation science to inform our endeavour. Implementation science looks beyond
the development of effective interventions and provision of training to provide a
comprehensive understanding of the processes for achieving meaningful practice change
in real world service delivery settings. This chapter introduces implementation science
and related concepts relevant to BFST through the domains of a selected implementation
framework.
Implementation Science
The work of Everett Rogers is considered seminal in this area because it examined
systematically the factors that influence the adoption of new practices or other forms of
innovation (Rogers, 2003). In the literature on the diffusion of innovations in health care,
the term implementation is usually reserved to describe specific activities directed toward
introducing an innovation within a particular context. For example, Greenhalgh et al.
(2004) define it as “active and planned efforts to mainstream an innovation within an
organization” (p582) while Fixsen, Naoom, Blase, and Friedman (2005) define
implementation as “a specified set of activities designed to put into practice an activity or
program of known dimensions” (p5). In this way implementation can be distinguished
from dissemination in terms of the target for the activity (a specific organisation or
program versus a more loosely defined “field”) and the activity involved (specific and
planned actions to “install” a new practice in a service versus strategies for spreading an
idea).
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The term “implementation” may be used differently in a temporal sense. It can be
used to describe an end state; that is, the successful outcome of activities designed to
encourage use of a given practice. Implementation can also be used to describe processes
occurring over time. As such implementation might be used to describe what occurred
from the time a new practice was first proposed right through to it becoming part of
routine practice. When applied in this context, implementation is used to describe
activities undertaken after a decision has been made by an organisation to adopt a new
practice. The term sustainability is then used to describe the period following
implementation activities when the new practice is made routine within a service.
The term implementation provides a “best fit” description of the processes
involved and the activities undertaken as part of BFST. A key aim of the project was to
introduce BFT as a clinical practice within the Continuing Care Teams of the CAMHS. In
Fixsen et al. (2005) terms, the “specified set of activities” was the implementation
strategy and “the program of known dimensions” was BFT.
Implementation Frameworks
A range of frameworks has been developed for the purposes of understanding and
guiding the processes of diffusion, dissemination and implementation. A summary of the
key components and distinctive features of the most common frameworks is provided in
Table 5 below.
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Table 5: Implementation Frameworks
Model and Authors

Key Components of
Frameworks/Models
The Innovation
Communication Channels
Time
Social System

Distinctive Features
/Contribution
Seminal work conceptualising the
spread of innovations across
many different fields including
agriculture, industry and health
care. Strong focus on
characteristics of innovation as a
determinant of diffusion.

Conditions that facilitate the
implementation of
innovations
(Ely, 1990; Ensminger &
Surry, 2008; Ensminger,
Surry, Porter, & Wright,
2004)

Dissatisfaction with the status quo
Knowledge and skill of staff
Available resources
Available time
Rewards and incentives
Participation is expected and
encouraged
Commitment by those involved
Leadership

Describes a series of conditions
that must be met in order for an
innovation to be successfully
implemented within a given
organisation or other context.
Originally developed in relation
to the adoption of educational
technologies.

Promoting Action on
Research implementation in
Health Services (G. Harvey,
Loftus-Hills, et al., 2002;
Kitson, G.Harvey, &
McCormack, 1998; Kitson
et al., 2008; Rycroft-Malone
et al., 2002; Rycroft-Malone
et al., 2004)

Nature and extent of evidence
Qualities of the context
Facilitation

Describes the interaction of three
elements that determines the
likelihood of evidence being
translated into practice. Focus on
the translation of evidence into
practice in health care.

Diffusion of Innovations in
Service Organisation
(Greenhalgh et al., 2004,
2005)

The innovation
Adoption by individuals
Assimilation by the system
Diffusion and dissemination
System antecedents for innovation
System readiness for Innovation
The outer context: interorganisational networks and
collaboration;
Linkage among components of the
model.

Complex framework for
considering determinants of
diffusion, dissemination and
implementation in health care.
Based on systematic review of the
research and rates supporting
evidence in relation to key
components of the
implementation and dissemination
process.

Diffusion of Innovations
(Rogers, 1962, 2003)
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Implementation Research: A
Synthesis of the Literature
(Fixsen et al., 2005)

Source (proposed practice);
Destination (the individual
practitioners & organisation adopting
practice);
Communication link (the purveyors
of the new practice);
Feedback mechanisms
Influence (the social, economic &
political context)
Core implementation components
staff selection,
pre-service & in-service training,
ongoing consultation and coaching,
staff & program evaluation,
facilitative administrative support
systems interventions.

A comprehensive review of the
literature with a strong focus on
the process of implementation.
Provides clear guidance about
how to implement new practices
in health and other human service
organisations.

Barriers and Incentives to
change (Grimshaw, Eccles,
Lavis, Hill, & Squires,
2012; Grol & Wensing,
2004)

Innovation
Individual professional
Patient
Social context
Organisational context
Political and economic context

An approach that guides the
implementation process through
the identification of obstacles and
enablers to changing practice in
health care settings.

Consolidated Framework
For Implementation
Research (CFIR)
(Damschroder, Aron, et al.,
2009)

Characteristics of individuals
Inner Settings
Outer settings
Intervention characteristics
Process

Overarching typology of
constructs that is designed to
promote implementation theory
development and research in
health care

All of the frameworks of diffusion and implementation relate back to Roger’s
conceptualisation proposing that an innovation is introduced into a given context through
a process that occurs over time (Rogers, 2003). A possible exception is the work of Ely
where the focus is more on the organisation in which the innovation occurs (Ely, 1990).
Another shared feature of these frameworks is that they understand the processes of
diffusion and implementation as complex, involving multiple components and different
levels. These components are usually seen as operating interactively with each other. For
example, consideration is given to how the characteristics of the new practice interact
with the attitude of the adopting practitioner within the structure and culture of a team.
Common to most models is a view of implementation as a dynamic process
occurring over time. This is usually expressed in terms of stages or phases of
implementation that begin with some recognition of the need for change and end with the
incorporation of the new practice with what is regarded as routine practice (routinisation).
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Implementation theories have been broadly divided into impact and process
theories (Grol, Bosch, Hulscher, Eccles, & Wensing, 2007). Impact theories or
frameworks, for example, Greenhalgh, Robert, Macfarlane, Bate, and Kyriakidou (2004)
focus on understanding why an approach or strategy has been successful or has failed. In
contrast, process theories, for example, Fixsen, Naoom, Blase, and Friedman (2005)
articulate a preferred approach and guidance about how implementation is conducted.
Despite the stated purpose of the various frameworks and approaches, I
experienced each of the frameworks differently, particularly as this related to which
model guided action in implementation. My first encounter with a practical application of
implementation theory was through the use of the barrier analysis tool in the National
Institute of Clinical Studies (NICS) submission that led to the establishment of BFST.
This tool, based on the work of Grol and Wensing (2004), provided a straightforward
process for our FamilyWorkNET group to identify barriers (and enablers) to the uptake of
family interventions. The work of Rogers (2003) was easy to read but expansive in scope
while I found the review by Greenhalgh et al. (2004) impressive in its rigour but, due to
its complexity, harder to apply to BFST. Both Fixsen et al. (2005) and Kitson et al. (2008)
offered a specific focus on implementation and direction about how to make
implementation “happen.” The Ely (1990) framework provided a template that could be
easily applied to any implementation endeavour, though I found it more useful for
diagnosing difficulties than informing action.
Selecting an Implementation Framework
I found that the model proposed by Damschroder, Aron et al (2009), the
Consolidated Framework For Implementation Research (CFIR) provided a
comprehensive and yet simple enough structure for considering a range of different
implementation concepts. The CFIR can be viewed as an impact framework that provides
a ‘menu of constructs’ at different levels to understand implementation and provide a
structure for research (Brehaut & Eva, 2012). In the section that follows, this framework
will be described and used as a structure for reviewing the health implementation
literature. Within the key domains of the CFIR, I modify to varying degrees, the
constructs applied to reflect my own understanding of the implementation literature. In
Chapter Five, the most relevant constructs of the CFIR will be applied to BFST and the
context in which this implementation endeavour took place.
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The key domains of the CFIR are:


Characteristics of individuals



Inner setting



Outer setting



Intervention characteristics



Process

Characteristics of Individuals
In the CFIR, the domain of ‘characteristics of individuals’ includes consideration
of; knowledge and beliefs about the intervention; self-efficacy; individual stage of
change; individual identification with organisation, and other personal attributes. In my
review of the literature in this domain, I identified the following categorisations; speed
with which individuals adopt a new practice; the process of responding to an innovation;
individual capacity, and the meaning of the new practice for the individual.
Speed with which individuals adopt a new practice. The term “early adopter” is
used to describe those individuals who are the first within a group to make use of an
innovation. The more pejorative term “laggards” has been used to describe those who are
slower or resistant to adopting an innovation. Greenhalgh and her colleagues, propose that
terms such as early adopter and laggard are stereotyping and value-laden and have been
misapplied as explanations for practitioners’ responses to practice changes rather than
descriptive categories (Greenhalgh et al., 2004). They go on to propose a more complex
understanding of how practitioners respond to the introduction of a new practice.
People are not passive recipients of innovations. Rather (and to a greater or
lesser extent in different persons), they seek innovations, experiment with them,
evaluate them, find (or fail to find) meaning in them, develop feelings (positive or
negative) about them, challenge them, worry about them, complain about them,
“work around” them, gain experience with them, modify them to fit particular
tasks, and try to improve or redesign them – often through dialogue with other
users (p598).
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Process of responding to an innovation. An individual’s adoption of a new
practice can be seen as a staged process with different concerns and issues arising at
different stages (Rogers, 2003). Various models of behaviour change have been applied to
the adoption process for individuals including theories of reasoned action and planned
behaviour and the stages of change model (Perkins et al., 2007; Prochaska & Velicer,
1997; Sherman & Carothers, 2005).
Individual capacity. Another important individual characteristic relates to the
extent to which the adopter has the required capacity to make use of the innovation. This
can be intellectual capacity or a required level of knowledge and skill. This is congruent
with Ely’s necessary condition that sufficient knowledge and skill exist amongst the
intended adopters (Ely, 1990; Ensminger & Surry, 2008; Ensminger et al., 2004). Adopter
characteristics such as a willingness to take risks, learning styles and motivation have
been used to understand individuals’ differing responses to proposed innovations. Buetow
(2007) has noted that goal setting theory was amongst 25 other theories used to account
for differing levels of motivation amongst practitioners.
The meaning of the new practice for the individual. The meaning of the
innovation or new practice for the intended user is another dimension of adopter
characteristics that has been examined (Greenhalgh et al., 2004). This is also described in
terms of practitioners’ attitudes and beliefs about the new practice (Damschroder, Aron,
et al., 2009). The particular way in which adopters appraise an innovation is liable to be
influenced by their context and particularly the views of their peers. The individual
practitioner’s identification with the organisation has been cited as a potentially important
factor influencing their willingness to adopt a new practice (Damschroder, Aron, et al.,
2009). Further, alignment of the meaning of the innovation to the adopter with that of the
organisation including management and service users is associated with a greater
likelihood of that intervention being adopted (Greenhalgh et al., 2004).
Inner setting
Consideration of the organisational context involves thinking about how
organisational factors affect an individual’s adoption of a new practice. More
significantly it also implies a focus on the organisation as the unit of attention in
implementation. Greenhalgh et al. (2004) discriminate between adoption by an individual
and assimilation by an organisation, which suggests that an innovation becomes part of
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the operation of the organisation This has implications in terms of the number of
individuals within an organisation who adopt an innovation (typically multiple staff rather
than isolated individuals) and for the sustainability of a new practice. This is particularly
relevant to BFST, since the aim of our endeavour was not simply to train a group of
practitioners to try out BFT but to make BFT part of the ongoing operation of the CCT.
Diffusion and implementation frameworks address and categorise organisational
factors differently. In the CFIR, elements considered within the inner setting are;
structural characteristics; networks and communication; culture; implementation climate
and readiness for implementation. In addition to these categories, I have included opinion
leaders and champions as characteristics of the organisation rather than as elements of the
domain of process in the CFIR.
Structural characteristics. The first category relates to the structural
characteristics of the organisation that influence the likelihood that a new practice will be
adopted in a team. In this context structural features such as a higher degree of
specialisation and differentiation in the organisation, the presence of “slack resources,”
decentralised decision making, a higher ratio of managers to employees and team stability
have been associated with a greater likelihood of an organisation assimilating a new
practice (Greenhalgh et al., 2004).
Networks and communication. Another set of factors operating at the
organisational level have been described variously as networks and communications
(Damschroder, Aron, et al., 2009), diffusion and dissemination (Greenhalgh et al., 2004)
and social context (Grol & Wensing, 2004). This recognises that the success of
implementation endeavours is not exclusively governed by structural features or
organisation readiness but also by the formal and informal process of communication
occurring between individuals and work units (Safran, Miller, & Beckman, 2006).
Different types of communication networks can exist within different organisations and in
the case of health care between different professional groups. For example, it has been
suggested that doctors tend to operate according to more informal horizontal networks
while nurses tend to communicate through more formal, vertical networks. Further, the
use of different networks is seen as being effective for different types of influence with
horizontal networks being seen as important in shaping how an idea is understood and the
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meaning attached to it while vertical networks are more effective for communicating
decisions or directions for action (Rogers, 2003).
Culture. The culture and climate of organisations and teams have been identified
as influencing the extent of assimilation of innovations. Given the ethnographic focus of
this thesis, the concept of organisational culture and its role in implementation is
considered in greater detail than other components of the CFIR.
A frequently used description of organisational culture is the phrase “the way
things are done around here” (Hemmelgarn et al., 2006). Definitions of organisational
culture typically include references to organisational norms, expectations, assumptions
and values (Aarons, Glisson, et al., 2012; Gershon, Stone, Bakken, & Larson, 2004;
Hemmelgarn, Glisson, & James, 2006; Hoagwood et al., 2006; Schraeder, Tears, &
Jordan, 2005). Aarons & Sawitzky, (2006a) provide a more elaborate definition of
organisational culture as:
The organizational norms and expectations regarding how people behave and
how things are done in an organization and includes implicit norms, values,
shared behavioural expectations, and assumptions that guide the behaviours of
members of a work unit (p.2).
Organisational climate is often considered alongside organisational culture.
Organisational climate has been defined as “the employees’ perceptions of the
psychological impact of the work environment on their own well-being and functioning in
the organization” (Aarons, Glisson, et al., 2012, p. 6). Climate has also been described as
including perceptions and emotional responses to one’s work environment (Aarons &
Sawitzky, 2006b). The link between organisational culture and climate is made by
Gershon (2004) who sees climate as employees’ collective perception of an experience of
the organisation’s culture.
Cameron and Quinn (2006) describe four types of organisational culture. In
hierarchy culture, achieving stability and predictability is important with an emphasis on
processes for accountability and decision making. This is similar to the account of role
culture given by Handy (1985) with an emphasis on policies and procedures. Both appear
to capture the more familiar notion of a bureaucratic culture. Market cultures are
externally oriented and focus on results rather than on the nature of internal relationships.
Clan culture places a high value on participation and shared vision and there is a focus on
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the team rather than the individual. This shares some of the qualities of the Handy (1985)
concept of a person culture with a focus on developing individuals within a team. In an
adhocracy culture there is an emphasis on initiative, innovation and creativity as the key
to responding to the external environment.
Cultural types have also been identified in the context of mental health and other
human services. Aarons and Sawitsky (2006a) proposed two dimensions of organisational
culture: constructive and defensive. Constructive cultures are characterised by norms of
supportiveness, individualism and positive interactions with others. On the other hand,
defensive cultures are characterised by norms of compliance, submissiveness, conformity,
and self-protective interactions with others. In a further elaboration of a defensive culture,
Hemmelgarn et al (2006) described child welfare services as having “passive defensive”
cultures where there were high levels of conformity, frequent need for approval for
actions by supervisors and extensive use of documentation.
In a more recent study, Aarons and colleagues proposed three dimensions on
which to assess organisational culture: rigidity, proficiency and resistance (Aarons,
Glisson, et al., 2012). Rigid cultures are characterised by practitioners having limited
discretion, limited say in management decisions and closely following multiple rules and
regulations. Proficient cultures assume that practitioners will be skilled and
knowledgeable and will prioritise the needs of individual clients. In resistant cultures
there is an expectation that practitioners will be disinterested in new approaches to service
provision.
Organisational culture and climate have been associated with a range of important
outcomes. These include client outcomes and quality of care as well as employee related
issues such as work satisfaction and well-being (Gershon et al., 2004; Hemmelgarn et al.,
2006). More recently in human services settings, organisational culture and climate have
been linked to innovation and particularly the uptake by organisations of evidence-based
practices.
The organisational culture is an important dimension of the wider organisational
context for the implementation of new practices.
In a broad sense, organizational culture provides a social context that invites or
rejects innovation, complements or inhibits the activities required for success, and
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sustains or alters adherence to the protocols that compose the organization’s core
technology (Hemmelgarn et al., 2006, p77).
In this context, organisational culture is important in whether an innovation is
adopted in a given setting. Organisational cultures emphasising innovation, team work,
participation, flexibility and risk taking have been associated with successful
implementation of quality improvement (Hemmelgarn et al., 2006). Proficient
organisational cultures and more engaged and less stressful organisational climates have
also been associated with more positive attitudes towards the adoption of evidence based
practices (Aarons, Glisson, et al., 2012). In contrast, defensive cultures are associated
with more negative attitudes towards new practices, and lack of attention to climate and
culture has been identified as a common factor in the failure of implementation
endeavours (Aarons, Sommerfeld, & Walrath-Greene, 2009; Damanpour, 1991;
Damschroder, Aron, et al., 2009; Edmondson, Bohmer, & Pisano, 2001). As well as
influencing whether a new practice is ultimately implemented in an organisation,
organisational culture is also likely to have significant implications for the process of
implementing a new practice. This includes the range of activities undertaken to support
the adoption of a new practice by practitioners.
Implementation climate. Another group of organisational features described in
the implementation and wider organisational literature relates to the implementation
climate. This is differentiated from the consideration of climate already described in terms
of addressing those characteristics related to the assimilation of a particular innovation
rather than the more general attributes of an organisation. Greenhalgh describes these as
“system readiness for innovation” (Damschroder, Aron, et al., 2009; Greenhalgh et al.,
2004). In many respects, Ely’s entire framework could be seen as focussing on an
organisation’s readiness to embrace an innovation (Ely, 1990). Commonly described
factors include: tension for change, compatibility or innovation-system fit, the relative
priority (of the innovation compared to other activities), incentives and rewards
associated with the new practice, commitment and advocacy, access to knowledge about
the innovation, the capacity of the organisation to monitor and evaluate the impact of the
innovation and the learning climate within the organisation (Damschroder, Aron, et al.,
2009; Ely, 1990; Greenhalgh et al., 2004; Grol & Wensing, 2004).
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Readiness for implementation. This construct relates to the tangible indicators of
an organisations’ commitment to implement an intervention. This contrasts with
implementation climate that describes the broader receptivity of the organisation into
which an intervention is introduced. In the CFIR, three elements of implementation
readiness have been identified; leadership engagement, available resources and access to
information and resources (Damschroder et al., 2009).
Opinion leaders and champions. A number of other dimensions of
communication and influence have been identified relating to roles adopted by individuals
within organisations. The concept of opinion leaders proposes that some individuals
within an organisation have a particular influence on the attitudes and behaviours of their
colleagues (Flodgren et al., 2011). Experts are seen to do this through their knowledge
and authority while peers do this through being perceived as credible or representative
(Fitzgerald, Wood, & Hawkins, 2002). The presence of opinion leaders is seen as a
phenomenon inherent to the organisation or team that can be harnessed in implementation
efforts to influence assimilation of the new practice (Flodgren et al., 2011).
The concept of champions describes individuals who actively support an
innovation in an organisation (Rogers, 2003). This can be through an individual
promoting the innovation with their peers or a manager helping to facilitate the use of a
new practice within an organisation. Champions can emerge naturally within an
organisation, as part of the introduction of a new practice. Another role important in the
diffusion and implementation process is that of “boundary spanners.” These individuals,
by virtue of their role or inclination, are oriented and connected to the outside world.
They are well placed to link their own organisation to other organisations and resources
with regard to a particular innovation (Greenhalgh et al., 2004). They are therefore seen
as particularly important in organisations becoming aware of innovations.
Outer Setting
Most implementation frameworks recognise the importance of the context beyond
the immediate organisation or team that is the focus of implementation activities. This
context is described variously as the “outer setting” (Damschroder, Aron, et al., 2009), the
outer context (Greenhalgh et al., 2004), the economic and political context (Grol &
Wensing, 2004) and influence factors (Fixsen et al., 2005). In the CFIR the outer setting

92

includes the following elements: patient needs and resources; cosmopolitanism; peer
pressure and, external policies and incentives.
Patient needs and resources. The extent to which services know about and
respond to the needs and characteristics of their client group has been identified as critical
to implementation (Damschroder et al., 2009). In diffusion frameworks in health care, the
patient or client is also often seen as a stakeholder along with other groups such as
professional associations, who can influence whether a new practice is adopted in a given
setting (Grol & Wensing, 2004). This influence is typically exerted through expression of
discontent with existing practices or advocacy for the adoption of a new practice (Aarons
et al., 2011).
Cosmopolitanism. The extent to which an organisation is part of wider interorganisational networks is seen to influence the implementation process (Aarons,
Hurlburt, & Horwitz, 2011). Organisations that are well linked to other organisations and
have individuals in roles that include a boundary spanning function adopt new practices
more quickly (Greenhalgh et al., 2004).
Peer pressure. A service might be driven to implement a new practice to have a
competitive edge over like services or to “catch up” with services that have already
adopted a new practice. This appears to be dependent on whether a new practice has been
adopted as a norm within a network. (Damschroder, Aron, et al., 2009).
External policies and incentives. The other important dimension in the outer
setting is the wider context of the funding arrangements, policy environment and political
context in which organisations operate. Wider networks and the political and policy
environment can play a role in decisions by services to adopt and sustain particular
innovations (Hoagwood, Kelleher, Murray, & Jensen, 2006). For example, there is some
evidence that the development of policy in the early stages of implementation can make it
more likely to succeed, although this might be partly a function of the provision of a
dedicated funding stream. The economic environment and political currency of an issue
or problem that a new practice is designed to address can also influence whether
resources such as government funding will be available to support organisations’
assimilation of an innovation.
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Intervention Characteristics
The attributes of the intervention have been shown to account for variation in the
extent of its uptake by adopters. For example, Greenhalgh et al., (2004), following the
work of Rogers (2003) cite evidence supporting the importance of these attributes in the
implementation process. In the CFIR, the selected intervention characteristics are;
intervention source; evidence strength and quality; relative advantage; adaptability;
trialability; complexity; design quality and packaging, and cost.
Source of innovation. The source of an innovation may be internal, that is
developed within an organisation, or developed and introduced by an external
organisation. In this case the perceived legitimacy and reputation of the external
organisation is seen to influence implementation success (Damschroder, Aron, et al.,
2009; Fixsen et al., 2005).
Evidence strength and quality. Evidence strength and quality addresses the
extent to which organisational decision makers and practitioners perceive that a new
practice is supported by evidence. In this context, the concept of evidence goes beyond
published research and guidelines to include colleagues’ accounts of the practice, client
experiences and other less formal sources of information about the practice.
Relative advantage. Relative advantage refers to the advantage the new practice
offers over an existing or competing practice (Rogers, 2003). The strength and quality of
evidence for the effectiveness of a practice described above could be seen as part of the
way in which a relative advantage is communicated (Damschroder, Aron, et al., 2009).
Adaptability. The adaptability or the extent to which an intervention can be
adapted or reinvented to suit the needs of a particular practitioner and context has been
associated with an increased likelihood of adoption (Damschroder, Aron, et al., 2009;
Greenhalgh et al., 2004). However, fidelity to a model is usually linked to the ultimate
effectiveness of the intervention (Aarons, Green, et al., 2012) suggesting that adaption
needs to occur in a manner that does not compromise the critical elements of the model.
Trialabilty. The extent to which the innovation provides an opportunity for those
using the new practice to experiment with its use on a limited basis is referred to as
trialability.
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Complexity. This characteristic refers to the idea that a simple innovation is more
easily utilised by adopters than one that is more complex.
Design quality and packaging. This characteristic relates to the manner in which
a new practice is presented. This characteristic could be seen as related to another concept
in the implementation literature, augmentation and support that describes the assistance
available to support individuals and organisations to use an innovation. This includes the
extent to which resource materials, training and expert advice are available (Greenhalgh
et al., 2004). The use of resources to support adoption of a new practice and the scope and
quality of such resources is identified as a factor influencing practitioners’ attitudes to a
new practice (Ely, 1990; Greenhalgh et al., 2004).
Cost. Finally, the cost of an innovation is usually described in terms of the
financial costs associated with implementing a new practice (Damschroder, Aron, et al.,
2009). This relates to the necessary condition of adequate time and adequate resources for
staff to learn and adapt an innovation to their work role (Ely, 1990). The cost of ongoing
use of an innovation could also be considered at this level.
Other relevant characteristics. There are additional characteristics, not included
in the CFIR but referred to in the broader implementation literature. Risk is understood in
terms of an innovation having a level of uncertainty of outcome and of being personally
risky for the adopter. New practices associated with higher levels of risk are seen as less
likely to be adopted (Greenhalgh et al., 2004) Compatibility relates to the extent to which
a new practice fits with the values and norms of the individual or service. Observability
describes the extent to which the benefits of an innovation are visible to those adopting it
(Greenhalgh et al., 2004).
Process.
Most implementation frameworks include a domain that considers the process by
which a new practice is implemented in a given context. The implementation process is
concerned with the actions taken to build the capacity of a service to adopt a new practice
organisationally and at an individual level (Damschroder, Aron, et al., 2009). This focus
is particularly evident in models with an emphasis on the “doing” of implementation
(Fixsen et al., 2005; Kitson et al., 1998; Kitson et al., 2008).
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In the CFIR, the implementation process is considered in terms of the stages of
implementation (Damschroder, Aron, et al., 2009). In addition to the stages of
implementation, I have included in this domain two other considerations; the
characteristics of the purveyor (the individual or organisation introducing the
implementation) and the implementation activities that are undertaken.
Stages of implementation. Accounts of the implementation process usually
describe phases or stages that may occur informally or formally as part of a deliberate
implementation strategy. For example, Damschroder, Aron, et al. (2009) describe these as
planning, engaging, executing, reflecting and evaluating in a process similar to action
research cycles. Fixsen et al. (2005) describe these as exploration and adoption, program
installation, initial implementation, full operation, innovation and sustainability.
However, Greenhalgh et al. (2004) see implementation not as a step-wise progression
through a series of stages but rather as a much less straightforward or predictable process.
Attributes of the purveyor. The attributes of those promoting a new practice in
an organisation are seen as relevant to the extent of adoption. For example, an individual
or team within an organisation could implement a new practice or the practice could be
implemented by a service external to that organisation. In the latter case, issues such as
the recognised expertise and authority of the organisation may be important
(Damschroder, Aron, et al., 2009). Rogers (2003) uses the term homophily to propose that
an innovation is more likely to be adopted by individuals if those purveying the new
practice have similar professional, socioeconomic and cultural backgrounds to those who
intend to adopt the new practice. More recently the particular characteristics and skills of
individuals who successfully introduce a new practice have been articulated (Dogherty,
Harrison, & Graham, 2010; G. Harvey, Loftus-Hills, et al., 2002; Stetler et al., 2006).
These characteristics include being innovative, resourceful, credible, authentic, sensitive
and flexible and having knowledge of the practice setting, as well as having skills in
communication, conflict management, marketing, critical thinking, teaching, motivating
others and group work (Dogherty et al., 2010).
Implementation activities. In addition to the attributes of the implementer and
the stages of implementation, the literature also addresses the specific activities that are
undertaken as part of a planned implementation process. Intervention to actively change
practice spans the end user (a client or patient), the health professionals involved in
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delivering the practice, the organisation or team and the wider social and political
environment. For example, patient mediated strategies such as informing patients of the
availability of a new treatment can be used, as well as organisationally oriented
approaches, such as changing administrative processes, to facilitate use of a new
treatment procedure.
Training and related activities. Training, post training supervision and coaching
frequently feature as implementation activities in the implementation of more complex
interventions in health care. Although stand-alone training has been found to be of limited
effectiveness in terms of implementation and in relation to the impact of the intervention
on the client, it can be effective when used in conjunction with other implementation
strategies such as coaching (Fixsen et al., 2005; Lyon, Stirman, Kerns, & Bruns, 2011). A
meta-analysis of studies of training methods indicated that effective training had the
following elements: presenting information, providing demonstrations of the model or
practice, and providing opportunities to practice key skills (Joyce & Showers, 2002).
Small group interactive education with active participation has been demonstrated to
deliver positive results in health settings (Davis et al., 1999).
Post-training supervision to further shape and support practice after practitioners
undertake initial training is a central component of many implementation models (Lyon et
al., 2011). These processes can be provided for both individuals and/or groups in the
context of existing supervision or through an external expert consultant (Schoenwald,
Sheidow, & Letourneau, 2004). For example, group supervision sessions were used in a
number of the implementation studies described in the review of the literature in Chapter
Two (Fadden, 1997; Kavanagh et al., 1993; Magliano et al., 2005; Magliano et al., 2006).
Coaching has been defined as “individualised or group, on the job observation,
instruction, modelling, feedback or debriefing of practitioners and other key staff at an
implementation site” (Fixsen et al., 2005, p. 87). The concept of coaching thus implies the
use of a range of behaviours and a more active stance than supervision. In the case of
family interventions it may be provided in the context of co-working with a more
experienced colleague. Accessibility of the coach to the practitioner has been described as
an important ingredient in the coaching process (Fixsen et al., 2005). It also shares
similarities with activities such as educational outreach described earlier (O'Brien et al.,
2007).
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Targeted practitioner level activities. In health care settings, the practitioner is at
the interface between the patient and the new practice, and practice change strategies tend
to focus directly on the behaviour of the practitioner (Wensing, Wollersheim, & Grol,
2006). A number of defined activities have been studied in terms of their effectiveness in
changing practice and have been the subject of Cochrane reviews. These include
relatively straightforward measures such as the provision of printed educational materials
or use of reminders that appear to deliver small impacts on practice (Giguère et al., 2012).
Similarly, methods generally referred to as audit and feedback provide practitioners with
feedback on their progress in use of a new practice and are associated with small but
important changes in practice (Ivers et al., 2012).
Organisational level activities. Implementation activities that operate at an
organisational level include the use of opinion leaders and champions as well as
facilitative administrative support. Opinion leaders and champions have thus far been
described as naturally occurring roles within organisations. However, these roles can be
used as part of implementation activities. For instance, in one study opinion leaders
within organisations or networks were identified and used to encourage doctors to adopt
new evidence-based treatments. The effectiveness of utilising opinion leaders, especially
as a stand-alone intervention, is not clear (Flodgren et al., 2011). In a similar vein,
champions of a new practice can emerge or be supported and cultivated as part of a
deliberate implementation strategy (Damschroder, Banaszak-Holl, et al., 2009).
The term facilitative administration is used by Fixsen et al. (2005) to describe the
range of processes and structures established by an organisation to make it easier for an
intervention to be implemented by practitioners and supervisors. This may include
allocating time and resources, providing practical administrative support or introducing or
modifying policies and procedures.
Implementation support roles. Educational outreach and facilitation can be
categorised as specific implementation support roles. Educational outreach, which refers
to trained specialists visiting practitioners to provide information and guidance on use of a
new practice, has been found to have small but consistent effects on prescribing practices
(O'Brien et al., 2007).
Facilitation was first described within nursing and was originally defined broadly
to describe a process by which something is made easier for others (Kitson et al., 1998).
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In this context, facilitation was seen as one of three components of the PARIHS
implementation framework described earlier. The concept of facilitation has been further
articulated in terms of whether its purpose is task oriented, directed toward a specific
goal, or more broadly directed at changing attitudes and approaches to work of
individuals and teams (Helfrich et al., 2010; Rycroft-Malone et al., 2002; Stetler,
Damschroder, Helfrich, & Hagedorn, 2011). Facilitation has also been used to describe a
particular change agent role with a set of requisite skills (G. Harvey, Loftus-Hills, et al.,
2002). Stetler et al. (2006) emphasise the interpersonal nature of the process: “…a
deliberate and valued process of interactive problem solving and support that occurs in
the context of a recognised need for improvement and a supportive interpersonal
relationship” (p. 6). An external expert or change agent can provide facilitation or this
role can be provided internally by existing staff.
Comprehensive implementation approaches. Given that many of the approaches
to practice change described above were applied in medical settings and often to practices
such as prescribing or ordering tests, their relevance to a complex psychosocial
intervention such as BFT is questionable. Fixsen et al. (2005) describe a set of core
implementation components: staff evaluation, program evaluation, facilitative
administrative supports, staff selection, pre service training, consultation and coaching.
These components involve a wider range of implementation-related activities than the
practitioner-focused activities described thus far. This may reflect the fact that Fixsen’s
work relates more to the installation of psycho-social intervention models within services
than to targeted efforts to change specific practitioner behaviours such as prescribing.
Conclusion
This chapter introduced implementation science as the paradigm that would be
used to understand and inform the process of introducing BFT into the routine practice of
the Southwell CCT. A range of implementation frameworks are presented and the CFIR
developed by Damschroder et al. (2009) is adopted to review the literature on
implementation in the health care context. While the CFIR provides the domains that
structure this review, I modified the CFIR by including within each domain, additional
constructs from the implementation literature that I considered relevant. This is
particularly evident in the domain of process within CFIR where specific implementation
activities are described. The ethnographic action research methodology used in this study
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also involved a detailed consideration of the role of organisational culture within the
domain of the inner setting of the CFIR. In the next chapter, this modified version of the
CFIR is applied to the context in which BFST took place, the chosen intervention, BFT
and the implementation process that was adopted.
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Chapter 5: Applying an Implementation Framework to BFST
In this chapter I apply the selected implementation framework, a modified form of the
CFIR, to the practitioners and the organisational and wider context for BFST. This
chapter begins by describing how I came to the CCT, what I brought with me in terms of
history and knowledge of the team and a consideration of the extent to which I was felt or
was viewed as an insider or outsider. Consistent with the chosen research methodology,
the analysis of the context in which BFT was introduced is conducted from an
ethnographic perspective. This analysis focuses on the practitioners and the CCT, the
setting where I was embedded and where most of the implementation activity took place.
In the latter part of the chapter, the CFIR is also applied to the chosen intervention, BFT
and the plan developed to support its implementation. This highlights the distinctive
features of the implementation plan adopted for BFST.
Coming to the Team
As noted earlier, I had worked in publicly funded mental health services for two
decades before commencing this study. This included seven years as a case manager and
Senior Social Worker at Regent Clinic, the service that was later to become the Southwell
Continuing Care Team. I had enjoyed the diverse client group, a varied work role and a
friendly and supportive group of colleagues. By the time I left the team to work at The
Bouverie Centre I felt increasingly burdened by the demands of the position, particularly
the case management role involving clients at high risk of suicide or harm to other people.
I was also becoming less comfortable with a medication driven and business management
orientation to care. Nonetheless, I left the service on good terms appreciative of the
experience I had gained.
At The Bouverie Centre, I worked with both mental health services and
organisations such as child and family services across Victoria and interstate. This gave
me a wider appreciation of mental health services and point of comparison with
practitioners in other sectors. I enjoyed connecting with mental health practitioners in the
field but also found them less enthusiastic compared to practitioners from other sectors.
While the view of some of my colleagues at The Bouverie Centre, that the mental health
workforce was resistant to new ideas, resonated with my experiences, it also jarred. I
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found myself reacting defensively to their critique, considering it was made from the
relative comfort of a tertiary service.
What I brought to my time at the CCT then was a sometimes conflicting mix of
thoughts and feelings. I had a strong identification with the case manager role and an
appreciation of its challenges. I thought that the features of the system that had
contributed to my decision to leave the CCT were probably still present and that
achieving change in a mental health service would not be easy. At the same time, I was
excited by the prospect of learning more about how to best influence practice and being
back in a team providing direct care to people experiencing mental illness.
First day at Southwell. Made decision to sit in open plan office area to facilitate
contact with case managers. No computer on desk which is a nuisance (Research
Journal, 2 March, 2006).
My first “on the ground” decision to sit in the open plan office area amongst the
case managers reflected a strategic choice in terms of my implementation and research
role and an emotional desire to be once again part of a mental health team. By sitting in
the open plan area, I felt that I would be more accessible to case managers and be able to
get a stronger sense of their day to day roles and experiences. Being located with the case
managers reflected my desire to be one of the group and to be considered as much a
colleague as the “visiting expert.” The decision about where to sit made real a tension for
me whether I was an “insider or outsider” or somewhere in-between.
Insider or outsider? The position of the researcher within a study has attracted
considerable interest within ethnography. This has generated different definitions about
what constitutes an insider or outsider and from whose perspective. For example, Louis
and Bartunek (1992) define insider researchers as being part of the group being studied
prior to commencement of a study and outsider researchers as those who begin relating to
a group only once the research has commenced. Aside from my own desire to be
considered a colleague by the case managers there were a number of factors that might
have influenced how I was perceived by others in the team. In terms of relationships, two
of the administration and support workers were still in the team I had left seven years
earlier. I also had longstanding collegial relationships with two current senior
practitioners though we had never worked together. The most significant and multi-

102

stranded relationship was with the Director of Clinical Services for CAMHS described
earlier although she did not work in the CCT during the period I was located in the team.
According to the Louis and Bartunek definition I was essentially an outsider.
Despite knowing people in the team, I had no history of relationship with most of the
group with whom I would work closely – the case managers. I was located in the team on
a part time and temporary (if extended) basis. I was employed by an external organisation
to bring about change by assisting the team to work with families and undertake research
and I was not undertaking the role performed by case managers. The fact that I was a
middle-aged, male social worker of Anglo-Celtic background may have amplified the
distance between me and a group of predominantly female mental health practitioners,
many of whom were young.
My presumption that being a “nice guy,”, non-threatening and approachable
would be enough but the role, perhaps my age and being from Bouverie may make
me more threatening than I realised (Research Journal, 26 July, 2006).
Clingerman (2007) proposes that being closer to a group can facilitate access to
the setting in which study will occur. I suspect this was true for me, where my history
with the team, my familiarity with the case management role and my longstanding
connections with people in the wider service made it easier for CAMHS to agree to my
placement in the team. These factors also helped me feel more comfortable at the point of
entering the team. However, for the case managers, my connection with service
leadership was just as likely to have made them cautious of me as accepting of me.
My experience was that over my time in the team I moved up and down a
continuum between points of being an insider and outsider. For example, I was included
in social events such as birthday celebrations but had no clear role in responding when a
client became aggressive in the reception area. In contrast to an insider/outsider
dichotomy, Clingerman (2007) describes the idea of “positionality” which refers to the
researcher’s “physical and psychological distance/connection including status or position
with respect to his or her research position.” (p.76) In a further clarification, Davies and
Harré (1990) propose a distinction between the researcher’s role which may remain
relatively constant and his/her position which may vary dependent on the different
interactions that occur in the context of a research project.
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Clingerman (2007) and Kanuha (2000) identify advantages and constraints in
terms of the relative closeness of the researcher to participants for understanding a
culture. While a researcher with greater distance from the group they are studying has to
be wary of imposing their own categories on a group, the challenge for the researcher
close to their participants is to stand back enough to see what is happening. At the same
time, standing back intellectually and emotionally might mean missing out on exploring
certain areas or obtaining the finer detail of beliefs and behaviour. As Aguilar (1981)
notes “biases attributed to an insider researcher might very well be sources of insight as
well as error” (p.26).
Kanuha (2000) gives a practical example of how, because she shared many
implicit understandings with the participants she interviewed, she did not pursue vague
statements or unfinished sentences. This resonated with my own experience where I
noticed that I would assume that I knew what a participant was meaning in a mentoring
group or in an interview rather than ask for more detail. I often had to make a conscious
effort to say “tell me more about that” or “I’m not sure what you mean.”
The idea of the insider position can be linked to an early ethnographic concept of
“going native” and the proposed value of immersion by the researcher as participant in
the world of those people being studied, not an outside observers. Kanuha (2000)
proposes that a “native” researcher as she terms the insider position comes to research
from an emic perspective which is subjective and within the culture that is being
researched. This contrasts with an etic perspective that is seen as more objective and
distant from the participants. I believe my role and the different positions within this role
enabled me to capture both an emic and etic view of the culture of the team.
How I Formed My View Of The Practitioners And The Team
I worked in the CCT between March 2006 and 2008 for an average of two and a
half days per week. I was located in the open plan area of the office with the case
managers and I was involved in most of the team’s clinical, administrative and social
activities. My analysis of the team culture, as it related to implementation, was based on
my observation of interactions between the team members, facilitation of Mentoring
Groups, data obtained from interviews with practitioners and managers and analysis of
routinely collected team data. I also drew on the Relative Invisibility research conducted
with a carer consultant from CAMHS – an integral part of the action research of this
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study – which examined the extent and nature of contact between case managers and
families. [The development of this project is described in Chapter Six, Working with the
Practitioners and the full report is included in Appendix D.]
Applying the CFIR to the Context in which BFT was Introduced
The application of the CFIR to the context into which BFT was introduced,
namely the practitioners, the CCT and the wider organisational environment is conducted
from a cultural perspective. I conclude that the culture of the CCT fits predominantly
within the organisational typology of a hierarchy culture proposed by Cameron and Quinn
(2006) and exhibited features of defensiveness and rigidity articulated by Aaron and his
colleagues (Aarons, Glisson, et al., 2012; Aarons & Sawitzky, 2006b). In the account that
follows I provide evidence supporting this conclusion within the domains of the
characteristics of individuals, the inner setting and the outer setting of the CFIR.
Characteristics of Individuals: The Practitioners
My observations of the practices of the practitioners are grouped together as
characteristics of the individuals within the CFIR. These observations contribute to a
wider cultural portrait of the CCT that is developed further through consideration of
practices at a team level or the inner setting of the CFIR. The practices, that I believed
were particularly relevant to the uptake of BFT, were characterised as: working with
individuals; a limited scope of practice; a passive practice style; case management as a
solitary activity and existing models and ways of working. These practices related most
strongly to the constructs of individual capacity and the meaning attributed to the
intervention within the modified CFIR.
A description of the practitioners. The clinical staffing consisted of doctors
(psychiatrists, psychiatric registrars and medical officers), nurses (the largest group) and
allied health practitioners comprising social workers, occupational therapists and
psychologists. In addition, one of the two carer consultants employed by CAMHS
operated out of the Southwell team. The team was made up of three broad demographic
groups. One group comprised older and more experienced nurses and senior allied health
practitioners who had been with the service for a number of years. Another group was
made up of younger more recently graduated allied health practitioners who tended to
stay in the team for one or two years. The third group was medical staff who rotated
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through the team after six to 12 months as part of their training although the consultant
psychiatrists as permanent staff tended to stay longer.
Working with individuals. In the CCT, there was a strong tendency to see clients
individually rather than with their families. My experience in mental health suggested that
this pattern of contact was not unique to the Southwell Team. This is supported in the
published research from North America and the United Kingdom that shows low levels of
practitioner-family contact (Dixon, Lucksted, Stewart, & Delahanty, 2000; K. Harvey,
Burns, et al., 2002; Marshall & Solomon, 2004; Resnick, Rosenheck, Dixon, & Lehman,
2005; Riebschleger, 2005).
The Relative Invisibility study (O'Hanlon & MacRae, 2009) revealed similar
patterns of practitioner-family contact to those observed in overseas studies although
overall levels of family-practitioner contact were higher in Relative Invisibility. We found
within a group of clients diagnosed with schizophrenia and living with their families that:
Contact with the client alone accounts for nearly two thirds of contacts, with
contacts involving other agencies being more frequent than those involving
families with whom the client lived (p.22).
The fact that contacts involving family constituted only 16% of the total contacts
for these clients was more significant because all clients in the study lived with their
families. This study also revealed that for just over half of the clients there were two or
fewer direct family contacts within a twelve-month period.
This gives rise to two questions: how do we account for these levels of contact and
what is the implication for implementing BFT? The levels of contact between families
and professionals appear likely to be influenced by multiple variables including the
history of past family involvement, the relationship between the client and their family,
attitudes and behaviours of practitioners and the organisation of service delivery (Dixon
et al., 2001; Sherman & Carothers, 2005). My vantage point of being located in the
service and my study suggest a similarly complex formula. However I did notice
practitioner level behaviour that might help explain the levels of contact.
The way in which individualised practice occurred and was maintained is reflected
in a practitioner’s reporting of her experience of practice in a mentoring group.
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But with the ones I’ve seen so far they all come on their own … a lot of them are
like you know, 25 year old single male and family has not been mentioned.’
(Rachel, Mentoring Group, 12 October, 2006)
What is implicit in Rachel’s account is that whether the client attends alone and
whether or not they mention their family is the determinant of whether the family will be
included in care. The practitioner is cast as a passive respondent to this circumstance
rather than as an active agent who can influence who is included. This also relates to the
aspect of a passive practice culture described earlier.
The Team Leader commenting on this phenomenon at a team level proposed an
alternative pattern of practice whereby rather than following an apparent default position
of the client not including their family, there was intent by the service and the practitioner
to involve families from the beginning of contact.
So for me it’s a culture change about role modelling from the first point of
contact. Who is going to attend at a session from your family? Really setting up
that expectation. We don’t do that… (Penny, Individual Looking Back Interview, 9
March, 2010).
This strong focus on the individual reflects dominant cultural values in Western
countries such as Australia relating to the individual and personal autonomy. The
individually oriented training of the major professions of medicine, nursing and
psychology also contributes to an approach that tends to exclude families (Fadden, 2006).
As I will describe in subsequent chapters there were many implications of individually
oriented practice for the implementation of BFT.
A limited scope of practice. While practitioners had some discretion about how
they worked with clients, certain key processes had to be undertaken and documented,
such as client attendance, monitoring of mental state and medication adherence, risk
assessment and the development of Individual Service Plans (ISPs). I had previously
termed these core activities as the “Three Ms” (medicate, manage and monitor). These
activities constituted a major focus in key clinical processes such as the allocation of new
clients to case managers and clinical review meetings. The performance of these activities
was both required and frequently reinforced.
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Beyond the performance of the core activities described above, I observed that the
extent to which practitioners used a specific and articulated therapeutic approach in their
practice varied. What I saw to be the default practice was a narrow focus on the “three
Ms,” an observation shared by some practitioners and service leaders.
I think yeah they're happy just to do things and make sure that people get into
their appointments on time, keeping out of hospital, but anything else they don’t
have time for (Catherine, Individual, Looking Back Interview, 17 May, 2007).
And it is far easier to do a risk assessment and say, “I’ve done my piece of work
for the day” or to write a script and say, “I’ve done my piece of work for the day”
than actually to do an hour’s session which requires thinking, effort, reflection
and the application of a certain specific set of skills (Lisa, Individual, Looking
Back Interview, 10 March, 2010).
The fact that some practitioners and service leaders were critical of a narrow
interpretation of the case management role indicates that this way of practising was not
universal, even if in my view it was common. This view of clinical practice as being
focussed on set tasks rather than on responding flexibly to meet individual client needs is
congruent with the account of passive-defensive cultures observed in child welfare
settings described in chapter four (Hemmelgarn et al., 2006). The particular tasks that
were prioritised, namely those that focus on the management of risk, have been the focus
of critiques of contemporary mental health services. Rose (1996) has argued, for instance,
that mental health services have been increasingly driven by a focus on the monitoring
and management of risk to the individual and the public. Furlong (1997) has identified
that case management has become a mechanism for managing risk and dangerousness.
This trend was evidenced in the late 1990’s within Victorian State mental health services
by the change in the language used in mental health clinical documentation from a
therapeutic to a management and risk orientation (Sawyer, 2005, 2008).
In the context of a tightly circumscribed role, the introduction of BFT for
practitioners would be challenging. In BFT, practitioners needed to acquire new skills,
work with multiple people in the room, follow a specified set of practices, and work
intensively with families over an extended period – doing all this with an external person
observing their practice. BFT may have been seen as different, daunting and introducing
unwanted complexity into the practitioner’s otherwise contained role. The manner in
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which this played out in BFST is described in the next chapter. However, for my purposes
here, I wish to highlight the extent to which BFT constituted a major change from what
might be seen as usual practice. Yet what became apparent was that what was challenging
about learning and practicing BFT could also make it attractive, perhaps because it
provided a contrast with established practice.
In many instances clients are just getting mental state examinations, ISP, and
medical reviews, and in terms of promoting better outcomes for clients, this
program was wonderful, it was something different (Penny, Individual Looking
Back Interview, 9 March, 2007).
A passive practice style. I was struck when I arrived in the team by the extent to
which client care was managed from the practitioner’s desk through telephone calls, email
and the completion of documentation. This contrasted with my experience, 10 years
earlier, when I worked in the team where practitioners were frequently away from their
desks conducting home visits or attending external meetings. The limited use of home
visits was explained in terms of the team’s specialised role and the availability of mobile
teams within the wider service that provided assertive outreach for those unable to keep
regular appointments. Yet I came to see this “office bound” form of practice as indicative
of a more pervasive passive practice style.
The introduction of BFT into the team highlighted a “you come to me” style of
practice and a reactive approach to family involvement that relied on the family to initiate
contact. This aspect of practice culture was highlighted because BFT required case
managers to actively initiate meetings with families. It was most apparent early in my
time with the team when engagement of families in BFT was the focus of my efforts with
practitioners.
Practitioners would usually wait until their next appointment to discuss with the
client the idea of the family being involved rather than initiate additional contact.
Depending on the client’s reaction, this might result in the practitioner advising the client
to think about the idea and then to discuss it further at the next appointment.
Alternatively, if there was more active interest from the client, there might be agreement
that the client discusses the issue with his or her family and then for this to be discussed at
their next appointment. If, at the next appointment, the client indicated that the family
were willing to have an initial meeting, the client might be offered a time that could be
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conveyed by the client to the family. This caused me considerable frustration because it
meant that engagement of families took weeks during which momentum for BFT
occurring could be lost. This phenomenon was also noticed by a practitioner twelve
months later.
Often there seem to be long intervals between sessions – ask one week, follow up
two weeks later – staff away, client misses appointment and you are a month down
the track (Research Journal, 6 July, 2006).
It’s amazing the length of the process so far as when I did the training, to when we
discussed the Butera’s being involved the first time, to when we had the individual
sessions and I could convince Pino, all sorts of things. It’s probably been two
months since we raised it to getting to this point (Rachel, Mentoring Group, 12
July, 2007).
The reactive dimension of practice with families was highlighted in the Relative
Invisibility study (O'Hanlon & MacRae, 2009). This revealed that family involvement
was initiated by practitioners for three main reasons: to address burden and distress in
family members, to mobilise the family to support treatment (e.g. helping with adherence
to medication), or to address circumstances where the family were seen to be
compromising the client’s care.
So we’ve got a big problem, a very big problem. So eventually I had to have
family meetings to sort this out...’ (Allan, Individual Looking Back interview, 30
July, 2007)
A common thread in these rationales for involvement was the existence of a
problem at some level. In Allan’s case, meeting with the family was essentially an option
of last resort. The implication of the kind of practice is that contact with families would
often only occur at times of difficulty or distress. This created a pressured environment in
which to establish a good working relationship. Families were not generally included in
care in a routine manner, a feature of practice that proved to be important in the quest to
increase practitioners’ rate of uptake of BFT.
There were different ways of understanding the passive and reactive practice I
have described in relation to families. Lisa, as the clinical director of the service,

110

identified this aspect of practice culture and related it to case managers not wanting to
create extra work for themselves.
(But) it still surprises and shocks me the extent to which the case manager has
never made a phone call to a family member, certain family members of certain
consumers, and that’s because they’re just quietly in the background not ringing
up in crisis or asking for anything or anything like that. I’m sure they could
benefit, and yet I suppose from the case manager’s perspective, “Oh, you know,
let sleeping dogs lie. I’ve got enough work to do.” Why? (Lisa, Individual Looking
Back Interview, 10 March, 2010).
The tendency of practitioners not to initiate contact with clients has been
identified in other studies of case management. Passive and reactive practice is often a
direct consequence of unmanageable workloads. Rothman (1992) notes that:
When caseloads are higher, the number of worker initiated contacts with clients is
reduced and the worker becomes more reactive than proactive in service
interventions (p.28).
Another way of understanding practice at this level relates to whether it is the
practitioner or the family who initiates contact. The literature in this area, although
limited, was consistent with my observation that it was often families who initiated
contact (Riebschleger, 2005). One of the practitioners provides a possible explanation for
this:
Coming from a nursing background and years of practice, usually the families,
they will come up to us and expect us through practice to resolve things and treat
the patient and make them feel well … (We) just give a quick handover to the
family about what we have done. With BFT we usually go to the family and we ask
the family to be involved with the patient (Mary, Mentoring Group, 22 August,
2007).
Whatever the origins of the approach to practice in the CCT, it appeared
consistent with the defensive and rigid features of organisational cultures described earlier
in relation to the scope of practice (Aarons, Glisson, et al., 2012; Aarons & Sawitzky,
2006b). I made sense of the practitioners’ practice in relation to BFT as their efforts to
make the engagement process in BFT fit with existing practice. “Soft technologies” such
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as psycho-social interventions (as distinct from “hard technologies” such as use of a new
tool in a manufacturing process) are more vulnerable to adaption by the cultures of the
organisations that implement them (Hemmelgarn et al., 2006). The practitioners’ way of
engaging families in the CCT was consistent with the idea of containing their work within
the existing appointment times. This made sense if you were working in a setting where
there was a perception of high work demands and strongly enforced working hours.
Hemmelgarn et al. (2006) cautions against underestimating the power of these cultures
because they serve a survival function for staff, in this instance not becoming
overwhelmed by the volume and emotional impact of the role.
In implementation terms, the practice culture of the CCT was not congruent with
the requirements of the new practice. In this light, practitioners could be seen as having
interpreted and adapted a feature of BFT, active engagement of families, in a manner that
compromised its effectiveness. There is indirect evidence that the engagement of families
needs to be active if it is to be successful. For example, a US study describing a mail
based method of inviting over 100 families to participate in a psychoeducational program
reported that no families were engaged in the program (Cohen, Glynn, Hamilton, &
Young, 2010).
Case management as a solitary activity. My own experience of case
management as a practitioner was that I was individually responsible for the mental health
care of clients on my caseload, and ultimately their safety and well-being. The case
manager was likely to provide the most frequent and continuous point of contact for
clients and arguably, for many, the most significant treating relationship. While it is
possible that I may have projected my “historical” experience of the role onto the
practitioners, I did not observe anything to suggest that this aspect of the role had changed
significantly.
There’s support if you ask for it, and if someone notices they’ll offer support, but
otherwise you’re doing it by yourself. And that’s just the nature of case
management (Penny, Individual, Looking Back Interview, 9 March, 2007).
The impression that case managers were “on their own” in their role was
supported by data from Relative Invisibility (O'Hanlon & MacRae, 2009). This revealed
that 85% of total contacts for those clients diagnosed with schizophrenia and living with
their family involved only one practitioner. Although practitioners were more likely to
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work in pairs when seeing families, this was typically a case manager and doctor pairing.
The focus of these contacts was often periodic review particularly as this related to the
client’s medication or statutory status rather ongoing therapeutic work.
A consequence of the solitary nature of the case management role was that
working together with colleagues when seeing individuals and families was unfamiliar
and potentially uncomfortable. My starting assumption was that getting intensive support
through co-work would be welcomed universally. Indeed, as I will reveal in my account
of working with the practitioners, many practitioners embraced this opportunity.
However, for others the response was more cautious. After three months in the team, I
began to appreciate what co-work might represent for practitioners.
Case manager noted her anxiety about seeing the family each week – being a
student again, co working, getting it right – just after having got to the point of
being comfortable (Research Journal, 21 June, 2006).
A particularly powerful issue is that of the case managers’ work being “exposed”
to someone else – me. That is, case management is a relatively solitary pursuit at
least when it comes to direct contact with clients. Joint work is usually limited to
medical reviews where the role of doctors and case managers is relatively well
demarcated – the doctor does his thing, the case manager does her thing. My role
involves working intensively and ongoingly with case managers, opens up both
their past work with the client and their practice skills in a domain where many
will lack confidence working with families (Research Journal, 26 July, 2006).
There were particular aspects that might have added to the feeling of being
exposed by having another person working with them. A common thread was that
practitioners were in a learning role which was likely to be difficult for more experienced
practitioners, especially in the context of meeting with families with whom they had an
established relationship.
Some of these families, they want experts; they don’t want a registrar they want a
consultant. They see Brendan as the senior person and me as the learner, the
person helping out (Susan, Mentoring Group, 15 November, 2006).
I was sceptical about the approach and part of that was about me learning
something different and feeling cautious about having Brendan in the room as
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well and feeling exposed which is not an issue for me now (Penny, Mentoring
Group, 11 April, 2007).
Implementation studies identify co-working as an important element supporting
the uptake of family psychoeducation. In BFST, co-working also proved to be an
important element in the implementation strategy. It was clear that case managers were
accustomed to working on their own and that having me in the room as a co-therapist
represented a contrast to this norm. As with aspects of the BFT model, however, this
proved to be both uncomfortable and something that was also highly valued.
Existing models and ways of working. The introduction of BFT highlighted
existing clinical practices with individuals and families in the team. At one level it
challenged team assumptions about professional autonomy by prescribing a particular
form of practice, BFT. It also highlighted practitioners’ default and preferred ways of
practicing.
I observed a “therapeutic plurality” within the team where as long as practitioners
performed key case management tasks already described under the heading of “scope of
practice,” a degree of autonomy was allowed for practitioners to use preferred ways of
working with their clients. Notions of professional autonomy and the value of the multidisciplinary team buttressed this idea.
Interestingly, the notion of autonomy in choice of therapeutic modality runs
counter to my dominant account of the CCT as being hierarchical, rule bound and
compliance focussed. Greater autonomy and practitioners making choices about their
therapeutic approaches is more consistent with a proficiency culture (Aarons, Glisson, et
al., 2012). This “island of autonomy” in an otherwise compliance-driven culture may
reflect the influence of the professions in mental health. Alternatively, it could be seen as
an implicit “trade off” that involved practitioners complying with key case management
tasks in exchange for freedom about other aspects of their practice with clients.
The introduction of BFT created an implicit expectation that in terms of ongoing
work with families, one approach be adopted across the team. This was less of a challenge
to practitioners than it might have been because there was not a prescribed or actively
competing model of family work operating in the team. This is in contrast to the
experience of David Kavanagh in his work with mental health teams described in his
landmark implementation study (Kavanagh et al., 1993). He saw the influence of a
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competing model of working with families amongst practitioners as one of the reasons for
limited uptake of BFT even though it did not feature in the published study (Kavanagh,
personal communication, 2008).
In general, I did not perceive that professional discipline was a major determinant
of whether practitioners embraced BFT, but it did have some relevance. There is some
evidence that psychologists tend to have stigmatised views of people with schizophrenia
and be less likely to see the value of therapeutic interventions with this group (Servais &
Saunders, 2007). However I observed that psychologists and occupational therapists in
particular could identify BFT skills they had already acquired through their undergraduate
training. For example, the psychologists were already familiar with the behavioural
elements of BFT while the occupational therapists were well versed in the social skills
training elements. As such BFT was a good fit for these practitioners because it enabled
them to transfer these skills to working with families, a terrain where they generally had
less knowledge and experience. In implementation terms, BFT was congruent with their
existing knowledge and values and offered an advantage by providing them with a
modality that applied this knowledge in the less familiar area of working with families
(Rogers, 2003).
BFT also highlighted practitioners’ preferred modes of practice generally and
specifically in relation to families. For some, as Penny, the Team Leader described, BFT
was seen as challenging because they already had a way of practicing and were not
convinced of the need to change.
I can think of a couple that weren’t as eager to undertake this because they had
their own style of working, and they were quite committed to that and I think that
in terms of engagement, I think they were threatened, or didn’t want to try
something. (Penny, Individual Looking Back Interview, 9 March, 2010).
The issue of existing models of practice was obviously present for Allan who had
well-articulated practices for working with clients that involved the use of meditation. In
his circumstance, there was another model that he saw as very different to BFT and which
he found effective. He perceived that adopting BFT might have meant giving away some
of his existing practice. From an implementation perspective, this is an example of the
concept of relative advantage whereby a new practice needs to offer the adopter an
advantage over an existing practice (Rogers, 2003).
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I use a particular model and that seemed to be working, then I was introduced to
BFT, and I found it very interesting, very, very good, and then I had a bit of
conflict; am I to start this or am I not to, because I’m already used to something,
that means at some point I had to give away the type of things that I am doing, or
maybe incorporate both, I’m not too sure whether I can incorporate both,
because they are quite different ways (Allan, Individual Looking Back interview,
30 July, 2008).
While Allan struggled with BFT as a model, a more common experience amongst
practitioners was to experience difficulties with particular elements of BFT. The most
frequently expressed discomfort related to the imposition of the model’s agenda in family
sessions. This is seen to dominate over both what the practitioner thought might be
important and what the family brought into the room.
And how much those skills that we work on, in their view matches their agenda?…
They come with an agenda, about the telephone calls and you’re talking to them
about saying positive things. Like in their minds, how does that fit together? (Tina,
Mentoring Group, 11 October, 2006).
To me, I like the idea of coming in with an idea of what I would like to follow up
and if the family bring something that is quite relevant, maybe not to impose my
agenda and work with the family and they’re going to be in a better position to
hear it. But if I‘ve got an agenda about structure, about this program and they’ve
got an agenda that’s going to clash and how do you manage both? (Penny,
Mentoring Group, 11 October, 2006).
For other practitioners the agenda and structure of BFT sessions were perceived as
more positive. For Sandra, BFT provided guidance and direction in an area that might
otherwise be unclear. Rachel saw that learning the structure was part of the process of
learning but believed there was scope for introducing her own style of working.
I found it really beneficial to have something constructive and concise helped to
not think (sic), oh geez what am I going to do next week? What am I going to say
to them? What are we going to work on? So I actually found it quite beneficial
(Sandra, Mentoring Group, 12 July, 2007).
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I think we’re learning the model. It’s kind of quite structured but once you have a
handle on the model, there’s room for tweaking. So initially I need to start with
some structured understanding of what the model is but then I think your own
style, your own personality can come into it once you’ve got a handle on it
(Rachel, Mentoring Group, 12 July, 2007).
From an implementation perspective, the introduction of BFT challenged a wider
norm in the team about practitioner autonomy in using preferred models of practice. At
the level of individual practitioners BFT could represent a threat to an existing way of
working or a chance to extend existing knowledge to working with families. Although
there was not a strongly defined competing model of practice for working with families in
the team, some practitioners appreciated the imposed structure of BFT while others
experienced it as difficult.
The Inner Setting: The Continuing Care Team
The account of the culture of the CCT is further developed through consideration
of practices observed at a team level. As relevant I make links to constructs within the
inner setting domain of the CFIR. After describing the team’s structure, role and function,
I identify prominent features of the team’s culture related to: accountability and control;
the importance of documentation; expression of dissatisfaction; time as a scarce resource
and protecting time.
A description of the team. The organisational context, management structure
physical environment, team role, staffing and system of client care could be seen as
aligning with the construct of structural characteristics within the CFIR. The CCT was
one of a number of teams that formed part of a larger entity, Central Area Mental Health
Services (CAMHS). The CAMHS is led by an Area Manager and Director of Clinical
Services (Consultant Psychiatrist) who are responsible for the overall management and
clinical leadership of the service respectively. These two positions form part of a service
executive that consisted of the most senior member of each professional discipline and
program managers responsible for each of the teams operated by CAMHS.
History. The CCT evolved from one of the first Community Mental Health
Centres established in Australia in the 1970s, Regent Clinic. Regent Clinic responded to
the needs of people with a range of mental health difficulties through treatment of
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individuals and community development. During the 1990s the period in which the large
stand-alone psychiatric institutions were progressively closed down, existing community
mental health centres became continuing care teams as part of newly formed area mental
health services. In this service configuration there was a strong emphasis on providing
treatment and care to the most seriously mental ill. In the late 1990s mental health
services were eventually “mainstreamed” to become part of general hospital systems.
During this time Regent Clinic was renamed the Southwell Continuing Care Team. When
I commenced working at the CCT, the only evidence of the team’s early history were
faded prints from the original Regent Clinic which hung on the walls of the otherwise
bare interview rooms.
The physical environment. The CCT was located on the second floor of a modern
two storey building close to a major intersection and shopping precinct. The space
occupied by the CCT comprised an open plan area, a client reception and waiting area
and adjacent to this a number of interview rooms. The office area was occupied by the
manager and discipline seniors and was the administrative centre for CAMHS. The CCT
psychiatrists and the manager of the CCT also had offices in this area. The case managers
occupied the open plan area, referred to by the CCT manager as “the floor” while the
team leader had a separate office immediately next to this area and accessible to the case
managers.
Role. The CCT was one of two continuing care teams operating within CAMHS.
The CCT provided non-urgent assessments, treatment, case management, support and
continuing care to people with a severe mental illness in the community. Clients generally
needed to be able to attend clinic-based appointments to be seen by the CCT. Services
were provided to clients for periods ranging from three months to many years. The CCT
was responsible for the clinical care and case management of approximately 350 clients at
any one time.
Staffing. The staff of the CCT consisted of the practitioners already described, a
manager and administrative staff. Administrative staff was responsible for reception
duties, the maintenance of client files and the entry of data into the client information
systems, amongst a number of other administrative support roles.
The clinical effective full time (EFT) staffing was 16.3 case managers, 1.9
consultant psychiatrists and 3.4 registrars. The total clinical EFT fluctuated between
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26.02 and 17.24 between 2007 and 2008. Caseload per full time practitioner ranged from
25-30 clients during my time with the team.
System of client care. The CCT operated on a case management system with each
client having both a case manager and a treating doctor. Psychiatrists, psychiatric
registrars and medical officers provided psychiatric assessment and diagnoses, prescribed
and reviewed psychotropic medications, and exercised specific medico-legal functions
such as review of involuntary clients on Community Treatment Orders. All of the
practitioners, except the psychiatrists, other doctors and the carer consultants, provided
case management within the team.
Case managers belonged to one of two “sub-teams” that met on a weekly basis to
review client care. A psychiatrist who was clinically responsible for the clients within the
sub-team chaired these meetings. There were also two specialist case manager roles that
had dedicated time — one to work with clients from culturally and linguistically diverse
background and another to work with clients with a forensic history.
Catchment area: The City of Southwell covers inner and outer suburbs of
Melbourne and had a population of 145,900. In 2006, compared to the rest of Melbourne
metropolitan area, there were a smaller proportion of people in younger age groups (0 to
17) and a larger proportion of people in the older age groups (60+). There was also a
larger proportion of single person households (28%) and a larger proportion of people
born overseas, with 28.2% of the population coming from non-English speaking countries
particularly Italy, Greece, Lebanon and Turkey. The City of Southwell rated seventh out
of 31 municipalities in the Melbourne metropolitan area on measures of socio-economic
disadvantage (Sant, 2008).
Management and leadership. For the majority of my time in the team, the CCT
was administratively managed by a program manager charged with the wider oversight of
the team and its co-ordination with the other service components. A team leader provided
day to day co-ordination of the clinical activities of the team. Staff from a clinical
background filled both of these positions and both worked in co-operation with the team’s
lead consultant psychiatrist to provide clinical and administrative leadership of the team.
The manager and lead consultant psychiatrist from the CCT sat on the CAMHS
executive.
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This team operated under a matrix model of staff management with separate
administrative and profession-specific lines of accountability. Case managers reported to
the program manager for such matters as workload, caseload management and leave
requests. They received professional supervision from a more senior practitioner of their
own discipline in relation to their clinical practice.
In BFST, at the most senior level, the effective leader of FamilyWorkNET was
also the Director of Clinical Services at CAMHS. In terms of the modified form of the
CFIR, the role of the Director of Clinical Services could be related to the construct of
opinion leaders and champions, as she was a champion for BFT operating within a senior
position within the leadership of the wider organisation. In addition the Area Manager
was very supportive of her service’s involvement in BFST. This could be seen as
representing strong leadership engagement in the implementation process at a high level
within the wider mental health service. Within the CFIR the support of senior leadership
can be seen as indicative of leadership engagement within the wider construct of
readiness for implementation. However, it is important to note that at the beginning of
BFST, the extent of engagement of the leadership within the CCT and the practitioners
was not clear.
Accountability and control. The role and structure of the CCT provides support
for the team being understood as having a hierarchy or role culture. As part of CAMHS,
the CCT had a clearly demarcated role to provide services to people with a given level of
impairment according to where they lived. The role of the team in treating people with
serious mental health problems was also well delineated from that of other teams in
CAMHS such as the inpatient unit or the crisis assessment and treatment team. The
operation of a matrix form of management described earlier, in which practitioners
reported to a manager and a discipline senior, points to a strong focus on accountability.
This is further demonstrated by the team having a team leader managing the day to day
oversight of clinical and administrative processes as well as a manager approving leave
and monitoring practitioner caseload and overall workload.
The use of a case management system has been identified as a further mechanism
for ensuring accountability and control of both clients and mental health professionals
(Furlong, 1997). This is supported by a qualitative study of case management across
different human services in Victoria, Australia that found that mental health case
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managers viewed themselves as highly accountable but in a low position within the
organisational hierarchy (Roberts, 2002). An emphasis on documentation was another
mechanism for ensuring practitioners’ accountability and, given its significance in the
team, it will be considered separately.
The implication of the hierarchical culture of the team for my role was that once
the service and team leadership agreed to participate in BFST, the practitioners were
expected to cooperate with my involvement in the team. As well as being a general
characteristic of team culture, this aspect of the team’s operation also relates to the
construct of networks and communication within the CFIR. The vertical network of
communication operating in the team ensured that the endorsement of my presence in the
team by service leadership was clearly communicated to practitioners. In the culture of
the team this also gave me a level of authority and influence. Moreover, expectations that
practitioners participate in the activities designed to support adoption of BFT could be
clearly communicated to practitioners by the program manager and supported by the team
leader. A disadvantage of this highly managed culture was that practitioners had little say
in the operation of the team including their participation in BFST. This may have created
resentment about my presence and role in the team as tactfully suggested by Penny, the
Team Leader.
But it was imposed, and I think that it probably would have been wonderful if
there was greater discussion initially with the wider team…, (Penny, Individual,
Mid-project Interview, 14 February, 2007).
The importance of documentation. In my role of training and consulting with
mental health services I frequently heard concerns about the increasing amount of
paperwork that needed to be completed by practitioners. This has been documented by
Roberts (2002) in relation to mental health case managers where she noted that case
managers “were extremely resentful of the increasingly bureaucratic forms they had to fill
out repeatedly” (p.194). When I was conducting BFT training as part of BFST with a
group of Southwell CCT practitioners and their colleagues from their sister team at
Greenhill, I noticed a contrast in the way the two teams operated.
(There) was a noticeable cultural difference between staff from the two teams. The
Greenhill team are more like cowboys who seem to have greater autonomy, less
interested in keeping stats etc, whereas the Southwell Team are more drilled in
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terms of paperwork etc. It will be interesting to see how this plays out with BFST –
there are probably advantages to both in terms of implementation (Research
Journal, 5 October, 2006).
The contrasting experience of the two teams suggests that while the wider mental
health system had become increasingly focussed on documentation, this was a
particularly prominent feature of the Southwell CCT. In terms of the CFIR, the role of
documentation could be seen as relating most to the implementation readiness and climate
in the team. Documentation had implications for the available time to conduct BFT and
raised issues of the extent of resources available to support the use of BFT. At the level of
implementation climate, the compatibility of BFT with team culture could be an issue
given that BFT might increase the demand to undertake an expected but undesirable
aspect of the work role.
Despite practitioners complying with documentation requirements, they usually
viewed this requirement negatively because it was seen as contributing to overall
workload. Penny viewed paperwork as constituting a greater proportion of workload than
in the past. For Allen, completing documentation was seen as adding to an already heavy
workload.
Our overall caseload is probably less than what it was eight year ago; however
there are greater demands now about what we need to be undertaking. The
Individual Service Plan needs to be done, the case summary, risk assessment, all
these are demanded by DHS (Department of Human Services) (Penny, Individual
Looking Back Interview, 9 March, 2007).
So I was actually having five people more than what I should have. And the other
difficulties, a part time person I worked with three times, three days a week. So
it’s a big caseload, and all the paperwork that we had to do (Allan, Individual
Looking Back interview, 30 July, 2007).
As well as adding to workload, the completion of documentation is viewed as an
activity that takes the practitioner away from the more important part of their role – direct
work with clients and families. In this light direct work with clients and families is
sacrificed to the need to complete documentation.
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If the paperwork burden wasn’t as large and difficult as it often is felt by the
clinicians and I think is a reality (I think practice has moved in the direction of
more and more paperwork), then there would be more face-to-face opportunities
and there would be just more opportunities for this [BFT] even to be raised and
for it to seem like it’s just a natural part of practice. I think it’s almost like
clinicians don’t see consumers and carers as often as they used to (Lisa,
Individual Looking Back Interview, 10 March, 2010).
A focus on documentation had implications for the implementation of BFT in
another way. BFT generated more paperwork through the use of a proforma associated
with the model. This particular feature of BFT may have created a disincentive to
adoption by the practitioners, as it added to an already prominent but disliked feature of
their practice.
Just another thing that you have to do and prepare for really and write notes for.
That’s a practical thing, that’s like oh god I’ve got to do this, I’ve got to do that,
because it’s not just doing the BFT, you’ve got to do the preparation, you’ve got
to do the work and then you’ve got to find time, numerous phone calls and you’ve
got to write the notes afterwards. (Catherine, Individual, Looking Back Interview,
17 May, 2007).
In my role of implementing BFT I recognised that excessive documentation was a
long standing and deeply held concern within the team. Beyond my own questioning of
the focus on documentation, I recognised its symbolic importance in the team. I believed
that any attempt by management to reduce documentation would be seen by practitioners
as evidence of management’s willingness to make organisational change to accommodate
BFT.
Expression of dissatisfaction. The extent to which practitioners openly voiced
dissatisfaction can be understood as relating to the construct of implementation climate
within the CFIR. In particular the extent to which individuals felt safe to openly share
concerns about adopting BFT relates to the learning climate operating within the team.
My impression that it was hard to determine what staff thought about BFST when it was
first presented to a CCT staff meeting was in hindsight a clue about an important aspect
of the team’s culture: the extent to which unhappiness or dissatisfaction was expressed (or
not expressed) within the team.
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Presented project to SCCT staff meeting – hard to gauge but response seems
positive (Research Journal, 15 February, 2006).
At various points during my time in the team I became aware that there were
aspects of the way communication occurred in the team that constrained the feedback I
received in relation to the project. The story of how I responded to these constraints will
be told within the action research cycles reported in the chapters relating to my role with
the practitioners and the organisation. In the context of this chapter, my intent is to
describe this aspect of the team’s operation and its implications for implementation of
BFT.
In my work within the team, outright protest or refusal by practitioners to
participate in BFT did not occur. Concerns were expressed about technical aspects of
BFT in Mentoring Groups but rarely about the project as a whole. When practitioners
were unhappy about an issue arising out of BFST this was never expressed directly.
Instead I would usually hear about this from Tony, the program manager, who would
suggest that “some staff” were unhappy about a particular issue. When a practitioner from
the Greenhill CCT openly expressed dissent in the second round of training, I noticed the
contrast.
In this training one of the participants was quite clear that he could not use the
model in practice – he was not destructive but adamant that it was not possible to
do it within the case management role. The major reason was time and
particularly paperwork (Research Journal, 5 October, 2006).
I considered it very unlikely that all practitioners in the CCT were happy with
BFST and its implications for their work roles. My sense was that in the CCT there was a
more passive approach to managing feelings of dissatisfaction or discomfort at being
asked to do something that was uncomfortable.
This too will pass – the idea that BFST is another worthy cause that will inevitably
pass along with the other practice change efforts. If I keep my head down it will
eventually go away and I can keep doing what I am comfortable with (Research
Journal, 11 December, 2006).
I noticed this tendency to not directly voice concerns or negative feelings most in
team gatherings, including the staff meetings and education sessions. I observed in
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meetings that practitioners would sit quietly and receive information about matters
relating to the team. There was little evidence of active discussion or consideration of
issues in meetings. A subsequent painful experience in relation to conducting an
education session for the team led me to reflect that there was a tendency at least in group
settings, to avoid directly expressing views or feelings of any kind.
A critical incident for me happened at a staff development session at SCCT where
I presented material on confidentiality and moving to family involvement. I was
struck by a few things and, dare I say it, a bit hurt or offended. Staff walking in
and out of session, minimal contribution from staff or reaction to material and
then complete lack of response in the tea room after the event. I guess I felt like I
was working hard to support staff and the lack of response was like a cold shower
– and just outright rude. With some reflection, it reminded me of past training
experiences with mental health staff but perhaps the sharp end was that these
people were not strangers but a group with whom I had developed a relationship
(Research Journal, July 5, 2007).
There were a number of dimensions to what for me was a powerful experience. I
was struck by the lack of response because it contrasted so strongly with what would have
happened in my usual workplace, The Bouverie Centre. In this setting I would have
received active feedback and, even if my colleagues were not all that interested or
impressed with what I had to say, they would have made some comment and would have
found something positive to offer as feedback.
When this incident occurred I had also been in the team for 18 months and felt
“part of the group” so I expected my contribution would be acknowledged more
generously. I initially experienced this incident as a reminder that I was an outsider and
not really part of the team. Yet, perhaps on reflection, I was probably being treated as part
of the group and not as a guest. This was how things operated in the team and I was not
being treated any differently from any other staff member who contributed to a staff
forum.
The tendency to avoid expressing feelings, especially negative ones, fits well
within the definition by Cooke and Szumal (1993) of a passive defensive culture. In these
cultures conflict is avoided and staff members are expected to comply with their
managers’ expectations. This aspect of the way the team operated had important
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implications for implementation. Fixsen et al. (2005) describe feedback or
communication loops as central to the implementation process and particularly to the
purveyor’s decisions and actions in achieving uptake of a new practice. A consequence of
a team culture where expressing open feedback including critical comment is discouraged
is that this feedback process is distorted or inhibited. This makes it difficult for those
charged with guiding implementation to know how the change is being received within a
given setting and how to adapt a chosen implementation strategy.
Time as a Scarce Resource. Within the inner setting domain of the CFIR, the
construct of readiness for implementation includes consideration of the extent to which
resources are available to support implementation and ongoing use of a new practice. The
availability of extra time has been identified as a necessary condition for introducing a
new practice (Ely, 1990; Ensminger & Surry, 2008; Ensminger et al., 2004). While BFST
would involve extra “external resources” from The Bouverie Centre, at the beginning of
the project there was less sense of what resources within CAMHS and the CCT would be
devoted to supporting implementation.
An early task I undertook when I started working in the team was to organise a
time for the Mentoring Groups. This provided my first hint as to the importance of time
within the team. I assumed from my experience of similar supervision processes at The
Bouverie Centre that this monthly group would meet for 90 minutes given the range of
issues that needed to be discussed. The manager assumed that one hour would be
allocated. I was surprised at the manager’s response but more so by the realisation that the
manager’s wariness about expending time on the mentoring group was not just a
“management position” but a view shared by the practitioners.
Establishing times for Mentoring Groups is logistically difficult. There are also
tensions over how much time is spent in these groups (from manager) although at
1.5 hours a month it is hard to imagine doing much that is useful with much less
(Research Journal, 5 July, 2006).
Time is not just an issue for the manager as I had imagined but also for case
managers (Research Journal, 20 July, 2006).
The meaning of this tension could be understood in various ways. I came from a
tertiary service where the pressure of time was less acute than in a front line service. The
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CCT was focussed exclusively on client care while The Bouverie Centre ran teaching and
training services along with clinical practice, so reflective processes such as supervision
were highly valued. As such, the issue could be understood as a clash in expectations
about the relative value of an activity shaped by our different work contexts. A more
obvious explanation is that case managers had heavy workloads that made them very
conscious of how they spent their time. I understood the vigilance about the expenditure
of time in the team was further evidence of a highly regulated environment synonymous
with a hierarchical culture where time was carefully apportioned to activities.
The idea of not doing some element of existing work to allow staff to do BFT is
interesting. This does stir up some interest and passion because it taps into
longstanding concerns of staff. Administration (paperwork) is usually identified as
the thing that takes up too much time. Much of it is done for defensive and
accountability reasons not directly to enhance practice. Even if it does have a
benefit for practice this may well be small relative to the time devoted to it.
Regardless of the real value of reducing paper work, I wonder whether it might be
seen as a strong signal that management is prepared to make changes to get BFT
to happen (Research Journal 12 August, 2007).
Outer Setting: Regional Mental Health, City Health, Mental Health Sector
In BFST, the outer organisational context could be seen as beginning with the
CAMHS, the wider service in which the CCT was located. However, because the
introduction of BFT was directly negotiated through the leadership of CAMHS, the outer
organisational context could also be seen as starting with Regional Mental Health, the
larger mental health entity of which CAMHS was a part. Regional Mental Health was the
mental health arm of a health care network called City Health.
CAMHS was one of a number of Area Mental Health Services (AMHS) within
Regional Mental Health and I was aware of a degree of competitiveness between the
AMHS. I knew there was interest in hosting BFST by at least one other AMHS and that
BFST might be viewed as providing a “feather in the cap” of CAMHS. This observation
aligns with the concept of peer pressure described within the CFIR. I was hopeful that if
BFST was successful at CAMHS there would be interest in BFT from these sibling
services and from many other AMHS across the state of Victoria.
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External policy and incentives is a key construct within the outer setting of the
CFIR. CAMHS operated directly under state government mental health policy that in turn
conformed to Federal government policy as expressed through National Mental Health
Plans (Australian Health Ministers, 2003; Council of Australian Government, 2006).
Awareness of family carer issues in mental health had been growing steadily in the
preceding ten years and this was reflected in government policy at both a state and federal
level. In addition, the concept of evidence-based practice was also gaining traction in
services and in government. I felt that BFT, as an evidence-based practice that addressed
the needs of families, was therefore likely to be viewed positively by Government. I was
also confident that the mental health carer peak body, the Victorian Mental Health Carer
Network, was supportive of BFST because of the presence of prominent carers in
FamilyWorkNET, the body that had driven the development of BFST. I was less clear
about how BFT would be viewed by the wider consumer movement even though there
was a consumer representative in FamilyWorkNET.
Intervention Characteristics: Behavioural Family Therapy
In this section I describe BFT and then consider the constructs within the domain
of characteristics of the intervention that were anticipated to be most relevant. How these
constructs actually applied is revealed in the chapters that follow addressing my role with
the practitioners and the organisation.
Description of BFT. The description of BFT is based on my own training and
experience in the model as well as on the “Family Work Manual” developed by Falloon
and colleagues and subsequently revised and published by the Meriden Family Program
(Falloon, Fadden, et al., 2004). This manual was used to train practitioners in BFT as part
of BFST. This account is also informed by a separate text written by Mueser and Glynn
describing the use of BFT in the treatment of psychiatric conditions (Mueser & Glynn,
1999).
The rationale, logic and key components of BFT. BFT has a strong focus on
providing families with information about their relative’s condition and teaching the
family communication and problem solving skills. These activities are designed to help
the family cope more effectively as a unit, particularly in relation to the difficulties arising
from severe mental illness. This in turn aims to reduce the likelihood of unhelpful
interactions in the family and particularly conflict that is known to increase the
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vulnerability of the person with the mental illness to relapse. Goal setting with individual
family members is designed to further assist this process by helping family members
address their own needs.
The broad approach of BFT is educational rather than therapeutic in nature and the
style of working with the family is collaborative and more akin to coaching than therapy
(Mueser & Glynn, 1999). The role of the practitioner is to build the capacity of families to
manage their own difficulties and ideally to reach a point where the practitioner is
redundant.
After family members have agreed to participate in BFT, the following key
components are generally offered in order.


Assessment: This involves meeting individually with family members to
understand the impact of mental illness, elicit their understanding of the illness
and its treatment, assess their social supports and help them formulate
individual goals. Secondly, an assessment of the family’s communication and
problem solving is conducted through questioning and observation. These
assessments inform what information and skills training are offered to the
family.



Information Sharing: Family members receive tailored information about their
relative’s illness and a relapse prevention plan is developed. There is a strong
emphasis on the family understanding the experience of illness from the
client’s perspective.



Communication Skills: Family members are taught a series of communication
skills and are encouraged to practice these between sessions. The skills are:



•

Expressing Pleasant Feelings

•

Making Positive Requests

•

Active Listening

•

Expressing Unpleasant Feelings

Problem Solving Skills: In this final phase of BFT, the family are taught a
widely used six-step problem solving method to use together as an approach to
resolving problems or achieving goals.
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Flexibility is encouraged in the use of BFT components to meet the family’s
needs. For example, a practitioner might offer to facilitate a problem solving session with
the family in response to a crisis at the beginning of the work rather than towards the end
of involvement when this component is usually introduced. The duration and pace of the
work is also flexible and varies from family to family. A full course of BFT can involve
12 or more sessions with family booster sessions offered after the core components of the
model have been provided. This ideally occurs over a six to nine month period. BFT is
offered in the family home or in a clinic setting, dependent on family preferences and the
service setting of the practitioner.
Relevant characteristics of BFT as a new practice. There were a number of
characteristics of BFT identified within the CFIR that I anticipated might be important in
terms of the extent to which it would be adopted within the CCT. The source of the
innovation, namely BFT was ultimately the Meriden program. While the Meriden
program was probably unknown to most of the managers and practitioners at CAMHS,
the recognition of its Director, Dr Grainne Fadden, as an international expert afforded it
credibility.
The evidence strength and quality also appeared important as BFT enjoyed a
strong evidence base and could lay claims to reducing relapse and admission rates while
at the same time reducing burden for the primary family carer. The evidence base for BFT
could be seen as also offering BFT a relative advantage over other practices in the CCT
that lacked this attribute. Perhaps most significantly it offered this advantage in relation to
a key concern of practitioners, clients, families and the service: relapse prevention. In
contrast the intervention characteristic of complexity might be disincentive to adoption as
practitioners might view BFT as relatively lengthy and complicated when compared to
existing ways of working with clients and families. In a related way, the compatibility of
BFT with practitioners’ existing work role was likely to be an issue given my review of
the literature on the implementation of family interventions indicates that practitioners
found it difficult to integrate family intervention with their usual duties. Practitioners
might also see learning and practising BFT as involving a degree of risk. In my
experience, practitioners were often particularly nervous about the risk of conflict
occurring in meeting with families.
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The design, quality and packaging were aspects of BFT that I believed would
make it attractive to practitioners. BFT is a clearly articulated model of practice that was
supported by an established five day training program and a practice manual. The manual
is an example of the characteristic of augmentation and support. All practitioners who
undertook training in BFT received a 116 page comprehensive practice manual developed
by Falloon and colleagues, including Fadden (Falloon, Fadden, et al., 2004). This
provided detailed guidance about each component of the model. The manual also
included various proforma and tip sheets for use by practitioners.
Cost was a characteristic of BFT that I anticipated would be critical. Although
CAMHS were not paying for my time or the training in BFT, there would be costs
associated with learning and applying BFT. Staff would need to be released from usual
duties to undertake training and other support activities and the time taken to deliver BFT
might be seen as costly by practitioners and the organisation.
Beyond how the specific characteristics of BFT might affect its uptake, I reflected
on broader issues of this domain of the implementation framework. Firstly, many of the
characteristics were not “objective” but “subjective” and very much “in the eye of the
beholder.” For example, what one practitioner might view as complex or risky another
might see as simple or safe. In this way the characteristics of the adopters would interact
with the characteristics of the new practice to influence the extent to which BFT was
adopted. In addition, there was the question of how the different characteristics of BFT
might counter balance each other. For example, would the quality of the evidence or the
relative advantage of BFT be ‘offset’ by its complexity and cost.
At another level while the characteristics of a new practice are usually considered
in terms of the practitioner, these characteristics might apply differently at the level of the
team or the wider organisation. For example, what might be seen as a relative advantage
to CAMHS in terms of an increased profile might be seen as offering a “relative
disadvantage” to a team leader needing to change team procedures or an individual
practitioner who perceived it as involving extra work.
A critical implementation question at the level of introducing a new practice was
whether the potentially “negative” characteristics of BFT as a model might be counterbalanced by features of the implementation process. For example, if BFT offered
practitioners an improved experience of clinical practice and an opportunity for increasing
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their repertoire of skills through supported learning would these offset disincentives to
adopting it due to its risk or complexity?
Process: The Implementation Plan for BFST
The implementation plan developed as part of BFST related clearly to key
constructs within the modified version of the CFIR. These included the stages of
implementation process articulated in the original framework and the attributes of the
purveyor and implementation activities that I added in my modified version of the CFIR.
Stages in the implementation process. FamilyWorkNET began the “planning”
“exploration and adoption” stages for BFST during 2005, a year before I commenced
working at Southwell CCT. In this period, I worked as a partner representing The
Bouverie Centre in FamilyWorkNET developing a proposal for implementing an
evidence-based family intervention in an adult mental health service. In July 2005, this
work culminated in a submission for a grant of $200,000 from the Buckland Foundation
to implement this proposal. During the period leading up to the submission there were
numerous discussions about which form of family intervention to use, the site of the
project and the elements of the implementation strategy that would be utilised. However,
all of the preparatory activity undertaken in 2005 occurred before CAMHS and the CCTs
were confirmed as the site for BFST.
From the perspective of CAMHS and the CCTs, the planning and adoption stages
described earlier within the implementation framework commenced in late 2005 and early
2006. This was when the proposal to establish BFST was put to the Executive of CAMHS
for a decision about its participation in the project. For the management and practitioners
of the Southwell CCT then, the decision that their team was to become the site of BFST
may well have been perceived to have happened quickly and without extended
consultation with the staff group. The impact of this process was only to become apparent
later in the project.
Subsequent phases of the implementation process are described within the
findings chapters that follow. Whilst developing the implementation strategy, there was
some uncertainty about what stage we might reach in the implementation journey.
However I assumed that, as BFST was envisioned as a project extending over at least two
years, BFT would be established as part of the ongoing operation of the CCT. That is, I
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assumed we would reach full operation and sustainability stages of the implementation
process (Fixsen et al., 2005).
Attributes of the purveyor: The Bouverie Centre. The Bouverie Centre is a
state-wide mental health service specialising in family work, training, consultation and
research, and thus had recognised expertise in the mental health sector. On the other hand
The Bouverie Centre has a very different role to that of an area mental health service such
as CAMHS. This raised issues of whether advice about implementing BFT in a
mainstream mental health service would be viewed as credible. In terms of my individual
role in the service as described earlier in this chapter, I had some similar characteristics to
the practitioners I would be working with as well as some marked differences.
Implementation activities. I will now describe how the key elements of the
BFST implementation plan designed to support uptake of BFT could be conceptualised
within an implementation framework. These elements include: the training program and
manual, Booster Sessions, Mentoring Groups, the intra–organisational groups designed to
facilitate administrative and organisational change, the inter-organisational governance
and research groups designed to guide the project and the multifaceted role of the
embedded family practice consultant and implementation co-ordinator. The overarching
rationale was that a comprehensive plan informed by implementation science and
involving intensive support from a specialist service would deliver higher rates of uptake
than reported in the literature to that point in time.
Training and related activities in BFST. A key element of the implementation
strategy of BFST was the training of practitioners in the BFT model. This training was
essentially the program developed by Meriden with modifications to reflect the local
Australian context. For example, sections relating to confidentiality in the original
program were substituted with material reflecting relevant state legislation. The BFT
training was delivered as a five day program. The content and process of the training is
consistent with the behavioural orientation of BFT. The majority of the course consists of
participants learning the skills of the model. These are taught through role-play in pairs
and small groups, observation of videotaped material, and through large and small group
discussions. There is a heavy emphasis on participants practising the skills involved and
receiving facilitated feedback from their fellow participants and the trainers. This training
process is supported by a ratio of one trainer to five participants. I believed that the
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Meriden training program therefore had all of the key elements of effective training
described earlier (Davis et al., 1999; Joyce & Showers, 2002).
Whole of team training. A dimension of training that was central to the research
questions in BFST was the use of a whole of team approach. In the BFST implementation
plan all practitioners within the CCT were to be trained so that BFT could be offered to
clients and families within the context of the case management role. This aimed to reduce
discontinuity in care and contrasted with models of delivery of family interventions where
families are referred to a specialist practitioner within or outside the team. Other
advantages have also been identified for whole of team training that were relevant to
BFT.
Whole of team training is seen as more likely to facilitate a paradigm shift within
teams in relation to the new practice being adopted (Graham, 2004). Such a paradigm
shift was arguably required for the significant practice change required for BFT. Lyon et
al. (2011) propose that this form of training may also be most effective for complex
interventions with multiple components, a description that could well fit for BFT. One
study identified that practice change was also more likely to be sustained in site based
training compared to training provided off-site and attended independently by
practitioners (Fixsen, Blase, Timbers, & Wolf, 2001).
Booster sessions. Booster sessions were an element of the Meriden approach that
provided continuing contact with trained practitioners designed to support the uptake of
BFT. Booster Sessions were half day events that would be conducted between BFT
training programs. These sessions were intended to “boost” practice and implementation
in a number of ways. They provided a refresher in relation to components of BFT,
guidance about integrating BFT with case management, a chance to share experiences
with colleagues, especially across the two CCTs, and a forum for practitioners to renew
their enthusiasm for the work. As sessions were to be open to all practitioners from the
CCTs they were also intended to provide not yet trained practitioners with information
about BFT. Booster Sessions were also intended to report on implementation progress. I
found that the use of ‘Booster Sessions’ is less explicitly described in the implementation
literature although it may be important in terms of extending the period in which
practitioners receive support to learn a new practice (Lyon et al., 2011) .
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Post training supervision and support: The Mentoring Groups. Supervision
groups for practitioners who had completed BFT training were a recommended element
of Meriden’s approach to implementing BFT in mental health services. However, as
described in Chapter Three, in BFST these groups were intended as a hybrid of the
recommended Meriden model of group supervision and a model from the field of action
research, co-operative enquiry.
It was envisaged that I would facilitate two groups of one and a half hours’
duration that would meet on a monthly basis. There would be approximately six
participants to encourage active participation. Each group’s membership would be
consistent with internal clinical “teams” that operated under the supervision of a
consultant psychiatrist. This configuration was designed to help with the integration of
BFT with existing clinical processes operating in the team.
The Meriden model of group supervision was designed to encourage practitioners
to practise BFT in a manner that was consistent with the BFT manual whilst also
supporting them to identify, and where possible address, organisational obstacles to using
BFT. This involved a supervisor facilitating a group where practice resources (for
example a journal article) were shared, participants reported on progress in their work
with families and where there was shared problem solving of difficulties that practitioners
were experiencing in practicing BFT. In this orientation, the BFT model is assumed to be
a constant and not an implementation component that is adapted and modified to any
significant degree.
The other perspective that informed the development of the Mentoring Groups
was that of co-operative inquiry. This approach and its application in BFST have already
been explored in Chapter Three. In terms of implementation, an assumption of cooperative inquiry groups is that practice evolves over time through shared learning
without a pre-determined endpoint. In contrast to the Meriden model of supervision in
this approach, the context for practice (the CCT), the practitioners and the practice itself
(BFT) would be subject to reflection and change. In addition, the approach was designed
to be a process of group inquiry where practitioners generated knowledge about the
implementation of BFT within the CCT.
Despite the contrasting paradigms of the supervision group and co-operative
inquiry that informed the design of the Mentoring Groups, there was clarity about some
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aspects of how the groups would operate. There was acceptance that the groups would
address both how BFT would be practised with families and how practitioners could
integrate it within their existing work role. As such, the group supervision process of
Meriden was intended to apply to the practice of BFT and the co-operative inquiry
process to the practitioner’s adoption of the new practice and its assimilation within the
team.
Coaching and co-working. In BFST, the rationale for the use of co-working was
that more intensive input and support was needed to achieve higher rates of uptake of
family interventions. Co-working was also a feature of the smaller intra-service family
work teams described in the review of implementation studies (Bailey et al., 2003; Pitt,
2005). Working alongside practitioners can be seen in implementation terms as the most
intensive form of practitioner level support to enable them to adopt a new practice. Coworking with practitioners was an important aspect of my embedded role in BFST and
therefore also central to my thesis’s key research question. It was anticipated that coworking, particularly with a person experienced in BFT, might enable a higher proportion
of those trained in BFT to use the model post training and for practitioners to become
proficient in the model more quickly.
The concept of coaching appeared to best capture the cluster of behaviours and
functions that were anticipated to occur through co-working in BFST. Yet prior to
entering the team I was less clear about exactly how I would enact my role. For example,
at what point would I commence working with the practitioners? Would I work alongside
all practitioners in seeing their first family?
Targeted practitioner level activities in BFST. The training and related activities
constituted a key element of the implementation plan in BFST. The extent to which the
targeted practitioner level implementation activities described within the modified CFIR
such as use of audit and feedback or reminders would be used was less well articulated in
the implementation plan. I anticipated that the relevance and use of such strategies would
emerge over the course of the project.
Organisational level activities. In BFST, although there was an appreciation of
the potential role of opinion leaders and emergent champions for BFT this dimension of
organisational level activity was not a major area of focus in the implementation plan.
This was in contrast to the project and other groups established as part of BFST.
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Project governance and facilitative administrative support. The establishment of a
range of groups involving stakeholders at different levels was proposed as part of the
implementation plan in BFST. The roles of these groups ranged from providing project
governance and research oversight to creating necessary changes to the operation of the
team to support uptake of BFT. This latter role fits best with the concept of facilitative
administration (Fixsen et al., 2005). These groups and their relationships to each other are
captured in Figure1.

BFST Governance Group

FamilyWorkNET

FPWG Southwell/Greenhill

BFST Research Group

Figure 1: The Project Structure of BFST
The Family Practice Working Group. It was anticipated that the introduction of
BFT into routine practice would raise many issues within the CCT such as how BFT
would be recorded in client files or when Mentoring Groups would best be scheduled.
Clinical and administrative processes would need to be modified or created to support the
incorporation of BFT within the clinical practice of the CCT. The proposed membership
of the FPWG comprised the program manager, the team leader, the team senior consultant
psychiatrist, the consumer representative, carer representative, the discipline senior
representative and me.
The BFST Governance Group. While the FPWG was intended to support
organisational implementation within each of the CCTs, the Governance Group brought
together the project partners to provide broad oversight of the project. This involved
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overall co-ordination of the project including implementation and research activities and
ultimate decision making. The FPWG and I, in my role as the Implementation Coordinator, were accountable to the Governance Group. In addition to charting the
direction of the project and monitoring progress, this group was also responsible for
communicating with outside organisations such as the Department of Health, other mental
health services or potential new research partners. The Governance Group comprised the
director of PRC and clinical director of CAMHS (which at the commencement of the
project was the one person), the manager of CAMHS, the director of The Bouverie Centre
and me as the Implementation Coordinator. The Governance Group could be seen as
operating in both the inner setting or intra-organisational level and the “outer setting” or
inter-organisational level within an implementation framework (Damschroder, Aron, et
al., 2009).
The BFST Research Group. The purpose of the research group was to coordinate,
guide and facilitate all research activities associated with BFST. Specific activities
included: coordinating the range of research activities associated with BFST, providing
advice and consultation to individual researchers and projects, promoting research
activities in relation to BFST, facilitating the dissemination of research findings, and
promoting coordination of the research and implementation activities of BFST.
Membership of the research group comprised the Research Coordinator (Director of
PRC), Project Implementation Coordinator, Senior Researchers, Academic Supervisors of
PhD candidates and consumer and carer representatives. This group was chaired by the
BFST Research Co-ordinator and met on a monthly basis.
FamilyWorkNET. As noted earlier, Family WorkNET was the stakeholder group
that helped establish BFST. FamilyWorkNET could be seen as more clearly located in the
inter-organisational sphere given its role in fostering relationships between individuals
and organisations interested in promoting the broader agenda of family involvement in
mental health care. It was anticipated that with the development of the various groups
associated with BFST that included many of the stakeholders from FamilyWorkNET, this
group would not play an active role once BFST was underway.
Implementation support roles: Family Practice Consultant and Implementation
Co-ordinator. A common thread in all of the implementation support activities described
thus far was that I was to be actively involved in all of them. To make sense of my
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multiple roles in BFST, I named my role within the CCT as family practice consultant
(FPC). The activities I undertook across the wider project, including recruitment and
supervision of the FPC position at the Greenhill site, organising the training and
representing the implementation arm of the project on both the Governance and Research
groups, belonged to my role as Implementation Co-ordinator.
While some aspects of my role within BFST included elements of educational
outreach, the concept of facilitation better captures the multi-faceted nature of my family
practice consultant and implementation co-ordination roles. Yet my facilitation role had a
number of distinctive features. These distinctive features mainly related to the embedded
and extended nature of my role and included; intensive involvement; the development of
relationships with participants in the project; accessibility and the integration of roles
operating at multiple levels within BFST.
At one level, the FPC role in BFST represented a much greater intensity and
duration of external involvement and support than described in the previous studies of the
implementation of family psychoeducation in mental health. In effect this involved
providing approximately 17 hours of implementation support per week to a team for a
two-year period.
Working in the team over two years meant that I would develop relationships with
practitioners, clinical leaders and managers. This would provide the potential to influence
decision making at all of these levels within the team. The fact that I would be working
alongside these groups rather than providing advice as an external consultant visiting a
few hours per month was likely to enhance my credibility and influence.
The FPC role alongside the training of all practitioners was another way in which
the “whole of team” approach was operationalised. My physical location within the CCT
created a number of unique benefits over existing processes for supporting uptake. In a
practical way it made implementation support activities such as co-working logistically
easier. Being physically present in the team also meant that I would be readily accessible
to practitioners. This would provide them with the opportunity to talk about their work
with families or receive support when issues arose rather than having to wait for more
formal processes such as the mentoring group. This element of accessibility has been
described as an important ingredient in the coaching process (Fixsen et al., 2005).
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Being “in” the team would also allow me to directly observe the practitioners and
the operation of the team as they attempted to integrate BFT in routine care. The research
value of understanding the processes of implementation has already been identified,
however being embedded could also enhance implementation. The impact of training, the
identification of organisational impediments to uptake and the response of families to
being invited to participate in BFT could all be observed directly. This would provide
opportunities for refining and changing implementation support strategies on the basis of
first-hand observation rather than second-hand reports.
The fact that virtually all of the implementation support activities were performed
by, or involved, me meant that the FPC role was “more than the sum of its parts.” My role
would hopefully be able to integrate the various strands of our implementation activity.
For example, I could be involved in the selection of practitioners for training, the delivery
of the training and the range of post-training implementation support activities. There
would be opportunities to feed back issues identified through co-working and through
Mentoring Groups into relevant parts of the training program or into the design of Booster
Sessions. Within the action research framework there would be rich information available
about the impact of actions designed to promote uptake of BFT that could then in turn
inform further action to improve implementation outcomes.
Conclusion
In this chapter I apply the CFIR to the context in which BFST takes place
comprising the practitioners, the CCT and the outer organisational setting of the CAMHS
and wider mental health environment. I also describe the characteristics of BFT as a new
intervention and the implementation plan developed as part of BFST within the CFIR. In
privileging an ethnographic perspective on the context in which BFST takes place, I
locate the culture of the CCT as falling predominantly within a hierarchical culture as
defined by Cameron and Quinn (2006) and having features of defensiveness and rigidity
as described by Aaron and colleagues (Aarons, Glisson, et al., 2012; Aarons & Sawitzky,
2006b). A defensive culture is associated with more negative attitudes towards the
adoption of new practices (Aarons, Sommerfeld, & Walrath-Greene, 2009; Damanpour,
1991; Damschroder, Aron, et al., 2009).
There were several specific elements of the CCT culture evident in the practices
and attitudes of the practitioners and the way in which the team operated that had largely
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negative implications for the assimilation of BFT within the team. BFT involves a
structured and planned approach in which families needed to be assertively engaged. Case
management as a system of care and heavy workloads appeared to contribute to existing
clinical practice that was passive, limited in scope and had an emphasis on risk
management. BFT as a family model also represented a significant departure from the
usual practice of working with individuals. This made BFT anxiety-provoking and yet
also provided a positive contrast to the usual role and experience of practitioners. Because
the case management model of care within the team was interpreted as practitioners
working largely on their own, an important aspect of the implementation strategy – coworking –was viewed with caution by some practitioners. BFT introduced as an exclusive
approach to be adopted by all practitioners also challenged their accepted autonomy in
relation to their choice of therapeutic approach with clients.
A strong emphasis on control and accountability meant that practitioners were
expected to co-operate with my role and to practice BFT. However, the careful
monitoring of time constrained opportunities for practitioners to be supported in learning
BFT. BFT required the capacity to work after hours to engage and work with families
while working within business hours was strongly valued and enforced within the team.
The prohibition against open expression of dissatisfaction was significant because it
inhibited the feed back process necessary for guiding the implementation of BFT.
The implementation strategy developed within BFST was distinctive when
compared to previous efforts to implement BFT in terms of the intensity of support
offered to practitioners, comprehensiveness and the integration of implementation
components. How this implementation approach operated in practice with the
practitioners and the team is described in the following chapters.
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Chapter 6: EAR in Action: Working with the Practitioners
This chapter describes my role in working with the practitioners within the CCT.
The process of supporting practitioners’ uptake of BFT was a central focus of the
implementation strategy. Understanding the factors affecting practitioners’ uptake of BFT
and the processes designed to support uptake were critical in addressing the key research
question of how to best implement BFT within the SCCT. Throughout this chapter I
provide accounts of activities undertaken within the Plan, Act, Observe, and Reflect
(PAOR) cycle in finding ways to best introduce and sustain BFT within the practice of the
practitioners
I begin the chapter by describing the nature of my role and contact with the
practitioners. I then describe my experiences of working alongside practitioners in the
team, initially focusing on attempts to identify and engage families in BFT. An account of
conducting BFT with practitioners follows, with reflections on knowledge arising from
the action research cycles undertaken to promote and sustain use of BFT by the
practitioners. The chapter finishes with a summary of key activities and achievements and
a summary of the major conclusions.
These findings are grouped according to domains of action research cycles
undertaken in BFST rather than in chronological order. However, within each cycle of
action research, action, observation, reflection and planning are presented in the order in
which they occurred. This enables reflections obtained from interviews conducted with
three of the practitioners towards the end of my time in the team to be used to build on the
knowledge generated through the action research cycles.
The Nature of my Role with the Practitioners
This account of my work with practitioners (including case managers, carer
consultants and medical staff) is based on:


Informal discussions in the open plan office area about clients and their families
about whether they were suitable for BFT and ongoing work with families



Meeting with practitioners to review their caseload in order to identify potential
families that could be invited to participate in BFT



Joining case managers in interviews with their clients to explain BFT
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Joining family meetings to describe what would be involved in participating in
BFT



Conducting BFT with practitioners including conducting individual assessments
and conducting ongoing family sessions



Leading Mentoring Groups in which practitioners’ work with families and the
progress of implementation was discussed.

Engaging Clients and Families
In order to establish BFT as part of routine practice, clients and their families first
needed to be engaged in BFT. This first step was difficult and became a major focus of
my role with the practitioners.
Helping practitioners identify families for BFT. I commenced working at the
CCT two months before the first round of BFT training was conducted in late April 2006.
I hoped this would orient me to the team and build relationships with practitioners so that
they might commence seeing families prior to the training or at least be ready to
commence BFT soon after training. Given that I was relatively new to BFT I was also
keen to build my experience of using the model with families.
One of the first activities I undertook was to meet individually with case
managers. These meetings were designed to help practitioners identify clients and
families from their caseloads who might be agreeable to participating in BFT. I was
hopeful of identifying a number of families with each practitioner, although research in
this area indicated that a perceived lack of families suitable for BFT could be a constraint
to uptake (Fadden, 1997; Magliano et al., 2005; Magliano et al., 2006). I was also mindful
of the advice given in my own training in BFT to first approach families who were likely
to agree to an offer of BFT and whose circumstances were seen to be “uncomplicated.”
Meeting with case managers was the first step in what became the most common
sequence for identifying and engaging families in BFT. This sequence is captured in
Figure 2 below and was the most common pathway but it was not unusual for a family to
be engaged in other ways. For example, there might be an opportunity to meet with a
family at the point of their relative being discharged from the inpatient unit. The process
of helping practitioners identify families in the context of the research cycle is shown in
Figure 3.
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I meet with practitioner to identify suitable clients for BFT

Practitioner discusses possibility of BFT/Family Meeting with client

Meeting with client and family to consider BFT

Family Agrees/Commences BFT

Figure 2: Typical Sequence of Identification and Engagement in BFT

Engaging Clients & Families

Act
Introduce tips on identifying families
in training/tip sheet
Observe
Practitioners struggle to identify suitable
families
Plan
Need to encourage multiple
reasons for BFT
Reflect
Practitioners applying
too narrow criteria

Figure 3: Action Research Cycle: Helping practitioners identify families
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Slim pickings. The practitioners responded positively to my request to meet with
them about potential families. At this point, the task was to identify clients who might be
approached by their case managers to discuss the possibility of participating in BFT.
These meetings usually lasted about 15-20 minutes and occurred at the practitioner’s
desk. The process involved practitioners going through their case lists of approximately
25 clients with me and making brief assessments of which clients and their families might
be approached about participating in BFT.
Within a week of commencing at the CCT, I had met with four practitioners
separately and had identified only one family that seemed likely to participate in BFT.
Meeting with practitioners at this early stage before they had been trained had the
disadvantage that they only had a basic knowledge of BFT. This made it more difficult
for them to know which families might be receptive to BFT and I wondered whether this
might account for this low identification rate.
After I had met with six or seven practitioners, I noticed two patterns emerging.
Firstly, practitioners usually only identified two potentially suitable families from their
caseloads. In some instances these were seen as likely candidates for a discussion
between the practitioner and the client about BFT and in others as a possibility. Months
later it was still proving difficult for some practitioners to identify clients and families.
Two practitioners who had participated in the first round of training in late April had not
engaged a family a number of months after I had commenced working in the team. This
confirmed for me that identifying clients and families to participate in BFT was a
significant issue in the implementation of BFT in the CCT.
…it kind of feels like slim pickings at the moment because of my caseload and how
it is (Nadine, Mentoring Group, April, 2007).
I think it is getting that first family to agree, that want to do family work, that’s the
hurdle – I haven’t jumped that first hurdle (Susan, Mentoring Group, 9 November,
2006).
Practitioners’ views about the difficulty in identifying families. The second
pattern that I noticed was that practitioners gave different reasons to account for why they
were having difficulty identifying families. I noticed that I spent the larger part of the
individual meetings and the Mentoring Groups discussing why clients or families were
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not suitable. Families were starting to participate in BFT, however these were few
compared to the numbers deemed “unsuitable.” The most commonly cited reasons related
to the composition of the practitioners’ case load, client’s diagnosis, client’s living
circumstances, the nature of family relationships and the family’s perceived need for help.
Luck of the draw. A commonly cited reason for not being able to identify a family
who could be offered BFT was essentially their bad luck in not having clients with
families at all, or clients and families willing to participate in BFT. This was seen as a
“luck of the draw” factor given that allocations of clients to a given practitioner related
mainly to available space on their case load rather than a systematic process of matching
clients with practitioners.
It all depends on your case load, It’s kind of luck (Catherine, Mentoring Group, 9
November, 2006).
The “wrong” diagnosis. While “chance” was seen as a factor in determining
whether a practitioner would have suitable clients for BFT, this was also based on their
view about what constituted “suitable” or “unsuitable.” The most objective criterion for
determining suitability was diagnosis. The client outcome research for BFST required that
only clients with schizophrenia spectrum disorders be considered for BFT. This was not
based on a view that BFT was unsuitable for clients with a diagnosis other than
schizophrenia. Rather, it was deemed necessary by our research group to improve the
chances that sufficient numbers of families could be generated for the outcome study. If
practitioners saw clients with other diagnoses, this would mean they would have less
capacity to see families that met the research criteria. This generated considerable
frustration for practitioners.
A lot of my caseload and the ones that I identified as good family kind of
candidates all had the diagnosis of bipolar rather than schizophrenia. So I had
like three clients who would have been willing who I was well engaged with, who
had families they lived with, who were prepared to go that sort of line who were
sort of discounted. It was really frustrating (Julie, Mentoring Group14 September,
2006).
If it’s not just schizophrenia, that’s a big one for me. I’ve got a big family at the
moment. He doesn’t have schizophrenia, so he’s just sitting there (Sandra,
Mentoring Group, 12 April, 2007).
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Beyond the immediate ramification for BFST, this reminded me that the issue of
diagnosis also had implications for interpreting the rates of uptake reported in my
literature review. In particular some implementation studies included a requirement that
clients have a diagnosis of schizophrenia or alternatively psychosis while in others clients
were drawn from the overall mental health service caseload without any specific
diagnostic limitation (Bailey et al., 2003; Brooker et al., 2003; Fadden, 1997; Kavanagh
et al., 1993; Magliano et al., 2005; Magliano et al., 2006; Pitt, 2005).
Client living circumstances. Practitioners often assumed their clients’ living
arrangements ruled them out of consideration for BFT. The fact that clients lived
separately from their family, that the family lived a long way from the client or that the
client had little contact with them were nominated as reasons that BFT might not be
possible. This reasoning was applied particularly for clients who lived in large residential
care facilities. Residing in such settings was seen as an indication that the client was more
disabled than a client living independently and this was seen as a reason that BFT might
not work. Practitioners also often equated living in such a facilities as evidence that the
client was “cut off” from their family. The presence of a large number of clients living in
these settings on a practitioner’s caseload was seen as limiting their prospects for finding
a family.
If you’ve got the Hamish House people, they don’t have any contact with their
families, most of them and they’re chronic and wouldn’t be able to sit through
something like that – a (BFT) session (Julie, Mentoring Group, 14 September,
2006).
Family relationships. Practitioners believed that their clients would be opposed to
BFT because of their relationship with their family. There might be conflict in the
relationship or the client might have directly expressed a desire for family members not to
be involved in their care. In these circumstances the practitioner made a reasonable
assumption that the client was unlikely to entertain the idea of BFT.
Then you’ve got clients who don’t want you to ring their family at all unless
they’re on their deathbed or have died. They’re not living with their family, so
you’ve got the confidentiality, privacy stuff then (Sandra, Mentoring Group, 9
November, 2006).
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The problem of no problem. Practitioners often felt that the client and their family
would not be interested in BFT because the family believed the current treatment
arrangements were satisfactory. Even if a practitioner saw the need for change in the
client’s situation, the family may not.
The very supportive families where you have the strong cultural background
anyway where they say this is what we have got to do, everything is cruising, as
long as mum takes the medication and you guys come, there’s not an issue.
(Sandra, Mentoring Group, 9 November, 2006).
Changing the message and developing a Tip Sheet. As I reflected on the small
numbers of potential BFT clients being identified and the reasons provided by
practitioners for these low numbers, I noticed two things. Firstly, practitioners often
assumed the clients and families likely response and ruled them out of consideration
without asking the client about BFT. Secondly, I wondered if I had compounded the
situation by proposing that practitioners look for more straightforward families.
I thus modified the message about which families practitioners might identify as
suitable for BFT. I proposed it might be better to ask rather than assume the client’s
response and not to limit their invitations to “easy” families. This was conveyed through
individual meetings with practitioners, the Mentoring Groups and rounds of BFT training.
Perhaps case managers are filtering too finely in the search for an easy family
and therefore cannot identify any families – we need to give the message that we
take all comers! (Research Journal, 11 December, 2006).
In addition to changing some of my messages to practitioners, I began to be more
curious and challenging about their stated reasons for excluding a family for
consideration for BFT. This was most noticeable in individual meetings with practitioners
where a common dynamic emerged. As practitioners described the range of reasons that
clients should be excluded from consideration for BFT, I would develop a counter
rationale for their inclusion. For example, a common reason given for exclusion was that
the client was about to be discharged from the service. I would offer BFT as a way of
ensuring a good discharge process. If a family was seen as demanding of the case
manager or the service, I proposed BFT as a better way of managing their demands.
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I experienced these interactions with practitioners as being a little like a frustrating
chess match, where they would propose a reason for excluding a family and I would
counter with a rationale for proposing BFT. Over time though these back and forth
meetings and brainstorming in the Mentoring Groups, actually facilitated the development
of ideas for identifying families for BFT. This eventually led to the development of a tip
sheet titled “Some Ideas for Starting to See a Family for BFT.” This sheet was circulated
to practitioners through the Mentoring Groups and incorporated into the BFT training
over the course of the project.
Make the most of a crisis, including an inpatient admission.
You don’t need a major family problem to start family work.
Get BFT to ‘fit’ the family, rather than the other way around.
(Excerpt from “Some Ideas for Starting to See a Family for BFT,” December
2006, see also Appendix E)
The tip sheets were particularly valuable for practitioners who were newly
appointed to the SCCT. However the tip sheet and the changed messages about who
might benefit from BFT resulted in an incremental rather than dramatic change in the
extent to which families were identified for BFT.
Clarifying how many clients live with their family. Discussions with
practitioners in the first year of the project continued to focus on client and family
characteristics. I was torn between accepting that family characteristics and attitudes were
the “real” problem and viewing this as a convenient explanation for practitioners who did
not want to practice BFT.
Practitioners seemed to work on an assumption that many of their clients lived
alone and were cut off from family and saw this as a particularly important factor in
influencing participation in BFT. While I did not believe that a person needed to be living
with their family to benefit from BFT, it made it more likely that their case manager
would see BFT as relevant. Interestingly, this view is consistent with British treatment
guidelines for schizophrenia that specify that family interventions should be offered
routinely to individuals living with or having regular contact with their families (National
Collaborating Centre for Mental Health, 2010). If I could find out how many clients lived
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with their family this might help determine the extent to which low numbers of clients
living with families was a “real” or perceived phenomena. It would also identify a group
considered by practitioners as particularly suitable for BFT. Figure 4 describes the
process for clarifying how many clients lived with their families as part of engaging
clients and families.

Engaging Clients & Families

Act
Analyse registration data
& feedback to practitioners
& FPWG
Observe
Practitioners continue to identify small
number of families
Plan
Request Client registration
data

Reflect
How many clients live with
family?

Figure 4: Action Research Cycle: Clarifying how many clients live with their family
Getting hard data about families. I requested client registration data through the
information manager of CAMHS about the living circumstances of clients. Although I
had to wait for a number of months for this data to be compiled it was informative.
Another useful activity has been to analyse registration data and feed this back to
the service. This has been helpful in terms of determining the likely pool of
families. For example, there are 109 clients with schizophrenia who live with
family. 65 of those are living with parents whereas most of the remainder live with
family of procreation (Research Journal, 21February, 2007).
The registration data supported my impression and that there was a relatively large
pool of potential BFT clients living with their families. The problem of the low numbers
being identified could not be seen simply as a consequence of clients living alone. When I
shared this information with the practitioners as well with the FPWG it did not meet with
a strong reaction from either group. However it did reassure me and the research group
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that there were many families who might be seen as “prime targets” for BFT. I was
encouraged to continue to search for other ways of understanding the low rate of
identification. This data also prompted me to think more about how service data might be
used to inform our understanding of uptake of BFT within the CCT.
Focussing on the practitioner’s discussion with the client. After a client was
identified as a candidate for BFT, the next step in the engagement process involved a
discussion with the client about BFT. Not all families were engaged through an initial
conversation with the client but this was the approach preferred by practitioners.
Clients’ families did not usually attend appointments and so would not be
available to participate in an initial discussion about BFT. Meeting with the individual
client alone was also seen as providing the client with an opportunity to discuss BFT
without feeling pressured by their family to participate.
I observed, at this point in the process, the passive practice style described in the
previous chapter. When practitioners discussed involving the client’s family, the initiative
was left with the client. Practitioners would usually suggest that the client raise the issue
with their family and then discuss the outcome of this at the next appointment. This
created a drawn out process of engagement.
Not as easy as it sounds. I assumed that practitioners would discuss BFT with
their clients on their own but some wanted to involve me at the point of this initial
discussion. I was open to this option as small numbers of families were being identified
and there was feedback from practitioners that clients were declining BFT. I was also
concerned that practitioners might be “underselling” BFT because they were unfamiliar
with the model and not confident in describing it to clients. I felt I could convince clients
to allow us to contact their families and I could model the desired approach to clients for
the practitioner.
Participating in the sessions with clients tempered my views that convincing
clients to involve their families was a straightforward process. I began to appreciate that
obtaining a client’s agreement to participate in BFT or a family meeting was a critical and
challenging process.
Met with a client – this can be quite tricky and needs some diplomacy and good
selling without pressuring the client (trying to keep the client in charge of the
process rather than being done to) (Research Journal, 12 July, 2006).
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As a consequence of my own and the practitioners’ experiences, the process of
discussing BFT with the client became more of a focus in Mentoring Groups and BFT
training. Figure 5 describes the place of focusing on practitioners’ discussions with clients
in the research cycle.
The (mentoring) group process did allow a clearer identification of the issue of
broaching BFT with individual clients. Given that much of the engagement is
individual rather than family based, client agreement to the work is “a make or
break” issue. It will be important to think of a good training module that will
involve practising gaining clients’ consent to contact their families. (Research
Journal, 20 July, 2006).
Engaging Clients & Families

Act
Introduce tips on offering BFT to clients
in training/tip sheet

Observe
Pract itioners report that discussion about BFT
with client is difficult
Pl an
Focus on discussion
with client

Reflect
How can practice
in this area be improved?

Figure 5: Action Research Cycle: Focussing on practitioners’ discussion with clients
Tips on engaging clients in BFT. As occurred with the process of identifying
clients for BFT, mentoring discussions about how to approach clients about BFT
generated tips for engaging families. These tips were subsequently incorporated into
Booster Sessions and further rounds of BFT training and ultimately a new tip sheet.


Be positive and confident that you are offering something that will be
helpful to your client and their family



Link issues that your client has identified generally and with their family to
how BFT might help
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Keep it simple but provide as much information as the client needs to feel
comfortable



Be prepared to address client concerns or reservations



Request agreement to convene a family meeting to discuss family work in
more detail



Ask permission to speak directly to family members.

(From BFT Training PowerPoint Slide titled, Tips on Offering BFT to Your
Client, March 2007)
The first steps of recruiting families, identifying families and getting the client to
agree to an initial family meeting had proven difficult. However, this issue was not
unique to BFST. A US study of attempts to implement a brief three session intervention
called Consumer Centred Family Consultation (CCFC) in mental health services revealed
that, while there had been 15,819 discussions with clients about their families
participating in a CCFC, only 2234 CCFCs occurred with families (Jewell et al., 2012).
Moreover when CCFCs did occur it took an average of 2.43 times to gain the consumer’s
agreement to the CCFC taking place. This suggests that even for a brief intervention,
gaining client agreement to participate in family sessions is difficult.
Tracking why families decline BFT. Meeting with the client and their family
was usually the last stage in the engagement process. Typically a meeting with the family
was convened after a client had been approached about family work and their family had
agreed to meet to hear more about BFT. The initial meeting with the family was usually
the best point for me to be introduced to the family. This was because I could help explain
what BFT involved and the family could decide whether to proceed or not. If the family
wanted to participate in BFT, this was the best time to begin my engagement with them.
Making a start. Despite a generally slow rate of uptake of BFT, even early in the
project, some families did agree to meet with the case manager and myself to discuss
BFT. These meetings started happening in early April, a month after I had begun working
at the CCT and prior to the first round of BFT training later that month.
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Visit to client and family on ward to raise possibility of family work – session goes
reasonably well with tentative agreement to further meeting involving rest of
family (Research Journal, 5 April, 2006).
The subsequent home visit to the client and family had a mixed outcome.
Disappointment that we could not commence BFT was balanced by the positive reaction
of practitioners when we returned to the office.
Family home visit ends up with client only being at home – a little disappointment
but also noticeable interest from other staff in outcome of visit (Research Journal,
4 May, 2006).
Perseverance payed off: the same family agreed to commence BFT two weeks
later at a subsequent home visit. Another family also agreed following an office based
appointment.
Very successful home visit to family with agreement that they will
participate in BFT – the first real family!!! (Research Journal, 18 May, 2012).
Tina’s family agree to BFT — number 2! (Research Journal, 24 May,
2006).
Tracking what happens when families are invited to participate in BFT. As we
conducted initial meetings with families, the practitioners and I heard directly from family
members about why they might agree to, or decline, participation in BFT. As I started to
think more about the process of engagement from identification through to participation, I
became curious about at which points and why BFT did not proceed.
To gain a clearer picture of what happened through the engagement process, I
began keeping a list of clients who agreed to and declined BFT from my direct contact
with families and from practitioners’ accounts (See Appendix D). I hoped to track the
point at which BFT was refused or agreed to (individual discussion with a client or family
meeting), who in the family had refused (client or family member) and the reasons why.
Unfortunately my tendency to focus on the “problem” of uptake meant that I only
recorded the reasons families declined BFT not why they chose to participate. Figure 6
describes the process of tracking why families decline BFT in the context of the research
process that aimed to improve the engagement of clients and families.
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Engaging Clients & Families

Act
Spreadsheet of offers confirms
that BFT is frequently declined
Observe
Clients & families frequently decline
BFT
Plan
Need to track outcome
of offers of BFT
Reflect
How many clients are
declining BFT & why?

Figure 6: Action Research Cycle: Tracking why families decline BFT

Despite its limitations my simple list provided some sense of the number of clients
and families who refused BFT and at what point. Of 25 refusals that I could track, six of
these were by the client alone, while a further seven were recorded as a shared decision
by client and family not to participate. I recorded four families as declining where the
circumstances were unclear or not specified.
The reasons that clients and families gave to practitioners for declining BFT were
also recorded. In a number of cases health or practical circumstances within the family,
such as dementia in a client’s mother or a sibling being due to give birth, made
participation in BFT difficult. Consistent with my own observation, and those of the
practitioners, the most commonly reported reason was that families did not perceive a
need for additional help.
Why might families decline BFT? As I sought to better understand the process of
family engagement I became curious about what the research literature had to say about
this phenomenon. Whilst “drop out” was frequently recorded in the outcome studies what
we were observing was happening before and not after families had agreed to participate
in BFT.
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I discovered research examining the process of engagement in BFT which
summarised previous research on engagement in family psychoeducation and proposed
rates of “refusal” between 7% and 74%, with the higher rates reported in service rather
than research settings (James, Cushway, & Fadden, 2006). A Spanish study in the
naturalistic setting of a mental health service reported that of 46 families offered BFT, 13
(28.2%) did not participate. There was a total non-adherence (combining refusals and
drop outs) rate of 40% for BFT and a relatives group that was also offered as part of the
study (Montero, Ascenio, Ruiz, & Hernandez, 1999). Interestingly they found that the
clients of those families who did not start or continue with the interventions were more
likely to be older and to have had more hospital admissions – a group not dissimilar to
those attending the CCT. Montero et al suggested that families in this group may feel less
optimistic about the prospects for change. This confirmed for me that a significant
proportion of families decline BFT and suggested that it was unlikely to be due
exclusively to practitioners’ skill in engagement.
This research also offered a way of understanding a significant pattern we
observed in the families’ response to BFT. Families may decline BFT because they
accepted the prevailing circumstances with their relative and are not hopeful that this can
change. Even if families retain hope of change they may consider the proposition of BFT
too onerous both in terms of expenditure of time and because BFT might risk a precarious
stability in their relative.
Investigating the level of practitioner-family contact. As I worked with
practitioners I noticed a number of them were struggling to engage a family in BFT. This
was typified by Susan who, despite her best efforts, had not been able engage a family six
months after completing the BFT training.
I think it is making that first start. I think the dividing line is whether you are
working with a family or not … Getting that first family to agree that they want to
do family work, that’s the hurdle I reckon (Susan, Mentoring Group, 9 November,
2006).
In contrast to this experience, there was one practitioner who participated in the
second round of training and began conducting BFT almost immediately after completing
the course.
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I have one family that we are about to start with this week … I’m meeting with
another family today that I’m going to try to get them (sic) on board… I only did
the training last week (Nadine, Mentoring Group, 11 October, 2006).
There was a range of possible interpretations for Nadine’s quick, and atypical,
uptake of BFT. In implementation terms, I could describe her as an early adopter.
However, as Greenhalgh notes such descriptions are categorical not explanatory
(Greenhalgh et al., 2004). I considered personal and professional characteristics including
those identified in qualitative studies of BFT such as being calm, friendly or
understanding or being genuine (Campbell, 2004; James et al., 2006). These qualities
were evident in Nadine but I observed them in other practitioners who were struggling to
make a start with BFT. The “luck of the draw” explanation whereby she simply may have
had more clients who were connected with families on her caseload did have appeal but
even practitioners who could identify clients still took longer to commence BFT. Over
time an explanation emerged that offered a way forward in relation to improving rates of
uptake – Nadine routinely included the family members of her clients in her practice. This
difference in practice was apparent in Nadine’s later reflections on her approach.
I guess because I’ve been doing a lot of family work anyway, it’s not a big leap for
most of my families to go into BFT, so I don’t have the problem of having families
who have no involvement (Nadine, Mentoring Group, 22 August, 2007).
This meant it was not a “big leap” for either Nadine or the families with whom she
worked to agree to participate in BFT. Where practitioners had relatively little contact
with families an invitation to participate in BFT would have constituted a major change in
the relationship between family and case manager. In later conference presentations, I
captured this latter phenomenon with the phrase, “But I hardly know you….”
Most of my families I’m already engaged with. You know, one of the first things I
do is ring the family and get them involved and I wonder if that’s the difference ….
because I haven’t had a lot of problems engaging families and getting them in….
and I’m wondering if the reason for that is that I already get families coming in,
you know, I actively encourage my clients to bring their families with them at their
next appointment … I went through my case list yesterday and I’ve got about eight
families. I’ve finished with two already, I’m currently doing it with a third, I’ve
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got a fourth on the go and there’s probably another eight more… (Nadine,
Mentoring Group, 10 October, 2007).
In the midst of the project my emerging hypothesis was that even though
registration data confirmed that there was a large pool of clients who lived with family
members, most practitioners had low levels of contact with their clients’ families. This
was important if, as Nadine’s experience indicated, there was a link between existing
levels of contact and the capacity of practitioners to identify and engage families in BFT.
Expressed in another way, the nature of the existing relationship between the family and
practitioner influenced the identification and engagement of families for BFT. Figure 7
describes how my reflections on the level of practitioner-family contact led to action in
the research process.

Engaging Clients & Families

Act
Obtain research funding for Relative
Invisibility study on practitioner-family
contact
Observe
One practitioner engages multiple families
while most struggle

Plan
Determine levels of existing
practitioner – family contact

Reflect
Does level of existing contact
with families affect engagement
in BFT?

Figure 7: Action Research Cycle: Investigating the level of practitioner-family
contact
Determining the level of contact between practitioners and families. The
hypothesis that low levels of contact between practitioners and families might influence
uptake of BFT rested on the assumption that contact between these two groups was
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minimal. We needed to first understand what was currently happening at this level and
why.
Consistent with my action research approach, I successfully applied for a Mental
Health Research Fellowship with one of the CCT’s Carer Consultants (O'Hanlon &
MacRae, 2009). The aim of this research project was to map the levels of contact between
families and practitioners by using the state-wide data collection system (RAPID). This
allowed the mapping of practitioner-family contact for a group of clients with
schizophrenia who were living with their families, the group arguably most likely to be
engaged in BFT. We were also able to conduct in-depth interviews with three families
and three case managers about their experience of contact including their perceptions of
the reasons for differing levels of contact.
The research project initiated in December 2006 was titled “Relative Invisibility”
with a play on words reflecting that relatives or families were often invisible to
practitioners. Early findings confirmed my initial impressions, that while the extent of
contact by case managers with clients’ families varied, for 21% of clients there was no
direct contact between their family and case manager in a 12 month period. For just over
half the group, there were two or fewer direct contacts in the same period. This is
significant given that all these clients were living with their family.
In the qualitative interviews, it emerged that contact tended to occur in response to
a perceived problem rather than as part of routine practice. Although overall levels of
family contact were generally higher in our study than reported in overseas studies,
consistent with these studies a small group of client families had multiple contacts with
practitioners whilst the majority had little or no contact (Dixon, Lucksted, et al., 2000;
Farhall et al., 1998; K. Harvey, Burns, et al., 2002; Krupnik et al., 2005; Marshall &
Solomon, 2004; Murray-Swank et al., 2007; Prince, 2005; Resnick et al., 2005;
Riebschleger, 2005). The full report of the Relative Invisibility study is provided in
Appendix C.
In the context of our Relative Invisibility findings, Nadine’s success in engaging
families seemed to make more sense. Firstly, by knowing the family and their
circumstances, Nadine would be more informed about the families’ existence (they are
visible) and their likely interest in BFT, including what might motivate and inhibit their
participation. Secondly, a pre-existing familiarity and relationship with the case manager
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might make it easier for the family (and the case manager) to commit to the intensive
contact involved in BFT. It is likely that some level of trust will have been established
that would encourage the family to accept the case managers’ advice that BFT would be
helpful. The families’ experience of being engaged in BFT described in Chapter Eight
provides support for this contention.
The Family Assessment Process. In the light of the Relative Invisibility findings
and Nadine’s success in BFT engagement, it made sense that increasing the extent of
routine engagement with families by all practitioners might improve uptake of BFT. This
proposition was congruent with my earlier views about how promoting increased routine
contact with families through Family Sensitive Practice might promote uptake of family
interventions (O'Hanlon, 2004). Existing levels of family contact were also used to
account for higher rates of uptake reported in an Italian implementation study (Magliano
et al., 2006). More immediately, the rate of uptake was still well below the projections
established for the outcome research 18 months after I commenced working in the CCT
and I felt considerable pressure to address this situation.
A radical proposition. In a discussion with my primary research supervisor about
low uptake we canvassed options to address the situation. My supervisor proposed
changing the model of family intervention from BFT to a briefer form of family
intervention. This was based on the idea that the lengthy duration of BFT was a
disincentive to participation for both practitioners and family. A review of
implementation of family interventions supports this position where the authors suggest
that the lengthy duration of family interventions might account for low uptake (Mairs &
Bradshaw, 2005). Similarly, a qualitative study of families’ experiences of mental health
care conducted in the United States proposed that many families did not want or need
intensive or lengthy interventions (L. Rose, Mallinson, & Walton-Moss, 2004). Another
advantage of a brief intervention was that more families could be seen by each
practitioner in a given time period. I appreciated also that given the problems of low
uptake a range of possible actions should be considered, including changing the
intervention model.
Despite there being good arguments for a change of model, I was opposed to
changing the intervention model. In the implementation literature, fidelity to a model is
seen as critical to the model’s effectiveness (Carroll et al., 2007; McHugo et al., 2007). I
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was concerned we might lose an important ingredient in the efficacy of BFT because
duration has been identified as important in terms of the impact on relapse and family
burden (Cuijpers, 1999; Pitschel-Walz et al., 2001). Secondly, a change in family
intervention mid-stream would have compromised the outcome study of BFT because
different families would have participated in different interventions over the course of the
project. Thirdly, I was concerned that we would have to re-develop the training to reflect
the new model. This would be time consuming but more importantly we would have a
situation where different practitioners were trained differently.
Refining the proposal. In ongoing discussions, my supervisor suggested the idea
of a routine family assessment for all clients. This proposal made more sense to me
because it followed logically from the Relative Invisibility findings and complemented
rather than contradicted the implementation of BFT. I still had reservations about a
routine family assessment process because it might divert energy away from engaging
families in BFT and it might be resisted by practitioners because of the extra work
involved. I was also beginning to question whether factors other than the level of contact
between practitioners and families were affecting the extent of uptake of BFT. This in
turn raised questions about where to direct my energies to increase uptake of BFT.
This idea is based on the premise that lack of contact with families leads to them
not being offered BFT. At the same time my reading of the research says that
clinicians seeing two families a year is a good outcome. Is there a straightforward
limit on the number of families that can be seen by a case manager with a
caseload of 25-30? Alternatively do we embark on a more active agenda to
change the service to enable more BFT to happen? (Research Journal, 5 July,
2007).
Despite the dilemmas about where to focus my efforts, my caution about the
proposal lessened because the rate of uptake was not improving. The proposal was also
further developed and refined to a point where I thought it was likely to be successfully
implemented (see Appendix F). This proved to be true at least at the level of the Research
Group and the FPWG agreeing to introduce a systematic family assessment process
within the CCT. Figure 8 describes the family assessment process in terms of addressing
the challenge of engaging clients and families.
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The initial idea was for all families to be offered a three session assessment which
would include an offer of BFT. This has ended up as each client with schizophrenia living
with their families being asked to invite a family member or members to their next
appointment to 1) ask about how the family want to be involved in treatment 2) Ask the
family if they need any help and 3) Whether they would be interested in BFT (Research
Journal, 12 August, 2007).

Engaging Clients & Families

Act
Family Assessment Process is
implemented
Observe
Relative Invisibility confirms low levels of
practitioner-family contact
Plan
A process is needed to increase
practitioner-family contact
Reflect
Would increasing level of practitioner- family
contact improve uptake of BFT?

Figure 8: Action Research Cycle: The Family Assessment Process

Implementing the proposal. By October 2007, the Family Assessment Process
was being implemented. I could certainly see some benefits of the process.
The Family Assessment process has been agreed to and is now underway at
Southwell. The task of sitting down with case managers and identifying clients to
be offered a family meeting has been divided between myself and the team leader,
Penny. To date I have met with three families, one of whom agreed to BFT but all
of whom were, to varying degrees, appreciative of being asked about their needs.
This is time expensive but I think it is this degree of thoroughness that is needed to
really establish how many families really want or don’t want BFT. It has raised
the hackles of some staff but typically this has not been expressed directly to me
(Research Journal, 4 October, 2007).
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The hope that the family assessment process would provide a quick and
comprehensive solution to our uptake problems was not realised however. Re-reading the
research literature on uptake and particularly the work of Kavanagh and colleagues
reminded me of the low level of uptake achieved and left me feeling both comforted and
regretful (Kavanagh et al., 1993).
The process seems to have given a bit of a lift to uptake but we still struggle.
Reading the literature I realise how much the struggle is not unique and in some
ways wish I had read it more carefully and used this information to inform our
estimates about the numbers of families that would be seen. They would have been
much lower! (Research Journal, Thursday, 4 October, 2007).
The implementation of the Family Assessment was partly compromised because it
coincided with a proposal by the carer consultants to routinely contact the client’s primary
carer and convene a meeting between the family and case manager. I was concerned
about the potential for this initiative to add extra burden to practitioners and ultimately
reduce their motivation to pursue BFT with their clients. There was also wider learning
for me about the nature of tensions that can arise as part of the implementation process
within an organisation.
The process has coincided with a carer consultant initiative to both cold call
carers (which highlighted some differences between myself and the Carer
Consultants over informing the client) and a proposed meeting between families
and case manager of all new clients. It seems like it is often those who you see as
allies who are also operating in your domain that you may end up in conflict with
because at the end of the day what you do has implications for the other party.
(Research Journal Thursday, 4 October, 2007).
Early the following year, the Family Assessment Process had “run out of steam”
partly because the carer consultant early engagement process had been adopted and it
seemed unrealistic to try and persist with our more targeted strategy. The return for our
effort was unclear but there was not a major increase in families being seen for BFT. This
gave me cause to reflect on the challenges of implementation within an action research
framework.
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Follow through is a challenge when I think about the one off assessment process
and most other aspects of the project. There are so many threads to follow and the
energy and vigilance required demanding. Perhaps the trick is to focus on a few
key ideas and not get caught up with trying to do everything that might help
(Research Journal, 7 February, 2008).
Conducting BFT with Practitioners
Despite numbers being lower than anticipated, practitioners and I did commence
conducting BFT with families.
Responding to practitioner anxiety BFT. Once I started seeing families with
practitioners, I began to appreciate how anxiety provoking the experience was for them.
As each practitioner began working with their first family, these anxieties would be
expressed, making them a topic of discussions at multiple points over the life of the
Mentoring Groups. I also noticed in the pre-family session discussions, which often
occurred in the car on the way to home visits, that practitioners most directly expressed
their fears about what might happen in the session.
I was struck by how anxious staff were about being with a family. I think
they were worried about it all turning into a screaming conflictual mess (Research
Journal, 5 October, 2006).
Conflict and complexity. The practitioners felt anxious for two main reasons.
Firstly, they were worried about the level of emotion they might encounter in the room.
This typically related to a fear of conflict between family members or of hostility being
directed towards the practitioner.
I mean I couldn’t deal with that, it’s like a barrage. I don’t know if I could do that
with five of them sitting there and me. I wouldn’t do that by myself, no way and I
could see that that would be a real barrier in the future. It’s so highly emotive; I
wouldn’t deal with that by myself. That would really stop me (Bernadette,
Mentoring Group, 9 November, 2006).
The second reason for anxiety was the perceived complexity of BFT. This
complexity related to having to undertake multiple tasks at one time with a number of
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different people. This appears to relate to having to respond to more than one person in
the room and perform the steps of the model.
Focussing on what you’ve got to say and structuring it. Listening to everyone;
paying attention to everyone. It’s very hard to carry it all on your own and
process it at the same time (Susan, Mentoring Group, 9 November, 2006).
For me I thought it was going to be really useful and then we started to do it I got
scared because I couldn’t remember it and I’m going to do the wrong thing and
I’m not going to follow the model properly (Catherine, Mentoring Group, 12 July,
2007).
The practitioners’ experience of BFT as complex was concerning from an
implementation perspective. For example, Roger’s proposes that the complexity of an
innovation is negatively associated to the rate of adoption (Rogers, 2003). For the
practitioners, anxiety about working with families was amplified by a concern that they
would have to deal with these challenging circumstances on their own.
Look I know initially I wouldn’t want to see any family on my own until I feel
really confident I wouldn’t want to see them on my own (Susan, Mentoring Group,
9 November, 2006).
I would need someone else in the room to take some of the load at times, to sit
back for a minute (Bernadette, Mentoring Group, 9 November, 2006.)
What made anxiety visible in BFST. Practitioners’ nervousness about conducting
BFT was not surprising. I appreciated from my own experience of BFT that learning a
new model of practice can be daunting. I had also discovered that, while the practitioners
had contact with families, this was often limited to one-off meetings rather than ongoing
sessions required in BFT. What struck me most was the extent of practitioners’ anxiety
and the degree to which it might inhibit adoption of BFT. Although the issue of
practitioner confidence (which might serve as a proxy for anxiety) was identified in the
research literature as a barrier to uptake, in none of the studies did it feature as a major
barrier (Fadden, 1997; Kavanagh et al., 1993; Magliano et al., 2005; Magliano et al.,
2006). A study by Michie et al. (2007) found that, at an emotional level, fear and selfdoubt constrained practitioners from offering family therapy, although in examples cited,
165

this was expressed as fear of people with a history of violence. The clearest reference to
high levels of practitioner anxiety in working with families was in an article I had read
years earlier where the authors described trainee psychiatrists as having “cannibalistic
fears” when seeing families in emergency departments (Perlmutter & Jones, 1985).
I suspect because I was working at close quarters with practitioners I was able to
observe this aspect of their experience. It is possible that this phenomenon was limited to
the CCT practitioners although I think it is more likely that the survey methods used in
most studies of implementation of family psychoeducation did not pick up on
practitioners’ anxiety. The challenge in the scope of the project was how to best address
this potential barrier to uptake. Figure 9 represents where responding to practitioners’
anxiety fits into the research cycle in relation to conducting BFT with the practitioners.

Conducting BFT with Practitioners

Act
Commit to co-working for all practitioners
seeing their first family
Observe
Practitioners are highly anxious
about conducting BFT

Plan
Need to ensure practitioners
have access to co-working

Reflect
Anxiety relates to fear of emotional intensity
& complexity of BFT

Figure 9: Action Research Cycle: Responding to practitioner anxiety about BFT

Privileging co-working. An important rationale for being embedded in the CCT
was that I would work with the practitioners in conducting BFT to facilitate the adoption
of the model. The extent and nature of co-working however had not been determined as
part of the implementation plan. For example, would I co-work with the practitioners at
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the beginning of BFT and then withdraw or would I co-work with all practitioners or just
those who expressed a desire for this?
As I worked alongside practitioners, I appreciated that support needed to be
provided intensively and on a sustained basis if it was going to facilitate uptake. I
believed that this required co-working with families to become a major focus of my role
in the team. To help ensure that practitioners felt strongly supported I made a
commitment in training and in Mentoring Groups that, at a minimum, I would work with
them in seeing their first family for BFT.
How co-working helped practitioners. While co-working was important for the
practitioners, how it helped differed across the practitioner group. Mary saw co-working
(and the existing nature of her relationship with the client’s family) as counter-balancing
her uncertainties about doing BFT.
I don’t feel confident about it, comfortable. I think that because maybe I did the
training a while ago, I think that I haven’t received enough training, that maybe I
would like some more training though, ah, because on the other hand because we
are doing it together, that’s a great form of support and ah also because the
family I picked up, I have a good rapport with them (Mary, Mentoring Group, 11
April, 2007).
Mary’s experience of the support of co-working highlights important concepts in
the adoption process. At the level of the model, an innovation that has augmentation or
support is seen as more likely to be adopted (Greenhalgh et al., 2004). Mary’s account is
congruent with the concept proposed by Fixsen et al. (2005) that one form of
implementation support (co-working) can compensate for the absence of another
(sufficient training). Although Mary has already made the decision to use BFT with a
particular family, her reflections also highlight the decision making process in adopting a
new practice. This fits with the readiness to change model which has been applied to
behaviour change, the process of adoption generally and to the implementation of family
interventions in mental health (Prochaska & Velicer, 1997; Rogers, 2003; Sherman &
Carothers, 2005). Mary could be understood as being in the contemplative stage where
the practitioner weighs up the benefits of the new approach against the obstacles. For
Mary, the decisional balance involved benefits that related to supportive aspects of the
situation rather than a longer term outcome for the client or family. In this instance, the
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availability of support compensated for Mary’s perception about how long ago she had
trained and adequacy of her training.
Sandra, Nadine and Catherine describe the various ways in which co-working
supported them in undertaking BFT. For Sandra it was the processes of gradual
introduction to conducting BFT that was important.
Honestly having him there doing it, you do, you slip in. You’ve got your nerves to
begin with because you’ve not done it. Brendan does take the lead but at the same
time he’s including in a very subtle way not in a confronting way for you to join
in. He’s there to debrief after the session and to pre-plan before the next one
(Sandra, Mentoring Group, 8 November, 2007).
Sandra’s experience of co-working could be understood as further evidence of
augmentation as described earlier or linked to the concept of trialability described as the
extent to which a new method innovation can be tried out on a limited basis (Rogers,
2003). For Sandra, co-working allowed her to begin practising parts of the BFT model
before being responsible for conducting all of the model components which helps deal
with the issue of model complexity.
As Nadine reflected on her experience, being in the room with someone familiar
with the model helped her in a range of ways. Ultimately it enabled her to practice BFT
more successfully and more quickly than would have otherwise been the case.
I think having you there who’s already done it and knows what you’re doing was
really helpful because if I did feel stuck I’d kind of look to you.... So I don’t know
that I would have been able to do it, I might have but it would have taken me a
while and it wouldn’t have been as successful (Nadine, Individual, Looking Back
Interview, 14 March, 2008).
Catherine, like Nadine, found being able to work with me helped her to practice
BFT to a higher standard. In contrast to Nadine, Catherine describes her preferred way
learning as learning through observing and receiving feedback. This highlighted how coworking provided an opportunity for modelling.
(So) that’s just how I learn, I like to watch it and kind of take it in and then next
time I’ll just slip into that role and do it and that’s fine… When you like the way
some people approach clients or you like the way they do things and then you just
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seem to kind of adopt all their ways of doing things and your own of course. But I
think if I had to go in and do BFT on my own from the beginning I don’t think I
would have been doing it as well if you weren’t there I think, because I wouldn’t
have had an idea of how (Catherine, Individual, Looking Back Interview, 17May,
2007).
My role could be seen to share some characteristics with the concept of
Educational Outreach Visits, particularly the face to face nature of contact and my
“expert” role (O'Brien et al., 2007). The concept of coaching appeared more relevant to
the practitioners’ accounts of the benefits of working with me in conducting BFT.
However, I saw co-work as the most intensive expression of a coaching role. Co-working
provided an opportunity for the further development of a coaching relationship that
typically begins with the initial training of practitioners (Joyce & Showers, 2002;
Ransford, Greenberg, Domitrovich, Small, & Jacobson, 2009). The elements of coaching
highlighted through my co-working most strongly related to the roles of emotional
support, assessment, feedback and teaching while engaged in practice identified as
important domains of the coaching role (Spouse, 2001).
Finding the balance in co-working. Although helpful in getting practitioners to
adopt BFT, as I worked with more practitioners over longer periods I realised that coworking was not always straightforward. Being with the practitioners in the room seeing
families and doing this over an extended period was very different from providing one-off
consultations about families to groups of practitioners as I had done many times prior to
BFST. As noted earlier, practitioners were not used to co-working and some found the
experience exposing. However, there were other challenges in co-working including
managing the tension between the differing needs of the practitioners and the project.
The tension of competing needs. I felt a need to do BFT well, so that we would
achieve client and family outcomes that would provide compelling evidence for the value
of family work. In addition, I was conscious that I wanted the practitioners’ experience of
BFT to be positive so that they would want to continue using the model. On the other side
of this equation was an imperative to assist practitioners to practice BFT independently.
This required that they have the opportunity to test themselves out and learn from their
practice mistakes and successes. This would be critical to the practitioners “owning” BFT
as part of their practice and to the long term sustainability of BFT.
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My response to this tension was to take control of family sessions fearing that I
couldn’t afford for things to go wrong. I believed that early positive experiences would
encourage families to continue with BFT. I was also conscious that a positive experience
of BFT would encourage practitioners to see families and a negative experience might
lead to them avoiding further family work. Trying to meet this challenging agenda was
especially difficult early in the contact with families when members might vent their
frustration about the inadequacies of the service provided by the case manager. As the
person leading the family work, and external to the service, I was often seen as the “good
guy” and protected from this anger. The case manager as representative of the service was
more likely to receive critical comments.
Like with our first session with the family, it was all going really well and then out
of the blue, one of the sisters looked at me and said you know ‘What do you
actually do?’ … and very critical of me and I felt quite, um, challenged and how
could I describe it, I felt, oh my god, I felt useless as a case manager for one but
she was very critical … I actually just wanted to get up and leave because I just
felt so uncomfortable in the room. I felt everyone was staring at me and I was a
bad case manager (Catherine, Mentoring Group, 13 September, 2006).
As well as being a difficult session for Catherine, it highlighted the complexities
of my co-working role. I was conscious that Catherine was being criticised by the family
and felt for her being in such an uncomfortable position. I, at once, wanted to
acknowledge the family’s concerns, avoid Catherine having a negative first experience of
BFT and not undermine her role with the family by intervening too early or actively.
Even for the practitioners where there was no overt family hostility, I found
myself wrestling with finding the balance between taking charge to reduce their anxiety
and facilitating their learning by providing them with opportunities to learn through trial
and error. As an initial approach, taking the lead in sessions did reassure practitioners that
they were being well supported. However, I noticed that it was easy to get stuck in a
pattern and that this may have been constraining for the more confident practitioners and
unhelpfully comfortable for those who were feeling more cautious. Figure 10 shows the
place of finding a balance in co-working in the action research process.
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Conducting BFT with Practitioners

Act
Pre-session discussions, use of structure of BFT &
practitioners seeing families with clients instituted
Observe
I am taking too much responsibility for BFT sessions

Plan
I need to find ways of sharing responsibility for
conducting sessions

Reflect
Does my anxiety about ‘success’ & practitioner’s experience of
sessions inhibit their learning of BFT?

Figure 10: Action Research Cycle: Finding the Balance in Co-Working

Using the structure of BFT to share the role with practitioners. There was no
single solution to managing the tensions of co-working in BFST because practitioners’
confidence and comfort developed at different rates and the responses of families to being
involved in BFT varied. However, one positive step was to start talking with practitioners
about how we would work together.
Starting to be more overt about co working with case managers as it dawned on
me that I needed to balance keeping the experience positive for case managers
with helping them learn and have a sense of ownership of the work (Research
Journal, 16 November, 2006).
As well as discussing the terms of co-working, I began using the structured nature
of BFT to help address the challenges of co-working. Each BFT session consisted of
defined sections or components such as checking on progress of goal achievement and
conducting communication skills training. This provided the opportunity to discuss with
the practitioner what part of the session they felt comfortable doing and what parts they
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preferred that I conduct. For example, early in the work they could ask about the progress
of family member goals and with homework tasks, while I could introduce a new
communication skill to the family.
In implementation terms, I appreciated that the structured and segmented nature of
BFT facilitated adoption by the practitioners. This relates to another aspect of trialability
referred to earlier where the nature of the model lent itself to the practitioner using part of
BFT before having to adopt and master the whole model (Greenhalgh et al., 2004;
Rogers, 2003).
Practitioners working with each other. Finding better ways to share the work
with practitioners was one way of managing the co-working challenges. However,
necessity created another way forward. While the numbers of families were low I did
nearly all the BFT sessions with practitioners. However, as numbers of families gradually
increased I could not attend all sessions. Twelve months into my time at the CCT I was
delighted to hear that a case manager and treating psychiatrist had “paired up” to
commence seeing a family.
The other good development was that a doctor and case manager have
commenced seeing a family – without me! … This is an important stepping off
point for the project (Research Journal, 8 February, 2007).
Practitioners beginning to co-work with each other was an important point in the
project for a number of reasons. It provided an alternative to practitioners working
exclusively with me and reflected their growing confidence that they could practice BFT.
In addition, the pairing of the case manager and the treating psychiatrist fitted with the
team’s overall operation. This development was perhaps most important because it
provided a clue about how BFT could best be sustained.
Promoting and Sustaining BFT
Recognising the importance of co-working and refining the manner in which I
undertook this role with the practitioners were important developments in BFST. Yet as
the project progressed I became more concerned with how to further promote and sustain
BFT within the team. This involved consideration of how BFT would be integrated into
case management, promoting the process benefits of BFT and making co-working
sustainable.
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Promoting the integration of BFT with case management. As noted earlier, a
unique and central feature of implementation in BFST was that BFT would be provided to
families by the practitioner who was the case manager of their family member. This had a
number of implications including that all case managers in the team would need to be able
to conduct BFT and that BFT needed to be integrated within the operation of the whole
CCT. In the CCT, case management was the dominant practice model and there was an
important relationship between BFT and case management.
Starting to look at pathways for BFT within case management which I think is
really important to do well so that BFT is sewn into the fabric of case
management. This is important to me because I am fearful that unless we
institutionalise family work, it will fade rapidly or simply get swept away with the
torrent of other change agendas or the tendency to revert to the essentials. I want
BFT to be thought of as an essential not “icing on the cake” (Research Journal, 6
November, 2006).
Could BFT achieve case management goals? While I believed that BFT had to
be intertwined with case management, I noticed that the practitioners were coming to
different accommodations between BFT and their case management role. Integration of
the two processes was sometimes challenging even at a basic level as Bev describes:
You might want to swap a duty, I know one person who asked 10 people, can you
do my duty and I’ll swap with you. I couldn’t find anyone (Bev, Mentoring Group,
12 April, 2007).
Beyond the challenges of finding time to conduct family sessions, the implications
that BFT had for the case management role differed across practitioners and clients. In
some circumstances, BFT was reducing or even replacing the existing case management
tasks performed by the practitioners.
But with Richard, I just kind of stopped doing case management (Nadine,
Mentoring Group, 11 April, 2007).

173

I think it was a replacement for case management. I guess the merging of it was
that the case management stuff I used to do with Matt was around his goals and
checking on those at the start of the session… he’s kind of able with the support of
mum to action those things so it’s just about checking with him (Tina, Mentoring
Group, 11 April, 2007).
Nadine and Tina were proposing that the tasks of their case management with
clients were being addressed within the BFT sessions. This had the advantage that
practitioners could enact their case management role through BFT rather than as an
addition to their usual case management contact. This was critical because it attended to
the team and individual practitioner concerns about time and doing BFT. If BFT was time
efficient this could also make it more sustainable.
In implementation terms, I saw BFT as displaying two characteristics that
increased likelihood that it would be adopted by the practitioners. Compatibility relates to
the extent to which an innovation fits with the values and norms of an individual or
service (Rogers, 2003). BFT was demonstrating compatibility with the practice of case
management because it enabled the achievement of tasks and goals identified as
important within this role. BFT could also offer another feature of innovation associated
with higher rates of adoption – relative advantage. In this light BFT addressed client
needs while at the same time, responding to the needs of families (Greenhalgh et al.,
2004; Rogers, 2003).
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Promoting & Sustaining BFT

Act
Integration discussed in mentoring groups & at
Booster Sessions

Observe
BFT not linked to core practice & time
expensive if not part of case management
Plan
Identify and share the opportunities for
integrating case management & BFT

Reflect
Can BFT be integrated with case management to make it
part of core practice & time efficient?

Figure 11: Action Research Cycle: Promoting the Integration of BFT with Case
Management
Sharing ideas about integration of BFT with case management. Figure 11
depicts the role of promoting the integration of BFT with case management in terms of
the action research cycle addressing promoting and sustaining BFT. The benefits of
integrating BFT with case management were appealing but I was keen to maximise the
extent to which these integrated ways of working were adopted across the team. The topic
of integrating BFT was first raised in the Mentoring Groups where I prompted discussion
of how different case management functions could be performed within BFT. In a more
extensive manner, the integration of case management and BFT was chosen as a major
topic for the June 2008 Booster Session. In this session, practitioners from across the
wider mental health service met in small groups to identify opportunities for further
integrating BFT within case management.
The Mentoring Group discussions and the Booster Sessions did highlight some
important ways in which case management functions could be undertaken within BFT. In
some instances there was less need for individual appointments either because the client’s
needs were being met through BFT or the client was improving and needing less input
from their case manager overall. One of the most integrated strategies proposed making
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existing client goals, as documented in individual service plans, the focus of the goal
achievement activity or problem solving within BFT. Other ideas included alternating
individual case management appointments with BFT appointments or devoting a brief
period at the beginning or end of BFT sessions to attend to case management tasks not
able to be addressed in BFT sessions.
Does case management compromise BFT? Despite generating and sharing ideas
about combining case management and BFT, there were limits to the extent to which the
two activities could be combined and ambivalence about the advisability of going down
this path. This was highlighted in the looking back interviews in which Nadine and
Catherine described the challenges of trying to combine a case management role with
BFT.
I don’t like spending BFT time talking about medication concerns and side effect
concerns, change my depo [injection] to tablets, “Can’t you increase my
Valium?” I don’t like addressing any of that in BFT. I find that a waste of BFT
time… (Nadine, Individual, Looking Back Interview, 14 March, 2008).
In addition to case management taking up actual time in the session, Nadine also
believed that this undermined the structure of BFT, a characteristic of the model which
she saw as important to it being successful.
I found the more that we stretched and adapted BFT to fit in with case
management the less helpful the BFT, the less recognisable the BFT was. And
when I reflect back on the BFT that I’ve done, the ones where I’ve been much
more true to form and much more structured and very strict with it has been the
more successful whereas the ones where I’ve been more relaxed and not as much
(Nadine, Individual, Looking Back Interview, 14 March, 2008).
For Catherine, the case management task and role were seen to similarly threaten
the process of BFT. In one situation the client’s relapse was seen as pulling her back into
a case management role and away from doing BFT.
Unfortunately he had a relapse and that’s when the work I noticed I was
becoming more of a, in the actual meetings, I was a case manager, not a family
worker (Catherine, Individual, Looking Back Interview, 17 May, 2007).
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Catherine elaborated that it was her clients that seemed to find it difficult to
separate out case management tasks from BFT. She seemed to be questioning whether
having a case management and family worker role is compatible at all.
(G)oing into doing the BFT when you're the actual case manager I think for some
clients they find it really difficult to separate that role and it seems in my
experience the case management part of the things dominated the family sessions
in some of the meetings (Catherine, Individual, Looking Back Interview, 17 May,
2007).
Managing the dilemma. Catherine and Nadine struggled with combining their
case management role with BFT. Nadine tried to fit BFT into her existing workload but
ultimately questioned whether this was effective.
I guess maybe some of my more stable clients I might have stretched out their
appointments a little bit. So rather than seeing them fortnightly I’m seeing them
every three weeks. You can’t do that with many but that’s one thing. Attending less
meetings … And I struggled, and I know I talk to others in the mentoring group, to
manage the case management role and the BFT role at the same time. I don’t
think I ever managed to reconcile that (Nadine, Individual, Looking Back
Interview, 14 March, 2008).
Catherine found a solution to the dilemma that seemed to work for her. However,
this was because she moved from the SCCT to the Mobile Support Team (MST) within
the area service. Case managers on the MST worked on more of a team basis, more
intensively and with a smaller group of clients. This allowed her to do BFT as a “family
worker” where she was not the case manager which provided her with a contrasting
experience to doing BFT in the CCT.
But when you come in as a family worker you say ok well let’s put that aside for
today and let’s work on this and it’s just easier. I don't know why it’s just easier. I
thought I want to be separate from the case stuff and now I won’t do family work
with my clients, because I do it with other MST clients that I don’t case manage,
because even though I know the family, I know the situation, I’m still not the case
manager and I don't need to talk about case management and why I’ve done
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things the way I have in the sessions… (Catherine, Individual, Looking Back
Interview, 17May, 2007).
The practitioners’ accounts of their struggles in combining BFT and case
management provide greater insight about integrating family work with their work role,
the barrier to uptake most frequently nominated by practitioners. In BFST there was
initial promise that BFT and case management roles could be integrated. This would
mean that BFT could be delivered to a client by a practitioner within the case
management role. Yet with the benefit of further experience, two practitioners questioned
whether it was possible to satisfactorily combine the roles of being a case manager and
doing BFT at the same time. This goes directly to the research question about the
consequences of adopting a “whole of team” approach to implementing Behavioural
Family Therapy. Without changes in other aspects of the practitioner’s role, for example
overall caseload or dedicated time for family work, practitioners found it difficult to
combine case management and BFT.
Promoting the process benefits of BFT. As more practitioners began practicing
BFT, positive accounts of working with families began to emerge: developing new
understandings of family members, contrasting experiences of practice, and facilitating
change in families.
From an implementation perspective, the benefits of participating in BFT could be
understood as another example of offering practitioners a relative advantage
(Rogers, 2003). However, I realised that “advantage” in the context of clinical
practice could be understood in a variety of ways and not limited to an
improvement in client or family outcome.

New understanding of families. As practitioners engaged with family members
differently through the process of doing BFT, they conveyed to me a sense of beginning
to know them differently. While practitioners usually already had some level of contact
with family members in their role as case manager, what they began describing was a
process of appreciating family members and relationships more deeply and broadly.
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They are just so loving and supportive of Marley. They get really, really close and
see her getting upset and get even more like this (closer), it’s just gorgeous to see’
(Sandra, Mentoring Group, 14 September, 2006).
He’s their little brother and they care about him. It’s good to see that mum
actually copes really well. And well she’s got her own issues at the moment; she’s
got the separation from her partner of 18 years… (Catherine, Mentoring Group,
19 September, 2006).
Getting to know the family of a client through BFT challenged Penny’s existing
views of her client’s mother. This then facilitated a change in the relationship between her
and the mother.
We started off on really ugly terms and that’s not about me as a human being,
that’s about her taste of mental health professionals and I think part of the
process was seeing her as a human being and talking to her outside of crisis, that
was really lovely and then I think she started to trust which I think is really
important (Penny, Mentoring Group, 13 September, 2007).
The practitioners talked not only about their new appreciation of family members
but also discovering new things about their clients. This occurred through family
members directly providing information about the client and through the practitioner
observing their client’s behaviour in a different context.
We also got it wasn’t just auditory it was visual; it was, um, smell and taste. Well
there is no mention of smell and taste in her file beforehand. I found something
new (Sandra, Mentoring Group, 12 October, 2006).
He comes in for the reviews two weekly and then monthly with clozapine and
you’ll ask have you been hearing any voices and he says no but in that session it
wasn’t saying no, so that’s news to me, it was “some days I hear mumbling
sounds,” so it was quite different information too (Bernadette, Mentoring Group,
14 December, 2006).
I was particularly pleased that practitioners were discovering new information
about their clients’ clinical status through BFT. This showed that BFT could contribute to
the clinical assessment of the client. The advantage of family work was immediate and
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occurred while working with the family and therefore immediately re-enforcing of BFT.
A practitioner obtaining new information about clients’ signs and symptoms was also
important because assessment of mental state was a core activity within the team. This
was another example of how BFT could complement a key aspect of the practitioners’
existing clinical role.
A contrasting experience of practice. In giving an account of the practice culture
within the team in Chapter Five, I proposed that the practitioners’ role tended to focus
narrowly on managing and containing the difficulties arising from mental illness. BFT
provided practitioners with a contrasting experience of clinical work. This related to a
contrasting way of working and to what occurred in sessions:
It’s nice to be there actually as a clinician and to think about what I’m doing and
just to sit with the process and to go with the groove of the family. I really like that
and I think that is one of the downfalls of the work that we do here. You don’t have
the opportunity, in some instances to think through, it’s very fast paced and that’s
a real issue of loss for me (Penny, Mentoring Group, 19 September, 2006).
I wouldn’t have had moments as nice as that if I hadn’t done BFT (Bernadette,
Mentoring Group, 12 July, 2007).
Witnessing and facilitating change. Practitioners began sharing their observations
of change occurring in families. These changes could relate to client improvement in
mental health or a change in relationships within the family. These changes were related
to specific components of the BFT model and occurred while conducting BFT with the
family. Noticing changes or receiving feedback from families that circumstances were
improving was highly valued by practitioners and another powerful reinforcement for
conducting BFT.
Clients changing their communication with family members. A common theme
in accounts of a client’s improvement was the client behaving differently towards other
family members. For practitioners who maintained a strong alliance with their individual
client, evidence that the client was being more assertive with other family members was
especially valued.
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That was the good thing that came out of it. The young fellow just put it out there.
“Mum you make me feel like this when you do this” that was amazing, that was a
highlight (Bernadette, Mentoring Group, 14 June, 2007).
They’re conveying messages that they wouldn’t have conveyed in the past by
saying positive things but also in saying some tough stuff and that sort of helped
shift the client’s independence a bit more. Kevin’s a bit more inclined to say a bit
more difficult stuff (to his mother) that he would never have said before (Tina,
Mentoring Group, 11 October, 2006).
Surprising new information for families. When practitioners conducted the
information sharing and relapse prevention components of BFT, they noticed changes in
the understanding that a family had of their relative’s condition. This was surprising for
practitioners in circumstances where the family were already actively involved with their
relative’s care. This suggested there was something about the immediacy and detail of the
discussions about mental illness in BFT sessions with families that offered something
previous forms of educations had not achieved.
They’ve learnt a hell of a lot about their daughter and things that she has gone
through that they had no idea of, even though they’ve lived with her daily with her
illness. One of them that were highlighted last week was that none of them
realized that she actually responded to auditory hallucinations. And they said no,
no that’s not one of your signs … Father said she doesn’t respond to voices … and
when he had to stop and think about it, he turned around to Marley and said “oh
those times when you’re locked in your bedroom and we can hear you laughing to
yourself, is that when you are actually responding?”(Sandra, Mentoring Group,
14 September, 2006).
Changes in relationships. Some of the most noticeable changes were in the
relationship between family members. These experiences of witnessing, creating the
context for, or actively facilitating changes in the way family members related to each
other were relished by practitioners. They gave them a sense that they could positively
influence what happened in families.
Even with that very first meeting with the family, Harry what he said to his wife.
For me it was something that I did achieve something on that first day because it
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was… we did achieve something for the family from Soula’s (the wife) point of
view. She did hear her husband acknowledge the hard work she has done for him
(Mary, Mentoring Group, 11 April, 2007).
He (the father) chose to say something really positive to her (the mother) and she
just lapped it up even in spite of herself because they are divorced. And this was
an issue that was a large part of the conflict between them and he actually said
thank you to her for taking such good care of her son and that he always felt that
he (the son) was being looked after because he knew that she was there
(Bernadette, Mentoring Group, 12 July, 2007).
The practitioners’ experience of conducting BFT provided them with positive
feedback that was immediate and compelling. These process benefits of conducting BFT
contrasted with the more commonly promoted but distal outcome benefits of BFT such as
relapse prevention. As Rogers (2003) points out, preventative interventions have a slow
rate of adoption because individuals find it difficult to see the relative advantage of the
intervention. This is because the benefit is in the future and because the benefit is harder
to appreciate because it is about something, not happening. In a related way, McFarlane et
al. (2001) when reflecting on the factors influencing practitioners’ adoption of
multifamily groups notes the value of different forms of incentives.
Empirical proof, even when emphatically presented to clinicians, apparently is not
as influential as the treatment's philosophy, methods, emotional appeal, feasibility
of implementation, or early experiences in working with families. On the other
hand, it is likely that many of the clinicians who are now successfully leading
multifamily psychoeducation groups would not have implemented this approach if
they or their administrators had not seen improvement in outcomes as a major
incentive (p.941).
If practitioners weigh up benefits and disadvantages of undertaking a new practice
and I wanted to “swing” the decisional balance in favour of doing BFT, practitioners
needed evidence of the benefits. An individual practitioner’s positive experience of BFT
would encourage them to see more families however as practice within the CCT was a
solitary affair, an individual practitioner’s work with a family could remain unknown to
their colleagues. In terms of encouraging practitioners yet to see a family, the sharing of
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the process benefits of BFT was particularly important. Figure 12 shows the role of
promoting the benefits of BFT within the research process.
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Promoting & Sustaining BFT

Act
Practitioners share experiences with BFT in presentations,
articles & informal discussions
Observe
Practitioners begin reporting multiple
benefits of conducting BFT

Plan
Identify opportunities for sharing the
benefits of practicing BFT

Reflect
Are the ‘process benefits’ of BFT for practitioners
important in promoting the model?

Figure 12: Action Research Cycle: Promoting the Process Benefits of BFT

Sharing the good news. I hoped that practitioners’ positive experiences with
families would encourage and sustain BFT, yet there was still a tendency to focus on
difficulties. This was apparent in the Mentoring Groups where, like the meetings with
individual practitioners described earlier in this chapter, the discussion tended to focus on
why practitioners were not seeing families. My sense was that the Mentoring Groups
were vulnerable to becoming too negative.
Despite my naturally “glass half empty” style, I worked hard both in the
Mentoring Groups and in my other interactions with practitioners to maintain an
optimistic stance. One response to the negativity was to acknowledge practitioner efforts
at engagement and to recognise the genuine constraints to seeing families. Another stance
was to try and shift the focus from engaging more families to one of shared curiosity
about why seeing families seemed so hard. The other structural move I made to
compensate for the preponderance of “problem talk” was to agenda time within the
mentoring sessions to talk about successes. This was successful in shifting the balance
towards positivity to the extent that in a review of the Mentoring Groups conducted in the
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second year of the project, the practitioners asked that more time be spent on talking
about the problems they were experiencing.
Agreement that we could focus on problems case managers are experiencing so
long as we kept talking about positive aspects as well (Research Journal, 10 May,
2007).
There were other avenues for acknowledging the good work that was happening in
BFT. Positive stories of BFT were provided by practitioners already engaged in BFT at
the Booster Sessions and in the BFT training program. Practitioners were invited to be
involved in the wider promotion of BFST (described in more detail in Chapter Seven).
This included contributions to a BFST Newsletter developed by the Psychosocial
Research Centre, articles in the wider health care network newsletter, the local newspaper
and the Meriden Newsletter (see Appendix G) as well as co-presenting with me at a
regional and international conference (O’Hanlon & Innes, 2007; O’Hanlon, Perlesz, C.
Harvey & Riess, 2007; Riess, Solomano, Nielsen & Family Representatives, 2007) (see
also Appendix H). These contributions served multiple purposes including recognising
practitioner achievement and helping disseminate information about BFST.
Although formal opportunities to share positive accounts of BFT were helpful, I
became increasingly aware of less formal ways in which practitioners’ attitudes towards
BFT could be influenced by their colleagues. Earlier in this chapter I cited an observation
from my research journal where I noticed keen interest from practitioners in the outcome
of the visit I had conducted with a practitioner. I observed a similar pattern on numerous
subsequent occasions that when two practitioners had just finished a session. They would
discuss what had occurred in the open plan area of the clinic where all of case managers
were located.
The importance of these post-session discussions was that they conveyed energy
and were witnessed by their colleagues. Not uncommonly, colleagues would join in the
discussion, curious to find out what had happened. Although client discussions were
common fare in the open plan area, their positive and lively nature made them stand out
as something different. As I recognised their value, I consciously decided to have those
discussions in front of other practitioners and actively encouraged the informal champions
of BFT to do the same.
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By the end of my time working at the CCT, I realised that practitioners having
positive experiences of conducting BFT was a powerful reinforcement for them
undertaking this new practice. However, to encourage those yet to embark on BFT, it was
just as important to broadcast these benefits and create audiences for the sharing of the
benefits.
Making BFT sustainable. As well as promoting the adoption of BFT by
practitioners, the time limited nature of BFST required consideration of how BFT could
be made sustainable. The integration of BFT within the existing case management role of
practitioners provided one mechanism for making BFT sustainable, though as already
described there were significant limitations to the extent of integration. Even if a high
degree of integration was possible over time, in the shorter term I appreciated that
measures needed to be put in place that would ensure that practitioners had ongoing
supports in doing BFT. Figure 13 shows the process of making BFT sustainable as part of
the action research cycle.

Promoting & Sustaining BFT

Act
Champions position with dedicated
time are established in the team

Observe
Practitioners believe co-working
is critical to their continued use of BFT
Plan
Different options for sustainable
co-working are explored

Reflect
How could co-working
be made sustainable in the team?

Figure 13: Action Research Cycle: Making BFT Sustainable
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Don’t you dare leave us to do this on our own. Co-working was a prominent
issue from the beginning until the end of my time at the CCT and beyond. It was highly
valued by practitioners as a way to learn and conduct BFT. In a mentoring group late in
the first year of the project, in a discussion, I came to appreciate just how critical coworking was in implementing BFT.
I think you need to be very careful about it (clinicians seeing families on their
own) though because if people are left alone too soon, they’ll flounder and then
they’ll stop (Catherine, Mentoring Groups, 19 November, 2006).
People are going into this very comfortable that there is someone going to be
holding their hand. I think that’s the basis on which they will jump into. There will
be that real support. Any whiff of abandonment… (Rachel, Mentoring Group, 19
November, 2006).
Views from abroad. During the project, partners in BFST hosted two groups of
visitors from the United Kingdom with first-hand knowledge of implementing family
interventions in mental health services. In August of 2006, Lynne Roberts, a nurse from
Wales, presented to the research group and to the CCT staff on her experience and
learning from establishing a BFT team in her service. Lynne considered the key
ingredients of success to be strong management support, mentoring (co-work) and
obtaining realistic commitment (one family seen every two weeks).
In April the following year, project partners were visited by Frank Burbach and
Roger Stanbridge who established a family support program in Somerset (Bailey et al.,
2003). This program was well established and had achieved comparatively high levels of
uptake amongst trained practitioners. Their position on co-working was clear: it is a big
ask for workers to see families and to do it after hours. Asking them to do it on their own
is too much.
Although the practitioners at the CCT and our overseas experts had clear views
about the importance of co-working, there were concerns about the viability of BFT being
conducted by two practitioners. Notably, the CCT program manager was concerned about
the cost. Also, from a research perspective, co-working would mean that there would be
less capacity to see families which would therefore impact on recruitment of participants
to the outcome research.
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I think (co-working) will be an important ingredient in sustainability but it is time
expensive and the fear from the manager is that it will create a big time in lieu
problem, roster cover etc. From the research end that fewer families will be seen
because we are using two staff to see one family. Tricky stuff but perhaps if I can
start to articulate some pathways this might help. For example, first four sessions
family seen together (assessment phase) and then joint appointments at set
intervals, first family seen together with staff thereafter reverting to above as
necessary (Research Journal, 6 November, 2006).
Options for sustainable co-working. Despite differing views about co-working
there was shared recognition that it was important for the sustainability of BFT within the
CCT. The two important dimensions to co-working were how co-working would operate
and who could do co-work. One issue was whether co-work would be provided for
practitioners on an ongoing basis or should it only be available to newly trained
practitioners seeing their first family for BFT? Should there be flexibility dependent on a
practitioners expressed need? Should co-working be provided for the first four or five
sessions with a family and then subsequently only as needed?
There were also a range of options relating to who would provide co-working. Coworking between a case manager and treating psychiatrist did occur with the one
psychiatrist working with two separate case managers and families. The psychiatrists we
had trained participated in aspects of BFT, for example information sharing. However, the
time involved for a psychiatrist to conduct BFT was seen as taking them from core
functions such as medication reviews. While they could contribute some opportunities for
co-working the direct cost of their higher salary also meant they were not a sustainable
option for ongoing co-work.
Another option for instituting sustainable co-working was the use of the carer
consultants who had already been trained in BFT. Two broad options seemed possible in
relation to the carer consultants.
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Two alternatives are carer consultants as engagers, bridge builders and start up
partners for BFT vs. Carer consultants as an alternative provider of BFT
ongoingly. My own preference is for the first option because whilst I acknowledge
that carers bring a perspective and expertise that is valuable and complimentary
to that of a clinician, the clinician does have training, knowledge, experience and
position in relation to the clients’ treatment that cannot be provided by a carer
consultant (Research Journal, 17 May, 2007).
At a subsequent meeting with the carer consultants, Lisa and I agreed on a role for
Carer Consultants:
Angela and Jill to look at redefining the carer consultant position descriptions to
allow them to be doing BFT. This covered the territory described earlier in terms
of what the vision is for the cc positions but was resolved quite easily in terms of a
12 month plan for the carer consultant to see a family from start to finish and then
play a bridging role for subsequent families (Research Journal, 21 May, 2007).
Although there was an overtly positive relationship between case managers and
the carer consultants and evidence of collaborative work, when it came to BFT coworking was limited. No families from the CCT were seen jointly and there were only
two instances of any sustained co-work of this kind across the CAMHS. Surprisingly,
there were very few referrals for BFT to case managers from carer consultants despite
them having frequent contact with family members. Although carer consultant time was
increased to facilitate engagement in BFT, this did not result in an increase in BFT related
activity by the carer consultants. Although the reasons for this were never made clear,
their lack of active engagement in BFT limited their value for co-working.
Establishing the champion roles. In the implementation literature the concept of a
champion is used to describe a person within a social network or organisation who
supports a new practice or innovation (Greenhalgh et al., 2004). Rogers points out that
champions may come from a range of backgrounds and with differing levels of formal
and informal power within an organisation (Rogers, 2003). A champion can emerge
naturally or be a created role as part of a deliberate implementation strategy
(Damschroder, Aron, et al., 2009; Damschroder, Banaszak-Holl, et al., 2009; Smith &
Velleman, 2002). In BFST, consistent with the pattern of uptake of many innovations,
including family interventions in mental health, a small group of practitioners
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demonstrated a strong commitment to practising BFT and saw more families than their
colleagues.
The process for establishing “champion positions” in BFST is described in
Chapter Seven which addresses implementation at a team and organisational level. The
scope of these positions extended beyond co-working to include a range of other team
based activities to encourage uptake of BFT. Nonetheless the rationale for establishing the
positions largely grew out of my role in working alongside the practitioners and
recognition of its importance to sustainability and is therefore elaborated here.
The eventual outcome of the process of establishing champion roles was an
agreement from CAMHS to establish two champion positions at both the Southwell and
Greenhill CCTs. It was agreed by CAMHS that the positions would have dedicated time
and that a major part of the role would be to conduct co-work with their colleagues.
I feel we have made really good progress in terms of establishing the champion
positions, with agreement on two 0.2 EFT positions, a position description, a time
line for implementation and some practical ideas about how the roles will be ring
fenced-to stop encroachment by case management duties (Research Journal, 24
October, 2008).

A champion role will be established at each site within the Continuing Care
Service (0.2 EFT at each site). The champion will perform the following duties:


Provide co-work with a case manager with three families (in addition to
their own BFT families from within their own caseload)



Report to CCT staff meeting regarding site based BFST activities and
progress



Contribute to the organisation and delivery of BFT training and Booster
Sessions



Assist the Coordinator in organising and conducting Mentoring Groups



Assist the BFST Coordinator in the promotion and continued operation of
BFST

(Excerpt from Site Champion Proposal draft, October 2008)
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At least two of the practitioners were both capable exponents and enthusiastic
proponents of BFT and had emerged as informal “champions” for BFT within the team.
The establishment of the champion positions in BFST capitalised on this naturally
occurring phenomenon by creating a formal role in the CCT with specific duties and
dedicated time. A key activity within the champion role was to provide “on the ground”
support for practitioners and specifically through being able to co-work with practitioners.
There were other important reasons for proposing the establishment of the champion
positions.
The establishment of champion positions ensured there was dedicated, albeit
modest, resources to support co-work in the team. As the champion was based in the team
they would also be easily accessible in terms of meeting with families and for advice and
support to practitioners at other times. The selection of the champions was based on their
proven ability to conduct BFT. So not only were the champions homophilius in
implementation terms with the group they were seeking to influence they had also
demonstrated credibility with BFT. Being nominated as a champion also provided public
recognition of the practitioner’s achievement in working with families. There was a
further advantage that the positions provided an opportunity for a practitioner to test out
and demonstrate their leadership qualities before taking the bigger step of applying for a
more senior role in the organisation.
Ultimately, Nadine and Sandra were interviewed and appointed to the formal
champion roles. This was an important development in BFST, marking a tangible
commitment to ensuring a level of ongoing support for practitioners in conducting BFT
with families.
Where Did We Get To?
This thesis is based on the use of primarily qualitative research to determine how
to best implement BFT in the CCT. In an action research paradigm the value of this
research is measured as much by what it generates in terms of knowledge about the
process of implementation as it is in terms of the implementation “outcome.”
Implementation success itself has been viewed in a variety of ways (Proctor et al., 2011).
For example, within the PARIHS model, it has been conceptualised as enactment of the
proposed implementation strategy, achievement and maintenance of the new practice and
achievement of the intended outcomes of the practice for the ultimate recipient (Helfrich
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et al., 2010). From another perspective, data in relation to training and the nature and
extent of uptake provides a context and point of comparison with other studies of the
implementation of family interventions in mental health.
Who was trained? Figure 13 below provides a breakdown by profession of the
number of practitioners that undertook BFT training over five rounds of training
conducted between April 2006 and August 2008. This indicates that practitioners from all
professional groups completed the training with nursing and psychology most strongly
represented and occupational therapy and carer consultancy least represented. It is
important to note that all case managers were expected to complete the training. As such,
discipline representation in training represented team composition during my time in the
team rather than a preference by one professional group over another to participate in
BFT training.

Occupational Background
of BFT Trainees N=27

Psychiatrists
Social Workers

2, 7%
7, 26%

2, 7%

Nurses

3, 11%
5, 19%

Occupational
Therapists
Psychologists

8, 30%
Carer Consultants

Figure 14: Occupational Background of BFT Trainees

What was the extent of uptake by those trained? Figure 15 below describes the
spread of uptake of BFT amongst CCT practitioners. The cut-off point adopted for
deciding that a practitioner was deemed to have practiced BFT with a family was a
minimum of three family sessions. This is consistent with the cut off adopted by Fadden
(1997) though much lower than the 10 sessions used by Brooker et al. (2003).
Practitioners’ work with families was recorded between May 2006 and December 2008.
A total of 30 families were seen during this period (This total is lower than the sum of the
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number of families seen by each practitioner because practitioners from the team coworked with some families). Of the 27 practitioners trained, 19 went on to practice BFT
within the CCT constituting an uptake rate of 70% (this figure was slightly higher if
subsequent practice outside the CCT was included). The number of families per
practitioner ranged between 0 and 4. The most common number of families seen per
practitioner was one or two while the mean was 1.3. In terms of the spread of family work
across practitioners, three practitioners were involved in seeing 10 families.
In terms of the impact of time on uptake, the three practitioners seeing three or
more families were trained in the first two training programs conducted in 2006. This
suggests that the greater time available after training enabled these practitioners to see
more families than their counterparts trained later in the project. Although half of those
who did not conduct BFT with a family within the CCT were part of the first training
cohort, three of these individuals left the team within two months of completing training,
limiting their opportunity to conduct BFT.

No. of Practitioners

Extent of Practitioner Uptake

10
8

8
7

8
6
4
2
2

1

0
4 families

3 Families

2 Families

1 Family

0 Families

No. of Families Seen for BFT

Figure 15: Extent of Practitioner Uptake

In comparison. The mean number of families seen following training was at the
lower end of the range identified in implementation studies which was between 0.9 and
4.25 over periods ranging from 12 months to six years. While it is not clear what role the
more limited diagnostic criteria of schizophrenia played, practitioners certainly believed
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that more families would have been offered BFT if the criteria for intervention had been
more broadly based. Interestingly, the findings were most similar to those of the two
earliest implementation studies conducted in Australia and the United Kingdom in terms
of the mean number of families seen by practitioners and the proportion of practitioners
who did not see a family. Consistent with other implementation studies the numbers of
families seen were not distributed evenly across the practitioner group. Three
practitioners (11%) conducted BFT with 30% of the families however this represented a
less dramatic skew than in both the Kavanagh study (Kavanagh et al., 1993) (where 14%
saw 57% of families) and the Fadden study (8% saw 40% of families) (Fadden, 1997).
This result may be more significant because in BFST all practitioners in the team were
expected to undertake training and practice BFT.
Conclusion
My presence and availability in the CCT provided opportunities to work
alongside, understand and challenge practitioners as they began trying to conduct BFT
with families. The first step in that process, identifying and engaging families was a
particularly challenging as practitioners struggled to find families who they considered
suitable for BFT. As families began participating in BFT, co-working became
increasingly important to the implementation process. Overtime, the emphasis of my role
shifted to working out how BFT could be sustained in the team. A number of facilitation
and implementation support strategies were able to be utilised in the context of my
embedded role in the team.
My co-working role allowed me to observe a phenomenon rarely described in the
literature − practitioners experiencing high levels of anxiety when conducting BFT. This
anxiety related to being with multiple family members (as opposed to an individual) in an
emotionally charged environment, while at the same time having to remember the steps of
the BFT model. In implementation terms, this points to BFT being perceived by
practitioners as having the characteristics of relatively high complexity and risk. In terms
of relative advantage of BFT, while the evidence supporting its efficacy may have
initially been important, experiences such as witnessing and facilitating change offered
the most immediate and observable advantages over existing case management practice.
In terms of the characteristics of the individuals adopting BFT, some practitioners
had knowledge and skills that aligned well with the requirements of BFT, such as
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knowledge of behavioural approaches. For other practitioners, more acculturated to the
team, BFT did not align easily with their values such as the value of working individually
with clients. Yet such characteristics did not appear to exclusively determine the extent to
which practitioners adopted BFT. This supports the concept that implementation
components, such as characteristics of the intervention and the characteristics of the
individual adopters, need to be viewed as operating interactively rather than in isolation.
It also suggests that other elements of the “implementation puzzle” are important to
uptake of a new practice.
Co-working, as a component of the implementation process, was another critical
ingredient in understanding the extent to which BFT was adopted by practitioners within
the team. Co-working allowed practitioners to have the practice modelled for them and to
trial BFT in a supportive context. In implementation terms, co-working could be seen as a
vehicle for coaching and other forms of implementation support. To an extent it addressed
the already mentioned disincentives to practicing BFT. It is also an example of the
proposition by Fixsen et al. (2005) that there can be a compensatory relationship between
implementation components. For example, the fact that training in BFT is brief
(compared to training programs in family therapy) may have been offset to a degree
through the provision of intensive individual and peer support provided through coworking and the Mentoring Groups.
Another emergent and critical aspect of the implementation process, involved the
collection and analysis of data to understand existing practice, influence practitioners and
make implementation decisions. These processes could be seen as related to strategies
used to improve the quality of an existing practice usually described as audit and
feedback (Ivers et al., 2012; Jamtvedt, Young, Kristoffersen, O'Brien, & Oxman, 2006).
Client registration was used to confirm the availability of a significant pool of clients who
could benefit from BFT. Subsequently, analysis of client registration and contact data in
the Relative Invisibility study revealed low levels of contact between families and
practitioners for a group of clients who were living with their families. This lent support
for a link between existing levels of family-practitioner contact and the identification and
engagement of families. A further data-based strategy involved tracking the reasons given
by clients and families for declining BFT. This suggested that families often did not see
the need for BFT and that this was probably based on a pessimistic view by families
about the prospects of change or a concern that BFT might unsettle client stability.
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The Family Assessment Process was an implementation strategy that was
developed directly from observation of the contrast between practitioners who were more
and less successful at incorporating BFT and the analysis of the extent of practitionerfamily contact. While having some initial positive impact, this process was difficult to
sustain. Similarly, attempts to integrate BFT with case management had some success but
questions still remained about the viability of combining these roles. More positively, the
establishment of a practice champion position within the team provided an avenue for
sustainable co-working and lends support for the value of champion roles (Damschroder,
Banaszak-Holl, et al., 2009). A unique feature of BFST was formalisation of the
champion role for those individuals who emerged as capable BFT practitioners and
enthusiastic proponents of the model within their team.
A further feature of the implementation process relates to my role as the purveyor
of BFT (Damschroder, Aron, et al., 2009). Whilst I had some characteristics which were
homophilius with the practitioners such as being a social worker and having previously
worked in a case management role in their team, I was seen as different to them by virtue
of my experience in family therapy and being part of a specialist service (Rogers, 2003).
This may have contributed to the difficulties in the practitioners moving to a point of
practicing BFT without my involvement.
Finally, compared to overseas studies the level of uptake per practitioner trained
was at the lower end of the spectrum although it appears that in BFST a greater
proportion of practitioners trained commenced BFT with a family. The finding that even
the most “successful” practitioner in the team saw only four families and 30% of those
trained did not see a family suggests that there are limits on uptake that are not amenable
to change even with intensive implementation support to practitioners.
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Chapter 7: EAR in Action: Working with the Organisation
The role of the team and wider organisation is critical to implementation because
it is the context which enables or constrains the use of a new practice by individual
practitioners. The organisational context is an important domain in almost all
implementation models. At a practical level, changes are typically required in the way a
team and organisation operates if the new practice is to be successfully incorporated.
Working at the level of the CCT and the wider CAMHS was an important focus of the
BFT implementation plan and of my role.
In a format similar to the previous chapter, the findings are grouped according to
domains of action research undertaken in BFST rather than in chronological order. I make
use of service leaders’ post hoc reflections at different points in these cycles to provide an
account of what transpired after action was initiated and to enrich the learning arising
from each cycle. I also make reference to relevant literature.
My Role in the Team and Wider Organisation
In my family practice consultant role within the CCT, I worked directly with
practitioners and at a broader team level. The main avenue for my involvement in the
team was the Family Practice Working Group (FPWG) (see Chapter Four). This group
met regularly over the course of my time in the team. I also had many separate impromptu
meetings with the program manager and team leader outside the FPWG. I was invited to
attend staff meetings and on occasion other existing team forums.
My dual role as Implementation Coordinator meant that I had met with the Area
Manager and Director of Clinical Services through the BFST Governance Group.
However this group met infrequently over the course of the project. The BFST Research
group enabled further contact with the Director of Clinical Services who chaired this
group. I had numerous impromptu meetings with the Director of Clinical Services but
only occasional contact with the Area Manager outside formal meetings.
Assimilating BFT within the CCT
My work with practitioners highlighted the importance of integrating BFT with
case management activities to reduce the additional workload burden of BFT and to make
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it a core rather than optional activity. A key challenge at the organisational level was to
extend this integration to the important administrative and clinical processes operating in
the team. In models viewing implementation as occurring in stages, these assimilation
activities are usually seen as later stage processes, described variously as full operation or
routinisation (Greenhalgh et al., 2004). In BFST, however, these activities commenced
well before BFT was being practiced on any scale within the team. As such, these
activities were more about establishing BFT as a legitimate clinical activity rather than
about confirmation that BFT had been fully implemented. In some ways the term
“facilitative administration” more accurately captures activities that created a pathway for
BFT to be practised within the team.
In BFST there were three main areas where action was taken to make BFT part of
the operation of the CCT: the documentation of BFT, the development of a clinical
pathway for BFT, and the inclusion of family contact data in routine reporting.
Documenting BFT. An important dimension of integrating BFT into the work of
the CCT was documentation of the work being done with families. As well as serving the
functions of recording a client’s treatment and aiding communication between
practitioners, documenting practice served a management and medico-legal accountability
function. For BFT to form part of clinical practice, it needed to “find a place” in the
system of clinical documentation within the team.
If it’s not written down, it didn’t happen. In my time in mental health, it was
common to hear the phrase “if it’s not written down, it didn’t happen” to emphasise the
importance to practitioners of documenting their clinical practice. As described earlier, in
the CCT, documentation of clinical practice is both highly valued and viewed as
burdensome. The introduction of BFT created uncertainty about where and how the work
would be recorded. This was seen as complicated because BFT came with its own suite of
assessment schedules that, as a record of client contact, needed to be housed somewhere
in the file. The recording of BFT in client files also highlighted a longstanding ambiguity
within Victorian mental health services about the recording of family member details,
including conversations between family members and practitioners, in a client’s file. The
issues of documentation were identified in the early FPWG meetings by the team’s lead
consultant psychiatrist before the first group of practitioners had been trained.
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Rajeev also identified a number of other implementation issues such as
documentation (Excerpt from FPWG Minutes, 30 March, 2006).
The documenting of BFT became a more urgent issue within the FPWG as
families started to be seen for BFT. Both inside the FPWG and informally there were
discussions about a range of issues. Should the work be recorded in the client’s file or
should separate family work files be kept? Where in the file should BFT documentation
be kept? How would family member information be “safe-guarded” given that their
information might be stored in a file belonging to another family member (the client)?
I had previously conducted training in relation to confidentiality and recording of
family member information1. While I considered it necessary to address these issues, I
also felt that concerns about where to record BFT were over-stated. To some extent I
experienced the discussion about these issues as evidence of the bureaucratic culture of
the team and viewed them as a distraction from the central issue of practitioners doing
BFT. The concept of paper implementation has been used to describe developing new
policies and procedures to establish a new practice within an organisation, often without
attention to whether the practice is occurring or delivering benefit to the end user.
However, I came to appreciate that from an implementation point of view
addressing the documentation of BFT was necessary and important. In a relatively
straightforward way, documenting BFT in the file was helpful in making BFT visible to
all practitioners who read the file whether they were a case manager on duty, a
psychiatrist reviewing a client’s medication, or a new practitioner meeting a client for the
first time. In another way, lack of clarity about where to record information created
uncertainty for practitioners when doing BFT. This ran the risk of BFT being seen as
complicated or simply not fitting with usual practice. Figure 16 shows the role of
addressing the documentation of BFT in making it part of the team’s operation.

1

In 2005, I co-developed and delivered a Statewide training program called ‘Being Confident with

Confidentiality’ for Victorian publicly funded mental health services.

199

Assimilating BFT within the Team

Act
Guidelines for documentation of BFT
developed

Observe
Documentation is highly valued in the
team
Plan
Need to provide clear
documentation of BFT in files

Reflect
Will lack of clarity about documentation
of BFT inhibit uptake?

Figure 16: Action Research Cycle: Documenting BFT

Documenting how to document. Discussion about recording of BFT occurred
over a series of FPWG meetings. Despite not prioritising the discussion about the
documentation of BFT highly, in the end I was pleased by both the process and the
outcome. Significantly, the issue was driven by practitioners and effectively addressed in
the FPWG.
There was a clear consensus that this information should be kept in the client file
as the client’s relationship with the service was the reason that the family were involved.
There was further agreement that this information would only be marked FOI (Freedom
of Information) exempt on an as needed basis rather than routinely. The idea of setting up
a separate family section in the file was proposed. This would enable the formal
assessments to be kept in the one easily accessible place (Excerpt from FPWG Minutes,
15 June, 2006).
Action: It was proposed that Assessment pro forma be filed in the correspondence
section of the file and that each family contact be recorded in progress notes. A
structure for recording family contact was suggested to facilitate consistent
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recording and use of a “Behavioural Family Therapy” stamp to mark these
entries (Excerpt from FPWG Minutes, 10 August, 2006).
I formalised the decision of the FPWG by developing a document titled “Proposed
Guidelines for File Recording of Behavioural Family Therapy” which gave direction
about how to record BFT contact and file BFT related documents (see Appendix I). These
guidelines were then distributed to practitioners. Discussion about documentation did
continue over the course of the project, including about whether to amend BFT forms to
bring them into line with the CAMHS formats. However, from my perspective, that the
issue of documentation was no longer a barrier to doing BFT was perhaps a small
indicator that BFT was “finding its place” within the operation of the team.
What to change first? Policy or practice? In reflecting back on the significance of
addressing documentation, I wondered about the extent to which attention to these issues
facilitated or distracted from implementing BFT. In particular there is the question about
whether administrative processes such as documentation need to be changed to enable the
introduction of a new practice or whether the focus should be on achieving practice
change first and then changing organisational processes to accommodate the new
practice. From a cultural perspective, it could be argued that documentation was so highly
valued that failure to address this issue may have inhibited practitioner uptake of BFT.
Lisa’s view as the Director of Clinical Services echoed my own sense that a focus on
administrative processes before introducing a new practice could divert, may slow down,
or even stall implementation. Moreover, in BFST it would have been difficult to know
exactly what needed to be changed until BFT was actually being practiced in the team.
I don’t think one needs to get all the paperwork right let’s say or all the
assessment and entry systems for a CCT, or wherever, which ever part of the
service you are actually doing this. I think in a way the need for those things
becomes obvious as you go. I think it will be too easy to procrastinate and delay. I
see other projects take two years just getting the form right or whatever…… (Lisa,
Individual, Looking Back Interview, 1 March, 2010).
Putting BFT on the clinical pathway. Although clarity about documentation
ensured that BFT was recorded and recognised, it did not address the issue of where it
fitted in the key clinical processes of the CCT. A defining feature of the implementation
approach in BFST was that BFT was being implemented at a team level rather than
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through the training of a few selected practitioners. As such, BFT needed to be linked
with the key processes involved in providing treatment and care within the team including
allocation and review meetings.
Where does BFT fit? The linkage of BFT to clinical meetings was important
because articulating a clinical pathway for BFT created a formal and symbolic
recognition that BFT was part of clinical care. Practically, given the problems of
identification and engagement of families for BFT, it was also important BFT be
considered at every point in the clinical pathway.
A systematic process for identifying clients who met the criteria for inclusion and
who might benefit from BFT was needed. This was important at intake for newly referred
clients because BFT could be introduced as part of what would be offered through case
management rather than as something added later. The advantages of making
consideration of BFT part of clinical pathways were not limited to new clients. The
clinical review meetings reviewed all clients’ individual service plans. If BFT was
considered at this point in clients’ care, then this made it more likely that clients and
families who might benefit from BFT could be identified.
A further advantage of articulating how BFT would fit with a client’s clinical
pathway related to the case allocation process. This was relevant because case managers
were reporting difficulties in identifying clients from their existing caseload. The point at
which clients were allocated to case managers provided an opportunity to match clients
who might be likely candidates with case managers looking to commence BFT. In
addition, once a potential candidate for BFT had been identified and made known to the
BFST co-ordinator this offer could be tracked and a potential co-worker for conducting
BFT could be allocated. Figure 17 depicts the research cycle with respect to putting BFT
on the clinical pathway.
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Assimilating BFT within the Team

Act
Clinical flowchart developed to enable
routine consideration of BFT
Observe
BFT needs to be part of core clinical
processes

Plan
Need to provide a clear & documented
pathway for consideration of BFT
Reflect
Will a clinical pathway institutionalise
BFT & increase uptake?

Figure 17: Action Research Cycle: Putting BFT on the clinical pathway

Development of the BFT Flowchart. Penny, the CCT Team Leader, took the
initiative in drafting the initial flow chart (see Figure 18). I provided comments that
included removing reference to my name and substituting the term BFST co-ordinator to
give the document a life beyond my presence in the team. The Flow Chart clearly
described where BFT fitted in relation to clinical processes in the team.
A subsequent refinement was to make the chair of the clinical review meeting
responsible for asking whether BFT had been considered in relation to the client rather
than the original, less clear, process of “peer discussion.” The proposed question also
shifted the onus onto the practitioner to justify why BFT would not be offered to the
family.
The importance of ensuring Behavioural Family Therapy was being considered at
the level of Clinical Review was reiterated. Here it was suggested that the Chair
of Clinical Review assume responsibility for incorporating a routine prompt
during ISP presentations (e.g. “what would prevent you from offering BFT to this
family?”)(Excerpt from FPWG Meeting Minutes, 12 April, 2007).
BFT as routine rather than discretionary offering. It was difficult to isolate the
impact of the flow chart on the rate of identification of clients and families for BFT. On
reflection, in some ways the document was less important than the process of developing
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it which involved the FPWG in a discussion about how BFT could be made part of
routine service delivery in the team. My sense was that the development of the flowchart
generated a longer term incremental benefit by helping to institutionalise BFT as part of
clinical care. Susan, a discipline senior, emphasised the importance of making BFT part
of the provision of routine care at the point of entry into the service rather than a
discretionary choice:
Well I think it’s starting with people as soon as they walk through the door the
first time, I think that’s when it’s got to be offered to them. And it’s got to be
offered to them in a routine way, say “this is the way we work here,” not “would
you like it?” (Susan, Individual, Mid-project Interview, 15 February, 2007).
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BEHAVIOURAL FAMILY THERAPY FLOWCHART
Completion of the Behavioural Family Therapy Training
↓
Identification of potential families suitable for Behavioural Family Therapy to be determined
by:


The treating team reviewing registered clients,



The Program Manager, Consultant Psychiatrist or Team Leader during the allocations
process,



The Carer or Consumer Consultants, and through



Peer discussion at Clinical Review.
↓

Discussion of potential identified families with the Behavioural Family Therapy Coordinator.
Here, a co-therapist could be identified as appropriate. Co-therapists could include the case
manager, treating doctor or carer consultant.
↓
Discuss the rationale for this proposal with the registered client (or other family member as
appropriate) in an attempt to secure their agreement to a family meeting to discuss family
work.
↓
Meet with the family to explain the family work (including frequency, venue and timing) and
obtain their agreement to participate. Obtain consent from client and family members for
BFST researcher to contact the family to discuss participation in the research.
↓
Clinician provides ongoing family work and attends the monthly mentoring group session to
receive support and guidance regarding family work. Clinicians consult BFT Coordinator for
individual advice or assistance as required.
↓
Negotiate termination of therapy with the family once active training is complete
(From document “Behavioural Therapy Flowchart” 18 December, 2006, see Appendix J)

Figure 18: Behavioural Family Therapy Flow Chart
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Making family work measurable. As part of my embedded role in the CCT, I
was given an internal email address and received all of the information being sent by the
team leader and program manager to the team. I was struck by a monthly report titled
“Southwell CCT Key Performance Indicators” (see Appendix K). This report detailed
activity over a range of aspects of clinical practice. For example, there was reference to
the number of duty calls, the number of clients assessed, how many clients had been
accepted for care, discharges and average caseloads. While unsure about the extent to
which the practitioners read and were influenced by these reports, they provided a clear
feedback loop to practitioners about their work and their workloads.
How do we count family work? In a sense, the Key Performance Indicators (KPI)
report by its very name reflected what activity was deemed to be important within the
team or at least by the team’s manager. I noticed that although there were data about the
number of clinical contacts, there were no data about family related contact. I saw that
there was an opportunity to have family related data included in KPI reports. Firstly, this
would lift the profile of family related activity in the service, afford it the status of a KPI
and as a consequence promote that it was core rather than peripheral activity. Secondly,
although the data measured family related contact more generally and could not specify
whether BFT was being delivered, it could potentially pick up on changes occurring as a
result of the introduction of BFT.
Incorporation of family contact data generated via RAPID in annual key
performance profile of MCCP. It could help appreciate the change in the frequency of
family contacts over a period of time to understand the trend direction and the level of
family involvement. Plan: need to discuss this further with Deidre (data access) and Tony
(program manager). (Excerpt from FPWG Meeting Minutes, 10 May, 2007)
My growing awareness of the implementation literature had highlighted the
importance of measuring changes in practice. The process of feedback is defined by
Fixsen et al. (2005) as “a regular flow of reliable information about performance of
individuals, teams, and organizations acted upon by relevant practitioners, managers, and
purveyors” (p12). It is considered as an important element in most implementation
frameworks and has been studied separately as deliberate implementation strategy under
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the description of “audit and feedback” as a strategy to improve professional practice in
health care settings (Ivers et al., 2012).
A clear measure of the extent of family contact as reflected in the KPI report could
provide the practitioners and the team leadership with one indicator of whether the
amount and nature of family contact was changing as a result of BFST. This could help
inform implementation support efforts either by providing an opportunity to acknowledge
and reinforce desired behaviour (doing BFT) or flagging that BFT was not occurring and
that corrective changes to support the work were needed. Figure 19 depicts how family
contact was made part of KPIs in the context of the research process.

Assimilating BFT within the Team

Act
Family contact data
included in regular KPI reports
Observe
Practitioner receive monthly KPI reports

Plan
Propose inclusion of family contact
data to Program Manager
Reflect
Will inclusion of family contact data raise
status of BFT to Program Manager?

Figure 19: Action Research Cycle: Making family work measureable

Making family contact part of KPI Reports. I proposed incorporating family
contact in KPI reports and this was supported by those at the FPWG meeting. I agreed to
meet with the program manager, Tony, to request that family contact data be recorded in
the monthly KPI report along with a range of other measures to support implementation
of BFT.
Met with Tony program manager who essentially agreed to support just about
everything that was put forward from the implementation group which included
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BFT person of the month



Family work contact to be included in monthly reports



Sharing the letter of support from the chief psychiatrist



Convening a half day booster forum for BFST



Attending a senior management group meeting to report back

(Research Journal, 24 May, 2007).
Three months after this meeting, following a further prompt from me to the
program manager, family contact data were included in the monthly KPI reports on an
ongoing basis. This was located at the bottom of the KPI report and included a breakdown
of RAPID family contacts relating to the: client and family; client, family and others; and
family only. I did not envisage that the family contact data would necessarily have an
immediate impact on the uptake of BFT in the team but I did believe that it was another
step towards bringing family related activity in the team away from the periphery and into
the core of the team’s work.
Responding to Barriers and Road Blocks
At an organisational level, while we enjoyed a degree of success in incorporating
BFT into the CCT, there were also significant obstacles to BFT being assimilated within
the team. These were the team’s operating hours and staff turnover.
Changing the team’s operating hours. As noted earlier, BFT required
practitioners to work outside usual business hours to enable access to working family
members, and this became an important issue within the team.
Working Nine to Five. The opening hours of the CTT, 9.00 to 5.00pm, Monday to
Friday, were not well suited to the needs of clients who were working or trying to re-enter
the workforce or for working family members. This was a particular concern as, while
clients or family members could usually arrange to leave work early for a one-off
meeting, this was more difficult on a regular and extended basis that was required in BFT.
At a half day forum for managers and leaders conducted with Dr Grainne Fadden and
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Chris Mansell from Meriden, working hours were identified amongst two other issues as
important implementation issues.
Manager half day forum with Grainne and Chris is well attended by medical staff
and program managers. Constraints of working hours, safety, and use of cars
identified as real issues for implementation (Research Journal, 24 April, 2006).
I initially understood the problem in relation to operating hours to be one that was
imposed on practitioners by the organisation. Clearly the way forward in this context was
to have management permit the practitioners to work beyond 5.00pm. Two main
proposals were discussed in the FPWG and at the Governance Group to address the issue
of afterhours work. One proposal was for the clinic to open after hours for one night a
week. This would assist clients who were returning to work and would allow families to
be seen at the clinic for BFT. This proposal was more complex than it appeared because
of health and safety concerns about minimum staffing levels. Over the course of my time
at SCCT, it continued to be discussed but was not enacted.
Agreement to allow work outside business hours. An alternative to opening the
clinic one night a week was for practitioners to be able to work after hours as long as this
occurred at a client’s home. This arrangement was more acceptable partly because it
avoided minimum staffing level issues inherent in opening the clinic after hours.
After hours work had implications for the payment of practitioners. The use of
overtime payments, though available for some teams in CAMHS, was not considered an
option for the CCTs. This then required the use of time–in-lieu (TIL) arrangements where
staff working after hours would accrue time on an hour for hour basis.
The proposed changes were considered an industrial issue since they involved
staff working conditions. This required consultation with the Human Resources
Department of the wider hospital system but this happened without difficulty. The
proposal to allow home visiting after hours was adopted and agreed to by the staff group.
The intent was that these arrangements would be formally documented as part of an
industrial “change impact statement” though to my knowledge this part of the process
never occurred.
Although the proposal for afterhours work was relatively complicated, most of
this was negotiated by the wider service manager and program manager. We were pleased
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to hear at the FPWG that this barrier to uptake of BFT had been taken seriously by the
service and a workable, if not ideal, solution had been found; staff could work overtime
some days of the week and build up TIL, although they would not be paid overtime.
Figure 20 shows the process of changing team operating hours within the action research
cycle.

Responding to Barriers & Road blocks

Act
Agreement negotiated for providing
limited after-hours service
Observe
Team operating hours are a barrier
to family participation in BFT

Plan
Need Options for after-hours
practice explored

Reflect
How could operating hours be changed to
allow for after-hours practice?

Figure 20: Action Research Cycle: Changing the team operating hours

A matter of policy or personal preference. Creating the space for after-hours
work did not mean that seeing families after hours would occur without difficulty. I
initially believed that practitioners would be willing to see families after hours were it not
for a restriction imposed by the organisation. However, an interaction with a practitioner
who was leaving the team provided me with a clue that working outside business hours
was not just a matter of team policy:
I had a kind of informal exit interview with one of the nurses who is going to the
MST – she liked the supervision and the actual work with the family. She also said
the file recording and workload issues were not really an issue. She found the
after-hours work daunting (we never went beyond 6.00pm with the family but this
was clearly off putting to her) (Research Journal, 25 January, 2007).
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Working within business hours was both an “imposed” policy but also an aspect
of team culture valued by many of the practitioners. When I realised this, I also
appreciated that a change in this policy would not automatically lead to practitioners
wanting to work after hours or to a rapid increase in uptake by the practitioners.
Not so fair or easy. The use of TIL to manage work outside of hours also had
difficulties as staff did not always feel it was fair. Penny as Team Leader, for example,
saw it as unfair and an indication that the organisation was not fully supporting
practitioners to practice BFT:
(There) are some people who feel as though they’d like to offer out of hours work,
but why should they if they're just going to get time in lieu….If CAT (crisis
assessment team) gets paid for overtime, why can’t CCT? So it feels as though
some people are feeling as though this is an expectation that there are constraints
that are being placed on them and think that if they're (management) serious
about clinicians doing the work, then there needs to be meeting half way. (Penny,
Individual, Mid-project Interview, 14 February, 2007).
Tony identified a further concern about the use of TIL as a means of facilitating
after hours work. He hinted at reticence on the part of some practitioners to approach him
about making use of TIL provisions:
So the people that have actually taken the step and are doing it are feeling more
and more comfortable. I think maybe it’s a bit of me but maybe it’s a bit of them
as well, but perhaps a bit more reluctant at the start or is it going to be okay if I
have this time off and how am I going to negotiate it and all that sort of stuff
(Tony, Individual, Mid-project Interview, 7February, 2007).
I recognised that while I had early success in having an organisational barrier
removed, there were other layers to this issue not so easily resolved. These related to the
culture of the team, the perception that the CCT was not treated like other teams, and the
nature of the relationship between practitioners and the program manager.
Responding to staff turnover. I described in Chapter Five a relatively high level
of staff turnover that was an accepted reality of the operation of the CCT. In the context
of efforts to promote uptake of BFT, the impact of staff turnover was for me personally
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one of the most daunting and dispiriting aspects of the project and amongst the most
challenging to address.
A black cloud. The impact of staff turnover was present from very early in the
project when three months after the first round of training, two practitioners who had been
trained left the team. Although staff turnover was an inevitable reality of the CCT, it
meant that practitioners trained in BFT were lost to the team and that there was an
increased workload for those that remained.
When I looked at what had happened to our cohort of BFT trained staff, I
confirmed that they were “caught up” in the turnover of staff. For example, of the 27
practitioners from CCT trained between 2006 and 2008, eight had left the team during
that same period. Moreover, seven of the eight had done so in the calendar year following
being trained
When a staff member trained in BFT left, this reduced the team’s overall capacity
to offer BFT. The flow on effect on remaining practitioners of increased workload and
disruption to the relationships between client and case managers also had important
implications. Clients who were temporarily allocated to another case manager, tended to
receive a minimal service. Because the arrangement was viewed as temporary, there was
also little interest in building the case manager-family relationship that might sow the
seeds for later engagement in BFT. By early in 2007, I began to appreciate the extent of
the impact of staff turnover on BFST.
Staff turnover could kill this project! Not only do we lose a person who could see
families but whole caseloads are in transit which leads to staff taking on clients
temporarily and engaging in holding rather than change orientated work. It also
means families are even less likely to have a connection-relationship at arm’s
length! (Research Journal, 25 January, 2007).
During the project, the team leadership also identified staff turnover as a critical,
and surprisingly unanticipated, issue in the project. They identified the potential for
turnover to affect the project and threaten the viability of the Mentoring Groups. The
issue of staff turnover was so important for the program manager that he raised the
question of whether the CCT was the best location for BFST.
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I sometimes wonder, in hindsight, even though I can see the benefits, I’m
wondering whether CCT is the right place to start, … I’m wondering whether
another service like MST for example, smaller more contained longer term clients,
more likely to have carers around (Tony, Individual, Mid-project, Interview, 7
February, 2007).
Staff turnover that’s huge, much bigger than what I anticipated and you’ve got
people who are being trained then leaving … It just feels as though there’s a
break in the momentum. You need to reorientate people to the process, you need
to recommence training. This impacts on the group for example, the mentoring
group by not having faces in the group. (Penny, Individual Mid-project Interview,
14 February, 2007).
A thin silver lining? Despite the pervasive negative effects, there was an upside to
staff turnover which was that new practitioners came into the team. New staff often
brought a fresh perspective and new energy. This is congruent with Fixsen et al.’s (2005)
perspective that includes recruitment as part of their implementation framework. They
argue that recruitment of suitable staff can facilitate the implementation process.
Importantly, new staff arrived in a team where working with families and doing
BFT was becoming the norm. This effect was stronger later in the project when a number
of families were being seen and changes to organisational processes had occurred. The
expectation that, as a member of the team, you would be working with families was
present from the outset rather than something that needed to be negotiated. At the level of
the client-practitioner relationship, the introduction of a new case manager to their
caseload also created a juncture or punctuation in a client’s care where discussions of how
clinician and client work together “naturally” occur. This provided an opportunity to
introduce a new way of working together such as BFT.
Another “silver lining” of staff turnover was also noticed by the program manager
who saw a benefit to the wider service when a practitioner transferred out of the CCT to
another program within the wider area service.
Even the one person that actually has left our team and gone to another team and
is continuing their work … So that is a key ingredient to the future, you know, is
what we want to head to, so you’ve got people moving across teams and doing
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some cross team stuff. That’s a great benefit (Tony, Individual, Mid-project
Interview, 7 February, 2007).
My largely painful experiences of staff turnover prompted me to search the
literature to see whether the relationship between staff turnover and implementation had
been researched. I discovered two studies examining the impact of staff turnover on the
implementation of psycho-social interventions in mental health in the United States.
Consistent with my experience, it concluded that while there were some advantages of
staff turnover, the effect on both fidelity and penetration (extent of client use of the
intervention) was more often negative (Woltmann et al., 2008). Although not evident in
BFST, there is some evidence that the introduction and post training support of evidencebased practices may reduce staff turnover (Aarons, Sommerfeld, Hecht, Silovsky, &
Chaffin, 2009). The process of responding to staff turnover is shown in the context of an
action research cycle related to barriers and roadblocks in Figure 21.

Responding to Barriers & Roadblocks

Act
Apprenticeship model adopted

Observe
Staff turnover reduces capacity to see families
and affects morale

Plan
Newly appointed practitioners immediately
start BFT with trained colleague
Reflect
How can impact of staff turnover be
mitigated?

Figure 21: Action Research Cycle: Responding to staff turnover

The apprenticeship model. An obvious response to the issue of staff turnover was
to try and understand the reasons that staff left and to address them. Yet as with many
issues of this type I realised that the scope for these issues to be addressed within BFST
and within the timelines of the project was limited. Just as the team “managed” staff
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turnover, we had to “manage” the impact of staff turnover on the uptake of BFT. The
main strategy for doing this was the adoption of what came to be known as “the
apprenticeship model.”
Implementation update: apprenticeship model could be considered to facilitate
new staff members to participate in BFT at the earliest. New staff members who
are waiting for training could be supported by BFT coordinator and other
experienced colleagues to begin BFT session in a joint fashion (FPWG Minutes,
10 May, 2007).
My colleague, Dr Peter McKenzie, the family practice consultant (FPC) at
Greenhill CCT proposed the apprenticeship idea. This involved new practitioners working
alongside an already trained practitioner or the FPC prior to them being formally trained
in BFT. In this way, one of the consequences of staff turnover could be minimised. Rather
than newly appointed practitioners having to wait months before commencing BFT
because they had not yet completed training, they could participate in BFT soon after they
commenced work within the team. As such they would be “socialised” to the idea of
seeing BFT as part of routine practice. This could also help them see opportunities for
BFT with new clients before patterns of engagement with their clients had become
established. In addition, there was an intended benefit that new practitioner’s actual
experience with families would help them make better use of BFT training when it did
become available.
The apprenticeship model was adopted at the CCT and in my time with the team
was used with one or two newly appointed practitioners. Like most of the strategies
designed to address barriers to uptake, it appeared helpful to a degree. However, BFT was
just one aspect of the role a newly appointed practitioner had to understand amongst
many others. I heard from the team leader and program manager that new staff needed
time to be able to get on top of the basic aspects of their new role and that we needed to
be careful to not overload them by introducing BFT to them too early.
Amelioration rather than solution. When the service leadership reflected back on
BFST, they rated staff turnover as one of the largest barriers to uptake of BFT and one
only partially mitigated by strategies such as the apprenticeship model.
Lisa spoke tellingly about the unanticipated and absolute impact of staff turnover
that, unlike other factors, might not be amenable to influence. She also saw the
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apprenticeship model as a less than satisfactory solution to the problem with concerns
about “apprentice” practitioners being ill equipped to do BFT and about practice
“drifting” from the existing model.
I think although the time and effort is in the literature and was talked about day to
day, I think that is a relative one depending on some of the other factors, so I think that
can be moderated, but if somebody gets trained and then leaves and then somebody else
comes who isn’t trained, that’s pretty much an absolute.
… We’re sort of trying to get around it by the apprenticeship model, but my
concern about that is that people aren’t as quickly and as easily equipped to deal
with different things that may come up and therefore don’t have the level of
competence and skills that they should have from the bona fide training, and also
they can get model drift with the apprenticeship model if they haven’t actually had
the training (Lisa, Individual, Looking Back Interview, 1 March, 2010).
Managing the Process
In this section I focus on the way in which I enacted my role within the team and
wider service, and how I managed my relationship with the service. As such, it is a more
personal or “drivers’ seat” account of my embedded role within the service and draws
more heavily on my research journal. In terms of the implementation literature, this
section could also be seen as addressing the process aspects of the facilitation role. A
recent review of the concept and meaning of facilitation identified “relationship building
and communication” as one of five commonly identified strategies within a facilitation
role (Dogherty et al., 2010).
Finding a focus. In my family practice consultant position I had a broadly defined
role that involved working with practitioners in providing BFT. Over the course of the
project this role was “(re)interpreted and operationalised” by me in a way that I thought
would best support the practitioners in adopting BFT. This involved many macro and
micro decisions within the action research cycle. Similarly, as I operationalised my role I
needed to make decisions about how to best use my time in implementing BFT within the
CCT and the wider service. This involved consideration of how widely or narrowly to
focus my implementation efforts.
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Which meetings matter? My role as Implementation Co-ordinator for the wider
project, encompassing the CCT at Greenhill as well as at Southwell necessitated that I
attend the Governance Group in addition to the FPWG for Southwell CCT. However,
beyond these meetings, there were numerous other meetings that I could potentially
attend. Decisions needed to be made about whether my attendance would be “one-off” as
needed or regular.
Decisions about meeting attendance, though seemingly mundane, were important
for a number of reasons. Pragmatically, I soon realised that I could spend a large portion
of my allotted time in meetings. I was then forced to weigh up the benefits of attendance
at various meetings with the time involved and the impact on my availability to undertake
other parts of my role including working directly with the practitioners. The overriding
criterion for my participation in meetings was the extent to which attendance would help
facilitate the implementation and research aims of BFST. The issue of which meetings to
attend and on what basis applied to the range of regular meetings that occurred within the
CCT such as the staff meeting, the daily allocation meeting and clinical review meetings.
Yet it was the decisions I made about meeting with the range of stakeholders such as
consumers and carers, other programs and even external agencies that seemed to be
important in terms of implementation.
A wide view or a narrow focus? Wider stakeholder engagement meetings were a
feature of my first six months in the team as I went about promoting BFST, getting
oriented to the service and working out how where to invest my energy. To a large extent
this work could be considered as operating within the “outer setting” domain of the
implementation model developed by Damschroder et al. (2009). These engagement
meetings involved either convening a specific meeting with individuals or groups from
the service (for example, meeting with the senior nurse) or attending an existing forum
(for example, a carer or consumer advisory group or service wide social work meeting).
They also provided opportunities to begin shaping the way in which the project was being
perceived. For example, I did not want BFST to be seen as simply a carer project both
because philosophically I valued consumer involvement in family work and because
consumer involvement is central to BFT.
Attended a Consumer Advisory Group in Greenhill – about six people attended
and gave me a good hearing – 1/2 hour. I was keen to shift the idea of this being a
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carer initiative to one that was about promoting recovery through involvement of
families (Research Journal, June 22, 2006).
On the basis of my own past professional experience with projects, I perceived
meeting with relevant groups to be a matter of “good form” when any new project is
established within a service. I also considered that these meetings were significant
because they might have an impact on referrals for BFT. For example, the CAT Service
and the inpatient service engaged with families at points of crisis. Despite some
hopefulness about their role, I questioned what BFST could offer to the acute services and
therefore ultimately whether I would invest time in cultivating these relationships.
Visited the inpatient unit social work staff with the idea of priming the staff to sell
BFT to families during the admission. I was impressed by their knowledge and
hard work with families and I think as time goes on they could be very helpful in
promoting the work. On the down side the project doesn’t offer them much
directly (Research Journal, 24 August, 2006).
Visited CAT today … Interested response but concern that it (BFST) didn’t cater
for families who didn’t get case management. (Research Journal, 26 August,
2006).
I came to realise that decisions about attending these meetings were representative
of the larger issue of how much energy to expend on promoting the project across the
wider service. Promotion of the project to programs such as the acute services or the
Mobile Support Team might build wider organisation support for BFST within CAMHS
and perhaps be important for the long term prospects of BFST. The process of finding a
focus for my work with the organisation is depicted in the context of this research in
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Figure 22
Managing the Process

Act
Prioritise participation in selected CCT meetings

Observe
There are multiple stakeholders & meetings to attend

Plan
Identify stakeholders & meetings critical
to outcome
Reflect
Which stakeholders & are critical to
project outcomes?

Figure 22: Action Research Cycle: Finding a focus

An “on-balance” decision. Although there were arguments for engaging with the
wider service, my overwhelming and most immediate concern at this point was getting
CCT practitioners to identify and engage families in BFT. I found myself making
decisions based on consideration of what would be the likely return (in terms of
practitioners seeing families) relative to the time and effort I would need to expend. I felt
that a considerable effort would be needed with the CAT or inpatient service to realise the
“downstream” benefit of clients being referred to the CCT primed to commence BFT. I
reasoned that whether or not the inpatient unit or the CAT service recommended BFT to a
family, it would be the CCT practitioners who could ultimately opt to offer or not offer
BFT to a family.
In addition to a concern about return for effort, I was also wary that with such a
complicated endeavour as supporting implementation I could lose focus. I was worried
that I would become involved in a range of activities related to BFST such as the service
response to families or organisational politics around the relationships between programs
within the service. These might be significant issues but not “mission critical” in terms of
the primary aim of getting CCT practitioners to do BFT with families.
My decision to maintain a narrow focus on the CCT was not supported by all the
managers. Christine, the Area Manager, on looking back at the project believed that
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others in the organisation needed more than information about BFST. She considered that
the project needed to be “owned” by the wider service and particularly by the senior
leadership group:
But then, having workshops and getting all the seniors and everyone out through
owning it, discussing it as an area. So going through it as a leadership group. We
have gone to presentations and stuff but I think we need to drill down and say
“what does it mean for me as a project manager or consultant psychiatrist?”
(Christine, Individual Looking Back Interview, 9 January, 2009)
The tension around the scope of activity highlights key challenges in the
implementation endeavour particularly for a person in a designated implementation
support or facilitation role. An implementation perspective enables an appreciation of the
many factors influencing practice change. However, given that resources available to
support implementation, particularly time, are always limited, the question constantly
arises, which of the factors affecting uptake are most important and which are most liable
to influence? What is the right balance between the different types of implementation
support that can be offered? In BFST a narrow focus on the practitioners might have been
necessary but did this occur at the expense of wider service engagement that could be
critical to growing and then sustaining BFT over time? By the end of my time in the CCT,
I was at least able to name the problem and reflect on what I had learned through the
process.
There are so many threads to follow and the energy and vigilance required
demanding. Perhaps the trick is to focus on a few key ideas and not get caught up
with trying to do everything that might help (Research Journal, 7 February,
2008).
Sharing ownership and responsibility. One of the constant themes in my
reflections on my role in the team was who is responsible for this project and who owns
the responsibility for its success or failure. As already described, this was a tension in my
role in working alongside practitioners in seeing families. This tension was paralleled in
my role at a team and organisational level.
Making it happen. Managing the project at the organisational level involved a
considerable workload in terms of drafting proposals, developing meeting agendas and
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doing minutes. My initial desire to “get things moving” and my anxiety about the project
not being successful resulted in me taking responsibility for many of these project
activities. This was despite a strong emphasis on partnership articulated in the
development stage of the project. Early in the project I experienced this as simply feeling
weighed down and irritated by the administrative aspects of the project and wondering
how critical these activities would be to the outcome.
The experience of feeling burdened prompted me to reflect on the wider issue of
how much responsibility I was taking for the project at a number of levels. I was now
linking the issue of me taking too much responsibility to the extent to which the team
owned the project and its ultimate success or failure. I was also starting to see the
parallels between my family practice consultant role and my implementation coordinating role.
Some recent reflections (some in the category of what I would do differently next
time!). I need to start handing over more responsibility for the implementation (my
name dominates the minutes for example) (Research Journal, July 2006).
This also opened this issue of my role and taking too much responsibility at the
client level and at the organisational level. At the clinical level this means that
even when things go well case managers are not getting the credit for success and
this is not reinforcing of them doing BFT — perhaps it even makes BFT seem even
more unattainable and best left for the expert. A similar thing may be happening
at the organisational level although at least things are moving, changes in
procedures, opening hours etc. are happening (Research Journal, 31 January,
2007).
Starting to share responsibility. I began to think about opportunities for sharing
responsibility for different activities associated with the project. This is reflected in the
context of the research process in Figure 22. The Family Practice Working Group
(FPWG) provided an opportunity for me to enact the idea of sharing responsibility. To
this end as part of a wider review of the FPWG, I negotiated that the team leader, Penny,
assume responsibility for chairing this group, a role that I had done exclusively for the
first year of the project. I was also conscious of the need to broaden the base of
involvement in this meeting.
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Meeting process for FPWG
Review of Meeting process
Action/Decision:


Chair of FWPG to be assumed by Penny



Minutes to be done on a rotating basis



Senior Nurse be invited to join FPWG



Confirm representation of disciple senior



Case manager to be invited to join FPWG



Brendan to confirm attendance of current representatives at FPWG given
concerns about poor attendance towards the end of last year

(Excerpt from FPWG Minutes, 15 February, 2007).

The idea that the team leader and practitioners take increased responsibility for the
project was not always welcomed. Susan expressed nervousness that BFT would stop
with my departure, surely a worrying indicator in terms of the work being sustainable.
The expectation that I would be directly responsible for enacting various initiatives was
still held strongly at least by Susan.
I know Brendan that you said your time here is limited and you’ve got to phase
yourself out, but I don’t think the uptake has been enough, I think as soon as you
phase yourself out, that it’ll fade away, won’t it?... You can shoot me down if you
like. No, but just for example, every person their first contact with our service,
gets an appointment with you, and you say “this is how we work here,” and “we
routinely see families together” (Susan, Individual, Mid-project Interview,15
February, 2007).
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When I reflected on the interviews with Susan and the other leaders within the
team, I appreciated their value in addressing the key challenge of how to increase uptake
of BFT. Yet my growing awareness of the need to share responsibility for implementing
BFT in the team made me alert to the dangers of taking on additional roles.
One idea was for me to arrange to contact families before they were allocated —
interesting but on reflection left the responsibility with me and not the service
(Research Journal, 21 February, 2007).

Managing the Process

Act
Team leader Shares FPWG & practitioners
contribute to promotion

Observe
I am taking too much responsibility for BFT

Plan
Identify opportunities for sharing project
activities
Reflect
How could responsibility and ownership be
shared?

Figure 23: Action Research Cycle: Sharing ownership & responsibility

More opportunities for shared ownership. Shifting responsibilities within the
FPWG and broadening participation in these meetings were small steps. However,
success in this area encouraged me to consider further opportunities for promoting
ownership of BFT within the service.
The involvement of the team leader in co-facilitating the training is another
important step in this direction. We have a service-wide forum scheduled which I
will participate in but will not be responsible for, which I think sends a good
message and also frees me up a bit to contribute (Research Journal, 21 February,
2007).
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A theme in most of this is a move to share responsibility and try to move a little
more alongside staff – our problem rather than mine. This reflects at least a small
move to learning together, a shared journey with support but not absolute clarity
on destination … So beyond the feeling of being overwhelmed by the growing
number of project tasks, there is a sense of tackling the real obstacles to seeing
families as more of a joint process and shared responsibility (Research Journal,
28 March, 2007).
As well as looking for opportunities for promoting ownership through practitioner
involvement in Booster Sessions and training, I also involved them in promotion and
dissemination activities. For example, one of the nurses took responsibility for creating a
poster about BFST for the waiting room while another contributed to a local newspaper
article about BFT (See Appendix G). There were a number of presentations for
conferences and other events where I invited practitioners to co-present. As well as
adding credibility to the presentation, these were public events where practitioners would
be publicly associated with BFST. During my time with the CCT, five different
practitioners co-presented with me at three conferences (O'Hanlon & Innes, 2007;
O’Hanlon, Perlesz, C. Harvey & Riess, 2007: Riess, Solomano, Nielsen & Family
Representatives, 2007; O’Hanlon & MacRae, 2010) and three public forums, two held at
the Bouverie Centre and one the Victorian Transcultural Psychiatry Unit. Disseminating
our findings and experiences to the wider mental health field also had the additional
benefits of promoting the value of BFT beyond BFST and highlighted the value of the
project to CAMHS.
Did I get caught in a vicious cycle? Reflecting back on the issues of ownership
and responsibility, in the first year of my time with the team, I felt a strong need to
assume responsibility for many activities associated with BFST. To some extent I saw
this as a necessary part of my role in establishing a new project. When uptake of BFT
started to fall behind expectations, I was fearful that BFST would be a very public failure.
Although I did look to my supervisors and voiced my concerns within the Governance
Group and the FPWG, my primary response was to work harder and take on more
responsibilities in the project, especially within the team. This unhelpful response
occurred despite me being conscious at the outset that the project was a partnership and of
the need to promote practitioner and service ownership of BFT. This highlighted a key
224

challenge in my implementation role of balancing meeting project targets (practitioner
adoption of BFT) with achieving organisational “buy in” and ownership of the new
practice.
In my account of the implementation plan, facilitation offered a way of
conceptualising my multi-faceted practice support and organisational implementation role
within BFST (G. Harvey et al., 2002; Helfrich et al., 2010; Owen & Milburn, 2001;
Stetler et al., 2011; Stetler et al., 2006). In an account of a similar role in a nursing
context, the facilitator is described as initially more directive and as the project
progresses, the role is more enabling and staff are encouraged to drive the change
themselves (Owen & Milburn, 2001).
In a qualitative study of individuals in facilitation roles (Stetler et al., 2006), study
participants described undertaking activities they deemed to be outside, or exceptions to,
the facilitation role, such as preparing educational materials in relation to a practice
change or occasionally undertaking a particular practice in order to role model the
practice. This was captured succinctly by a participant who stated, “Facilitation focused
on the idea of doing for and then they would do” (Stetler et al., 2006, p. 8). I realised that
finding a balance between doing for and enabling others was a central issue in my
facilitation role.
Finding out what people really think. I have described the tendency to avoid
direct expression of dissatisfaction as an aspect of the team’s culture. Here I focus on the
process of implementation at the organisational level with an emphasis on how the issue
of getting feedback about the project was addressed. This is depicted in the context of the
research in Figure 24.
Flying Blind. While there was formal organisational support for the project from
the most senior leadership within the organisation, I questioned the extent to which the
team was really committed to BFT. This was partly prompted by my efforts to understand
what I considered to be the continuing slow rate of uptake but also by a sense that
practitioners and leaders were not expressing their “real” views about the project:
Met with supervisor yesterday and spoke about the progress of the project or
perhaps the lack thereof! Discussed my impression that there was overt support
for the project but an underlying sense that staff and service are not really on
board (Research Journal, 31 January, 2007).
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I was particularly struck by how the practitioners and leadership responded to
issues in the context of meetings. This became most apparent to me when comparing how
different meetings within the wider service and team responded to the Family Assessment
Proposal described earlier.
The OPS (Operations) 2 Meeting actively wrestled with the idea which was great
and led to a consideration of what work might be discontinued to enable BFT to
occur. The implementation group raised practical issues but did not object in
principle … The staff meeting offered even less response, surprising and
frustrating me. I did expect more upset and opposition and in fact this would have
given me something to work with. A subsequent conversation with an individual
staff member confirmed what I experienced which is that staff are reluctant to
openly voice dissent in the team and tend to go underground with concerns …
This makes direct conversation at least as a group about changes difficult – in
turn this means you fly blind with proposals or have to check things out informally
(Research Journal, 12 August, 2007).
The contrasting responses to the Family Assessment Proposal at different levels in
the organisation confirmed my perception that open expression of strong views and
feelings was not encouraged. The consequence in terms of implementation was that this
distorted or inhibited feedback making it difficult for me to know how an important
proposed change was viewed within the team.
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Managing the Process

Act
Feedback is gathered outside formal
meetings

Observe
Team culture of not openly voicing
dissatisfaction inhibits feedback

Plan
Need to use more informal feedback
Reflect
How could I work out what people are
thinking about the project?

Figure 24: Action Research Cycle: Finding out what people really think

Can I catch you after the meeting? In terms of addressing constraints arising
from the team’s culture, I realised that the team meetings, though a useful venue for
providing information about BFST, were not a place where I would receive direct
feedback about how BFST was progressing. As a consequence I started to use informal
mechanisms for gauging practitioners’ views about the project. At the practitioner level,
the most useful feedback often came in the conversations held in the trips to and from
home visits. Equally, chatting casually with practitioners at their desks in the open plan
area often revealed issues of concern or anxieties about doing BFT or about
organisational constraints. In terms of meetings, including the FPWG, I often received
more useful feedback where attendance was low, in the moments after the meetings had
formally concluded, and when the program manager was absent.
Getting expectations right. An important aspect of my relationship with the
practitioners and the team’s leadership was the expectations held by myself and the
research group about the project. Figure 25 depicts how this issue was addressed in the
context of the research. This was most strongly present in relation to the number of
practitioners using BFT and the numbers of families receiving the intervention. The
impact of these expectations on my role with the team is something I came to appreciate
over time.
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Managing the Process

Act
I adopt a more congratulatory stance with
team

Observe
Uptake expectations were unrealistic

Plan
Need to change my stance in relation to
progress
Reflect
Were overly high expectations generating a
negative dynamic with the team?

Figure 25: Action Research Cycle: Getting expectations right

High hopes. At the beginning of the project, there was a strong sense of optimism
that BFST could achieve higher levels of uptake than had been achieved in equivalent
implementation projects overseas. This was despite the research group having become
conversant with the wider implementation literature that suggested that changing clinical
practice in health care settings was very difficult.
The arguably high expectation for the number of families who would receive BFT
was driven by two factors. Firstly, the number of families each practitioner needed to see
seemed achievable. Statistical power analysis determined that 80 families, across two
CCT sites, needed to receive BFT for the outcome research to demonstrate that BFT
could make a positive difference to client and family outcomes (C. Harvey et al., 2010).
In July 2006, the research team calculated the numbers of practitioners who needed to be
trained in BFT and the number of families seen by each practitioner over a two year
period. While the proposed capacity of 77 families did factor in practitioner turnover, it
did not include a dropout rate. This assumed that a trained practitioner would average 3.5
families over two years and (1.75 families in their first year post training). This target felt
high but achievable.
Secondly, we felt that increasing the extent of implementation support would
increase uptake. In some ways this assumption was not unreasonable because the
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implementation support provided in BFST was more intensive than the support provided
in previous studies. BFST offered more time devoted to supporting practice and had a
more wide-ranging focus (operating at the level of the families, practitioners and
organisation). BFST was also unique in terms of having an external practice consultant
embedded in the service. Moreover, the implementation support was, by virtue of our
submissions to NICS, well considered and planned.
Harsh realities. On reflection, the problem with this assumption was that it was
based on the premise that the level of implementation support was the major determinant
of uptake. There was less appreciation of other factors influencing uptake. Some of these
elements such as client demographics or practitioner turnover were outside the scope of a
relatively narrowly defined practice change endeavour like BFST.
Almost from the start of the project there were indications that uptake of BFT by
practitioners was much slower than anticipated. As a consequence, for most of my time
with the CCT I felt a pervasive pressure arising from the realisation that we were falling
well behind target in terms of the number of families recruited for the outcome research.
What was happening at Southwell and Greenhill CCT was directly affecting the viability
of the outcome research. My research journal was liberally sprinkled with references to
my concern about slow progress:
A bit of a flat spot with new referrals … and the pressure mounts to achieve
targets in terms of numbers of families. The dropout rate is low so that is a plus
(Research Journal, 28 September, 2006).
Ultimately the number of families being seen is the clearest indicator of our
success and this is too few for this stage of the project (Research Journal, 31
January, 2007).
Whilst the ever present sense that we were not seeing enough families helped to
generate numerous ideas about how to improve uptake, the impact of these initial
expectations and the subsequent effect of not achieving them also had a profound impact
on me as the person most strongly associated with implementation in the team. Although
there were points at which I felt positive about progress, these were less common than the
moments where I experienced a sense that the project was failing. Despite trying to be
positive with practitioners about the benefits of practicing BFT with individual families, I
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was also continually expecting that the practitioners would see more families. As a
consequence I was also continually disappointed and frustrated that this did not occur.
Gaining a new perspective. In March 2008, I returned to England to undertake a
train-the trainer program in BFT with the Meriden Program. This provided me with an
opportunity to ask my fellow participants from across the United Kingdom about their
experiences of conducting BFT and implementing it in their services. Unlike my first visit
where I had no experience of trying to implement BFT, on this occasion I went armed
with quite specific questions about how BFT was being implemented.
Noticed in discussion: Many trained but percentage do not practice; Could not
find anyone who saw more than two families (Research Journal, 8 March, 2008).
In the second week of my trip, with the assistance of the Meriden program, I
visited a number of different services in the United Kingdom that had established BFT or
similar family psychoeducational interventions in their organisations. An interesting and
broadly consistent picture emerged and is summarised below.
Of the sites I visited in Wales (North Glamorgan), Worcester, Bournemouth and
London all operated as specialist family teams drawn from practitioners employed within
a larger mental health service. These teams had been established for between four and ten
years. In two of the teams (Bournemouth and London), families were always seen in pairs
although this appeared to be a common practice across all four sites. Consistent with my
experience in the BFT training at Meriden, practitioners worked with no more than two
families at any one time. In the team in Wales established for just over four years, 40 of
the 100 families referred did not participate in BFT and across the mental health service it
was estimated that only 15% of the client population had been offered the intervention. In
the Worcester team, 78% of those trained commenced working with a family, although
only 38% of those still practicing were currently seeing families. (Research Journal 10,
11, 12 & 13 March, 2008)
Recognising what had been achieved. My experience in the United Kingdom
challenged my pre-existing notions of what success meant, at least in terms of uptake and
implementation of family interventions. The whole issue of what constitutes success in
terms of implementation appears to have been considered only recently within the
literature with eight different dimensions having been identified (Proctor et al., 2011). In
BFST, my ideas of success that were challenged related particularly to how many families
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a practitioner could work with at any one time, the rate of uptake by practitioners (the
number of families seen over time) and the proportion of practitioners trained who went
on to work with families. I was also now aware of the relative infancy of BFST and its
location in a general mental health service compared to specialist family programs that
had been operating for up to 10 years.
As a consequence of my overseas trip I became aware of the relatively high
expectations I had in relation to BFST. Visiting sites and having conversations with
practitioners and champions of family work had brought this realisation in a way reading
the literature had not.
My trip to the UK in March certainly changed my expectations in that programs
that were running for years in the UK were still only averaging two families per
worker (max). Most programs have staff working in pairs. By comparison we have
come a long way in a relatively short time frame. Perhaps it has also made me
think about the approach I have had with staff – essentially saying we are doing
badly and need to try harder. As a consequence saying less about our
achievements and being less congratulatory than I should have. I’m now taking
my opportunities to register our success and to thank staff at all levels for their
efforts (Research Journal, 10 April, 2008).
I certainly made a firm commitment to acknowledge our success with
implementation for the remainder of my time with the team. For example, I noted our
considerable progress in relation to establishing BFT in a relatively short space of time,
the work of practitioners in adopting a new practice and the organisational changes that
had been implemented in the team. This is not to downplay the reality of the levels of
uptake achieved relative to our targets and the problems that this created for the outcome
research. I doubt a different attitude from the outset would have fundamentally changed
the level of uptake but it might have helped. Subsequent interviews with the leaders in the
team also helped me appreciate the other ways in which I might have both thought about
and managed the issue of targets and expectations differently.
Sharing expectations. For Tony, having a project plan that included targets, time
frames and expectations was seen as something that would have facilitated the roll out of
the project. He also commented that I could have used him and Penny to do more of the
follow up and monitoring. This related to the other dimension of my role in the
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implementation of BFT and another important learning described earlier – sharing
responsibility:
I think having a project plan early on and being clear about when we hope to
achieve things by and communicating that to the staff might have been beneficial
… attach some timelines to it and stick people to it which would have made, rather
than you chasing people which there was a lot of, it might have made it a bit
easier for us to back you up as management support as well and say well have you
done that because it was clear that this is what we wanted (Tony, Individual,
Looking Back Interview, 7January, 2009).
Viewing progress and achievement differently. When the service leadership
reflected back on progress in BFST, I noticed that they rated progress and achievements
of BFST in different ways. Although Christine noticed an impact on families directly, in
common with the other leaders, she reflected on the process of implementation and in
particular the logistics of organising the BFT training.
We’re also getting feedback but it’s the families and how thankful they are. So
we’re getting compliments, which is really good … I’m amazed we actually got it
done. The training, taking people out and down for a week, five days, that’s
amazing. You can’t even do that for our CPR (Cardio-Pulmonary Resuscitation)
and our MOCA (Management of Clinical Aggression) training, so it was pretty
good. (Christine, Individual, Looking Back Interview, 9 January, 2009).
Progress was measured by Tony in terms of the extent to which BFT had become
part of team and service operation. He provided observations of how well BFT had been
embedded in the teams. He also measured progress in BFST through comparison with
other initiatives in mental health implying that a degree of permanency had been achieved
in BFST.
To me I’m quite impressed that it is so embedded – new staff coming on, they hear
about it even before I tell them about it and they’re quite keen to get involved in it.
But I really see a future for this and particularly because now I see staff that are
involved that are really supportive of and become champions them. I see the
service promoting it by allocating an executive member to continue to chair it and
to sponsor it and to promote it and stuff. I see staff positively reflecting upon their
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experiences and wanting to get families involved in BFT. I see it coming through
all the stages. I now see it talked actively about at clinical reviews at both ends of
the campus and not coming from me as a management or necessarily the team
leaders themselves yeah “have you thought about BFT for that family?”
I’m actually really positively impressed, more than what I thought I would be to
be honest. Many times in psychiatry in mental health, [we have] both been around
for a long time in mental health, projects have come, projects have gone you know
(Tony, Individual, Looking Back Interview, 7January, 2009).
Lisa viewed progress in terms of what had been achieved in a comparatively short
space of time. She suggested that the activities undertaken to that point could be viewed
as only being in the set up phase in what would be a much longer process. Like Tony she
saw evidence of it being embedded in the service, even extended to it playing an
important role in the service’s accreditation.
It’s very easy for people like yourself or myself to be focussed on what we could
have done better and didn’t do, but we also ought to remind ourselves that we
achieved quite a lot in a relatively short space of time and it would be good to
reflect with someone like Grainne at some stage on that because she did talk
about x number of years – two years for the set up and then on, and on, and on. So
we were still in set up phase most of the time … It reflects the changes we
achieved in the file with the stamp and what not and it’s still counted in context
and there’s a special research field and it’s mentioned at clinical reviews and the
CCT and there’s a little box, “Has BFT been offered?” So it’s kind of become
embedded in some of the systems in a useful way… Even the crib sheet that was
produced for the typical clinician about the accreditation visit said, “If they ask
you about a service improvement, the top of the list was the BFT that could be
mentioned.” It’s definitely serving a purpose (Lisa, Individual, Looking Back
Interview, 1 March, 2010).
Sustaining BFT
The final domain of action research cycles at the team level relates to a key
element of the implementation process, sustainability (see Figure 26). Sustainability is
defined as, “the extent to which a newly implemented treatment is maintained or
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institutionalized within a service setting’s ongoing, stable operations” (Proctor et al.,
2011, p. 70).
Despite the significance of an introduced new intervention continuing beyond the
period of active implementation support, the issue of sustainability has received less
research attention than other aspects of the implementation process (Greenhalgh et al.,
2004). In models that view implementation as a series of stages or phases, sustainability is
usually seen as occurring towards the end of the implementation process. For example,
Fixsen et al. (2005) propose six stages in the implementation process: a phase described
as innovation and sustainability follows the phases of initial implementation and full
operation.
Arguably much of what took place in BFST was directed towards making BFT an
ongoing component of service delivery within the CCT. In this section I limit
consideration of sustainability to how the identified processes for supporting the uptake
and ongoing use of BFT would be continued in the team once my time in the team ended.

Sustaining BFT

Act
Senior staff member appointed to
coordinate BFST

Observe
An organisational structure was
needed to sustain BFT post my involvement

Plan
Need to identify & negotiate implementation of
a sustainable structure for BFT
Reflect
What structure would address the need for
co-working & organisational advocacy for BFT?

Figure 26: Action Research Cycle: Establishing the on-going structures for BFT
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Establishing the ongoing structures for BFT. An important element of making
BFT sustainable in the team was consideration of how BFT could be best supported and
developed within the two CCTs. This was premised on the idea that without some kind of
formal structure within the service, the practice of BFT would soon fade.
So what’s the plan? The intent of BFST was always to build the capacity of
CAMHS to be able to continue providing BFT after The Bouverie Centre had withdrawn
from the service. One of the challenges of BFST was that, due to the extended period of
time I spent with the team, I became seen as an ongoing rather than temporary addition to
the team. The focus on increasing uptake of BFT meant that both I and the team
sometimes lost sight of the fact that ultimately the service would need to assume
responsibility for providing BFT.
Beyond the notion of the team and wider service “owning” BFT, we felt that
structures needed to be established in the service that would support and develop the
practice of BFT over time. In implementation terms, I did not consider BFT had become
routinised to the extent that it was considered a core practice within the team. As such,
what was eventually proposed in terms of sustaining BFT was a mechanism for ensuring
the key elements of the implementation strategy were made part of the continuing
operation of the team and service.
Based on my experience in the team and the direct feedback of team members at
all levels, we believed that any structure to support BFT needed to address two elements:
co-working and advocacy and co-ordination within the wider area mental health service.
The importance of co-working had been established through my work with the
practitioners. Advocacy for BFST at a service-wide level needed to be undertaken via the
appointment of a senior person within the service. There was also a need to co-ordinate
the family work that was actively happening at the two CCT sites.
Considering the options. As early as the end of my first year in the CCT, issues
of sustainability were being canvassed across the Governance Group and the Family
Practice Working Group. At this time I developed a discussion paper titled “Supporting
and Sustaining BFT” which weighed up the various options for co-working in the team
and options for an ongoing structure within the service to support BFT.
1.

Portfolio Model

235

A staff member is simply designated BFT Coordinator with no dedicated EFT.
Provides support to staff, assists with coordination within the scope of existing role.
Coordination of Mentoring Groups. There may be some recognition of role within
workload monitoring.
2. Clinical Support Model
A senior clinician has dedicated EFT (0.4?) to coordinating, supporting and
monitoring the provision of BFT within the service or team. Conducts Mentoring Groups.
Ideally already located within the team and in a senior position. Alternatively could be an
area wide position working out of two or more sites (more EFT).
3. Discipline Senior
Incorporated as a function of a discipline senior role.
(Excerpt from “Supporting and Sustaining BFT”, Discussion Paper 3, November,
2006).
A good outcome but what about the process? The consideration of arrangements
for co-working continued throughout 2007 and into 2008 without firm commitments from
the CAMHS to any specific plan. In May 2008, the Area Manager unexpectedly
announced a restructure of leadership positions in relation to the two CCTs.
Melinda has been appointed to the role of Senior Psychologist CAMHS. Melinda
brings extensive psychology and management expertise that will see this position
expand to take up the Executive leadership role for Building Family Skills
Together (BFST) and workforce planning (Memorandum from Area Manager,
April, 2008).
We now have obtained formal allocation of EFT to enable the roll out of BFT with
the appointment of an existing CCT manager to the BFST position as part of the
senior psychologist position. This was made possible by the establishment of one
CCT manager position for the two sites (Research Journal, 8 May, 2008)

From my point of view, the appointment of a senior person to a BFST coordinating role was positive in so far as this was a tangible commitment by the service to
supporting BFT. In effect, another organisational agenda of rationalising management of
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the two teams had freed up the manager from the Greenhill site to take on new duties that
included service wide co-ordination of BFST. However, the process for the appointment
angered the discipline seniors in the service, the first time in which discipline specific
issues seemed to be significant in the course of the project. I was particularly worried that
the largest group of practitioners in the team, nurses, who we had worked hard to engage
in BFT, would react negatively to be being excluded from consideration for a leadership
role in BFST.
The process for appointment of the BFST position is contentious as this was a
direct appointment by the Area Manager and did not occur via an EOI process as
initially proposed at a meeting of the two CCT managers, the DCS and the
Bouverie Family Practice Consultants. Therefore there are a number of points of
concern:


The lack of transparency and fairness in the selection of the BFST position



The tying of the position to the senior Psychologist position with
implications for staff of other disciplines to undertake the role in the
future-I am particularly concerned that this will alienate nursing.



The establishment of one position across the service, rather than one at
each site. The position will have more authority and scope but less
presence in the site where the position is not based (Research Journal, 8
May, 2008).

The Area Manager’s decision left me in a very difficult position and I struggled to
know how to manage the situation, feeling like it would look like I had colluded with the
Area Manager in an under the table deal. I expressed my concern to the Area Manager
about the process which was duly acknowledged but was not reviewed. However, I
eventually decided that there were limits to how much influence I could exert over the
CAMHS and that I needed to focus my attention on the yet to be resolved issue of the
team based champion positions.
I have tried to be transparent with stakeholders about the process but I don’t doubt
that some including historical friends and colleagues feel let down by me in not obtaining
a better outcome and process. On the other hand this is not our service and we offer our
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proposals on a consultative basis, albeit with significant informal power. Our possible
hope for addressing the above probably lies in being able to create a space for lower level
champions within the service (at each CCT) (Research Journal, 8 May, 2008).
A commitment just in time. Despite the appointment of the BFST Coordinator
which was effective from the beginning of July, the arrangement for supporting
practitioners at the team level remained unresolved for four more months. The process for
establishing what were to be known as the champion positions had stalled. I found myself
in the unfamiliar territory of proposing to the service that unless a commitment could be
made soon we would need to conclude our involvement at CAMHS without contributing
further to the sustainability plan. In October, agreement was reached to establish
champion positions at both CCTs, as described in the previous chapter.
I subsequently reflected on the somewhat desperate process involved to establish
the champion roles.
The implementation group has operated on a more informal basis but with a few
new people and a focus on the champion role and sustainability more generally,
this group has been really very productive. It does make me wonder why now,
both in terms of why is the group being so useful now and why couldn’t we have
worked many of these things out earlier. The simple answer is that it was only at
the point of leaving the service and perhaps threatening to leave earlier that the
management and staff of CAMHS got serious —needed to come up with the goods.
I wonder, was it possible to have this happening earlier or was the delay
inevitable? (Research Journal, 24 October, 2008).
I was pleased that the champion positions would now be established with a clear
role description and accountability to the BFST co-ordinator. I was heartened by the
service’s willingness to back the proposal given that it did have resource implications.

I am both relieved and a little surprised in such a resource tight environment the
service and the CCT in particular have been prepared to back allocation of EFT
to the champion roles (Research Journal, 24 October, 2008).
After the agreement was reached, an expression of interest process was conducted
to select the practitioners for the Champion role. Two practitioners were interviewed and
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then appointed to the champion role. In addition there was agreement that I would provide
monthly supervision to the BFST Co-ordinator and two champions in the following year.
I concluded my time at the CCT by handing over my remaining team based role to the
BFST co-ordinator.
I have also formally handed over my role in chairing the Mentoring Groups to
Mel. This along with my diminished time spent at the CCT are real markers to the service
and to me that the project is coming to an end. I am sad to be leaving as the work and the
project with all its difficulty and potentially modest return has been satisfying and I feel I
have learnt so much at so many levels. But it also feels like it is time to move on –
perhaps made easier by knowing that a sustainability plan is in place (Research Journal,
24 October, 2008).
Where Did We Get To?
The measurement of the impact of BFST was addressed in Chapter Six regarding
working with the practitioners on uptake of BFT and its “delivery” to families. At an
organisational level, impact was evidenced by the extent to which organisational
processes have been changed or augmented to facilitate practice within the team. While
such changes did not guarantee sustainability of BFT within the team, they did make it
part of the organisational process and less dependent on the behaviour of individual
practitioners or leaders. The organisational changes achieved as part of BFST are
summarised in Table 6.
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Table 6: Summary of Organisational Changes (Team and Service wide)
Change
Provision for recording BFT in case file including use of
a BFT stamp

Impact
Assists with integration of BFT into
clinical practice

Service operating hours extended
Time-in-Lieu made available to staff

Promotes access to BFT for families
Enables practitioners to offer BFT outside
business hours

BFT Flow Chart introduced

Assists with integration of BFT into
clinical practice

Routine consideration of BFT in clinical meetings
including provision for documenting this process
Inclusion of family contact data in Monthly Activity
Reports

Provides for systematic consideration of
BFT as part of core clinical process
Provides regular feedback about family
related clinical practice in the team.
Increases awareness of families

Carer Consultants time extended

Enhances Capacity of Carer Consultants to
Offer Co-Working in BFT

Establishment of service-wide BFST Coordinator

Provides for senior management advocacy
& reporting and service wide co-ordination
of BFT

Establishment of BFT team champion positions

Increases capacity for co-working, enables
team-based promotion and monitoring of
BFT

Generation of multiple options for co-working

Provides flexibility in providing co-work
especially to new staff

Participation of BFST Coordinator and champion in
delivery of BFT Training.

Represents a first step towards building
internal capacity to train practitioners in
BFT
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Conclusion
The key organisational activities of my implementation role involved integrating
BFT into the key processes of the CCT and responding to the barriers that emerged in
terms of making BFT part of service delivery. Working out how to manage my role and
how BFT could be provided on a sustainable basis were important challenges both with
the team and in the wider mental health service.
Just as my practice support role with the practitioners involved significant
challenges, my implementation role and particularly my relationship with the team
leadership posed multiple dilemmas across the span of activities I undertook. The value of
a comprehensive approach to implementation is that there is a large menu of activities and
possible roles available to the facilitator for influencing uptake of a new practice
(Dogherty et al., 2010). This, however, creates a dilemma in determining what might be
the most effective implementation activity within the constraints of time and resources.
My strong focus on the practitioners and the team ran the risk that those stakeholders in
the CAMHS and the “outer setting” were less well engaged. This had implications for
sustainability. A similar balancing act involved ownership of BFST in which I initially
took too much responsibility for making change happen (G. Harvey et al., 2002). As I
became more conscious of this dynamic and its dangers, I was able to “step back” and this
enabled practitioners and the team leadership to begin taking responsibility for important
aspects of the implementation process. This also highlights the importance of strong
leadership within the organisation as a necessary condition in the change process (Ely,
1990).
How and what is communicated are another important aspect of a facilitation role
(Dogherty et al., 2010). The difficulties associated with a team culture where
dissatisfaction is not openly expressed necessitated the use of informal modes of
receiving feedback on the project rather than relying exclusively on formal processes such
as team meetings. The messages that a facilitator communicates can also have an impact
on an implementation activity. In my case, I needed to visit family intervention programs
overseas to adjust my expectations and realise that I was communicating unhelpful and
unrealistic messages about the team’s level of uptake. These findings also highlight the
importance of developing and communicating realistic targets for uptake in
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implementation. Targets would ideally be informed by client demographics and research
about uptake in similar settings and be negotiated with practitioners.
A number of significant changes were made to the operation of the CCT to
facilitate the uptake of BFT within the team, consistent with Fixsen et al.’s (2005)
implementation component of facilitative administration. These included processes that
made it easier for practitioners to see families, such as changing the team’s operating
hours, as well as processes that tried to integrate the provision of BFT within the team’s
operation, such as creating a clinical pathway. This latter measure was important because
it represented an attempt to move from arbitrary to routine consideration of BFT for
clients. Although a relatively simple measure to implement, the inclusion of family
contact data in Key Performance Indicators both elevated the importance of family
intervention in the team and provided an ongoing means for monitoring the extent of
family contact occurring in the team.
Staff turnover was a major issue that threatened the implementation process
directly through the loss of trained practitioners and a flow-on impact of increased
workload for practitioners who remained in the team. While measures were taken to
ameliorate the impact, all those involved in BFST concluded that staff turnover was one
of the most difficult issues to address. This highlights a characteristic of the inner setting
of an organisation that is critical to the implementation process (Damschroder, Aron, et
al., 2009).
The most important organisational change that was achieved was the appointment
of a discipline senior to co-ordinate and advocate for BFT within the CAMHS. Selected
practice champions were also given a dedicated role and time allocation in supporting
uptake of BFT. This structure provided a means for sustaining BFT and was a significant
achievement in a setting where resources were limited and allocated carefully.
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Chapter 8: The Role of the Families in BFST
There were two main ways in which families were involved in BFST. Firstly, they
participated in activities designed to support uptake of BFT such as contributing to
training and promotion of BFT beyond CAMHS. Secondly, they were participants in
BFT, some of whom were subsequently interviewed about their experiences. Both levels
of involvement are consistent with the participatory dimensions of action research. In
addressing the central research question of how to best implement BFT in the CCT, the
extent to which families, as the ultimate end users, found BFT acceptable and helpful was
critical. Also consistent with an action research paradigm, knowledge gained from family
interviews informed the further development of BFST after my time with the CCT
through the incorporation these ideas in ongoing implementation activity. This included
further articulation of BFT as a practice model, inclusion of family insights into BFT
training as well as efforts to promote the practice with both families and practitioners.
Family Participation in Training, Project Promotion and Dissemination
The carer consultants were involved in the development and establishment of
BFST in a number of ways: being part of initiation of the project through participation in
FamilyWorkNET, working alongside me in helping to develop the implementation plan
for the project, and participating in the FPWG. In this section I describe the action
research cycles that capture the major learning that occurred once I began working in the
CCT (see Figure 27). This spans family involvement in the practitioner training courses in
BFT training and their participation in promotional and knowledge dissemination
activities.
Involving families in training. As described in Chapter Six, as the practitioners
and I began working with families we witnessed important changes in family members
and family relationships. As part of conducting BFT and encouraging their continued
engagement, practitioners were encouraged to “check in” with families about their
experience of participating in BFT. In this context, family members would most often talk
about their positive experience of participating in BFT. In the Mentoring Groups,
practitioners’ accounts of clients and families who declined participation came mostly in
the early stages of the project. By the later stages, there were more positive stories about
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family involvement. Perhaps because of the somewhat negative nature of these
discussions over the first months of the project, practitioners’ reports of families’ positive
experiences of BFT were always met with great interest by group members. From an
implementation perspective, this feedback reinforced BFT for the practitioners already
working with families and encouraged practitioners who had not yet engaged a family.
This highlighted the potential for families’ accounts of BFT to positively influence
practitioners. The challenge was how to best influence practitioners who were
encountering BFT for the first time through their initial training in BFT.
The involvement of family members in professional training is acknowledged in
the literature as a useful training strategy and as a mechanism for family members to
influence practice (Fadden, 2006, 2007; Stanbridge, Burbach, & Woodhams, 2007). Prior
to BFST, I regularly invited family members to share their experiences of mental illness
and of the service system when training mental health practitioners. The value of doing
this was reinforced by witnessing a families’ contribution to the initial BFT training I
attended at the Meriden program. As we conducted BFT training, we similarly noticed
that practitioners appeared more motivated to see families after hearing directly from
family members about their experience of BFT.
We began trialling different formats and configurations of these sessions to
maximise their impact and to ensure that a potentially daunting experience was a positive
one for the family. This included: scheduling the sessions early in the training to increase
practitioner engagement in the training; interviewing the family about their experiences,
rather than asking them to deliver a prepared presentation; providing families with
interview questions before the session; and providing time after presentations (either
immediately after training or in later telephone calls) to reflect on their experience.

244

Family Participation in Training, Promotion & Dissemination

Act
Training includes client,
family member & client case manager
Observe
managermanager
Family accounts of BFT have powerful
impact on practitioners

Plan
Need to include client, family member &
case manager in training
Reflect
How can families be best involved in BFT
training?

Figure 27: Action Research Cycle: Involving families in training

Hearing from the client and the case manager, not only the carer. An early
change in the format of the family presentation was to try to include the client as well as
the family member who was identified as the primary carer (by themselves or by
practitioners). We wanted to convey that BFT could help relationships within families,
something best reflected by having both the client and their relative talking about their
experiences together. Having another family member participate in the session had the
additional advantage of being mutually supportive for family members.
What to do differently next time … Make sure the case manager attends with the
family in the family session so that they can talk about the work (Research
Journal, 28 September, 2006).
In a further innovation, we also began inviting the case manager to join the
interview sessions with the family. This was done to convey more clearly how BFT
enabled the development of a strong relationship between the practitioner, client and
family members. From an implementation perspective, having a colleague give an
account of their work with families is congruent with the concept of homophily whereby
practitioners are more likely to adopt an intervention if it is presented by a person who is
similar to them in some way (Rogers, 2003).
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As I reflected on the impact of family presentations on the practitioners, I noticed
that the way in which the client delivered their account was significant too. It can be
tempting to invite clients who are particularly confident to present and participate in
training. But during the second round of training, we involved a client who struggled with
his thinking. This client actually represented a more “credible” client for the practitioners,
who can often be sceptical of confident and articulate clients. Practitioners often reported
that these clients are not representative of the clients on their caseload.
Family members who had participated in BFT contributed to all but the first round
of training in BFST. Trainees, in their feedback, would almost universally comment on
how it was both moving and instructive to hear from families about BFT. In all, four
different families shared their experience of BFT in consecutive BFT training programs.
However, despite a commitment to invite the person with the mental illness, on two
occasions the client agreed to attend and then withdrew prior to the training session. This
issue occurred despite us offering support and flexibility in terms of their participation
and the willingness of other family members to be involved. This highlights the
vulnerability of the person with the illness, an issue that will also feature in the account of
families’ experience of BFT.
Involving families in knowledge sharing and promotion. The participation of
families in the training of practitioners, though very valuable, involved the relatively
small audience of practitioners who attended training. As described in the previous
chapter, most implementation models address the dimensions of the wider organisational
and community context or outer setting. In BFST we believed that creating positive
interest in the project in the mental health sector was important in promoting ownership
of BFST by CAMHS. We were also keen to encourage the further dissemination of BFT
in the mental health field by sharing our experiences with a larger audience (see Figure
28). For example, the health care network in which CAMHS operated, other mental
health services, professional groups, tertiary institutions and government departments
responsible for policy and funding in relation to mental health.

246

Family Participation in Training, Promotion & Dissemination

Act
Families contribute to conference presentation,
newsletters & newspaper article

Observe
Family accounts of BFT are influential beyond training

Plan
Need to include families in wider promotion
of BFT
Reflect
How can families be best involved to promote BFT in
wider mental health sector & community?

Figure 28: Action Research Cycle: Involving families in knowledge sharing &
promotion

Families on a larger stage. As we reflected on both the influence on practitioners
of hearing directly from families in the training context and the willingness of family
members to share their stories, we realised the potential for these accounts to be powerful
in exerting influence at the wider organisational and community level. As a consequence
we invited families to contribute to a range of activities that promoted the value of BFT
and family involvement to a wide audience (See Table 7).
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Table 7: Family Member Involvement in the Promotion of BFST
Date
25th of February
2008
2007

Event or Publication
Southwell Sentinel (Local
Newspaper)
World Psychiatry
International Congress,
Melbourne

Title
Piecing Together
Splintered families
The experience of being
involved in Behavioural
Family Therapy: a
consumer, family
member, clinician and
service manager
perspective.

Target Audience
Local Community

May 2008

Meriden Newsletter (Vol.
3 Issue 5)

“Diary of a Mothers’
Unconditional Love”

2008

Submission for
Celebrating Excellence
Awards, City Health

Building Family Skills
Together: Improving the
health and well-being of
people living with
schizophrenia and their
families

International Mental
Health service
providers ,
consumers and
families
City Health

2008

Submission for Victorian
Public Health Care Award

Building Family Skills
Together: Improving the
health and well-being of
people living with
schizophrenia and their
families

International Mental
Health Practitioners,
Leaders and
Researchers

State Government
and other Health
Services within
Victoria

The participation of families in promotion and dissemination activities included
the use of anonymous family accounts of positive experiences of involvement in BFT in
newsletters and award submissions, being interviewed for newspaper and newsletter
articles and being interviewed live at an international congress. The power of these
accounts is exemplified in the excerpt from one family member’s account of the impact of
participating in BFT.
And then thankfully one day, Marley’s case manager, Sandra and Brendan from
The Bouverie Centre began their weekly and sometimes stressful home visits. I say
stressful because we as a family began our talks and talking

openly about

our feelings and hopes that we weren’t used to. They came to help us understand
and cope better with a family member suffering with a mental illness. (“Diary of a
Mother’s Unconditional Love,” published in Meriden Newsletter, May, 2008, p 46).
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Family Experiences of BFT
While the sharing of families’ accounts of their experience of BFT was important
to the implementation process, the extent to which BFT was acceptable to families as an
intervention was critical to its implementation. In terms of the implementation framework
described in Chapter Four (Damschroder et al., 2009), the characteristics and needs of the
patients are located within the “outer setting” of their implementation framework. Thirty
families were seen during the observation period of the study. The family composition
and cultural background of those participating in BFT are reported in Appendix L. As
described in the methodology, four families were interviewed about their experiences
after they had participated in BFT.
A wary engagement. Clients and family members reflected on their thoughts and
feelings when BFT was first proposed to them. This includes what clients and their
families found daunting about the prospect of BFT and what motivated them to
participate. The role of families’ hopes and expectations of BFT and the relationship
between the family and practitioner emerged as important elements in this process.
An intrusive and scary proposition for the client. The practitioner’s experience of
trying to engage families in BFT indicated that this was difficult and that clients and
family members often outright declined to participate. Even the families who were
interviewed, who had participated in BFT, described significant reservations about being
involved in family work. Clients in particular were cautious.
For Halime, although she eventually accepted family involvement, her initial
reaction was that BFT would remove her capacity to recover on her own terms and in her
own time. The feeling may have been particularly strong because the intrusion into her
space was literal as well as psychological given that family sessions took place in her
home.
They were intruding into my space, maybe I thought I could get better without
them and all that but towards the end of it though, I do actually need them and
accepted them (Halime, Client, Family Interview, 25 September, 2009).
Two other clients, Gerard and Conor, were clearly worried about what might
actually happen in the sessions. In addition to a sense of unpredictability, Conor was
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nervous about talking about himself and his illness in front of the family. Gerard
described a concern about being infantilised and being made to account for past misdeeds.
I don’t know how the family are going to take it either. How they would react. I
think it was just that I knew I was going to be talking about myself and about my
illness and everything and order, and stuff like that. It was going to be tough,
because I always find it (the illness) tough to talk about (Conor, Client, Family
Interview, 25 September, 2009).
So I was feeling a bit like a child, a naughty child or something (Gerard, Client,
Family Interview, 9 October, 2009).
These clients’ attitudes towards being involved in family work are both similar to
and different from those reported in the limited research in this area. Literature that
identifies constraints to involving families, highlights the role of the clients’ attitudes to
involvement (Fadden, 2006; Sherman & Carothers, 2005). Yet, I found only two studies
that directly asked clients about their attitudes towards family involvement. One study,
that surveyed clients of veterans health care services who were in contact with their
families, found that 67% of clients were open to the involvement by family members in
their care. Those with at least weekly contact with their family were more likely to want
family participation (Murray-Swank et al., 2007). Consistent with Halime’s view, this
study found that 49% of clients were concerned about issues of privacy, while 43% felt
family involvement would not help. Interestingly, 58% of clients worried that involving
families would be burdensome for the family (Murray-Swank et al., 2007). A more recent
US study involving clients with serious mental illness accessing veterans services found
that 78% of clients wanted family involvement. As with the earlier study, the client's
degree of perceived benefit of family involvement significantly predicted the extent of
desire for family involvement (Cohen et al., 2013).
An unfamiliar and unpredictable space for family members.. Although anxiety
about participating in family sessions appeared to be particularly pronounced for clients,
family members also expressed nervousness about being involved. For Liz, this related to
a discomfort about talking more formally and directly than would have usually occurred
in her family. For Arthur, in addition to concern about how he might be have been
perceived by the practitioner, there was a concern that the reactions of others in the family
could have led to conflict.
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Yeah, it’s not natural for the whole family to go around and talk. Also to just sit
there like that, if you probably had a big issue then you would talk about it a bit
differently, in a different way, you know you might raise it in a more casual area
so it wasn’t as confronting (Liz, Conor’s Mother, Family Interview, 25 September,
2009).
(You) don’t know what you’re going to fire at us, and to some extent you’re in
there, and you have to bare your soul a little bit, and that’s not comfortable … It’s
probably a combination of, you know, as in public speaking you don’t want to
make a fool of yourself … and also not knowing how the others are going to react
to you, I mean the session like that potentially could end up in a real bun fight
which wouldn’t be very pleasant either (Arthur, Gerard’s Father, Family
Interview, 9 October, 2009).
Campbell, in his qualitative study of families’ experience of BFT, acknowledges
difficulties in engaging families in BFT (Campbell, 2004). From a wider perspective,
other authors’ descriptions of barriers experienced by families to being involved in mental
health care include concerns about being asked intrusive questions (Glynn, 2012; L. Rose
et al., 2004; Sherman & Carothers, 2005).
Tipping the balance: Overcoming wariness of BFT. Despite clients and family
members’ apprehensions about BFT, each family interviewed participated in family
sessions. Families described those factors that motivated them to participate in BFT
despite their anxieties. Unsurprisingly, families were attracted to the idea that the family
sessions would benefit the family and had particular expectations or agendas in this
regard. Secondly, the client’s case manager played a role in influencing families’
participation in BFT.
Hopes and expectations. In many ways families’ hopes and expectations had been
shaped by what we had told families about BFT. Through the experience of trying to
engage families, the practitioner and I consciously promoted benefits of the model that we
thought would be most relevant to each family. Arthur saw that BFT could potentially
offer some help with communication difficulties within his family, while the relapse
prevention component appealed to Umit:
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(There) was always a lot of sort of blame being shunted around, which really
wasn’t helpful in this situation because we needed to work together, and try to
resolve a problem … When it was first put to me I thought what a good idea,
because communication really wasn’t all that well for obvious reasons, and I
thought it was actually a good way of maybe rebuilding better communication
(Arthur, Gerard’s Father, Family Interview, 9 October, 2009).
Well the main thing was that, how can we prevent Halime’s sickness, like watch
Halime’s sickness. What are the symptoms that were coming? Maybe we were
working on that … How we can help Halime not to go so far, and the feelings,
how we feel, how she is feeling about this all? (Umit, Halime’s Husband, Family
Interview, 25 September, 2009).
An interest in what BFT could deliver was not the only motivation for
participation by family members. Families sometimes had other reasons for participating
in BFT. Paula saw participation by the family in BFT as representing their commitment to
Frank (the client), while Liz also had her own hopes about what family work would offer
her family:
I think the commitment with time and work and everything, trying not to make that
the issue, seeing what was more

important and saying yep, we should do this,

it would be really good for Frank and it’s also good for us (Paula, Frank’s Sister,
Family Interview, 4 December, 2009).
It doesn’t matter how difficult it is, it’s better that you involve them, even if they
don’t think at that time that it was a good thing, I think down the track they will
understand that that was a good thing. A lot of the time, see we are a lot more
ahead with it than Martin and Alyce and Christine (Conor’s siblings) are, they are
a little bit further back and it takes sometimes people longer to accept it and to get
to the same point (Liz, Conor’s Mother, Family Interview 25 September, 2009)
The case manager matters. In addition to BFT addressing families’ expressed
needs, the case manager was identified as important in the process of families overcoming
their trepidations and agreeing to participate in family work. Halime highlights the
importance of her case manager’s attitude, desire to be helpful and flexibility. For Liz,
there is trust that their case manager Susan would not recommend something that would
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be unhelpful. This resonates with our finding from practitioners that the existing quality
of the relationship between case manager and family influenced engagement in BFT.
She was just enthusiastic, she said that they had a service, we could go there or
they would come to our house and try and help the family and me and I thought it
was a good idea (Halime, Client, Family Interview, 25 September, 2009).
Well we trust them as professionals; they wouldn’t let anybody come on board.
But we had already established a feeling of trust …I thought it would be o.k. It is
something that is probably going to be o.k. because Susan said, she was not going
to put us somewhere that was silly (Liz, Conor’s Mother, Family Interview 25
September, 2009).
The process by which clients and family members make decisions about
participating in family interventions appears to be one in which there is often ambivalence
and a balancing of benefits against disadvantages and risks. This fits well with the stages
of change model that has been applied to understanding the extent of family involvement
in mental health care (Sherman & Carothers, 2005). More recently, techniques from
motivational interviewing have been applied in the engagement of clients and families in
family psychoeducation programs with encouraging results (Sherman et al., 2009).
Interestingly, families’ anxiety about participating in BFT and their process for making
decisions about involvement appear to parallel that of practitioners when making
decisions about practising BFT.
Uncomfortable and helpful. Consistent with their anticipation of BFT, nearly all
families reported discomfort in sessions especially early in the course of BFT. This
experience differed between family members and clients and once again the approach of
the practitioner seemed to make a difference.
Being in the hot seat. For clients the experience of BFT was particularly intense.
Clients reported initial discomfort, largely because they were the focus of the sessions.
But over the course of BFT, their position changed from feeling in the “hot seat” to a
position of greater comfort.
At first it was difficult to talk about the different things happening, but then after
we did it was good (Conor, Client, Family Interview, 25 September, 2009).
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I was in the hot seat so to speak, but after a few sessions it seemed that from my
opinion where I was sitting because I was no longer in the hot seat because I
would somehow move to an easier position … After four or five sessions it was a
new understanding, and yeah a new understanding that had kind of been made,
and some of the pressure was taken off me (Gerard, Client, Family Interview, 9
October, 2009).
The shift in position could be attributed to a range of factors. Gerard and Conor
may have simply felt more comfortable because they felt that changes had occurred in the
family. For example, they may have felt better understood by their families. The shift in
the degree of comfort could also be understood in terms of aspects of the BFT model. The
early components of BFT, information sharing and relapse prevention, have a strong
focus on the client. Subsequent sessions in relation to communication skills and problem
solving involve all members equally in learning and practising skills and there is much
less focus on the client and the mental illness.
No gain without pain. Family members also reported feeling uncomfortable in
sessions. However, this was usually accompanied by a sense that the BFT sessions had
been helpful either at the time or subsequently. Liz accepted that BFT was going to be
difficult but ultimately helpful while Arthur saw discomfort as a necessary part of the
change process:
Well just because it’s hard to talk about, like I said we are pretty quiet, we don’t
really like to reveal too much but you got to talk to people and talk about it all,
your feelings and things like that …Oh I just think it’s good to have discussion. I
knew that it wasn’t going to be easy, but I knew it helps. I know it helps because
the more you involve people the better it is (Liz, Conor’s Mother, Family
Interview 25 September, 2009).
Yeah I reckon it has to be full on and actually get people out of their comfort zone
to actually bring a change about because if everybody just comes along, and says
oh yeah that’s nice you know a bit of a coffee session, a bit of a nice chat and then
everybody goes back into their own ways, I think it’s good to shake people out of
their comfort zone to bring the change about (Arthur, Gerard’s Father, Family
Interview, 9 October, 2009).
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What makes it easier? While participating in BFT could be uncomfortable,
families identified that the approach of the practitioner was important in making the
experience more tolerable for them. Families also identified the importance of the role of
the practitioner in their experience of BFT. Two positive elements of what practitioners
bring to the process of BFT were identified by Arthur, as detailed below.
A caring attitude. One of these elements was a perception that the practitioner
and the service genuinely care about the client and the family. For Arthur this was
realised by contrasting his recent involvement with past experience of the service system:
Whereas in the previous experiences we’d just go through the process in and out
you know, you don’t want a problem you just get rid of it, whereas with all the
people that we’ve dealt in this service over here it’s always been caring (Arthur,
Gerard’s Father, Family Interview, 9 October, 2009).
This idea of practitioners caring is consistent with the characteristic of “humanity”
noted by clinicians and endorsed by family members in describing what was important to
them in a qualitative study of engagement in BFT (James et al., 2006).
It’s the way it’s done. The second characteristic identified by Arthur was an
appreciation of the practitioners’ ability to facilitate BFT in a way that was not
condescending or otherwise off putting to the family:
I think that actually comes back to the presenters or the facilitators to what extent
that you introduce the material, and some of it to some people may be telling you
how to suck eggs and you’ve got a very good way of actually introducing it very
low key (Arthur, Gerard’s Father, Family Interview, 9 October, 2009).
Arthur’s comments resonate with findings from a qualitative study of families’
experience of BFT in which a small number of families saw practitioners’ style as
“pedantic and patronizing” (p.26) when practicing BFT (Campbell, 2004). Arguably this
is a risk in BFT that, in contrast to most forms of family therapy, involves directly
teaching people skills. The importance of both the attitude and the manner in which
practitioners work with families is also consistent with findings of the previously cited
study by James et al. (2006) which emphasised the importance of the practitioners’ ability
to apply the model (BFT) in the context of a good working relationship.
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Openness, involvement and closeness: What difference did BFT make?
Families described the benefits of participating in BFT in terms of experiences in sessions
as well as in terms of positive outcomes. These benefits related primarily to more
openness in family relationships (especially as this related to mental illness), more
participation by the client in conversations, and closer relationships both within the family
and with the client’s case manager.
Being more open with each other. A common benefit of participating in BFT
described by families was being able to talk more openly with each other. Halime
described being able to talk more openly about her illness experiences, feelings and point
of view while her partner, Umit, identified the process by which he became more direct in
conversations with his wife around her illness. Conor described a benefit for him and the
family when issues related to his mental illness were talked about more openly:

I used to sort of get scared, hide, don’t tell him anything. But now I’m all,
whatever, anything small, big, I’ll tell him (Halime, Client, Family Interview, 25
September, 2009).
Sandra (case manager) came here and she said “Halime, are you suicidal
today?” “No” and I’m thinking “Jeez, I think she’s putting things in her head”
and she says “No, no, no, that’s not the case, you need to be up front with them,
then you can ask questions” … and then I started saying things up front. We used
to hide things, like we never used to say it openly (Umit, Halime’s Husband,
Family Interview, 25 September, 2009).
Well it sort of just got things off your mind. Sort of helped talk about different
things and that sort of got out in the open and everyone sort of discussed them
more and then it was better … Just that it might take away some of the stigma as
well, that is sort of something that plays on my mind a bit, definitely with the
media and all that, the stigma of schizophrenia makes me a bit paranoid as well,
because of what it means. So in the end that they know it’s just an illness, just
something that you have got to live with (Conor, Client, Family Interview, 25
September, 2009).
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Being more active and involved. Another benefit of BFT experienced and noticed
by families was a greater level of activity and involvement by the family member
experiencing mental illness. Umit noticed his wife’s increased talkativeness while Gerard
reflected on being able to participate in a family conversation on his terms:
She’s becoming real talkative (Umit, Halime’s Husband, Family Interview, 25
September, 2009).
No, I actually liked those conversations even on days when I haven’t got that
much to say or I find it difficult to put words together, I still always enjoy a
conversation or being part of the conversation listening in … People sharing
ideas about what they thought, I was able to stop them, and say would I want to
add any point in time (Gerard, Client, Family Interview, 9 October, 2009).
The families’ perception of increased talkativeness and participation in family
discussions resonated strongly with the observations of practitioners about the benefits of
BFT. Practitioners described this process in terms of the client becoming more
empowered based on a perception that their clients were taking a more active or assertive
role in their relationships with other family members.
“You probably do get closer with the case manager”. A common theme for
family members was that BFT led to an improved relationship between the family and the
case manager. In Halime’s experience, the feeling of increased closeness extended from
within the family to the relationships with the practitioner. For Angelo, this closeness led
to feelings of greater confidence in the case manager:
I think just we’re very friendly; we’re talking about everything and anything. The
closeness together. Then they said they’re not going to do it anymore. And then he
(her husband) practically begged them to come back (Halime, Client, Family
Interview, 25 September, 2009).
Oh yeah, you probably do get closer with the case manager. She does know you
more intimately now you see her a bit more so you feel more confident and that
with her I think the commitment with time and work and everything, trying not to
make that the issue, seeing what was more

important and saying yep, we should

do this, it would be really good for Frank and it’s also good for us (Angelo,
Frank’s Brother, Family Interview, 4 December, 2009).
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An improvement in the relationship between the practitioner and family is
consistent with practitioners’ views about the positive effect on their relationships with
their clients and their families. It also supports findings from studies examining families’
experience of family work where improved practitioner family relationships have been
reported (Budd & Hughes, 1997; Campbell, 2004; James et al., 2006).
Learning, hearing, talking and having fun: What helped most in BFT? In
reflecting on their experience of BFT, families provided accounts of what they found
most helpful, usually expressed in terms of different components of the model. The two
most consistently identified components related to information sharing sessions and
communication skills training.
“I needed to know more about the condition”. The families described how the
information sharing component of BFT was helpful to them in getting a better
understanding of mental illness, knowing what to do in the event of relapse and in helping
family members understand their relatives’ experience of the illness:
Probably the session where we talked about the illness, to me that was very
important one because I felt that I needed to know more about the condition, and
to me that was very helpful (Arthur, Gerard’s Father, Family Interview, 9
October, 2009).
We did a lot of stuff. We did one – one of my first ones when I’m getting sick was
“what do I do? What triggers it?” We did that session, it was good (Halime,
Client, Family Interview, 25 September, 2009).
Getting the other person’s view. As well as understanding the condition and
learning “what to do,” information sharing sessions helped families understand the
experience of their family member who was affected by mental illness.
And as a listener it was actually good to see Gerard opening up, and sharing his
experiences, because Gerard sort of tends to keep to himself, you know keeps his
emotions and feelings to himself … and it was good for us too to actually get
Gerard’s view of the world and some view of events that had unfolded in the past
(Arthur, Gerard’s Father, Family Interview, 9 October, 2009).
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So I hope that they got a bit of a better understanding but just to the point where
they knew a little bit better about what was happening I guess (Conor, Client,
Family Interview, 25 September, 2009).
The benefit of the BFT sessions might be as much attributable to the process of
the sessions as to the content. A practitioner providing a safe and managed space for
families to talk about mental illness and its impacts may have had benefits in its own
right. This would contrast to the common experience of many families coping with
mental illness where there is often a high level of avoidance of talking about illness or
intense conflict arising when the topic is raised.
“You don’t talk negatively and you try and have a positive outlook.” The
benefits of participating in communication skills training were described in various ways.
Arthur and Liz described the importance of how family members spoke to each other:
But it was a good exercise because what it did highlight is the benefits of one
giving a compliment, in that you felt yourself it made me feel good, and made the
other people feel good, and with a criticism too it makes you realise that you
actually have to treat your words very carefully (Arthur, Gerard’s Father, Family
Interview, 9 October, 2009).
(It) reinforced things that I already had an understanding of I think. You don’t talk
negatively and you try and have a positive outlook. You know, you need to listen
so that you really are on the same wavelength around your child. So I think that is
really (Liz, Conor’s Mother, Family Interview 25 September, 2009).
“Every session was funny.” The process of participating in the communication
skills training was also something that family members valued highly. Conor liked the
recording of attempts to use the skills (doing homework) and appreciated that the skills
introduced a different form of interaction in the family. Although Conor and Umit had
different case managers they shared an experience of the communication skills training as
being “funny:”
I think just the interacting with how each other felt about themselves and the
writing it down during the week, that one I thought was good. That was funny, the
humour was funny (Conor, Client, Family Interview, 25 September, 2009).
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Every session was very funny, we were laughing all night long. We just say the
one thing and then turn it into a joke or something (Umit, Halime’s Husband,
Family Interview, 25 September, 2009).
The observation of this component as being funny could relate to aspects of the
BFT model. Firstly, the communication skills sessions come after the sometimes “heavy”
sessions around information sharing and relapse prevention and therefore represented a
welcome contrast. Secondly, because families felt awkward about performing skills in the
sessions, practitioners often adopted a playful attitude when introducing the skills to make
the experience more acceptable to families. This suggests an immediate benefit of this
component whereby the process of the sessions provided some relief from the oppressive
effects of mental illness on families.
Speaking up in the right way. The impact of communication skills training on
individuals and families was also discernible in changed behaviour, the key intent of this
aspect of the model:
That’s the part that Halime actually learned, to speak up a bit, in the right way
rather than yelling and screaming (Umit, Halime’s Husband, Family Interview, 25
September, 2009).
Everything that we went through is fantastic, I use it in my life and I probably use
it with Angelo more and sometimes with Frank and maybe my sister and in
certain ways I definitely use it with my parents for sure (Paula, Frank’s Sister,
Family Interview, 4 December, 2009).
The process of teaching families communication skills appears to have
complemented the benefits of information sharing by providing some tools for talking
about difficult topics or feelings. The two components of information sharing and
communication skills may have helped families derive the benefits of more open
communication in the family reported earlier.
Looking back now: the limitations of BFT. The benefit of interviewing families a
number of months after completing BFT was that they were able to reflect on the impact
of BFT over time and after their active involvement in the process. Families identified
limitations that were framed in terms of BFT not achieving a promoted benefit of the
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model or not getting to a level where the behaviour of family members changed. Families
also described reservations about various aspects of the process of BFT.
Good at the time but…Some families were concerned that BFT did not prevent
relapse in mental illness, which had been something that was almost always promoted
when families were invited to participate in BFT. The occurrence of a relapse not
surprisingly raised questions for Paula about the ultimate value of BFT. For Arthur there
was a more general concern about BFT providing only superficial or temporary benefit:
(All) said and done they were good at the time but … we probably didn’t think we
were going to be where we are at now where Frank (client) has gone a little bit
backwards … I think my point is did we actually really touch the surface of the
real problem to start with from the word go? (Paula, Frank’s Sister, Family
Interview, 4 December, 2009).
I mean the objective of these sessions is to bring about change, and you have to
have that momentum to actually bring about the change, and then settle the
change, and make it part of you, the danger is that if you don’t have that, you
know people come along to the session and everything starts nicely, and you go
away and it just disappears, and you don’t actually get to the point of where the
change becomes internalised and becomes part of you. And so it was surprising
that the sessions went reasonably well, and there was even a glimmer of hope that
it may actually have some lasting benefit, but I don’t think it has lasted (Arthur,
Gerard’s Father, Family Interview, 9 October, 2009).
The experience of Paula raises important issues in terms of achieving a balance
between engendering hope and creating unrealistic expectations of family interventions.
Relapse prevention is a strong selling point of BFT and is actively promoted as a means
of engaging families. Yet realistically “number need to treat” analysis of family
interventions suggests that seven families need to be seen to avert a relapse in one client,
implying that relapse will still be a common occurrence for families participating in BFT
(Pharoah et al., 2010). This suggests the importance of emphasising a range of proximal
benefits of family interventions such as better communication and more openness in
families as well as distal outcomes such as relapse and readmission reduction.
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More or less, here or there: concerns with the process of BFT. In addition to
concerns about the lasting impact of BFT, families also raised issues about aspects of the
process of BFT. These covered intervals between sessions, the overall number of
sessions, and the preferred venue. Interestingly, families and sometimes individual family
members held quite differing views.
More time to work on goals versus losing momentum. Conor viewed that it may
have been better to have longer intervals between sessions to enable goals set as part of
BFT to be met. Arthur viewed that having sessions close together helped with the process
of acquiring new skills and that longer gaps threatened the effectiveness of the process:
I think it could have been split up a little bit more … Maybe a bit more like once
every fortnight or once a month or every six weeks. That would have made it a bit
easier to get our goals in order a bit more by then (Conor, Client, Family
Interview, 25 September, 2009).
I think the timing of the sessions I think is important, and I think when we met
fortnightly to start off with, I think that was good because it really created a
momentum, and then towards the end it became longer and longer and that
momentum was lost you know to the point of where when you came along to
sessions you sort of had to scratch you head and think what did we do last time?
(Arthur, Gerard’s Father, Family Interview, 9 October, 2009).
Wanting more versus being “a little bit tired of it”. The overall number of
sessions was an issue for some families although again views about whether there should
be more or fewer sessions differed. Liz felt tired of the sessions while Umit wanted more
sessions to be able to explore issues in greater detail:
Yeah, I was getting a little bit tired of it by the end, so an ideal period would be …
you would want to have at least six sessions I suppose, maybe you don’t need to
go more than three months. Twelve is probably too many, so I don’t know,
somewhere between six and twelve (Liz, Conor’s Mother, Family Interview 25
September, 2009).
But if you’re talking to a case manager or a doctor, this is what’s happening, and
they’re actually showing us the way we can handle the problems ... That was the

262

reason I wanted to get down to more detail, but they said we hadn’t got that much
time (Umit, Halime’s Husband, Family Interview, 25 September, 2009).
The intensity and overall length of family interventions such as BFT has been
identified as a barrier to involvement. Rose concluded that many families felt that
intensive and lengthy interventions were neither desired nor necessary (L. Rose et al.,
2004). Similarly, Mairs and Bradshaw (2005), in reviewing the uptake of family
interventions, proposed that while the content of family interventions appears to address
families’ expressed needs, the length and intensity of these approaches makes them less
appealing. In BFST, one of the considerations in adopting the Family Assessment Process
described in Chapter Seven was the relatively long duration of BFT. In our small group of
families, there was inconsistency in opinions regarding whether sessions were too
frequent or too lengthy in duration.
Your place or mine? One of the proposed benefits of BFT promoted in training
was that sessions can happen at home, making it more convenient for family members
and facilitating the transfer of newly acquired skills. In the use of the model within the
CCT home visiting was encouraged based on the idea that greater convenience would
make BFT more attractive to families. In practice, sessions happened approximately half
of the time in the family home or the client’s home and half of the time at the clinic. This
was largely dependent on family preferences.
The question of the preferred venue for BFT generated different suggestions from
family members. As with other issues, there were sometimes different preferences within
families although, for Paula, having the sessions at home was more convenient. However,
for Liz, being seen outside the home created a way of separating the mental health issues
from the rest of family life:
I think my mum would have liked to have had it at the clinic. But I think the rest of
us were comfortable at home. She was whichever way, but I think she would have
liked it at the clinic. But I know time and convenience for me was here (at home).
(Paula, Frank’s Sister, Family Interview, 4 December, 2009).
If you were at home talking about it, I don’t know there is just something
psychological thing about it being … it’s important. So when you go out its better,
I think it always feels like you are getting away from it, you are tackling it but you
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are tackling it out of the home (Liz, Conor’s Mother, Family Interview 25
September, 2009).
Less of this and more of that. Families also had differing views about the
weighting given to various components of BFT. With the benefit of hindsight Paula,
wanted more time devoted to learning about her brother’s condition and avoiding relapse.
In contrast, Liz felt that there was too much focus on the illness.
But now I’m starting to think did we do too much on the communication, on the
problem solving, on all that when we really should have been focusing more on
the information we needed, a little bit of this communication part and more or a
bigger entity on what to look out for. What do we need to do? (Paula, Frank’s
Sister, Family Interview, 4 December, 2009).
Probably just talking about it [the illness] all the time, I was starting to get tired
talking about it. I felt like we were going over it a bit too much sometimes and we
were trying to move forward and not worry about it as much, yeah (Liz, Conor’s
Mother, Family Interview 25 September, 2009).
The diversity in experiences and preferences of even the small group of clients
and their family members interviewed here make it difficult to conclude that BFT could
be adapted in one way or another to improve the acceptability of the model to families.
From another perspective, different preferences of families may simply underscore the
need for flexibility in using BFT with families. This in turn implies the need for a
mechanism for “checking-in” with families in order to know what they want. Processes
for monitoring client experiences of therapy and for monitoring progress have been
shown to improve therapeutic alliance and ultimately outcome in family therapy
(Sprenkle et al., 2009).
Conclusion
Families’ accounts of participating in BFT highlighted that, like practitioners, they
were anxious about the prospect of family sessions and during sessions. This was
particularly apparent for clients who felt they were in the “hot seat” in early sessions. The
degree of discomfort disclosed by families about involvement in BFT and supported by
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practice observations is not apparent in previous accounts of family experiences of BFT
reported in the literature (Campbell, 2004; James et al., 2006).
From an implementation perspective, what helped families overcome their anxiety
and participate in BFT is critical. The proposed benefits, families’ own hopes for the
intervention and the trustworthiness and enthusiasm of the practitioner were important for
families in proceeding with BFT. Families appear to weigh the benefits of BFT against
the disadvantages, such as discomfort and perceived risks such as making the client or
family situation worse. This supports the applicability of a stages of change and
decisional balance model for families’ decision making that also fitted for well for
practitioners (Sherman & Carothers, 2005; Sherman et al., 2009). An implication of this
approach would be to directly address family anxiety by, for example, normalising a
degree of discomfort or by further highlighting additional benefits of BFT.
Families often reported benefits alongside experiencing discomfort in sessions.
This may be because BFT provided a structure for families to have difficult but important
conversations about the illness that may have been previously avoided. Benefits of this
kind may be helpful in promoting BFT because they directly respond to families’
immediate needs. Another important finding that contrasts this study with those of
Campbell and James cited above is that families reported a number of limitations of BFT.
This related to BFT “not delivering” on proposed benefits such as relapse prevention or
because families felt insufficient time was devoted to components such as planning to
prevent relapse. Families’ contrasting views about the way in which BFT was provided
suggests the value of tailoring the intervention model to the needs of individual families.
Families played an important role in promoting BFT through sharing their
experiences in training and through other modes and venues for influencing the wider
organisational context. Given family accounts of participating in BFT were powerful in
influencing practitioners, and engagement of families is challenging, there may be scope
for directly involving past participants in promoting BFT to other families or in the
engaging new families. This will be explored further in the following chapter describing
the key learning arising from BFST.
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Chapter 9: Key Learning
The central research question for this thesis was how best to implement BFT
within the Continuing Care Team (CCT) of an Adult Mental Health Service. I explored
this question by aiming to implement BFT within a CCT over a two year period. During
this period, I trialled a number of strategies for implementing BFT, not only training CCT
practitioners in using the model but also testing different strategies for supporting uptake
of the model post-training. The use of these strategies has been mapped against the CFIR
to identify the level at which implementation issues arose and the implementation actions
used to respond to these challenges (See Appendix M). This mapping highlights an
important contribution of this thesis given that guidance about the use of specific
implementation strategies in given contexts is lacking in the implementation science
literature (Waltz et al., 2014).
Using an ethnographic action research methodology, involving a range of
qualitative data collection techniques such as observation, interviews and document
analysis, I recorded and analysed the process of implementation to try to understand what
worked and what did not work. This included exploring the effectiveness of the use of a
whole of team approach, the embedding of a family practice consultant and understanding
the experience of clients, and their family members, practitioners and service leaders of
the implementation process. My learning, along with recommendations for improving the
uptake of BFT in mental health care, will be presented within the CFIR.
Characteristics of Individuals
We approached this study with an assumption that we would have more success in
engaging practitioners than previous studies on the uptake of family interventions in
mental health because I was located part-time in the service to offer intensive support and
we were training all team members. Most previous studies had relied on training
practitioners with follow-up supervision only or alternatively provided support through
small specialist teams. This study was also different because there was an extended
process of implementation – over two years. However, we still encountered similar
challenges to practitioner uptake to those of previous studies such as lack of time and
difficulty integrating family interventions within existing work roles. Moreover, the
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practitioner uptake levels we achieved were not significantly different from those reported
in studies with a less intensive implementation strategy. As I will describe later, this
highlights an important finding of this study – that increasing implementation support
does not necessarily lead to better implementation outcomes, at least as these relate to
practitioner adoption. However at the level of the practitioners there are opportunities
improving the uptake of BFT.
Greater emphasis on engagement in BFT training. Practitioners found the
identification and engagement of families a challenging feature of BFT. One way of
improving this aspect of practice would be to give greater emphasis to the process of
engaging families in BFT training.
Better promotion of BFT to mental health practitioners. BFT offered
practitioners an experience of working with their clients and their clients’ families, which
contrasted positively to practitioners’ usual mental health practice. In a broad sense, the
“change oriented” or “therapeutic orientation” of BFT contrasted with the “managing and
monitoring” culture of practice associated with case management. Significantly, BFT also
added value to practitioners’ performance of existing roles in client care, such as
assessment of mental state. These findings highlight what practitioners value about BFT
and could inform future training and promotion of the model amongst mental health
practitioners. Advantages such as improved relationships with clients and families and
facilitating and witnessing change could be promoted as benefits of BFT. This could
complement an existing emphasis on the value of BFT in reducing client relapse and
family burden.
Training in family engagement in undergraduate education. This study
indicated that, for most of the practitioners, working actively with families, outside an
occasional family meeting, was unfamiliar territory. Although those who adopted BFT
found that it enhanced their existing practice, prior to taking it up many practitioners saw
it as a burden on their existing workload or as separate from their existing work. This no
doubt reflected the extent to which working with families was undervalued within the
team. It is also likely to reflect the orientation of undergraduate training towards working
with individuals. Training for working with families should be included in undergraduate
training of mental health professionals so that it is seen as a normal and expected feature
of practice in adult mental health settings. It might be especially useful to teach brief
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models of family engagement that could be provided as a matter of course in mental
health services. Brief models of engagement such as “Family Consultation” would assist
in increasing practitioner-family contact (Jewell et al., 2012). In turn, this would help
build the necessary trust between clients, families and practitioners that appears important
in engaging families in more intensive forms of family intervention such as BFT.
A research focus on the practices of practitioners who successfully engage
families. Although most trained practitioners struggled to see more than one family using
BFT, one practitioner saw four families and two practitioners saw three. This skewing of
uptake was also reported in previous studies of uptake of family interventions (Fadden,
1997; Kavanagh et al., 1993; Pitt, 2005). In contrast to the tendency in research thus far to
focus on barriers to uptake, there could be considerable value in a shift of focus to
understanding more about practitioners who are successful at identifying, engaging and
working with families.
Most practitioners in BFST worked within a case management role and
professional discipline did not emerge as an important factor in adoption of BFT. There
were not obvious differences between professional groups in their rate of uptake.
Therefore differences in rates of uptake by practitioners may be attributable to other
factors. While routine and regular contact by one “successful” practitioner with her
clients’ families appeared critical, it is likely that there were other reasons why some
practitioners achieved higher rates of uptake than their colleagues. Further in-depth
research on successful adopters of BFT or other family interventions could shed more
light on the role played by practitioner attributes as well as on the use of particular
practices. This in turn could inform staff recruitment as well as the content of BFT and
other family-related training.
Inner and Outer Setting
There were a number of areas of learning in relation to the organisational context
in which BFT was implemented. Many of these could have been just as easily considered
under different domains of the CFIR. In the inner and outer setting domains I consider the
learning arising at the level of the culture of mental health services, the impact of staff
turnover and the role of organisational leadership. Because the sustainability of family
interventions is likely to be achieved through structures developed at an organisational
level this dimension is also considered here.
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Changing the culture of mental health services. The process of implementing of
BFT and the characteristics of BFT as a practice model did not sit comfortably with the
hierarchical, defensive and rigid culture of the CCT. In particular, the implicit prohibition
of open expression of dissatisfaction constrained the practitioner feedback processes
required for implementation. A non-assertive practice style delivered within a case
management system of care, where working with individuals predominated, contrasted
with the requirement of BFT to assertively engage families. Engaging families in BFT
also meant working outside business hours in a setting where working within business
hours was highly valued.
A change in team culture could be seen as a necessary and desirable outcome of
an implementation project. This is dependent on whether the purpose in facilitation terms
is to support achievement of a specific goal or to help practitioners change their attitudes
and practice (Helfrich et al., 2010). BFST sat somewhere between these purposes since
the aim was to introduce a specific intervention. However the nature of BFT as an
intervention meant that it had widespread implications for the operation of the team,
including its culture. In reality, BFST certainly served to highlight features of the culture
of the CCT, many of which I would argue are common to clinical adult mental health
services. However, while BFST did achieve important changes in the operation of the
team and in the attitudes of practitioners, I felt a more direct focus on changing team
culture was beyond the scope of the project and my role.
I consider that structural and cultural change in mental health services that could
improve care for clients and their families more generally is needed to create a context for
the widespread assimilation of family interventions. The influential recovery paradigm
offers a more humanistic approach to mental health care that is likely to be more
conducive to the practice of family interventions (Glynn, Cohen, Dixon, & Niv, 2006;
Lefley, 2009). Structural issues such as workloads and the relative value attributed to
direct client and family contact over accountability process and documentation would also
need to be addressed. Nonetheless existing strategies for promoting Family Sensitive
Practice combined with the use of brief models of family engagement such as Family
Consultation would contribute to creating a more client-centred, family sensitive team
culture (Furlong, 2001; Jewell et al., 2012).
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Addressing the impact of staff turnover. In BFST, staff turnover was found to
have had a profound effect on the process of implementing BFT. The loss of trained
practitioners undermined the momentum for uptake of BFT, reduced the capacity of BFT
trained staff to see new families, created increased pressure to train new practitioners and
lowered “project morale.” There was a benefit of staff turnover, which was that new
practitioners believed that conducting BFT was an expected part of their role rather than
an “added extra.” However, consistent with the conclusions of Woltmann et al. (2008) the
impact on implementation was predominantly negative. A study by Aarons, Sommerfeld,
Hecht, et al. (2009) found that the implementation of evidence-based interventions
improved staff retention in children’s services. While practitioners reported positive
experiences of both BFT and the implementation support process, this did not translate to
a noticeable improvement in staff retention. This may reflect the power of the drivers for
staff turnover and specifically that, for newly graduated practitioners, working in the CCT
was seen as a time-limited form of professional apprenticeship.
For mental health services looking to introduce new clinical practices (not
necessarily limited to family interventions) consideration should be given to existing
levels of staff turnover. In settings such as the CCT where staff turnover was an ongoing
feature rather than a passing phenomenon, consideration should be given by the wider
organisation as to whether introducing a new practice is viable. Similarly, for purveyors
of new practices, the rate of staff turnover could be a variable in determining the selection
of sites for introducing a new practice. In circumstances where there is no choice about
where a new practice is to be implemented, levels of staff turnover could at least be used
to inform the setting of realistic targets and time frames for uptake.
Organisational leadership. In BFST, there was considerable support for the
introduction of BFT because a leading player in the project was also a clinical leader of
the service in which the project occurred. There was senior management endorsement of
the project and a preparedness to make organisational changes to facilitate the use of BFT
in the mental health service. At a team level, there was also considerable co-operation and
support for my role and implementation-related activities. Greater emphasis on shared
ownership of the implementation endeavour with the team leadership and, through them,
with the wider practitioner group, might have improved the effectiveness of the
implementation efforts. This also points to the importance of middle management in the
implementation process. This finding is consistent with Birken, Lee, and Weiner (2012)
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who argue that more research is needed to understand the role played by middle managers
in the implementation process.
To make BFT sustainable within the SCCT and the wider CAMHS, a structure
was developed in which a discipline senior, who had a role within the CAMHS executive,
assumed responsibility for the overall co-ordination of BFT. This meant that the
champion role developed at the practitioner level was paralleled by an advocate for BFT
at the executive level of the organisation. This model for integrating family interventions
within a mental health service may have applicability in mental health contexts outside
the CAHMS. Other components of a sustainable model are considered below.
Towards a sustainable model for providing BFT in mental health care. The
BFST model specifically involved training all CCT team members to conduct BFT, rather
than training one or two specialists to deliver it. The value of this “whole of team”
approach was a specific research question in this thesis. In this section its value is
weighed up as both an implementation strategy and as a design feature of a model for the
ongoing delivery of BFT within mental health services. I also articulate a preferred model
for the sustainable delivery of BFT.
The benefits of “a whole of team” approach. In BFST the “whole of team”
approach was to try and make BFT part of routine care by training all team members who
could then deliver the intervention through their existing case management role. This
created easy access to BFT for clients and families because the client’s case manager
conducted BFT and families were not referred to a different practitioner working in a
specialist team. There were examples where BFT generated new information about the
client’s condition for the practitioner. For example, revealing that a client was still
experiencing auditory hallucinations. Also, there were cases where the case manager’s
knowledge of the client and their family helped inform BFT. For example, practitioners’
knowledge of clients’ symptoms helped inform the information sharing component of the
model. The benefits that BFT brought to case managers, clients and families generated a
strong rationale for changing core clinical and administrative processes to support the
practice of BFT. Over time the expectation was created that working at the Southwell
CCT involved doing BFT, as demonstrated by newly appointed practitioners accepting
that working with families was “part of the job.”
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The limitations of training the whole team. Despite the benefits of integrating
BFT within the case management role, the viability of a “whole of team” approach is not
clear. Firstly, there were limits to the number of families willing to participate in BFT.
Undoubtedly, practitioners’ views about which families might benefit from BFT and their
skills in engaging families influenced perceived demand for BFT. Although there was a
point at which one practitioner had more families than she could see for BFT, the more
common problem was that practitioners could not find families willing to participate. This
suggests that training all practitioners in the CCT created a capacity to offer BFT that was
in excess of demand. Beyond being cost ineffective, this may have created a lag for many
practitioners between undertaking training and using BFT because they could not find
families to work with. This in turn had the effect of practitioners losing confidence to
practice BFT.
The second challenge to the “whole of team” approach was the extent to which
BFT could be integrated within the practitioner’s case management role. There was a
range of attempts through Mentoring Groups and Booster Sessions to promote the
benefits of making BFT part of case management. There were examples where
practitioners modified their case management activities with their individual clients in
order to provide BFT to families. However, even the most committed and successful BFT
practitioners concluded that BFT often compromised their role with individual clients,
primarily by limiting the time they could see their clients on their own and attend to case
management tasks. These same practitioners also felt that being in a case management
role made it difficult to conduct BFT effectively. This related to case management issues
taking over BFT sessions, crowding out time to complete components of the model and
disrupting the focus of the sessions. This finding elaborates on the findings of previous
studies in this area that found practitioners most frequently identified integration of
family work with caseload and other work responsibilities as a barrier to practising family
interventions (Fadden, 1997; Kavanagh et al., 1993; Magliano et al., 2005; Magliano et
al., 2006; Pitt, 2005).
An alternative model for establishing BFT within mental health care. Different
models have been developed for creating sustainable capacity to offer family
interventions such as BFT within adult mental health services. As identified in the
literature review, one option is to make family interventions one component alongside a
range of other psychosocial interventions offered as part of the introduction of an overall
272

model of care (Falloon et al., 1998; Falloon, Montero, et al., 2004). This would require a
radical re-orientation in service delivery for many mental health services, a re-envisaging
of the case management role and strong, determined leadership. Another option includes
establishing a specialist family team that provides family interventions within a program
area or on a service-wide basis (Burbach & Stanbridge, 1998, 2006). In this model, there
is the potential for care to be fragmented and for working with families to be seen, at an
organisational level, as the domain of the specialist team rather than “core business.”
Developing a small group of “BFT capable” practitioners. In balancing the
benefits with the limitations of training all team members, I concluded that it might have
been more effective to train a smaller group of the most motivated practitioners to
conduct BFT rather than training all team members. To avoid fragmentation in their care,
clients most likely to benefit from BFT might be identified at the point of intake and
initial assessment. This would include clients living with or in frequent contact with their
families, families where tension was high, or where the client and family had a preference
to be seen together. These clients could be “streamed” to practitioners with training in
BFT. These practitioners could then provide BFT as part of their case management role.
While trained BFT practitioners could be acknowledged as “BFT capable” and supported
through co-working and group supervision, this would not extend to establishing them as
a strongly bounded specialist team. In the early phases of implementing BFT, it might be
helpful to allow newly trained practitioners to work with families who have less complex
needs in order to build their confidence. However this needs to be weighed against the
risks revealed in this study of narrowing the criteria for families suitable for BFT, which
may delay uptake of the intervention by recently trained practitioners.
An integrated BFT/Case management model. There would be value in exploring
whether and how BFT could be better integrated with a case management role. For
example, goal setting, helping the client and family better understand the mental health
condition and relapse prevention are all activities common to both case management and
BFT. In an integrated model, these roles could be performed within BFT rather than
undertaken as separate and additional activities. In this context, practitioners might
perceive BFT as achieving case management goals rather than intruding on the
performance of the case management role. Significantly, this could also reduce the extent
to which BFT adds to practitioner workload.
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Tiered model of training in family practice. To address the risk that family work
could become marginalised in an organisation, and to promote family engagement, all
practitioners within a team could be trained in how to involve families in care (Family
Sensitive Practice) and in brief family engagement models (Family Consultation).
Practitioners who demonstrate interest and proficiency at this level could then be invited
to undertake further training in family psychoeducational models such as BFT. Similar
tiered models of family involvement and service capacity in relation to families have been
proposed in Australia and the United States (Cohen et al., 2010; Cohen et al., 2008;
Mottaghipour & Bickerton, 2005).
Intervention Characteristics
BFT was not significantly adapted through the implementation process in BFST,
although this came into serious consideration as a response to low rates of uptake. I was
concerned about modifying BFT because of the implications for outcome research being
conducted within BFST and the complexity that would have been introduced into the
implementation process. Nonetheless, consideration of modifying BFT is in the scope of
both an action research paradigm and the implementation process. Although I do not
believe that adapting BFT would have significantly improved its uptake, there was
important learning about BFT as a practice model.
Stirman, Miller, Toder, and Calloway (2013) propose a framework for classifying
modifications to evidence-based interventions. This framework considers: who makes the
modification (for example, practitioner or purveyor); what is modified (content, context
or training and evaluation process), the level at which modifications are made (for
example individual or population), the form of context modifications (for example the
format or who delivers the intervention) and the nature of the changes made to an
intervention. The modifications made to BFT during the project and opportunities for
further modifications are considered within this framework.
Duration of BFT. The long time frame over which BFT is delivered was
identified as a potential disincentive to uptake for both practitioners and families. One of
the reasons I adopted the position that BFT should not be shortened was because duration
has been identified in previous literature as a critical ingredient in effective family
interventions. Practitioners were not concerned about the duration of BFT when they
reflected on their experiences with the model. Families, however, had contrasting views
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about the length of BFT. Some families wanted more sessions in order to get more
information about managing the condition or to consolidate changes in behaviour, while
others reported that sessions had gone on for too long.
One way to address these concerns might be to deliver BFT in “chunks” or
components. Families might be more readily engaged in participating in BFT if they were
offered an initial five sessions covering assessment and information sharing. Progress
could then be reviewed at the end of these initial sessions to determine families’ interest
in participating in a communication skills component, which might entail a further four
sessions. This might be less daunting for some families than committing to undertake a
full course of BFT. Within the framework proposed by Stirman et al. (2013) a change to
BFT at this level could be categorised as the tailoring or refining of an intervention rather
than a substantive change to the model.
Making Booster Sessions part of ongoing case management. The use of family
“booster sessions”, after the more intensive phase of the model has been completed, is
currently recommended in BFT. In BFST, the model tended to be applied intensively and
then ceased with practitioner-family contact appearing to revert to pre-BFT arrangements.
If applied in a case management context, BFT may be more effective if such family
booster sessions became part of the ongoing case management relationship. This would
increase the span of time over which BFT was conducted with families and provide an
opportunity to address the problem of the benefits of BFT fading over time. This could be
seen as a modification relating to the integration of BFT into another model of practice,
case management.
Recognising the value of structure in BFT. As a practice model, BFT has
features which practitioners both valued and found challenging. In particular, the
structured nature of BFT ran counter to some practitioners’ responsive and flexible ways
of working with families and yet was also valued by others for providing orientation and
direction in sessions. The structure of BFT also facilitated co-working by allowing the
practitioner and their co-worker to divide responsibility for conducting parts of sessions,
which was an important advantage when practitioners were learning BFT. Recognition of
the value of structure does not represent a substantive modification to BFT given this is
an existing feature of the model. However the role of structure could be emphasised in
training and as such would represent a modification to training and evaluation processes.
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A stronger focus on engagement. In BFST, engaging families was one of the
biggest challenges in practitioners’ use of the BFT model. Our response to this challenge
was to place a stronger emphasis on engagement in training and in the development of
resources designed to support the uptake of BFT. Helping practitioners negotiate the
involvement of families with their client was a particular focus given that this was
typically the starting or end point for practicing BFT. An important contribution of this
study to the existing literature was the articulation of approaches and skills for
practitioners to move between individual and family engagement. For example,
identifying what the client might gain from family involvement and addressing clients’
reservations about family involvement. The motivational interviewing approach appears
to fit well with the process by which clients, family members and indeed practitioners
make decisions about participating in new practices. This approach has been used to
enhance engagement of practitioners, client and families in family psychoeducation with
promising results (Sherman et al., 2009). Within the modification framework proposed
byStirman et al. (2013), changes at this level could be seen as integrating another
‘treatment,’ motivational interviewing into BFT. Further development of knowledge and
training in this area is indicated given the training of health professionals and the culture
of mental health services is individually oriented in most developed countries.
Greater tailoring of BFT to individual families. Families clearly expressed
differing preferences regarding a range of aspects of BFT. These included the location
and duration and the different emphasis and amount of time devoted to each BFT
component. Although what is offered in BFT is informed by the assessment of the family,
the different preferences of families suggest more consideration of tailoring of the model
to the needs of individual clients and their families. In terms of modifications, this implies
a content change to BFT involving more time being devoted to this element of the model.
Increased focus on therapeutic alliance. When interviewed after participating in
BFT, families revealed areas of dissatisfaction or disappointment. Clearly, in some areas,
family members’ discomfort or dissatisfaction could only be realised after they had
completed BFT and the passing of time. Yet some aspects of their experience would have
been accessible to practitioners during BFT. For example, it is possible to ask family
members about their level of comfort or discomfort or whether they were finding a
component such as problem solving helpful. While this did happen to some extent in
BFST, the BFT model might benefit from the inclusion of processes that promote the use
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of session rating scales or simply by emphasising the value of practitioners regularly
“checking in” about families’ experience of BFT (Anker, Duncan, & Sparks, 2009;
Sprenkle et al., 2009). As well as reducing the likelihood of drop out, this might
encourage families to more easily flag that components of the model such as
communication skills are “not working” or need to be re-visited. Ultimately this is likely
to improve both satisfaction with the model and its effectiveness. Although ‘checking in’
is currently recommended practice within BFT, the introduction of a specific alliance
measure would constitute the integration of another approach, namely monitoring of
therapeutic alliance, into BFT.
Promoting the value of family involvement directly to clients and families.
Client and family member attitudes towards family involvement were a real and
significant factor in the level of uptake of BFT. To complement efforts to influence
practitioner attitudes and improve skills, health education campaigns could be developed
that directly target clients and family members and promote the value of family
involvement. Although this study revealed that families were motivated to participate in
BFT by distal outcomes, such as reducing the likelihood of relapse or re-admission, they
clearly also experienced proximal benefits such as reduced conflict or being able to talk
more openly as a family about the illness. Messages about the immediate benefits of
family interventions might resonate more strongly with clients and families. Given that
one of the benefits of BFT identified by families was that it improved the relationship
between families and the practitioner, the value of family interventions for enhancing the
working relationships between client, family and practitioner could also be highlighted.
The introduction of a promotional campaign about the value of family involvement does
not fit neatly into the model proposed by Stirman et al. (2013) but could be seen as a
contextual modification made at a population level.
Client and family involvement in family engagement in BFT. This study
showed that clients and families sharing their experiences in training and dissemination
activities are immensely valuable in engendering practitioner commitment to BFT. The
modifications made to the participation of families in BFT training can be viewed as a
change made at the training and evaluation level of the modification framework proposed
by Stirman et al. (2013). This could be extended to promote the value of BFT to other
clients and families, perhaps via forums for clients and family. In this study, people with a
lived experience of mental illness were not strongly involved in the recruitment of
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families. Carer Consultants had limited involvement in conducting BFT with
practitioners, and Consumer Consultants were not trained in the model. However, clients
and family members who have participated in BFT as “recipients” of the model could
work alongside mental health practitioners to assist with the engagement of clients and
families in BFT. This involvement could be seen as contextual modification of BFT given
that family members would be directly involved in the engagement phase of BFT.
Understanding more about families’ decision to participate in BFT. An
important finding in BFST was that families frequently declined invitations to participate
in BFT. This most often seemed to relate to a perceived lack of need for assistance
(perhaps reflecting a sense of hopelessness that the course of the condition can be
influenced) or concerns that BFT might threaten existing client and family stability. This
was consistent with accounts of clients and families who at least initially found BFT
anxiety provoking and who seemed to weigh this discomfort against the potential benefits
of participation. This is not to minimise the significance of the way in which practitioners
present BFT to families, but rather to acknowledge that this is unlikely to be an exclusive
determinant of families’ participation.
This study highlights the need for further research on the reasons that clients and
family members decline or agree to participate in family interventions such as BFT and
the process they go through in making their decisions. Knowing more about this process
could inform adaptions to BFT, particularly in the engagement phase. The perspective of
clients and their attitudes to having their family involved in treatment warrants particular
attention given that clients’ agreement is usually a first and critical step in their family’s
participation in BFT. This could build upon recent research in this area to explore in more
detail the process that clients go through in deciding whether or not to participate in a
family intervention, particularly in circumstances where the involvement is intensive and
protracted as is the case with BFT (Cohen et al., 2013; Murray-Swank et al., 2007).
Similarly, there is research regarding reasons why family members might be wary of
family involvement (Mairs & Bradshaw, 2005; L. Rose et al., 2004). Further exploration
of the role of loss of hope and fear of destabilising family circumstances identified in this
study might be fruitful areas for further investigation.
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Process
The implementation plan developed and enacted in BFST most directly addressed
the main research question of how BFT could be best implemented within the continuing
care team of an adult mental health service. The learning in this area spans the role of the
embedded family practice consultant, the importance of informed and shared
implementation targets, the importance of informal communication processes in
monitoring implementation, the value of naturally emerging champions and co-working
as an essential ingredient in implementing BFT.
The role of an embedded family practice consultant. The embedded role
offered a particular vantage point from which to facilitate implementation within the CCT
and to understand the process of implementation. The placement of a person from an
external specialist service in another organisation over such an extended period and with
such a comprehensive role to support the implementation of an intervention was unique.
Nonetheless, the concept of facilitation offered a useful framework for understanding
many aspects of my embedded role as a family practice consultant and implementation
co-ordinator. The term also reflected an important learning for me; that the role of an
embedded consultant could be most usefully understood and promoted as one of helping
change occur rather than making it happen.
The uses of an embedded facilitator role and ethnographic action research in
implementation. In implementation terms, my role provided easy access to support and
guidance for practitioners and the opportunity to influence organisational processes. This
was a role that was highly valued by the practitioners and service leaders. It also enabled
me to understand the implementation process at the client and family, practitioner and
organisational level. Being embedded allowed for a deeper appreciation of the impact of
organisational culture than might have occurred if my role had been one of a “visiting
consultant.” This may account for the relative degree of success in the project in
achieving significant organisational changes including the establishment of the champion
positions within CAMHS.
In research terms, BFST provided a unique perspective on implementation by
giving a close and personal account of the facilitation role. This contrasts with many
“objective” accounts of the implementation of family interventions in mental health, and
of implementation more generally, in which the experiences and emotions of the person
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charged with guiding and supporting the implementation process are largely invisible.
Hopefully such a “warts and all” account of the facilitation role might be grounding and
reassuring for others embarking on a similar endeavour.
Measuring the cost effectiveness of the implementation strategy was not part of
this study. On face-value, using an embedded facilitator as a strategy for large scale
dissemination of a new practice is likely to be cost prohibitive. However, as a strategy for
developing detailed knowledge of the implementation issues in a given field of practice or
service system, it could serve a very useful function as a scoping and assessment process
prior to a larger scale rollout of a new practice at a service system level. Alternatively, a
shorter period of ethnographic action research with a small group of practitioners within a
team could be used to inform implementation strategies that could then be applied in a
team or organisation level implementation process.
Balancing short term gain with long term sustainability. The facilitation role in
BFST offered multiple opportunities for influencing the change process in an organisation
using a range of different modalities. I discovered that a challenge for the facilitation role
in a context of scarce resources (both for the facilitator and the target organisation) was to
identify those activities that would yield the most benefit in terms of achieving
implementation outcomes. For example, my regular attendance at a clinical review
meeting might have increased awareness of BFT but relative to other activities, such as
meeting with an anxious practitioner to plan a session, did it make enough of a difference
to uptake to warrant ongoing attendance? The role also involved maintaining a balance
between a focus on achieving short term uptake of a new practice and engaging in those
activities that would increase the long term sustainability and wider dissemination of the
new practice, such as the engagement of stakeholders in the outer organisational context.
Balancing the recognition of problems with appreciating success. The
struggles we experienced in recruiting families and engaging practitioners in BFT were
not unique. This became clear to me only towards the end of my time in the team after I
had visited other family programs and re-visited the literature on the uptake of family
interventions. This shifted my attitude from one that viewed BFST as failing to meet
targets to one that saw BFST as achieving a great deal in a relatively short time frame.
This helped me notice and more actively communicate to the practitioners and the service
what success had been achieved. I now realise how important it is to notice and
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communicate about small changes in a project and perhaps even more so if other
indicators of progress are discouraging.
Balancing driving change with shared ownership. I came to realise through my
experience as an embedded facilitator that there is a balance between demonstrating
leadership and instilling confidence and taking on too much ownership in a practice
change endeavour. In BFST, achieving this balance was challenging, both in my direct
work with practitioners and at the organisational levels. At the beginning of an
implementation project, it is important that the facilitator actively drive the use of the new
practice at a practitioner and organisational level to create momentum for practice change.
However, like the role of the practitioners with families in BFT, if the ultimate goal is
sustained use of new behaviours, then the facilitator also needs to promote ownership of
the new practice with practitioners and the organisation. The natural desire for a project to
be viewed as “successful” created a strong pressure for me as the facilitator to take too
much responsibility – or trying to make change happen, rather than to adopt the more
realistic facilitating role of helping change happen.
The importance of informed and shared implementation targets. Increasing
the intensity of implementation activity through the use of an embedded facilitation role
did not result in increased uptake of BFT when compared to studies using other forms of
implementation support such as training and supervision. This highlights that the
implementation activity associated with introducing a new practice such as BFT is only
one part of the implementation puzzle and that other elements related to the clients and
families, practitioners, the team and the wider organisation set the parameters for what
might be achievable in a given setting. A practical implication of this learning would be
to attempt to better understand the impact of these elements in setting the parameters on
uptake of a new practice. As Sherman et al. (2009) propose, the psychoeducation
literature provides little guidance about how many clients and families need to be
approached to achieve the numbers of families participating in an intervention to make it
viable.
Targets for uptake of BFT or any new practice could be informed by examining
“hard” factors such as the demographics of the client population and practitioner
workload as well as “soft” factors such as practitioner confidence and team culture. Such
informed targets might help an organisation and implementer decide whether the
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endeavour to change practice is worth undertaking in the first place or avoid creating
unrealistic expectations for those involved in the process.
How targets are set and monitored may be just as important as the setting of
realistic targets. In BFST, targets were generated by the research group rather than
negotiated with the team’s leadership and practitioners. Moreover, monitoring of progress
in relation to targets was not shared with the team manager. Although I communicated
frequently with practitioners about “not seeing enough families” the actual targets for
practitioner uptake and for the team as a whole were not clearly communicated. A key
learning from this experience is the importance of developing implementation targets that
are negotiated with a team (both management and practitioners), communicated clearly,
actively supported by the service leadership and monitored by the facilitator, practitioners
and management.
The importance of informal communication processes in monitoring
implementation. I discovered that monitoring progress is critical to implementation
because it provides vital information about the need for new or corrective action to
address difficulties or alternatively to celebrate success. While in BFST there was some
tracking of uptake, it was more difficult to gauge practitioners’ “real” attitudes to BFT.
This was because service leadership had endorsed the project and there was not a culture
of open discussion of issues in team meetings or tolerance of dissent. I have come to
appreciate that, because some organisational leaders might express enthusiasm for
introducing a new practice, it is unlikely that all members of an organisation will be
equally engaged. I now see the importance of both “hard data” in terms of monitoring
uptake and qualitative data related to how practitioners are thinking and feeling about the
introduction of a new practice. I also recognise the limits of formal mechanisms for
practitioners to give feedback such as in staff meetings. Consistent with an ethnographic
stance, I discovered that having “off the record” discussions with practitioners about what
they and their colleagues really think about a new practice are an equally important aspect
of monitoring progress.
The value of naturally emerging champions. Embedding an external facilitator
does have significant advantages that were both practical and symbolic. This included
having easy access to consultation, support and co-working for practitioners while, for
service leaders, there was the knowledge that an external person was driving the initiative,
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differentiating it from the many other issues that a manager raises with their staff group.
The symbolic value related to a visible resource in the team, somebody who represented
the commitment of resources to working with families and flag bearer for working with
families. The establishment of co-ordination and champion positions that occurred as an
outcome of BFST will hopefully serve a similar practical and symbolic value. Identifying
and supporting the development of champions who have demonstrated capacity through
an implementation process appears to have been a successful sustainability strategy.
Practitioners who have demonstrated their ability to undertake a new practice such as
BFT are likely to be seen as more credible by their peers and service leadership than a
person appointed by virtue of their discipline background, seniority or other criteria.
Co-working as an essential ingredient in implementing BFT. A clear finding in
this action research was that mental health practitioners were highly anxious about
practising BFT. This anxiety related most strongly to being with multiple family members
whom they feared would be highly emotional, conflictual or hostile to them. They also
worried about remembering the steps of BFT as a structured form of clinical practice. For
many practitioners, this related to lack of familiarity with one or both of these aspects of
practice. Although co-working, particularly with a person perceived to be a family
practice “expert” sometimes heightened practitioner anxiety, for most it was seen as
critical to them learning to practice BFT. For some it hastened the rate at which they
learnt the model, while for others it was almost a pre-condition for commencing BFT with
families. This finding is consistent with family intervention programs in the United
Kingdom where co-working is an accepted element of many family intervention
programs.
The major challenge in relation to co-working is how to make it available and cost
effective. In BFST, provision for co-working was made through the establishment of the
family practice champion positions in the final phase of the project. The process of
appointing practitioners who had demonstrated their proficiency in the model provided
the option of co-working with practitioners who had practice credibility. However in
terms of being cost effective, consideration needs to be given to more targeted use of
BFT. For example, co-working might be mandatory for practitioners seeing their first
family while for experienced BFT practitioners co-working might be limited to working
with more complex family circumstances. Another option would be for co-working to be
available in the early phase of BFT where multiple assessments need to be completed and
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then at set intervals over the course of the intervention as a means of marking and
monitoring progress.
Final Conclusions: A Post Script
In reflecting on BFST, it is evident that there were limitations and important
achievements. A number of limitations have been identified indirectly in the account of
the key learning and recommendations arising from BFST. From an implementation
perspective, although BFST was unique in many ways, the level of uptake was essentially
similar to that achieved in other settings with less support. This might suggest that future
projects could be conducted at more family friendly mental health services, without the
restrictions of a particular diagnosis and without the constraints that came with combining
an implementation study with outcome research. The small number of families
interviewed in BFST about their experience of BFT was a limitation of my research. This
points to the value of interviewing larger numbers of clients and family members in future
research in this area to gain a richer account of their experiences of participating in BFT.
Since completing the last of the “looking back” interviews in 2010, there have
been a number of developments that speak to the impact of BFST. The BFST co-ordinator
remains in place, but I am aware that one of the appointed champions has left CAMHS.
The CAMHS team structure has been reconfigured as a result of a wider Regional Mental
Health change process that has moved away from specialist teams to smaller,
geographically-based teams performing multiple service roles. One of the drivers for this
change was the burdensome nature of the existing case management roles and the limited
opportunity for use of clinical skills such as family work. Interestingly, I was recently
invited by the Area Manager to attend a round table discussion on family work in
CAMHS. This revealed that of 69 practitioners trained through BFST since 2006, 22
remained at CAMHS and 18 of this group were in clinical roles. BFT was still being
practiced by a small number of practitioners. As such BFT was surviving without
flourishing within CAMHS. BFT continues to be seen as a desired component of service
provision.
There have been important achievements outside of CAMHS. As a direct
consequence of BFST, the CAMHS in partnership with Mind, a non-government mental
health disability service, the PRC and The Bouverie Centre, successfully submitted for
federal government funding for Mind to auspice a specialist BFT program for people with
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serious mental illness who are not currently managed within clinical mental health
services. This small program of three practitioners established in 2008, called BFST
Mind, continues to provide BFT to families in the Cities of Southwell and Greenhill and
surrounding municipalities.
The Bouverie Centre continues to offer training to the mental health sector as part
of its professional education calendar. Lectures on BFT and other family
psychoeducational programs are now provided within the Masters of Family Therapy
program. Of greater significance is the extent to which the learning from BFST has
informed The Bouverie Centre’s service development role in the Victorian mental health
system. In particular, a multi-site implementation project titled Mental Health Beacon was
launched in 2011 (see Appendix N). The design of this project was informed largely by
BFST. The key features of this project were:


the use of family consultation as a brief intervention to increase family
engagement prior to the introduction of BFT and multiple family group
interventions



the use of practice champions and a management sponsor as part of the
implementation strategy



rigorous tracking of offers and uptake of family interventions through
practitioner logs and use of existing data collection systems



a strong emphasis on partnership where shared responsibility for outcomes
was emphasised and where targets for uptake were explicitly negotiated



the targeting of a small group of committed practitioners (rather than the
whole team) to undertake BFT training.

The contribution to knowledge in the area of implementing family interventions is
another important achievement of BFST. In addition to the conference presentations
already referenced, BFST directly led to publications in the Australian and New Zealand
Journal of Psychiatry, a contribution to a textbook on mental health in Australia and the
production of a rapid literature review on family interventions for the Australian National
Mental Health Commission (C. Harvey & O'Hanlon, 2013; Meadows et al., 2012;
National Mental Health Commission, 2013) (see Appendix O).
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Thus, BFST has made a number of important contributions at a number of levels
to the field of families and mental health care. This has been achieved through the
introduction of an efficacious but underutilised model of practice in a mental health team.
Although much has been learned about implementing family interventions such as BFT,
this endeavour remains challenging. Further implementation efforts and research
endeavours will be needed to determine if, and how, family interventions can be made a
viable and sustainable component of routine mental health care.
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Appendices
Appendix A: Interview Guides

Interview Guide 3/07/2008
Topic Area: Contact with Families
Instruction to interviewer: purpose is to get the case manager to talk about their
experiences and perceptions of differing levels of contact with families of clients
Tell me about your experience of the different levels of contact you have with families of
your clients?
What do you think affects the level of contact between case managers and families?
Topic Area: Incorporating BFT in routine practice
Instruction to interviewer: purpose is to understand the case managers experience of
trying to do BFT within their case management role
What has been your experience of trying to do BFT as part of your case manager role?
How do you understand the difficulty in being able to make a start with a family using
BFT?
Topic Area: Existing Models of Practice
Instruction to interviewer: purpose is to understand how case managers’ existing practice
model affects their willingness to do BFT
Tell me about what informs your approach to working with clients? How does contact
with families fit with this approach?
How does this approach fit with doing BFT?
Topic Area: Working with the Family Practice Consultant (FPC)
Instruction to interviewer: purpose is to get the case manager to talk about the experience
of working with the FPC
What has it been like to have a FPC working alongside you in the service?
How might it have been had this not been part of the project?
How did you find the mentoring Groups?
Topic area: Working with carer consultants
Instruction to interviewer: purpose is to get the case manager to talk about their
experience of carer consultants in BFT
What kind of involvement have you had with the carer consultants generally and in
relation to BFT? Why do you think it has worked out this way?
Interview Guide 9/01/2009
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Topic Area: Overall perception of BFST
Instruction to interviewer: purpose is to get manager to talk about their impressions of the
project
Tell me about your general impressions of the project. What did you notice about it?
How was it similar or different from other projects that you have been involved with?
Topic Area: Challenges and Benefits of BFST
Instruction to interviewer: purpose is to understand the managers’ perceptions of the
difficulties and advantages of the project.
From your position as area manager, what did you find most difficult or challenging about
BFST?
What is your sense of what it offered the service? What about what it offered to you as
the area manager? For example, in your relationship with Regional Mental Health, DHS?
Topic Area: Key Ingredients
Instruction to interviewer: purpose is to elicit the managers’ views of the key elements of
the projects success.
If you reflect on the different elements of the implementation strategy, what do you think
were the most important factors influencing the outcome?
Topic Area: Process of organisational change
Instruction to interviewer: purpose is to get the manager to talk about the process of
organisational change involved in BFST
Tell us about your experience of the formal processes to achieve the necessary
organisational change, such as the Governance Group?
Any thoughts about alternative processes for achieving these changes and oversighting
the project?
Topic area: Overall perception of BFST and reflections on project
Instruction to interviewer: purpose is to get the managers sense of how BFST went and
reflections on the project.
Overall, how do you think the project went? How did it compare with your initial
expectations? What might you do differently next time?
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Interview Guide 25/09/2009
Topic Area: Family Constellation
Instruction to interviewer: the purpose is to identify who comprises the consumer’s
family as context for the families’ experience of contact with mental health services
Who makes up your family?
Was there anyone in your family who tended to have most of the contact with mental
health services? How was this worked out? Would you have liked it to work differently?
How?
Topic Area: The process and content of contact with mental health services
Instruction to interviewer: the purpose is to get an understanding of the characteristics of
the contact between the family and mental health services
When there is contact from the service, how does this occur? At home or the clinic or
over the phone? Who usually contacts who? On reflection, what would you have
preferred in terms of contact?
What are the kinds of reasons that your family might contact the mental health service?
What kinds of things did the service(C/M or Dr) want to talk to you about? What would
you have liked to talk about?
In what situations does contact usually happen? Eg. Crisis? New case manager? How was
this for you? How would you have preferred contact to have occurred?
Topic Area: Attitude towards the contact that has occurred with mental health
services
Instruction to interviewer: purpose is to get the family to talk about their perceptions and
feelings about contact with mental health services
Tell me about your experience of your contact with the mental health service? Was it
helpful? Stressful?
As the consumer, how did you feel about the contact between your case manager or
Doctor and your family?
Topic Area: Factors that might influence families’ experience of contact
Instruction to interviewer: purpose is to understand what might affect families’ attitude
towards contact with mental health services
What do you think affects the level and quality of contact between case managers and
families? Eg has it changed over time or with different case managers? Examples of
positive contact? Examples of negative contact?
How does contact between family and services work best? From your experience, what
do you think are the key ingredients?
Topic Area: Families experience of being offered family work
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Instructions to the interviewer: Purpose is to understand families’ experience of being
offered and engaged in family work
Can you recall your initial reactions to the idea of family work? What motivated you to
agree? What appealed to you? Anything said that particularly appealed? How were you
hoping it might help? Did you have fears about what it might involve?
Was the timing important to you in making your decision?
How did you work out between you whether you would participate?
Having participated in family work, what would you say to other families who might be
considering it?
Topic Area: Families experience of family work (Components)
Instructions to the interviewer: Purpose is to families’ experience of family work and
particular elements of the work
How did you find the family work? If it was helpful, how? Did it change anything? How
was it comparison to what you expected?
Were there particular components that you found more or less helpful or unhelpful?
Individual sessions? Questions about communication? Talking about the condition?
Relapse prevention plan? Communication skills? Problem solving?
Were there things that you would have liked to have talked about but didn’t? What made
this difficult?
Topic Area: Families experience of family work (Process)
Instructions to the interviewer: Purpose is to understand families’ experience of the
process of doing family work and how it could be improved.
Were there aspects of how the family work was done that you liked more or less?
Prompts, the style of the workers, the structure of the work? Going through different
stages? The structure of sessions? Frequency? Length?
Were their particular moments that you found especially emotional? Upsetting?
Uplifting?
What thoughts do have about the way we did the family work together? How could we
improve it?
Topic Area: The impact of family work on relationship with the case manager and
service
Instructions to the interviewer: Purpose is to understand if and how families attitude
towards the case manager and service have changed as a consequence of family work
How did doing family work affect your relationship with your case manager? (both
consumer & family member) How did you feel about this?
Did being offered and doing family work change your attitude towards the mental health
service? If so, how?
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Appendix B: List of clients and families who refuse and consent to BFT
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RESEARCH AND GRADUATE STUDIES OFFICE
MEMORANDUM

To:

A/Professor Amaryll Perlesz, The Bouverie Centre
Brendan O’Hanlon, The Bouverie Centre
Dr Carol Harvey, University of Melbourne

From: Secretary, La Trobe University Human Ethics Committee
Subject:

Review of Human Ethics Committee Application No. 06-77:

A process evaluation of the Building Family Skills Together Initiative:
Implementing behavioural family therapy in a continuing care team
Date: 21 August 2006

Thank you for submitting your correspondence of 21 August 2006 for ethics
approval to the La Trobe University Human Ethics Committee (HEC) for the project
referred to above.
The Chair of the HEC has reviewed your submission which was assessed as
complying with the National Health and Medical Research Council’s National Statement
on Ethical Conduct in Research Involving Humans and with University Human Research
Ethics Guidelines. Your project has been granted ethics approval.
The project has been approved to 1 August 2008.
Please note that your application has been reviewed by a sub-committee of the
HEC in the interest of facilitating a decision on your application before the next
committee meeting. The decision to approve your project will need to be ratified by the
full HEC and consequently approval for your project may be withdrawn or conditions of
approval altered. However, your project may commence prior to ratification of the
approval decision. You will be notified if the approval status of your project is altered.
The following standard conditions apply to your project:
Complaints. If any complaints are received or ethical issues arise during the
course of the project, researchers should advise the Secretary of the HEC on telephone
(03) 9479 1443;
Limit of Approval. Approval is limited strictly to the research proposal as
submitted in your application while taking into account the conditions and approval dates
advised by the HEC;
Variation to Project. As a consequence of the previous condition, any
subsequent variations or modifications you may wish to make to your project must be
notified formally to the HEC. This can be done using the appropriate form (Application
for Approval of Modification to Research Project) which is available on the internet at
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http://www.latrobe.edu.au/www/rgso/ethics/ethics.htm or from the HEC Secretary in
electronic or hard copy. If the HEC considers that the proposed changes are significant,
you may be required to submit a new application form for approval of the revised project;
Progress Reports. You are required to submit a Progress Report form annually
(if your project continues for more than 12 months) and at the conclusion of your project.
The form is also available on the internet (see above address) and can be collected in
electronic or hard copy. When completed the form should be returned to the Secretary of
the HEC. Failure to submit a progress report will mean approval for this project will
lapse. An audit may be conducted by the HEC at any time.
A Final Report will be due by 28 February 2009.
If you have any queries on the matters mentioned above or require any further
clarification please contact me at the Research and Graduate Studies Office on telephone
(03) 9479 1443, facsimile (03) 9479 1464 or e-mail address humanethics@latrobe.edu.au
Ms Mira Junge
Secretary, La Trobe University Human Ethics Committee
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RESEARCH AND GRADUATE STUDIES OFFICE
MEMORANDUM
To: A/Professor Amaryll Perlesz, The Bouverie Centre Brendan O’Hanlon, The
Bouverie Centre
Dr Carol Harvey, University of Melbourne
From: Secretary, La Trobe University Human Ethics Committee Subject:Review of
Human Ethics Committee Application No. 06-77
A process evaluation of the Building Family Skills Together Initiative: Implementing
behavioural family therapy in a continuing care team
Date:

22 June 2007

Thank you for submitting your modification request of 30 May 2007 for ethics
approval to the La Trobe University Human Ethics Committee (UHEC) for the
project referred to above.
The Chair of the UHEC has reviewed and approved the following modification:
Analysis of routinely collected registration and contact data to record the profile of
families of clients with schizophrenia spectrum disorders to determine the extent of
face-to-face contact between families and Southwell CCT clinicians over the
preceding year
The random selection of four families by Central Area Mental Health Service from
low, moderate and high levels of service contact with carers and other relatives to
seek their consent to participate in family interviews
The extension of family interviews to include the four families selected as outlined
above
The interviews to include an additional researcher and Carer Consultant employed by
the service
Changes to the Information and Consent form as submitted for approval

Please note that your application has been reviewed by a sub-committee of the
UHEC in the interest of facilitating a decision on your application before the next
committee meeting. The decision to approve your project will need to be ratified
by the full UHEC and consequently approval for your project may be withdrawn or
conditions of approval altered. However, your project may commence prior to
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ratification of the approval decision. You will be notified if the approval status of
your project is altered.
The following standard conditions apply to your project:
Complaints. If any complaints are received or ethical issues arise during the course
of the project, researchers should advise the Secretary of the UHEC on telephone
(03) 9479 1443;
Limit of Approval. Approval is limited strictly to the research proposal as
submitted in your application while taking into account the conditions and approval
dates advised by the UHEC;
Variation to Project. As a consequence of the previous condition, any subsequent
variations or modifications you may wish to make to your project must be notified
formally to the UHEC. This can be done using the appropriate form (Application for
Approval of Modification to Research Project) which is available on the internet
at http://www.latrobe.edu.au/www/rgso/ethics/ethics.htm or from the UHEC
Secretary in electronic or hard copy. If the UHEC considers that the proposed
changes are significant, you may be required to submit a new application form for
approval of the revised project;
Progress Reports. You are required to submit a Progress Report form annually
by 12 February (if your project continues for more than 12 months) and at the
conclusion of your project. The form is also available on the internet (see above
address) and can be collected in electronic or hard copy. When completed the form
should be returned to the Secretary of the UHEC. Failure to submit a progress report
will mean approval for this project will lapse. An audit may be conducted by the
UHEC at any time.
A Final Report is required within six months of the completion of the project or by
28 February 2009
If you have any queries on the matters mentioned above or require any further
clarification please contact me at the Research and Graduate Studies Office on
telephone (03) 9479 1443, facsimile (03) 9479 1464 or e-mail address
humanethics@latrobe.edu.au
Barbara Doherty
Acting Secretary, La Trobe University Human Ethics Committee
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Preface
The ‘Relative Invisibility’ study was conducted under the auspices of a Department of
Human Services, Mental Health Research Fellowship.
Brendan O’Hanlon, Program Manager for Mental Health at The Bouverie Centre and Mary
MacRae, Carer Consultant at the Central Area Mental Health Service worked together to
conduct the research and prepare this report. One of the aims of the project in addition to
the specific research questions was to ‘build research capacity through developing a close
research collaboration between an experienced family clinician and a carer consultant—both
in the early stages of their research careers.’ The research findings are contained in the body
of the report, while our reflections on the process of conducting the research are included in
appendix 1.
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Abstract
Family contact with mental health clinicians is important in terms of meeting the
needs of people diagnosed with mental health difficulties and their families. Existing
research in this area points to relatively low levels of family–clinician contact and identifies
a number of barriers to family involvement in mental health care. The current study
‘Relative Invisibility’ examined the family-clinician contact for a group of 66 clients
attending an inner urban Continuing Care team who were diagnosed with schizophrenia and
living with their families. It aimed to map the extent and nature of contact and better
understand the factors affecting contact. Using a mixed quantitative and qualitative design,
registration and contact data were analyzed and a small group of families and clinicians
interviewed about their experience of contact. The findings revealed higher levels of
family-clinician contact than similar overseas studies though with considerable variability in
contact across clients and a significant proportion of clients where there was no direct
family-clinician contact. Significantly, clinician contact tended to involve only one member
of the family other than the client.
Variability in the extent of family-clinician contact, consistent with previous
research is understood as reflecting a complex interplay between factors operating at the
family, clinician and organizational levels. These include the cultural background and
nature of relationships in families the practice styles, professional backgrounds and
confidence of clinicians and the availability of time within the service context. The
implications of the findings are considered in terms of further research and clinical practice
development.
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Literature Review
There is significant support for the value of involving of families1 reported in the
research literature, practice guidelines and Government policy. A number of studies, metaanalyses and reviews provide evidence of the benefits of involving families in the
treatment of mental health conditions(McFarlane, 2003; Pharoah, Mari, Rathbone, &
Wong, 2006; Pilling et al., 2002; Pitschel-Walz, Leucht, Bauml, Kissling, & Engel,
2001). This evidence is reflected in the incorporation of family interventions in various
treatment guidelines for mental health conditions such as schizophrenia. See for
example, National Institute for Clinical Excellence guidelines for the treatment of
schizophrenia (NICE, 2002), Royal Australian and New Zealand College of Psychiatrists
Clinical Practice Guidelines for the Treatment of Schizophrenia and Related Disorders
(McGorry, 2004) and the Chief Psychiatrist’s Clinical Practice Guidelines (Tanaghow,
2005). Moreover, family advocacy groups have also articulated principles for family
involvement in the treatment of mental health problems(WFSAD, 1999). Within
Australia at a commonwealth and state level, mental health policy and service
standards require or at least promote family involvement in mental health services. See
for example, the National Action Plan on Mental Health 2006-2011(COAG, 2006)
Because Mental Health Matters, Victorian Mental Health Reform Strategy (Mental and
Drugs Division, 2009). This involvement extends from family participation in a relative’s
treatment to family members contributing to the development and governance of services.
Despite compelling evidence, treatment guidelines endorsing family involvement
and supportive policy settings, there is continuing evidence that routine family
involvement does not occur. Family members are often dissatisfied with mental health
services and do not believe they adequately meet the needs of their mentally ill relatives
or their needs as family carers (Department of Human Services, 2004; Drapalski et al.,
2008; MHCA & CAA, 2000). A recent Australian study of carers’ experience found that
family involvement was outside the core business of mental health services (McAuliffe
et al., 2009). As such the routine involvement of families in mental health care in many
settings remains more an aspiration rather than a reality
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Most of the research addressing families’ participation in treatment and care has
occurred in the context of research examining the effectiveness of structured family
interventions. Initially these interventions demonstrated reduced relapse and re-admission
rates for the person experiencing mental health difficulties, particularly schizophrenia.
They have also been shown to deliver significant benefits to family members who
themselves experience considerable distress and burden (Cuijpers, 1999). However the
research on implementation of these family interventions indicate modest levels of uptake
within mental health services even after reasonably intensive training and follow up
support (Fadden, 1997; Kavanagh et al., 1993; Magliano, Fiorillo, Malangone, De Rosa, &
Maj, 2006).
In contrast to the extensive research conducted in relation to structured
interventions and programs for families, a relatively small number of studies have been
devoted to exploring the overall contact that occurs between mental health clinicians2 and
families including so called ‘informal contact’. Informal contact here is used to
describe contact between a clinician and a client’s3 family in the course of an individual
client’s routine mental health care rather than as part of a structured family intervention.
As such it may be unplanned, of varying duration and occur in a range of contexts. For
example, telephone calls about appointment times, an enquiry about a relatives’ medication
or a conversation between a clinician and a family member when their relative is becoming
unwell.
Better understanding the extent and nature of the overall contact between mental
health clinicians and families, may lead to significant benefits for clients, families and
clinicians. The current promotion of family involvement in mental health care reflects an
acknowledgement of the role that families already play in care of people with serious
mental illness and the impact of these conditions on all family members. Mental health
services can only respond well to the needs of families if good working relationships exist
between families and service providers. In addition, mental health clinicians’ frequently
require the involvement of families to provide effective care to an individual client.
An important step in making constructive family involvement a reality is to better
understand how it currently occurs. A comprehensive understanding of the real extent and
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nature of family involvement including the barriers to contact can inform strategies to
improve family participation in care. Family-clinician contact may also be important
because of its potential link with the uptake of evidence based family interventions. In
this context, it makes intuitive sense that constructive and regular family contact will
create a better context for offering families evidence based interventions than one in
which contact is infrequent and limited to crisis.
Research regarding informal contact between families and mental health
practitioners has been conducted as a focus of study in its own right or to examine familyclinician contact as a measure of the impact of an intervention (such as a training program
or a change in service models). Most of the studies have used survey methodologies
although they have variously focused on clinicians, clients and family members. A range
of dimensions in relation to family-professional contact have been explored. These
include; the frequency, mode (telephone or direct) and amount of contact; the pattern of
contact covering who in the family makes contact, whether the professional or family
initiates contact and in what context the contact occurs (during crisis or at other
times); the purpose or reasons for contact, perceived satisfaction with interactions and
perceived barriers to contact. Factors associated with families having more or less contact
with professionals have also been considered.
In four US studies, clinicians have been surveyed about the extent of their contact
with families. In research by Dixon and colleagues, (Dixon, Lucksted, Stewart, &
Delahanty, 2000), 36 mental health clinicians in an urban university based community
mental health centre were surveyed about their contact with the family members of 214
randomly selected clients. Fifty-three per cent of these clients lived with their family. For
38% of clients there had been no clinician-family contact in the past year. For the group
where there had been contact (n=128 or 60% of clients), 68% of these had up to three
contacts in the past year while for 41% there had been one or more contacts per month. For
44% of clients the contact tended to occur in a time of crisis. Phone contact was the usual
mode of contact for 87% of client families and mothers were most often the primary contact.
In terms of the reasons for contacts, there was a mix of family and clinician driven reasons
for contact. These included helping family members with their mentally ill relative’s
behaviour, providing emotional support, gaining information about the client, providing
information or helping during a crisis. For three quarters of clients where contact occurred,
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clinicians were satisfied with the contact and nearly all believed it benefitted clients and
family members to some extent. Barriers to contact for the clients where there had been no
contact with family were, for over half of the clients, the clinician’s belief that family
contact would have no
benefit. For nearly a third of the group the client had refused to give permission for family
contact. The authors also identified that those clients who were younger, had a diagnosis of
schizophrenia, and who were clients of an outreach team (as opposed to a ‘traditional’
clinic) were more likely to have family contact made.
In another US study, 59 clinicians from six suburban community mental health
programs completed a self administered survey about their contact with families of clients
with severe mental illness in the past six months. Eight of these clinicians also participated
in in-depth interviews(Marshall & Solomon, 2004b). The six programs spanned services
providing partial hospitalization, case management and outpatient treatment. In terms of
contact, while the percentage of clients where there was no contact was not specified, 85%
of the clinicians reported that they never saw the family members of the majority of their
clients. When contact did occur it was most often about receiving information about a
relative’s functioning, linking families to community resources, teaching coping skills or
how to manage a crisis. Professional role, (for example if they were a social worker or
doctor) was identified as important in determining who had contact with families and the
type of information provided. In depth interviews indicated the importance of the service
context in determining the type of information provided to families, that contact frequently
occurred in crisis and perhaps most tellingly that clinicians did not see family involvement
as part of their responsibility or as a mission of the program.
Resnick and colleagues explored the correlates of contact between clinicians and
families by re-analyzing data from a previous study that surveyed 902 individuals diagnosed
with schizophrenia who were being treated in public, private and Veterans mental health
services(Resnick, Rosenheck, Dixon, & Lehman, 2005). Participants were asked about the
extent of contact between clinicians and clients families in the last 12 months. They found
that for 31% of clients’ families there had been informal contact with a clinician. In other
words, for 69% of clients there was no clinician-family contact. Only 8% of client families
had been involved in any kind of formal education program. This is despite 87% of
participants having had some contact with their families in the last year. The authors found
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that younger age, greater education, drug problems, receiving more intensive treatment and
satisfaction with family were all positively associated with greater family contact.
Intensity of contact with family and living with parents were positively associated
with families participating in formal education and support programs.

Riebschleger, (2005) surveyed mental health clinicians from two community mental
health centres in rural Michigan about the frequency, patterns and barriers to contact with
clients’ families. Using convenience sampling, 73 professionals from these centres were
surveyed, nearly two thirds of whom were social workers. (It is not clear how representative
this sample was of the wider staff group).
The majority of clinicians (78.9%) worked with adult clients, while some worked
with children as their clients, providing an interesting point of comparison between the
clinicians serving the two groups. A distinctive feature of this survey was that respondents
were asked to estimate hours of contact with family members during a working week as
opposed to the number of contacts. The amount of time ranged from 0-16 hours per week
with a mean of 3.5 hours per week. The mean for clinicians serving children was 7.39 and
for those serving adults was 2.58 hours. In terms of patterns of contact, they found that
families more often initiated contact than clinicians; contact was more often by telephone
than face-to face and that parents and partners were most often involved in the interactions.
Strongest facilitators of family contact time were a combination of more contact time with
clients and the client being a child.
In terms of activities undertaken during the contact the most common were; helping
the family emotionally support their relative; helping the family to set limits; listening to
family members’ experiences; advocating for families’ needs; helping families to cope
emotionally; telling families about resources and obtaining information about the client. In
terms of barriers to contact the most strongly endorsed was lack of time. Organizational
barriers were frequently identified including confidentiality; family work not being
important to supervisors or administrators, and limited financial reimbursement for family
contact. A family member being unreasonable was identified by over half of the clinicians
as a barrier, while lack of staff skills was least often nominated (only 19%).
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An English study used a case note review methodology to determine the level of
contact between families and mental health services in a twelve month period(Krupnick,
Pilling, Killaspy, & Dalton, 2005). A total of 257 files were examined from 11 community
mental health teams in urban London. It was identified that in 209 or 81% of files there was
evidence of contact between the family member and the client and that family members
were listed in 83% of files as next of kin (most often the mother). There was evidence of
contact between a clinician and family in the last six months in 95 or 37% of files (63% had
no contact). For this group there was evidence of direct contact in 52% of files, telephone
calls to family in 58% of files, and calls from families in 51% of files. In only 7% of files
where clients were in contact with family (209 clients) was there evidence of a formalized
assessment of carers’ needs although there was a record of a family member attending a care
planning meeting in 18% of these files.
Evidence of any specific family work was found in only 6% of files where the client
was in contact with their family.
In contrast to surveying mental health clinicians or families, two studies have
focused primarily on client experiences of clinician-family contact. One US study surveyed
clients regarding their views about family relationships and family participation in their care
(Murray- Swank et al., 2007). Sixty-nine clients being treated in Veterans Affairs inpatient,
partial hospitalization and outpatient services participated in the study. Virtually all (97%)
had some level of contact with their families or ‘family-like person’ and in contrast to the
clinician and family surveys, siblings were most frequently identified ahead of parents as
part of their family support network. For 42% of clients there had been either phone or
direct contact between a clinician and family member in the last year. (Therefore 58% had
no contact.) Contact differed markedly for clients who were inpatients (71%) compared to
outpatients (38%). In response to a surprisingly infrequently posed question about their
preferences about the involvement of family, 67% of clients expressed a desire for an
identified family member to be involved in their care. In examining the impact of the
frequency of family contact, they found that where clients had more frequent contact with
their families they wanted greater participation of their families in care.
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For the clients willing to consider family involvement, they generally wanted their
family to get information about their diagnosis and treatment with more than half
nominating that family counseling and communication skills sessions would be helpful. Half
of the group believed that a family support group would be useful for their relatives. This
same group was asked about barriers to family participation in care with 29% identifying a
lack of suitable appointment times for families and 23% indicating that clinicians did not
give opportunities for families to be involved. A range of family factors were seen as
barriers including the family being too busy, conflict, no interest, hesitancy coming to
service, transport and family living too far away.
In terms of the barriers operating for them individually, 58% expressed concern
about being a burden, 49% had concerns about privacy and 43% believed family
involvement would not help. These
findings add to the existing literature in this area by providing a clearer view of client
preferences including a strong endorsement of family involvement in their care and an
enriched appreciation of the multiple barriers to family participation in their treatment.
Prince (2005) measured satisfaction with community based services and family
assistance received in relation for a group of 246 clients diagnosed with schizophrenia or
schizoaffective disorder three months after their discharge from hospitals in New York City.
Although there was no direct measure of contact, approximately half of the individuals
reported receiving assistance relating to family issues by outpatient staff which could be
equated to some level of family contact and involvement. Specifically 55% of the clients
reported getting help themselves about family concerns, 44% reported that family members
were helped to cope with the client’s mental illness and 48% reported that their family was
assisted with understanding the client’s condition by outpatient staff. Satisfaction with care
was positively associated with receiving assistance in relation to family and within this, the
family being assisted to cope with their relative’s illness appeared more important than the
provision of information about the condition.
Three studies have reported on clinician-family contact in research examining the
impact of a change in service delivery models or following training. An English study
examined the impact of intensive case management on families and family-clinician
contact(Harvey et al., 2002). The study was part of wider research involving community
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mental health teams associated with four sites in Manchester and London where clients were
been randomly assigned to two years of either standard or intensive case management.
Standard case management was operationalized as a clinician having a caseload of 30-35,
while intensive case management caseloads ranged from 10-15 clients. Clients had to have a
diagnosis of psychosis and have a had a minimum of two hospital admissions and were only
included in the family study if they had face to face contact at least twice a week with their
family at both baseline and follow up assessments. Case managers from multi-disciplinary
backgrounds recorded their clinical activity including their contacts (face to face and
telephone) with relatives of 146 of their clients (69 receiving standard case management and
77 receiving intensive case management) over the two year period of the study. In addition
relatives of 116 clients (48 receiving standard and 68 receiving intensive case management)
were interviewed at the beginning and at follow up and completed an Experience of
Caregiving Inventory and the General Health Questionnaire. Almost two thirds of these
family members had their ill family member living with them.
For those clients receiving standard case management, there was no case manager
contact with the family for 55% of clients and only one contact for a further 23% of clients.
For the intensive case management group these figures were 30% and 22% respectively.
The study distinguished between all contacts and those contacts where the relative
was the primary focus (in terms of providing information, support and help with problem
solving). In the standard case management group, 32% of contacts had the relatives as a
primary focus compared to 45% for the intensive case management group.
Interestingly, despite differences in levels of clinician-family contact between the
standard and intensive case management groups there were no significant differences in
families’ experience of care giving as measured by the study instruments across the two
groups. The researchers concluded that increasing the frequency of contact alone may not
be effective in delivering benefits to families.
This study revealed low levels of clinician-family contact given that all clients had
significant contact (and most lived) with their own families. The research highlights an
important variable in family-clinician contact by suggesting that caseload size may influence
contact levels with families and appears consistent with (Dixon et al., 2000) finding that
outreach teams have more contact with families than clinic based services.
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Two studies have measured levels of family-clinician contact to determine the
impact of training interventions designed to change clinical practice. Marshall (2004a) used
family-clinician contact as a measure of effectiveness of a two hour training program
designed to encourage clinicians to seek written consent for disclosure of information
families. In this US study, involving mainly partial hospitalization and case management
programs located at suburban sites, training was provided to staff at one site and not
provided at a comparison site. The impact was then assessed on both clinician behaviour
and families. Amongst a range of findings of the study that involved 52 clinicians and 58
families, the authors determined that families with relatives who received treatment from the
intervention site were more likely to have had contact with clinicians than families from the
comparison site. They also discovered that families who followed the recommended
practices more closely reported more clinician contact.
In a local Victorian study involving 27 clinicians from a range of teams in a
suburban mental health service, the number of family contacts as a proportion of all client
contacts were recorded over a two-week period to impact of a training program (Farhall et
al., 1998). This revealed that the mean percentage contact with families ranged from 1035% of all contacts across service types and time. They were able to demonstrate that
following the completion of an extended training program in working with families, there
was an increase in the proportion of clinician-families contact.
The extent and nature of informal contact between mental health clinicians and
families from the reviewed studies can be summarized as follows. For a significant group
of clients, ranging from 38% to 69% there was no clinician contact with family
members despite a large proportion of clients involved in all studies being in contact
with their families or actually living with them. When contact did occur, it more often
occurred over the telephone, usually with parents and partners and was more often
initiated by family members. The content of interactions spanned family driven
concerns and the interests of clinicians. Families wanted help with a relative’s behaviour,
emotional support, information about the condition and community resources, while
clinicians wanted information about the client from families. Perceived barriers to family
involvement varied somewhat according to who was asked. Important barriers included
organizational factors (time, professional role, management endorsement and
confidentiality), clinician perceptions about the value of involvement, client refusal,
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clients not being asked about family involvement, client concerns about burdening
families or privacy and practical issues such as the suitability of appointment times for
families. Certain factors were identified as facilitating more clinician-family contact.
These included clients receiving more intensive treatment including inpatient care, clients
being younger, more educated and drug using, greater client contact with a clinician and
satisfaction with family relationships. Encouragingly there is some evidence that training
and service restructuring can lead to an increase in clinician-family contact.
There are a number of limitations to the existing research in this area. Certain
aspects of clinician-family contact, particularly direct (face to face) contacts have not
been reported. For example, the duration of direct contacts, whether contacts occur in a
clinical setting or family home and the number of family members participating in family
contacts, could provide important clues about the scope and quality of family involvement.
While it is clear that there is significant variation in clinician-family contact across clients
and clinicians the reasons for this are less clear. Some of the studies asked clinicians to
retrospectively record the number of contacts with attendant problems of accurate
recall, while others aggregated reported contact on a caseload or time period basis. Given
that client attitude to family involvement is presumably an important factor in the extent
of clinician-family contact, it is surprising that only one study elicited client preferences
in this regard. None of the studies attempted to ascertain the perspective of all three
parties (client, family or practitioner), most used standardized questionnaires or measures
and only one used qualitative methods to obtain a detailed understanding of participants’
experience of clinician-family contact.
The current study ‘Relative Invisibility’ grew out of a wider implementation
research project: Building Family Skills Together (BFST). The BFST project aims to
better understand how to best implement an evidence-based intervention, Behavioural
Family Therapy (BFT) within routine care of people diagnosed with schizophrenia and to
determine the impact of that intervention on clients, their families and clinicians. An
action research component of the project involved the embedding of a specialist family
consultant in a Continuing Care Team to help implement BFT. An early observation of
this consultant (the first author, BO’H) was that there was significant variation between
clinician-case managers in the team in the extent of contact they had with families of
clients on their caseloads. That is, some case managers appeared to have routine and
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frequent contact with families while for others contact was minimal. For these
clinicians, there was a sense that families seemed relatively invisible, thus the title for
the current study. The extent of existing contact appeared to be a significant factor in
whether clinician-case managers could firstly identify families who might benefit from
BFT and secondly engage them in the family work. In this light a better understanding
of the extent of clinician-family contact and of the factors affecting this contact could,
amongst other benefits, assist in improving the uptake of evidence based family
interventions within local mental health services.

1

The term ‘family’ is used here to describe the all family members including the individual diagnosed

with a mental health problem or ‘client’ and any one family member who is in the role of a ‘primary carer’.
2

The term clinician is used to describe all staff directly involved in treatment and care including

nursing, allied health and medical practitioners. The term ‘case manager’ is generally applied nursing and allied
health clinicians in case management roles.
3

The term ‘client’ is used throughout to identify the person receiving treatment from a mental health

service for a mental health condition.
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Research Aims

The Relative Invisibility project endeavored to better understand clinician-family
contact for a subset of clients diagnosed with schizophrenia spectrum conditions who were
living with their families. The research aimed to:

Map the extent and nature of clinician-family contact in a Continuing Care Team
(CCT) of an Area Mental Health Service

Understand barriers to clinician-family contact in the CCT

Explore factors that influence the level of family contact and engagement in a CCT
from the perspectives of family members, clients and clinicians.
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Method
Overview
The study adopted a mixed method approach combining quantitative and qualitative
methods to address the research aims and involved two main stages. The first stage
involved the sourcing and descriptive analysis of demographic and family-service contact
data for a selected group of clients attending the Southwell Continuing Care Team (SCCT).
The second phase involved identifying a small number of clients and their families from
this group and inviting them to participate in in- depth interviews about their experiences
and perceptions of their contact with mental health services. In this phase we also
conducted in-depth interviews with clinicians from the SCCT about their experiences and
perceptions of contact with families.

The Service Context
The study was conducted within the Southwell Continuing Care Team (SCCT) of
the Central Area Mental Health Services located in inner suburban Melbourne. The SCCT
has the effective full time equivalent of 22.6 and comprises staff from occupational therapy,
medicine, nursing, social work and psychology as well as access to consumer and carer
consultants. The team provides services to between 320-350 clients with the average
caseload of the multi-disciplnary case managers ranging between 25 and 30 for a full time
clinician.
The team serves an area with a population of 140,000 that is characterised by
socioeconomic disadvantage and a high proportion of people from CALD backgrounds. The
team provides treatment and case management services to people aged between 16-65
diagnosed with a severe mental illness most commonly schizophrenia and Bipolar
Affective Disorder. Clients of the team generally have moderate to severe disability as a
consequence of their condition, though in the main need to be well enough to attend officebased appointments.
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Data Collection

Registration and Contact Data
Registration information and contact data for the SCCT was extracted from RAPID)
the statewide database that stores all client service-level information collected by public
clinical mental health services in Victoria (Australia). (The acronym stands for the
Redevelopment of Acute & Psychiatric Information Directions.) RAPID registration data
includes demographic, contact and diagnostic information obtained from clients by
clinicians. It also includes information about the nature of contact between clinicians and
clients relating to such features as the modality, location, duration and who is present during
these contacts. The request was restricted to registration and contact data for the 2007
calendar year in relation to clients diagnosed with schizophrenia spectrum disorders who
were identified as living with a family member. This group was selected for two reasons.
Firstly, it was identified that clinician contact with families might be especially important
to understand in circumstances where clients lived with their families, as the client’s illness
might be seen as having more day to day impact on the family. Secondly, from a pragmatic
point of view, it was expected that families in this group would be more likely to have
contact with mental health services than families of clients living alone, thereby facilitating
access to families for in-depth interviews.
This demographic and contact data for the 66 clients is presented and analysed in
the results section of the report.

Selecting families for in-depth interviews
On the basis of RAPID contact data, the 66 clients were ranked according to the
number of combined (direct and telephone) family member-clincian contacts they had with
the SCCT, and then, according to the frequency of family-service contact, divided into
three groups: high contact medium contact and low contact.
Families were randomly selected from each group and telephoned by a research
assistant seeking client consent to be interviewed, as well as seeking the client’s permission
for family members to be interviewed. Separate consent to participate was then sought from
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family members who participated in interviews. Unfortunately despite the research assistant
having attempted to contact over 38 clients, only one client agreed to be interviewed and it
was subsequently determined at interview that she was not living with a family member.
There was direct contact made with 20 clients while in 18 instances there was no response
to an initial telephone message and subsequent follow-up call. The reasons reported
regarding why clients did not participate included the client being in jail, language
difficulties, problems with transport as well as a stated preference not to be involved. These
difficulties were surprising given that we selected a group of clients who were living with
their families. A similar problem with recruitment for a family study was reported in a US
study(Drapalski et al., 2008).

As a consequence of the difficulties experienced with this method of recruitment,
this approach was abandoned. As an alternative, clients and family members who had
participated in family interventions as part of the BFST project and who met criteria for
living with family and having a schizophrenia spectrum disorder were approached by a
research assistant and agreed to be interviewed. Family members interviewed were either
parents, partners or siblings of the client and included a family from a culturally and
linguistically diverse background.
In-depth interviews were conducted with three families by the two study authors.
Clients and family members were interviewed together as a family and asked about their
experience of family contact with mental health services.

Selecting Clinicians for in-depth interviews
Three CCT clinicans already participating in in-depth interviews about their
experiences of providing family interventions as part of the wider BFST study,(described
earlier) were asked about their experiences of contact with families. These clinicians were
initially selected on the basis that they reflected varying styles of practice with families from
routine inclusion to a more reactive, ‘as needed’ involvement. In-depth interviews were
conducted by one of the study authors (BO’H). The clinicians were asked about their
experiences of contact in relation to families of their clients including their perception of the
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factors associated with higher and lower levels of family contact. They were not asked
specifically about families participating in the client and family interviews.

Data Analysis
The interviews with the three families and three clinicians were digitally recorded
and transcribed. The trancripts for both groups were then analysed separately based on the
method described by Colaizzi (1978). The transcripts were read thoroughly, significant
statements and phrases were extracted from each transcript. Meanings were formulated by
describing the meaning associated with each of the selected statements. The meaning
statements were then grouped according to common themes. The clinician and family
experiences and perceptions are reported separately. In each case, themes from the
interviews are reported along with direct quotes from interviewees to highlight the direct
experience of the participants.
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Findings

The findings are presented in two parts. Firstly the demographic profile of the client
group and analysis of contact data are presented. This is followed by analysis of the in-depth
interviews with three families and three clinicians.

Demographic Data

Number of clients N = 66

Age
Mean: 39.9
Range 22 - 65

Gender
Female: 36(55%)
Male: 30(45%)

Just over a third of the clients (34%) were born overseas with Italy, Greece and
Lebanon the most frequently identified countries of birth. Nine clients identified that
their first language was a language other than English and five were recorded as
needing an interpreter. It is important to note that these figures relate to registered
clients rather than to their family members. Given that half of these clients live with
parents, it would be reasonable to assume that many of their family members would be
born overseas and speak languages other than English.
The never married accounted for half of the client group with over a third
identified as either married or in a defacto relationship.
While nearly half of the clients lived with their parents, 32% lived with families
in which children resided and 40% lived in partnered relationships.
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Analysis of Contact Data
Analysis of contact data is presented in terms of the proportion of contacts
involving families, the contact mode (direct face to face or telephone), contact duration,
numbers receiving and providing services and the distribution of contacts across the client
group. Where appropriate, comparison is made between family contact data and client only
or overall contact data.

There were 5693 contacts for the identified 66 clients over the twelve month
period of the analysis. Contact with the client alone accounts for nearly two thirds of
contacts, with contacts involving other agencies being more frequent than those
involving families with whom the client lived. It is noteworthy, in terms of family
engagement, that only 378 or 7% of all contacts occurred in the client’s own home with
only 39% of these involving family members.

Contact Modality
The mean number of direct family contacts per client was 6.3 while the mean
number of telephone contacts was 7.8. As Figure 5 shows, while the proportions of
direct to telephone contact are similar for contacts involving clients alone and family
contacts, telephone calls heavily outweigh direct contact for contact involving other
persons and agencies. It is also interesting that for the 409 direct contacts that involved
family members, 359 or 86% of these are provided with the client present.

Contact Duration

The mean duration of direct contacts overall was 36.5 minutes (SD 32.9) and
for telephone contacts was 11.6 minutes (SD 9.3). Mean length of client only contact is
24.18 minutes, while mean length of contacts involving family members is slightly
longer at 27.41 minutes.
As Figure 6 indicates, the modal duration of direct client contact was 21-30
minutes with contacts ranging from 16 - 30 minutes accounting for 41% of direct client
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only contacts. In contrast, Figure 7 reveals the modal duration of direct family contacts
was 46-60 minutes with contacts of 31 minutes or more accounting for a large
proportion (59%) of all direct contacts with families.

Number Receiving Service
In terms of total contacts, (91%) involve only one person with a further 7%
involving 2 people and only 2% involving three or more people. As Figure 8 illustrates,
contacts where two people received service account for 70% of all direct family
contacts. This suggests that only one family member is usually seen, given that clients
are typically present during family meetings.

Number Providing Services

Clinical services are predominantly provided by clinicians working alone with
only 15% of contacts occurring in a context where two or more clinicians are present.
However as Figure 2 above reveals, when direct contacts which involved family were
analyzed, 56% of these contacts were provided by two or more clinicians.

Distribution of Family Contacts

The mean number of family contacts per client was 13.9 with a range of 0 - 96
contacts per client. (SD 33.2). However examination of the distribution of these
contacts identifies that this mean is skewed by a relatively small group of 5 clients who
had 40 or more contacts (and in one case 96 contacts) in the twelve month period. For
only 5 or 7.7% clients, was there no family contact and for two of these clients this was
reflective of very low levels of overall client contact with the service during the period
examined.
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In terms of direct contact with families, a broadly similar pattern is observed to
that of overall family contacts. The mean number of direct family contacts is 6.2 with a
range of 0-32 contacts. However, the proportion of clients for whom there is no direct
contact is much higher with 14 or 21% of clients having no direct contact made with
their relatives. For just over half of the clients there were two or less direct family
contacts within the twelve month period.
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Figures
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Figure 1: Country of Birth
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Figure 2: Marital Status
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Figure 3: Living Arrangements
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Figure 4: Service Recipients as a Proportion of Total Contacts
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Figure 5: Direct and Telephone Contacts by Service Recipients
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Figure 6: Duration of Direct Client Contacts
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Figure 7: Duration of Direct Family Contacts
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Figure 9: Proportion of Direct Family Contacts Where One or More
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Distribution of Total Family Contacts
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Figure 10: Distribution of Total Family Contacts
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Figure 11: Distribution of Direct Family Contacts
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Analysis of Interview Data

Family experiences of contact with clinicians
Firstly we examine the circumstances, under which families have contact with
clinicians including their experiences and preferences in relation to where contact takes
place. The issue of who in the family (besides the client) will have contact with clinicians
and how this is determined is explored. The families reflect on what is important about
contact with clinicians. The advantages as well as the tensions associated with clinicianfamily contact are then considered. We conclude with families’ thoughts about what might
improve their experience of contact with mental health services.

Under what circumstances does contact occur?

Families described their contact with mental health services and they spoke at
length about the distressing circumstances under which this occurred. Contact was often
initiated by families with mental health services in the context of a crisis that involved
their relative becoming unwell for the first time or relapsing. Prior to the active
involvement of services, families may have struggled with the difficult and sometimes
frightening behaviour of their unwell relative on their own.

‘…… but probably what I didn’t mention about was the fear factor, it was really
scary not having the support or information or anything.’ (Angela, sister)

Accessing help was difficult and involved going from service to service trying
to get help or making repeated calls to mental health services that did not result in any
concrete action. Family members described frustration, especially because they were
told the situation with their relative would have to get worse or even dangerous before a
service would be provided.
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‘It was very hard for us to get help, we went to Yellowdale, and we went to St
Dymphna’s, wasn’t it? Then St Dymphna’s sent us to Credit St, and then we had
Greenacres Hospital…’ (Halime, client)

‘Yeah, well the phone calls and the communication. It was effective but only to a
certain point which wasn’t enough on their…just the assistance wasn’t really there.
Being able to contact them was fine but after that there wasn’t too much happened, not
much action……. until it (the client’s behaviour) got to a level that was probably
almost dangerous you could say.’ (Angela, sister)

Family members described that they would often be the one to initiate contact
with mental health services and would only call if they had a problem. They often
needed to be very assertive in order to get assistance for their relative

‘Whilst she was there I actually demanded from the doctor, saying that “I’m not
taking my wife home without getting a case manager.” Everyone had been talking
about a case manager; I said “I want a case manager this time.”’ (Umit, husband)

While much contact occurred in the context of a crisis or problem, when their
relative was ‘stable’ contact with professionals could occur in a more routine way.
Family members could be involved by clinicians who asked them questions about their
relative’s progress when they accompanied them to appointments

330

Where does contact occur?

Families described the location of contact with services changing as a function of
the stage of their relative’s illness. When their relative was acutely unwell, home based
contact by Crisis Assessment and Treatment (CAT) services was more likely to occur. This
was reassuring for families.
‘He came and was good, he just had a chat to James, and so we knew that people
were there that would do that if we needed them. They always said they could make house
calls and we knew that.’(Betty, mother)
‘It just developed that confidence as well knowing that they’re here very regularly
which is what they were.’ (Frank, brother)
As their relative’s condition improved, some of the families saw a particular value in
the contact occurring in the clinic rather than at home. Families saw the client being able to
attend appointments as a marker of improvement and that it represented the opportunity to
hand back responsibility for treatment to their relative.
‘It was good for Joe to be able to go somewhere outside the house and people trust
him and know that he was going to do it and attend his counselling session or his medical
session.’ (Angela, sister)
Having appointments at the clinic also allowed a family to begin to see the condition
as something that could be dealt with outside of the house. In some way it seemed to break
the association between the illness and the home.
‘Because a lot of the problem is that everybody gets a bit house based and just to get
out and see it away from the home feels better, because the house is…there is a bit of
connotation between the house and the illness sometimes.’ (Betty, mother)

Who is involved from the family?
The families reported that one family member tended to have most contact with
the clinician. Who took on this role was influenced by a range of different factors and
could also change over time. Taking on the role of primary contact person with
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clinicians seemed to just ‘happen’ rather than occur as result of an overt decision or
agreement between family members.
A number of factors were seen as having influenced who adopted the primary
contact role with a family. One family member felt worn down by the process of trying
to get help and handed this over to her brother once her ill sibling was admitted to
hospital. There were also the issues of proximity in terms of a whether a family member
lived with their ill relative and the relationship between the client and particular family
members.
‘Because I was not living here I think it made it a little bit easier for Frank
(brother) to sort of take that step because he could see more and he knew more. And
because Joe (client) would probably talk to Frank a bit more anyway. So it kind of did
evolve in that respect.’ (Angela, sister)
A family member’s response to their relative’s mental illness could also affect
who in the family would have more involvement with mental health services. For
example, in one family the father was seen as taking longer to accept the reality of his
son’s illness than the young man’s mother.
“Richard (father) was probably a bit more fearful or coming to terms with it,
you know. Richard is probably a bit of an impulsive person in many ways, but when it
comes to things like this, he might take a little bit more time to accept it, whereas I am
probably a bit more practical, I would probably say ‘alright, this is the situation, now
we have to deal with it.’

(Betty, mother)

Similarly, a brother or sister might be seen as being both concerned and caring
but also frightened and overwhelmed by their sibling’s mental illness. This could lead
to them having less involvement in the mental health care of their relative.
‘But yeah, and Lee and Christine (siblings) were really, I think they are a bit
scared of it. I think they are frightened because they didn’t really get involved with the
family sessions, but they are caring, but I think it is just a bit too much for them.’ (Betty,
mother)

332

What is important to families in their contact with clinicians?
Family members were able to identify what they valued in relation to their
contact with mental health professionals. Simply knowing that the clinician was there
was important to families in that there was someone that they could contact if needed.
Beyond this, a clinician could be valued for both what they did in relation to the client
and the family and the manner in which they performed their role.
Family members valued the information and advice provided by clinicians in
relation to the mental health problem and treatment, especially about medication.
Practical assistance with transporting a relative to the clinic was particularly appreciated
by a family member because it responded to their difficulties balancing their caring role
with their paid work responsibilities.
‘A couple of times I said to them “I can’t be home, I have spent all my sick leave,
I have spent all my holiday and I haven’t got time” and it was really great of them to
send a car over here, pick Halime up, send her to the clinic to give her the injection and
bring her back here.’ (Umit, husband)
A ‘good case manager’ was important also to family members because they
improved the prospects of their relative getting better. This happened in part because
they could provide a range of options to the client in areas such as cooking skills,
employment or group involvement.
The manner in which a clinician performed their role was also important to
family members in building trust and confidence. Being regular and consistent in
contact with the client and following up to reschedule an appointment, if the client had
not attended the clinic as planned was valued. An effort to schedule appointments when
a family member could attend was also important
‘……so they were very constant and that was good. There were always
appointment cards so we could write everything in the diary and they always made sure
we were around for the appointment and stuff and then once you are within that system
then other things come on board’ (Betty, mother)
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Another aspect of the way in which clinicians worked that was important to
family members, was the preparedness of the clinician to call family members to check
how their relative was progressing. This in turn created a sense for family members that
it would be easy to contact the clinician if the need arose.
‘Oh she sort of rings us up and sees how Joe is going and that. And I can go to
her if I do need help and that.’ (Frank, brother)
How is family involvement helpful?
Family members, including the client, described how they believed family
involvement could be beneficial. A family member might be able to provide valuable
information about the client’s progress if the client was quiet or not talkative.
‘At least I knew what was going on and because Joe is not one to talk much and that
so it was good to follow and advise the family and that.’ (Angela, sister)
A family member present at an appointment could help overcome the limitations of
a one-on one interview with the client. The family could provide a ‘second opinion’ to that
of the client for the clinician on how the client was progressing. Family members could also
help with identifying needs that their relative might have in relation to issues such as
occupation during the day or employment. The attendance of family members at
appointments also served a useful function of keeping other family members informed of
any developments in their relative’s treatment.
Clients also reported benefits of family support in general and family participation
in their care. Having the support of a family could be crucial to their efforts to cope with
and recover from mental illness.
‘It has been good. Without the family I don’t think I could have, like it would have
been difficult because I would probably be out on the street I reckon. I wouldn’t have
survived, so without the family it would have been real tough. I don’t know how you
could do it really; you would have to be pretty strong to survive without your family if you
have schizophrenia.’ (James, client)
Family members being involved in treatment and having contact with clinicians was
important at different levels. The family having contact could be evidence of a family’s care
and concern for the client. For a client who was anxious about seeing mental health
professionals, it helped them feel more at ease.
‘You feel more relaxed’ (Joe, client)
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Consumers also identified that family involvement would assist by helping the
family understand their experience of mental illness and treatment.
‘Yeah I was, I was asked a few times if I wanted my family involved and I would
always say “yes, it’s ok.” At least they can get a better understanding on what is going on
as well.’ (James, client)

What is difficult about family members contact with clinicians?
Three major concerns were described by the families in terms of their contact
and relationship with clinicians. A change of case managers or doctors was difficult for
families. A family member might have to help inform a new doctor about their
relative’s history and current status.
Sometimes the retelling of events could remind family members of distressing
times in relation to their relative’s illness. In a more immediate sense family members
also got attached to the case manager.
‘You form a bit of an attachment in a way because you are revealing some things
about yourself, and then to start all over again with someone else, it’s not easy, you
don’t really want to go through it all again, all the time. It is a constant reminder of
something that was not the best time, was it?’ (Betty, mother)
Although clients reported feeling positive about having family members
involved, a family member having contact with a clinician could sometimes create
difficulty when the relative was unwell. For a family member calling a case manager to
inform them of deterioration in their relative had the potential to create tensions in the
relationship.

I couldn’t make calls from home, Halime would think “who are you talking to,
what are you doing?” I used to get out of the house and make the phone calls from
somewhere else, otherwise she would come up and say “are you dobbing me in? Why
are you talking to them?” (Umit, husband)
At times family members felt that clinicians or reception staff did not always
understand their sense of desperation and in particular how difficult it was to have to
wait for a response from the service.
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‘I think sometimes they would be a bit rough, the way I was talking they said
“you don’t need to scream, blah, blah blah” you know, they don’t actually understand
what I am going through. A lot of the times I am not the only, Halime is not the only
patient, there are other patients as well but sometimes I used to wait for so long to get
an answer.’ (Umit, husband)

What could clinicians do that might help families more
Families described some ways in which families could be better helped by
mental health services generally and how in particular, clinicians’ response to families
could be improved. Groups for family members were seen as important because being
with people who had been through a similar experience was important in terms of
learning to cope with mental health difficulties. Groups specifically for siblings were
viewed as being valuable.
Providing families with more information about medication was another way in
which clinicians could be helpful. Finding new and creative ways to present this
information was important as was the need to avoid providing too much information as
this could be experienced as overwhelming to some family members.
The process of the clinician initiating contact with the family was seen as
offering a range of positive opportunities for all parties. It could also alleviate a
perceived pressure on the family members to be contacting clinicians.
‘I wouldn’t mind, actually instead of me bothering them, it would be good to
give me a courtesy call just to see how things were going. Instead of just annoying you,
I know how busy you are, you have got a lot of work to do but I am sure as our case
manager that they have a couple of moments to spare to just ring and see how it is
going. You could actually talk to me about my wife, how she is going, she goes there
every fortnight so to tell me about “this is what we are doing, this is what is happening”
and even asking me if I have any thoughts about it or any worries about it. They could
actually fill me in and at the same time I can fill them in, but that never happens.’(Umit,
husband)
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Clinician experiences of family contact
This section of the report is in six parts. Firstly we examine who initiates clinicianfamily contact and why from the perspectives of the clinicians themselves. The manner in
which family involvement in the mental health service occurs is then described. Next we
explore family and then clinician characteristics that might account for lesser or greater
clinician-family involvement. We then hear from clinicians about some of the tensions they
experience in working with families.
Finally the clinicians share their thoughts about what they feel tends to work best in
engaging and working with families, even in difficult circumstances.

Who initiates family contact and why?
The clinicians indicated that the contact they had with families was initiated
both by families and by the clinicians themselves. When the family initiated contact this
could be about a concern about their mentally ill relative or about a practical issue such as
obtaining medication. In other instances the family member calling might want help for
themselves. A crisis in relation to their relative was another significant reason that
families made contact with a clinician. A sense of desperation and having no other option
prompted contact and potentially a change in the families’ attitude to receiving contact
from services.
‘But what usually happens is the big crisis and that’s when they see how
important it is to have mental health services involved and the case manager and the
added support, because a lot of families do feel like they can do it themselves, but it’s
not until there's a crisis or to the point where the family feel like there's no hope, we
don’t know what else to do’ (Catherine, nurse)
When the clinicians initiated contact they did so for three main reasons. Firstly they
felt that families might need support because of the burden involved in caring for a relative
with a mental illness.
Secondly, they contacted the family to mobilize them to support their client or to
help with treatment through ensuring the clients’ attendance at appointments or compliance
with medication. The third prompt for the clinicians to initiate contact was the presence of a
perceived problem in the family, particularly if this impacted on their client.
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‘…. the mother tended to be over-involved, and mostly almost controlling, and of
course although he was living separately, the bond was so strong it wasn’t like he could get
away from the mother, and he was reacting badly to that, he wanted to be independent, yet
he liked her attention because she was giving him everything. It’s like again it’s bargaining,
maybe she wanted him to; she loves him, and at the same time she wants him to love, and by
that she’s giving him all these things that he wants, filling the fridge and all that, but yet he
resents her. So we’ve got a big problem, a very big problem. So eventually I had to have
family meetings to sort this out….’ (Allan, nurse)

How does family contact occur?
The clinicians reflected on how contact occurred in terms of the modality, who and
how many family members were involved in contact and how these arrangements developed.
Telephone contact with families occurred more frequently than the relatively small number
of family meetings. Any member of the family could be involved in the contact such as
parents, partners, siblings and children. A neighbour would also be included involved if they
were the most important person in the clients’ life.
One family member often seemed to have most or all of the contact with the
clinician, although when things were not going well with the client other family members
tended to make contact with the clinician. The tendency for one family member to have
contact with the clinician was potentially difficult for that person and arose out of a process
that operated in families.

‘I think it’s probably, in families, if one person steps up to take care of the client the
other family members step back, especially when it’s hard, because it’s hard to care for
somebody who is ill and the harder it is I reckon the more other family members will step
back if one person steps up’. (Nadine, social worker)

What is it about families that affect their level of contact with clinicians?
The clinicians noted that family involvement in treatment covered the full
spectrum from family members always being involved in all client appointments to the
family not being involved at all. Client and family demographics, family experiences
and attitudes and the state of relationships within the family influenced the level of
contact families had with the clinicians.
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Whether the client actually lived with their relative was not always important in
terms of family-clinician contact. However another demographic characteristic, the age
of the client did seem to influence the extent of family involvement with their relative
and the mental health service.
‘Older clients have much more family input than younger clients but then I’d
say clients between the ages of maybe 20 and 40 probably less. Client under 20,
more family involvement because they’re younger and they’re probably still living at
home and then clients over that age, more in the middle, not so much.’ (Nadine,
social worker)
Cultural background was another family factor affecting the level of contact
families had with clinicians, although this might both make contact more likely
and inhibit it. Clients from Culturally and Linguistically Diverse (CALD)
backgrounds often had more family members with whom they were connected leading
to the possibility of the family having contact with mental health services. There was
also a tendency for the families of CALD clients to accompany their relatives to
appointments.
‘I guess when you're treating the client, the family is involved anyway, so
it’s more the whole family will come in, so yeah either one really, it’s the same
thing, the whole family usually comes along, I’ve noticed myself most of the families
that I work with, the son will come in for an appointment and so will the mother
and father and sister and everybody else involved.’(Catherine, nurse)
Understanding of mental health problems and attitudes towards mental health
treatment play a role in the willingness of families to have contact with mental
health professionals. Stigma was an issue for some families, especially from CALD
backgrounds and could play a role
in limiting and shaping contact. For example, the family might have a preference for
clinic appointments rather than home visits to avoid treating professionals meeting
extended family or neighbours or for appointments at times of day when they
might be less likely to be seen by members of their community. There was a
particular concern from CALD families about sharing of private information
within the community.
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‘The whole thing about stigma as well, we’re coming to a mental health clinic,
everyone’s going to know about it and it will bring change to the family, all that kind
of stuff.’
‘I had to build their trust as a case manager and as a worker and trust is a big
thing for them, because they don't understand the term confidentiality, because they
just think if they're telling me something I’ll be talking to everybody else about it.’
(Catherine, nurse)
The level of trauma for the client and their family resulting from the clients’
mental health condition affected family relationships. In turn this could affect the
level of contact between families and clinicians. For some families this trauma might
lead to the client being estranged from their relatives with the consequence that
there would be little contact between the family and the clinician. On the other
hand the experience of trauma could lead to the family being very vigilant about the
vulnerability of their relative and the risk of relapse, leading to more frequent
contact by families with the clinician.

What is it about clinicians that affect their levels of contact with families?
In describing the factors that they perceived affected whether clinicians would
have more or less contact they described issues affecting clinicians more generally as
well as their own experience and perceptions. Some of the general factors were the
years of experience of the clinician and their professional background. In this light being
more recently trained and coming from an allied health background (rather than nursing
or medicine), were associated with a greater willingness to involve families. There was
also an increasing expectation from mental health services that clinicians involve
families in treatment and care.
‘So you can’t get away, not using the family, although in the past we didn’t think
of it that much, we would focus on the client, but it’s even more so, the emphasis also is
there, which makes a lot of sense.’ (Allan, nurse)
In terms of the individual factors that influenced their own practice, these related
to past work experiences, experiences with families and beliefs about the importance of
family involvement. The clinicians’ experience of having previously worked in a setting
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where involving families was routine practice lead to the adoption of this way of
working in their current role.
‘Because I came from aged where it’s a very much family focused, there’s no
such thing really as working with the client on their own, it’s always working with
family and the client. So I came from there to here and I guess that’s informed a lot of
my practice and I just started automatically working with families.’ (Nadine, social
worker)
Clinicians’ direct experience of contact with families influenced their
willingness to initiate contact with a family. A positive experience with a family lead to
the clinician feeling more likely to make a telephone call to ‘check in’ about how the
family were coping even though there might not be a particular problem or issue to be
addressed. Hostility from family members made it more difficult to initiate this kind of
informal contact.

‘I think when you are welcomed into a family and as a case manager and
you’re respected and you're given feedback, you feel more comfortable picking up the
phone and going hey how are you doing? But there are a lot of times where you
are dealing with families who aren’t so understanding and aren’t so welcoming and
you have to make that phone call, but making it is really difficult, because I don’t think
anyone likes to be abused, being told that they're not doing a good job when
you're basically doing all you can.’ (Catherine, nurse)
Beliefs about the value of family involvement and finding family contact
rewarding also influenced the likelihood of clinicians engaging with families. In this
light family involvement was helpful in having the family and clinician having a shared
direction and reducing the likelihood that the client would feel torn by conflicting
messages.
‘I just think it’s helpful to have everyone on the same page and doing the same
thing and heading in the same direction rather than tearing the client in different
directions.’ (Nadine, social worker)
A sense of reward came from lessening the impact of the illness on the family
even if only in relatively small ways.
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‘It was really rewarding for me, because I felt that I was helping families and felt
that I was actually making a difference and making (the) experience a little bit more
comfortable or smooth I guess.’ (Catherine, nurse)

What are some of the challenges of involving families?
The clinicians’ described some of the tensions and difficulties they experienced
when families were involved in care. These included difficulties in relation to managing
time, receiving and sharing information and family expectations of the clinicians. Although
family contact was important, there was a sense of it needing to be relevant to the client and
purposeful because time with a family would take away time with other clients.
‘I value contact, and again when it becomes too much, irrelevant, it becomes a
burden itself, because it’s a time that I could use with other clients. So it’s building in to my
time management with other people. So in that way it’s a negative.’ (Allan, nurse)
Being treated like a family member by families was enjoyable but also created
tensions with a professional role. This happened in terms of families having high or different
expectations in relation to treatment and recovery that could not always be met by the
clinician. At other times, being like a family member made it hard when actions had to be
taken that the family might not like or agree with.
‘But then that has problems with itself, because when it comes to admissions and
needing crisis intervention, that’s when it gets quite difficult, because you have to step out of
that. I’m not your friend. I’m actually a health worker and a case manager.’(Catherine,
nurse)
Managing communication was also generated tensions for clinicians. This tension
occurred in two ways. Firstly the family wanted to tell the clinician about an issue
concerning the client but did not want this communication to be made known to the client.
Secondly, family members might want more information about the client than the clinician
felt comfortable to disclose.
‘So at that time I only had telephone contact with the mother, and she would ring me,
she was actually trying to have control over me as well, to check out various, inappropriate
questions, ‘did he come to the appointment, did he have injection when he came, did you
talk to him?’ (Allan, nurse)
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What works when involving families?
The clinicians described a number of their own practices they saw as positive when
having contact with families. These spanned more routine practices used to involve families
as well as those that might apply to more difficult circumstances such as potential violence
towards family members by the client or anger from the family towards the clinician.
The routine practices were characterized by a proactive and assertive reaching out to
family members. These included trying to have some contact with the families of all of
clients on a case list, trying to have contact with all members within the one family and
actively pursuing contact with family members. Other practices of this kind were calling
family members outside of crises and asking the client about their preferences in terms of
which family member could be contacted.
‘I guess that’s probably because I often involve the client in ‘Who is the person that
you connect with mostly, who’s the person that takes the most responsibility?’ and then the
client would say ‘It would be my mum …’ (Nadine, social worker)
There were also more difficult circumstances where the clinicians had developed
effective ways of working with families. Family members could be ‘protected’ by the
clinician if they provided information about their ill relative and there was a risk of violence
if the client knew the family had been in contact with the mental health service.
‘……but you have to respect the family’s wishes and you have to protect them
sometimes, because some people have histories where they have been aggressive towards
their families and that’s their worry that if you tell him he’s going to hurt me.
Luckily most of the contact in these situations when we have contacted the client
they’ve clearly got relapse signs and yeah you just get around it somehow and it’s usually
around late treatment, late depot (injection) or missed medication, so you make that
contact.’ (Catherine, nurse)
Responding to anger and hostility from family members was another situation
that required specific responses from the clinician. Family anger at the clinician was
the result of pent up resentment about lack of contact in the past. Listening, validating
and apologizing on behalf of the mental health system were effective responses. Anger
being understood as evidence of family concern provided an effective way forward in
responding to these families.
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‘Look, if they’re prepared to come in and yell at me they’re prepared to
work together and at the end of the day that’s kind of what it comes down to, and that
anger doesn’t tend to hang around or if it does it’s not focused at me because they
recognize that we’re trying to help and we’re on their side and that sort of thing.’
(Nadine, social worker)
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Discussion

This mixed method study provides a picture of contact between clinicians and
families in a clinic based continuing care team located in an ethnically diverse and
economically disadvantaged inner urban area of Melbourne. The team profile including
disciplinary mix and caseload is not unlike many such services within Melbourne and
indeed around the world. The design of this study allowed for a unique and
multidimensional view on the phenomenon of contact between mental health clinicians
and the families of clients attending the clinic. The analysis of demographic and contact
data alongside the experiences of both families (including the client) and clinicians
provides for an appreciation of the complexity of factors affecting family involvement
in mental health care. It may also point to possibilities in terms of practice change that
could improve the extent of family engagement in mental health care including
increasing the likelihood that families can be engaged in evidence based family
interventions that have been shown to deliver benefits to clients and their families.
The study provides a picture of the client group and the contact that occurs
between family members and clinicians. This group was characterized by being older
(average age 40) and single with half the client group in the never married category.
Nearly a third of the client group was born overseas with a strong representation from
Mediterranean countries. In terms of family composition while almost half the clients
lived with their parents, 32% were living with children and 40% were in partnered
relationships.
The analysis of contact data provides a useful profile of clinician-family contact.
In terms of clinical contact with this group, two thirds of contact occurred with the
client alone, with family contacts accounting for only 16% of total contacts. Contacts
were not distributed evenly across client families with only 7.7 % of clients having no
clinician- family contact and a similar proportion having 40 or more contacts. In terms
of direct contact, 21% had no direct family-clinician contact and over half of the client
families had two or less contacts in the 12 month period. Contact with clients and their
families was overwhelmingly office based with only 7% of contacts occurred outside of
the clinic setting and less than half of these involving family members. Given the high
proportion of client only contacts noted earlier, it is not surprising that 91% of all
contacts involve one person. In terms of direct family contacts, sessions involving two
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people accounted for 70% of these contacts, one of whom was usually the client (given
that we also discovered that 86% of direct family contacts occurred with the client
present). The duration of these sessions was most commonly around 45-60 minutes
which was longer than the modal length for client only contacts. Two clinicians were
more likely to be present at a family meeting than in an appointment involving a client
alone.
The distribution of family contacts across the client group provided one point of
comparison with other research in this area. For this group of clients who had a
diagnosis of schizophrenia and were living with their families, it was encouraging to
note that there was only a very small group where there had been no contact between
family and clinicians where this could be reasonably expected. This is in contrast to
studies cited earlier where as many as 69% of clients had no family-clinician contact.
(Resnick et al, 2005). The relatively older client group in this study would according to
existing research predict lower levels of family involvement, so that the actual levels of
family-clinician contact found could be seen as particularly positive. However it could
be argued that we should expect higher levels of family contact with this sub group by
virtue of the client living with their family and perhaps the higher levels of disability
associated with a diagnosis of schizophrenia. In addition, contact was not evenly spread
across client families with a large group having minimal contact. Finally if we equate
direct, face to face contact between families and clinicians with more meaningful
engagement, there was still a substantial group where there was no direct contact
between family members and clinicians.
In exploring the factors that impact on family engagement and consistent with
existing research, we discovered factors operating at the level of the client and family as
well as at the levels of the clinician and the organizational context. The level of family
engagement appears to reflect a complex interplay of these factors. For example, a
families’ cultural background, the extent of the mental health difficulties and the nature
of relationships may interact with clinicians’ experiences and views about family
involvement along with perceived organizational constraints such as time or
confidentiality. We consider here those factors that featured most highly in the analysis
of the descriptive and or interview data.
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A particular feature of the group we studied was the significant number of clients
of the service who were born overseas. As noted earlier the number of family members,
other than the client, born overseas could well be higher again. Cultural background was
identified by the clinicians as a factor that could influence contact with families and be
both an enabler of, and barrier to, family contact.
Stigma was identified as a particular issue for these families by clinicians. This
could result in an avoidance of contact with mental health services until a point of
absolute desperation had been reached by the family. On the other hand, being born
overseas, particularly from a Mediterranean background, was seen to contribute to
greater connection between clients and other family members who were more likely to
attend appointments, resulting in more family-clinician contact. In instances of high
contact with families, although generally reviewed as positive by clinicians, tensions did
arise at times when ‘duty of care’ actions that the family might not agree with needed to
be taken.
Another important aspect of the demographic profile of these families was the
relatively large proportion of clients who were living with partners and or children.
Although a client who was a parent was included in the families interviewed, the issue
of children did not feature highly in either the family or clinician interviews. This could
reflect the fact that our interviews did not pay sufficient attention to this area. It may
also reflect a level of discomfort for family members in discussing concerns about
dependent children and for clinicians a lack of awareness of the needs of families where
the clients are parents. At the level of clinical practice, working with both children and
partners represents a challenge for many clinicians more familiar with relating to their
clients’ parents. This problem is compounded by a family practice literature in mental
health that more often assumes a family of origin context for a person diagnosed with
schizophrenia, than a ‘family of creation’ context.

In terms of analysis of the contact data for these clients and families, a number of
findings resonate with issues identified in the interviews with families and clinicians
and warrant further consideration. The fact that the bulk of contact occurs at the clinic
reduces the likelihood of incidental contact by clinicians with family members,
particularly for those family members not identified as ‘primary carers’ such as younger
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children. However we found that for some families, preferences regarding the location
of treatment appear to change according to the phase of illness. Families may appreciate
home based treatment during an acute phase when intensive support is needed. As their
relative’s condition improves and stabilizes families may prefer that their relative
attends a clinic at least in part because this represents a marker of recovery and selfsufficiency. One implication of this pattern is that family-clinician contact may have a
natural tendency to recede after crisis. In terms of practice this points to a need for
clinicians working in clinic settings to actively reach out to families during periods of
client stability and recovery to maintain good working relationships with families.
The duration of contact was a characteristic of family-clinician contact that has
received minimal consideration in past research. In our study, direct contacts with
families tended to be longer than contacts occurring with the client alone. A positive
interpretation of this finding is that clinicians provide or require more time when seeing
families as opposed to individual clients. From another perspective, one of the
clinicians commented on the potential for family contact to be time consuming.
Whatever the relative benefits of meaningful family engagement may be, in a time poor
and individually focused service, the anticipation that family meetings will be time
consuming may be a disincentive to convening family meetings.
The finding noted earlier that clinicians were more likely to work in pairs when
seeing family members is another finding of interest given the time-constraints within
these busy mental health services.
Doubling up of clinicians involves commitment of scare resources in service
delivery. The Building Family Skills Together (BFST) project operated during the
period under study and the encouragement of co- work with families as a component of
this project may have increased the number of two clinician sessions with families. A
more common and usual reason for clinicians to work together is co-ordination of client
care between a doctor and clinical case manager. Another reason for ‘pairing up’ in a
clinical context is the perceived relative difficulty of conducting a family meeting
compared to that of an individual client interview. Clinician’s did describe tensions and
challenges in their work with families in our interviews though not particularly in terms
of the anxiety they sometimes experienced.
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However clinician anxiety was a very prominent theme to emerge from research
data collected by the first author (BOH) in 18 months of mentoring-group sessions with
clinician-case managers during the BFST project.
Clinicians’ perceptions of the difficulties inherent in meeting with families
continue to be a major constraint and barrier to clinician- family contact, and an area
worthy of further research. More immediately clinical training is indicated to build
confidence and reduce the ‘scare’ factor in dealing with family emotions and processes
such as anger, conflict and frustration. Our interviews gave an insight into how
clinicians do develop empathy for families and find ways of engaging them even in the
context of initial family anger and hostility.
Our analysis of direct contact data pointed to a ‘narrow’ engagement of
clinicians with families. That is, meetings with families most commonly involved only
two family members one of whom was often the client. This links to our earlier
observations to the potential effect of location on who in a family is seen by clinicians.
It also relates directly to experiences and perception of both clinicians and families
described in their interviews. Both families and clinicians observed a pattern where one
family member tended to assume the role of the primary carer. One family member
understood this as reflecting differing levels of understanding and acceptance of the
reality of mental illness amongst different family members. A clinician noted that as
one family member stepped forward others stepped back as they witnessed the
challenging nature of the caring role.
The issue of the narrow engagement of families is significant for a number of
reasons. The role of supporting a family member with a serious mental illness is known
to be burdensome. If that role falls on one family member, typically a mother, there is
greater risk of that person developing mental health problems themselves. In addition, if
one family member has most of the contact with mental health clinicians, there is little
opportunity to address the impact of the illness on other family members. Clinicians
may inadvertently collude with and amplify these arrangements because maintaining
contact with one family member is more easily managed than establishing contact with
multiple family members. A preferable mode of practice in terms of families would
include active efforts to engage with a range of family members. In turn this would
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place clinicians in a better position to help families consider more shared and therefore
sustainable modes of family support for their mentally ill relative.
While contact data could not capture the context of family–clinician interaction,
interviews with the families and clinicians identified that a crisis was a common setting
for interaction. The families provided powerful accounts of their experience of crisis
and particularly their first encounters with mental health services. Not surprisingly these
experiences were often distressing for families. Families were also very appreciative of
the in-home support they received as family members at these times. Similarly
clinicians identified that crisis and relapse were points at which they tended to have
most contact with families.
Contact with families in a crisis has potential to powerfully influence the
relationship between families and services. Rolland(1998) describes such experiences as
‘framing events’ that shape the way in which families view clinicians and services over
time. At one level they provide an opportunity to establish real trust with a clinician who
has been helpful to the client and family members at a difficult time. On the other hand,
clinicians can experience strong and sometimes unrealistic expectations to resolve the
problems associated with a serious mental illness. Negotiating constructive and trusting
relationships with families is challenging if most or all contact the contact with a
clinician occurs during a crisis.
In a related way and consistent with previous research, families perceived that
they were most often responsible for making contact with clinicians. A common thread
in the clinician and family interviews was the value of clinician initiated contact that
was low key and simply sought to ‘check in’ on how the client and family were
progressing.
Families both acknowledged the value of this form of contact and craved it when
it didn’t occur. This form of informal contact combined with the routine engagement of
families at the point of entry to the service, as articulated by one of the clinicians, create
better contexts for developing constructive relationships with families.
Clinicians in this study described that sometimes there were challenges in
maintaining trusting relationships with both family members and the client, especially
when a family member contacted a clinician but did not want this made known to their
relative. A family member described a parallel difficulty in at times needing to contact
350

services but being anxious about their ill relative becoming upset if they were aware of
the call. Although this was not an issue highlighted by the three clients in this study, it
is not an uncommon tension in the relationships between the clients, families and
clinicians. One broad approach to this dilemma is to include the client in any
discussions with the family. The contact data suggest that this is a preferred way of
practicing as 86% of direct contacts with families occurred with the client present.
Helping clinicians develop a range of effective strategies to negotiating family
contact with clients is important and this aspect of clinical practice has received
increasing attention in recent years. (Marshall and Solomon, 2004a)
As noted above, the client members of the families we interviewed appeared
generally positive about their relatives’ involvement with mental health services.
Moreover they were able to identify clear benefits of family involvement such as
lowering their own anxiety and improving family members’ understanding of their
condition. Client experiences of family involvement appear under researched, although
the study by Murray-Swank et al (2007)indicated that the majority of clients were open
to the involvement of their families with mental health services. A locally produced
DVD, The F Word provides another example of an attempt to capture clients’
experiences and perspectives on family participation in their treatment (O'Hanlon,
Pinches, Bennetts, Gesell, & Mithen, 2005).
Although the current study provides an interesting snapshot into the nature of the
interaction between clinicians and families, it does have a number of significant
limitations. Any study relying on data collected by clinicians has the potential for
difficulties such as variability between clinicians and accuracy in the entry of data. For
this study, in particular, the recruitment of participants for in-depth interviews was
problematic. A two tiered system of first obtaining client consent to approach family
members may have contributed to the recruitment problems. The subsequent small
number of interviews conducted with families therefore limited the depth of information
obtained. In addition, the families interviewed had intensive family intervention
associated with the BFST project. This may have influenced their perceptions of family
involvement more generally compared to a group, for example, who had experienced
minimal family contact.
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While as noted previously the setting for this study was similar to many others in
Victoria and elsewhere, these findings cannot be generalized to other settings given
different service configurations, staffing profiles and client demographics.
Notwithstanding these limitations the study did identify and confirm factors at
the levels of clients, family members, clinicians and service that both enable and
constrain family-clinician contact. This research also highlights a number of potential
areas for both further research and practice development. For example, it could be useful
to explore in more depth the relationships between families and clinicians across
different cultural groups. This might provide important clues about how to better
engage these culturally diverse families in routine care as well as evidence based family
interventions. The narrow engagement of families is another issue worthy of further
investigation and practice development in order to better identify the needs of less
visible but profoundly affected family members such as young children and siblings.
Finally, as clients may be seen as the preferred ‘gateway’ to broader family
involvement, understanding the experiences of clients of having their family involved in
treatment and care is critical. This could inform efforts to promote family involvement
and family based interventions with clients but also ensure that this involvement occurs
in a manner that is empowering of all family members including the client.
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Appendices

Appendix 1

Relative Invisibility - Our experience of the research project

My involvement in this research project provided me with the opportunity to
observe key stakeholders while gaining an appreciation of the skills, knowledge and
resources required to achieve goals that translated into expressed need for families.
The research journey took many twists ad turns. At times I felt overwhelmed with
the research process while attempting to extrapolate the true meaning of ‘contact’. The
project was like a huge jigsaw puzzle which required specific skills in order to create a
picture that captured the very essence of the relationship between families and mental
health services.
Given that my circumstances changed during this period I felt at times that I had
overcommitted myself. Consequently, I was unable to participate as fully as I had hoped.
However, I am keen to pursue further studies to develop skills required to actively
partake in further research projects.
I feel very privileged to have been given the opportunity to be included in a research
project with researchers that are as passionate about family inclusion as I am. My hope is
that through research we can gain knowledge on how to meet the needs of families and
mental health workers so that best practice principles can be achieved.
Mary MacRae
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The experience of involvement in the Relative Invisibility project has been
rewarding, challenging and ultimately a very valuable learning experience. The most
challenging aspects of the project related to the difficulties of trying to complete the report
within the twelve months initially proposed. On reflection given the complexity of the task
the initial proposal was probably unrealistic.
Getting ethics approval was more difficult than anticipated, perhaps made more
complicated by the need to get this approval from two different institutions. This involved
an initial proposal followed by responding to concerns from the two committees and then
eventually after many months obtaining approval.
Obtaining access to RAPID data was another area of the project that proved
challenging. Once again with the main problem was the months that elapsed between
requesting the data and finally receiving it. In hindsight we may have been able to obtain a
projection of these timelines when we prepared the initial proposal.
The recruitment of participant families for the study proved far more difficult than
we had imagined. This resulted in more time being wasted and eventually ending up with a
much smaller sample of families to interview. In future I would more carefully consider the
workability of a consent process, although to some extent this was also a result of ethics
committee requirements
The positives of the project were many. Interviewing clinicians and families was
moving and fascinating, particularly when I could compare and contrast their experiences
of their interactions. I believe I have learned a great deal about the process of in-depth
interviewing and the process of analyzing interview data, both of which will prepare me
well for future research. The exposure to descriptive statistics was also enlightening and
emphasized for me how important it is to analyze current clinical practices as a way of
informing how to improve them.
Working with Mary helped remind me of the family members perspective,
especially when we were doing interviews together. Finally being part of a wider research
community as represented by the BFST Research Committee, gave me access to the wisdom
of very experienced researches in both quantitative and qualitative methods.
Brendan O’Hanlon
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Appendix E: Tip Sheet

Ten Ideas for Getting Started with BFT

Let the allocations meeting know that you want to see a client and family where
BFT might be an option.

Use new allocations as a new starting point with your client and their family.
Eg ‘when I start working with people I like to involve their families.’

Make the most of a crisis, including an inpatient admission. Don’t wait for the
‘dust to settle’ and then try to engage the family. Families are more likely to be receptive
to BFT in a crisis. Evidence shows that points of crisis are when families are likely to
have the most contact with services.

You don’t need a major family problem to start family work. Think of other
potential agendas for the client or family.

To get things moving again in a stuck or chronic situation
To help develop a thorough discharge plan
To help a client reconnect with their family
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To address almost any client issue (BFT can compliment individual case
management goals)

Get BFT to ‘fit’ the family, rather than the other way around. If fear of
relapse is the main concern, emphasize the early warnings signs component, if arguments
or differences of opinion are the key issue, talk about how communications skills might
help.

If you happen to be talking to the family, its’ OK to mention family work before
you speak to the client (as long as the client still has the option of saying no).

Don’t let the difficult 2% of clients or families determine how you practice
with the remaining 98%. Just because one or two clients or families may be strongly
opposed to family involvement, don’t expect that all clients and families will be the same.
Be positive and hopeful that family work will help.

Come to Mentoring Groups. This helps you keep families and BFT in mind
(when there is lots of competition for your head space!).
.
Ask Deb, Justine or Tanya to come along with you to talk to your client about the
about the possibility of family work.

Think about BFT as a positive way of responding if you are going to be having
lots of family contact anyway or the family are unhappy with the service.
BO’H BFST Dec. 06
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Appendix F: Family Assessment Proposal
BFST Family Assessment Proposal- Draft 27/7/07 BO’H
Aim
For the families of all clients diagnosed with schizophrenia living with their
family to receive a direct assessment of their needs and an offer of Behavioural Family
Therapy (BFT).

Rationale
A routine and systematic assessment of all families who are known to benefit most
from BFT is likely to increase the uptake of BFT by clients and families. Assessment of
family needs is also consistent with best practice guidelines in relation to clinical care of
people diagnosed with schizophrenia.

The proposal
1. Case managers will be provided with a list of all of their clients who are
diagnosed with schizophrenia and live with a family member.

2. Case managers will ask each of these clients to invite at least one family
member to the next scheduled client appointment or a separately scheduled appointment.

3. Case managers will seek consent from the client to contact a family member to
invite them directly to the session.

4. The purpose of the family meeting will be to:
Clarify how family members wish to be involved in treatment and care
Assess what needs family members have in relation to their support of their
relative
Determine whether the family would be interested in participating in BFT
359

5. Brendan and Penny will make times available to support case managers in all
phases of the process including proposing, arranging and conducting family
appointments.
6. In the event of a client refusing consent for a family meeting, the case manager
will propose
A face to face meeting with the family or a nominated family member on their
without the client or
A telephone conversation between the case manager and the family member or
Revisiting the issue a later date including further discussion about why the client
is not comfortable with family contact.

7. The outcome of these discussions will be recorded in the client file.

8. Brendan will maintain a list of clients living with families and will
systematically record the outcome of all offers of family assessments. (for example, direct
family assessment conducted, family assessment refused by client, family assessment
refused by family member, BFT completed or in progress).

9. Staff will be offered additional training in seeking client consent and
conducting family assessments at the upcoming Booster session and as needed in
Mentoring Groups

10. It is envisaged that all identified clients and families will have been offered
and received a family assessment by September 28.
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Appendix G: Newspaper and Newsletter Articles

Southwell Leader, 25 February, 2008
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Meriden Newsletter Vol. 3 Issue 5 May 2008
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Appendix H: Conference Presentations
Western Cluster Conference Abstract
Brendan O’Hanlon
The Bouverie Centre
Claire Smith (Pseudonym)
Central Area Mental Health Service
Building Family Skills Together
Building Family Skills Together is a two-year project that aims to implement a
sustainable evidence based family intervention in the Continuing Care Teams of the
Central Area Mental Health Service. The research component will evaluate the process of
implementation and the outcome of the family interventions for consumers, families, staff
and the service. Building Family Skills Together is a collaborative venture of The
Psychosocial Research Centre (PRC), Central Area Mental Health Service (CAMHS) and
The Bouverie Centre. In addition to training staff in the intervention, a unique feature of
the implementation is the ‘embedding’ of two Family Consultants from The Bouverie
Centre at the Southwell and Greenhill Continuing Care Teams. The Family Practice
Consultants work alongside staff in seeing families, conduct Mentoring Groups and
initiate implementation committees to facilitate the organisational changes necessary to
sustain work with families. The experience of the project will be presented from the
vantage points of a clinician and the project implementation coordinator. There will be a
particular focus on the experiences of clinicians as they incorporate family interventions
within the case management role. The presentation will conclude with a consideration of
the benefits and challenges of trying to change clinical practice and in particular to
introduce family interventions within a case management model.
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World Psychiatric Association International Congress Melbourne 2007 Symposium Abstract

Symposium Title:

Family Interventions in mental health services: international experience of
implementing evidence-based work with families

Symposium Abstract:

Context
The shift from institutional to community-based treatment of mental health
problems means that families are the main source of care and support for people
diagnosed with schizophrenia. Until recently, little attention has been given to
how to effectively involve families in the treatment of their mentally ill relative
(Magliano et al, 2005). There is now strong evidence that working with families
results in improved outcomes for people experiencing schizophrenia and their
families (Pharoah et al, 2004). Benefits include reduced relapse for patients and
enhanced family functioning (Cuijpers, 1999). Family work brings about
resolution of long-term problems and assists both patients and their families to
move on with their lives. Across the world however, most mental health services
do not work with families as a routine practice.
Objectives
This symposium will: review the evidence for the effectiveness of working with
families using a range of Family Interventions (including Behavioural Family
Therapy, BFT); summarise the international literature on implementation of these
Family Interventions; discuss the successes and challenges of implementing
family work in Australia and Europe; and, introduce the experiences of, and
benefits associated with, participating in Behavioural Family Therapy (BFT) in
an Australian mental health service through a panel consisting of a patient,
relative, clinician and service manager.
Key messages
The key question regarding Family Interventions is not whether these approaches
are effective for patients and families but rather how best to implement them in
routine mental health care. Well-established programs to implement Family
Interventions in the UK and elsewhere have yielded useful learning about
successful implementation. A recent evaluation of the process of implementation
in Australia provides further insight into what promotes the use of the BFT
model (such as improved client assessment, improved relationships between
families and clinician) as well as the obstacles to routine use (such as time,
finding ‘suitable’ families, existing levels of family contact and clinician
confidence). Family interventions in mental health services appear to enrich the
experiences of patients, families and clinicians. They have the potential to
generate significant benefits but also pose challenges for each of these groups.
Conclusions
There is growing knowledge of how to best assist mental health services to
incorporate Family Interventions into clinical practice and a need for continuing
creativity and perseverance in ensuring their widespread dissemination.
References
Cuijpers P. (1999) The effects of family interventions on relatives' burden: a
meta-analysis. Journal of Mental Health, 8(3):275-85.
Magliano, L., Fiorillo, A., Fadden, G., Gair, F., Economou, M., Kallert, T. et al.
(2005). Effectiveness of a psychoeducational intervention for families of patients
with schizophrenia: preliminary results of a study funded by the European
Commission. World Psychiatry, 4(1): 45-49.
Pharoah FM, Rathbone J, Mari JJ, Streiner D. (2004) Family intervention for
schizophrenia (Cochrane review) In: The Cochrane Library Chichester, UK, John
Wiley & Sons Ltd.

Please follow the format
outlined on the Congress
website. Your abstract
must use Arial 10 font
and not be more than 500
words
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Title of Paper 1:

Current Issues and Challenges for Family Work in Mental Health

Presenting Author’s
Name:
(paper 1)

Dr Grainne Fadden

Presenting Author’s
Organisation:

University of Birmingham and Birmingham and Solihull Mental Health Trust,
United Kingdom

Abstract:

Context
The first studies of family work were published some thirty years ago. The
effectiveness of psychoeducational approaches to working with families
became clear in the 1980’s with the publication of a series of papers
describing randomised controlled trials. In the 1990’s there were numerous
2nd generation studies describing outcomes in various cultural settings as well
as variations in how these were delivered, such as the development of multifamily groups. At the same time, voluntary services and mental health
services, conscious of the impact of mental health problems on family
members, supported the development of carer education and support
programmes.

Please follow the
format given on the
webpage. Your
abstract must use
Arial 10 font and not
be more than 250
words

Objectives
This presentation will: summarise the family work approaches currently in
use, and the benefits and limitations of each; outline the differences between
psychoeducational approaches, carer support groups and multi-family groups;
highlight key issues around implementation of family work; and, summarise
the current situation in Europe in relation to family work.
Key Messages
Family education and support programmes are beneficial in reducing stress in
family members. However, to be effective in terms of relapse reduction,
interventions must include the consumer, either in individual family work or
multi-family groups. Implementation of family approaches is the biggest
challenge facing services.
Conclusion
The question of what type of family work is beneficial for which families and
in what way is confusing. This presentation will provide clarity for delegates,
and will summarise current key issues in relation to family work.
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Title of Paper 2:
‘This is fantastic but……… ’: Mental health staff experiences of
using a family intervention in routine practice
Presenting Author’s Name:
(paper 2)
Presenting Author’s
Organisation:
Co-author Name 1:
Co-author Name 2:
Co-author Name 3:
Abstract:
Please follow the format
given on the webpage.
Your abstract must use
Arial 10 font and not be
more than 250 words

Mr Brendan O’Hanlon
The Bouverie Centre, Melbourne, Australia
Dr Amaryll Perlesz
Dr Carol Harvey
Dr Colin Riess
Context
The key question regarding family interventions is not whether
these approaches are valuable for consumers and families but
rather how to implement them in routine mental health care.
Objectives
This paper presents the findings to date of a process evaluation of
Building Family Skills Together conducted as part of a Masters
Thesis. A thematic analysis of the issues raised in Mentoring
Groups (designed to support implementation) gives an insight into
case managers’ experiences as they attempt to learn and practice
Behavioural Family Therapy as part of their case management
role.
Key messages
The process evaluation identifies what promotes use of the model
(such as improved client assessment and improved relationships
with families and clinician) as well as the obstacles to routine use
(such as time, finding ‘suitable’ families, existing levels of family
contact and clinician confidence).
Conclusions
The presentation concludes with a consideration of how to assist
mental health staff to incorporate family interventions in their
clinical practice.
References
Fadden, G., (2006) Training and disseminating family
interventions for schizophrenia: developing family intervention
skills with multi-disciplinary groups, Journal of Family Therapy,
28:23-38.
McFarlane, W., Dixon, L., Lukens, E. and Lucksted, (2003) A
Family Psychoeducation and Schizophrenia: A review of the
literature, Journal of Marital and Family Therapy Vol. 29, No.2,
223-245.
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Title of Paper 3:
Presenting Author’s Name:
(paper 4)
Presenting Author’s
Organisation:
Co-author Name 1:
Co-author Name 2:
Co-author Name 3:
Co-author Name 4:
Co-author Name 8:
Co-author Name 9:
Abstract:
Please follow the format
given on the webpage.
Your abstract must use
Arial 10 font and not be
more than 250 words

The experience of being involved in Behavioural Family Therapy:
a consumer, family member, clinician and service manager
perspective.
Panel Discussion Facilitator: Dr Colin Riess, The Bouverie Centre
Building Family Skills Together: A Collaboration between Central
Area Mental Health Service and The Bouverie Centre in
Melbourne, Australia.
Family Member: Josey
Consumer: Gerard
Clinician: Nadine, Central Area Mental Health Service
Service manager: Christine, Central Area Mental Health Service

Context
The introduction of family interventions within routine mental
health care predictably has important consequences for the
families receiving these interventions. There are also ramifications
for the clinicians who need to incorporate work with families into
their practice and service managers who need to change service
operation to enable the provision of family work.
Objectives
This panel discussion aims to explore and better understand the
experiences of a consumer, family member, clinician and service
manager as Behavioural Family Therapy is introduced to a mental
health team providing case management services to people
experiencing a serious mental illness.
Key Messages
Implementing significant changes in practice in mental health care
occurs at a number of different levels and will have important and
different impacts on each of the ‘stakeholders’. The introduction of
family work will have implications for the relationships within
families, the relationship between consumer and clinician and
between the clinician and family members. As the momentum of
change increases there are also likely to be challenges for the
relationship between clinicians and their service managers.
Conclusions
Exploring the experience of consumers, family members,
clinicians and service managers provides a rich, multi-perspective
view of the process of changing practice in mental health.
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The Mental Health Services Conference 2007-Abstract

Brendan O’Hanlon, Carol Harvey, Jenny Burger, John Farhall, David Juriansz,
Margaret Leggatt, Amaryll Perlesz, Noel Renouf, Colin Riess

‘This is fantastic but……… ’: Mental health staff experiences of using a family
intervention in routine practice.



Delegates will gain an appreciation of the process of implementing a

family intervention in a mental health service with a particular focus on the
experience of case managers as they attempt to integrate the intervention within
their case management role.



Delegates will gain an increased understanding of how mental health

workers may be best assisted to change their current practice to incorporate
evidence based family interventions within a case management role.

The key question regarding family interventions is not whether these approaches are
valuable for consumers and families but rather how to implement them in routine mental
health care. This paper presents the findings to date of a process evaluation of Building
Family Skills Together conducted as part of a Masters Thesis. It analyses the experience
of case managers as they attempt to learn and practice Behavioural Family Therapy. It
identifies what promotes use of the model (such as improved client assessment, improved
relationships with families) as well as the obstacles to routine use (such as time, finding
‘suitable’ families). The presentation concludes with a consideration of how to assist
mental health staff to incorporate family interventions in their clinical practice.

372

The Mental Health Services Conference Sydney 2010 Abstracts

Brendan O’Hanlon

It’s really hard. Is it really worth it? Implementing an evidence-based family
intervention in a public mental health service



Those attending will gain a rich appreciation of the challenges and successes in

implementing an evidence-based family intervention in a public adult mental health
service



This presentation provides a detailed account of an attempt to address one of the

greatest challenges facing mental health services of how to implement effective
psychosocial interventions in routine care.

In the context of the Building Family Skills project this presentation describes an
intensive three year strategy to implement Behavioural Family Therapy (BFT) in routine
practice within a Continuing Care Team. A key component of this strategy involved
embedding a practice consultant from a specialist family service within the team. This
role involved training clinicians and working with them to provide BFT; conducting
supervision groups and facilitating needed organisational change. Within an ethnographic
action research methodology and from the vantage point of the embedded consultant the
story of the project is told. Through my own reflections as the embedded consultant and
calling on the experiences of the clinicians, managers and families, a rich account of a
change process is provided. What emerges is an appreciation of very real barriers to the
uptake of family interventions operating for consumers and families, clinicians and the
organization. These include fear of change, clinician anxiety about working with families,
resource constraints and existing styles of clinical practice. What also emerges is the
potential for consumers and their families to derive significant benefit from BFT, for
clinicians to reclaim a role as agents of therapeutic change and for strengthened
relationships between clinicians, consumers and families.
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The Mental Health Services Conference Sydney 2010 Abstracts

Brendan O’Hanlon and Mary MaCrae

Relative Invisibility: Identifying Factors Impacting on Family Engagement with a
Continuing Care Team



Those attending this presentation will learn about the nature and extent of

contact between the families of consumers and mental health practitioners in a
mental health service and the factors influencing this contact



The nature of contact between families and mental health practitioners has

significant ramifications for meeting the needs of consumers and their families
and may have specific implications for the uptake of evidence based family
intervention

Family contact with mental health clinicians is important in meeting the needs of
consumers and their families. Research points to low levels of family–clinician contact
and identifies barriers to family involvement. This presentation reports the findings of
‘Relative Invisibility’, a study that aimed to describe the extent of family-clinician contact
and better understand the factors affecting contact. The study examines family-clinician
contact for 66 consumers living with their families who attended an inner urban mental
health service. Analysis of contact data was complemented by in-depth interviews
conducted with a small number of families and clinicians. The findings revealed
variability in contact across clients, a significant proportion of clients where there was no
direct family-clinician contact and a tendency for clinicians to have contact with only one
family member. The family and clinician interviews generated possible factors to account
for the extent and variability in contact operating at the level of the client, family,
clinician and organization. These include; the cultural background and nature of
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relationships in families; the practice styles, professional backgrounds and confidence of
clinicians and the availability of time. The implications of the findings are considered in
terms of further research and practice change.

.

375

Australian Implementation Conference, Melbourne 2013 Abstract
Brendan O’Hanlon (The Bouverie Centre), Dr Carol Harvey (Psychosocial Research
Centre), Christine (Central Area Mental Health Service), Dr Amaryll Perlesz, Peter
McKenzie (The Bouverie Centre) Dr John Farhall (La Trobe University)

Building Family Skills Together: Key learning from a project that aimed to
implement an evidence -based family intervention in the Continuing Care Team of
an Adult Mental Health Service

Key implementation questions/issues to be addressed:


What are the relative advantages and disadvantages of ‘embedding’ in a

service, the purveyor of the desired new practice?


To what extent does increasing implementation support through the

embedding of a practice facilitator lead to increased uptake of an intervention?


What are the key factors operating at the level of the client and family, the

practice model, the practitioner, the organization and the implementation strategy
that influence the extent of uptake of an evidence based family intervention in an
adult mental health context?


What are the practical implications of understanding the factors

influencing uptake of a family intervention in a mental health context for
designing future implementation strategies of family interventions in these
settings?

Family interventions in the treatment of serious mental health conditions have a strong
evidence base in terms of reducing relapse in the person experiencing the condition and
improving the well being of their primary family carer. Yet available evidence indicates
they are rarely offered in mental health settings as part of routine care and that their
uptake after training and follow up support is limited. This presentation describes
Building Family Skills Together (BFST) a two year project that researched the
implementation of an evidence-based family intervention, Behavioural Family Therapy
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(BFT), in the Continuing Care Teams of an Adult Mental Health Service. A unique
feature of BFST was the embedding of a specialist practice facilitator in the service called
a Family Practice Consultant. The major learning from the project is described within an
implementation framework. This reveals enabling and constraining factors for uptake
operating at the level of the families, the practice model, the practitioners, the
organization and the implementation strategy employed. The intensive implementation
support provided as part of BFST did not lead to an overall increase in the level of uptake
of BFT compared to other studies but may have resulted in more of those trained in BFT
using the model in practice. Six year after its introduction, BFT continues to be practiced
within the continuing care teams who were part of the project and has been adopted
within another program of the same service. How these findings have informed
subsequent implementation projects is described.

Implications for effective implementation:
Increasing implementation support will not necessarily lead to an increase in
uptake of a new practice
The viability of embedding a specialist practice facilitator in an individual service
as an implementation strategy requires further consideration. The embedding of such a
role in a pilot site may be a useful preparatory stage in a multi-site implementation
endeavour by providing detailed information about likely barriers and enablers to uptake.
The setting and monitoring of uptake targets is critical to successful
implementation and sustainability of new practice models. These targets need to be
informed by a complex range of factors including client population and demographics,
existing practitioner roles and organisational features including workload and staff
turnover.
Co-working and the identification and promotion of internal practice champions
appear to be useful strategies for promoting the uptake of family based interventions
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Appendix I: File Recording guideline

Proposed Guidelines for File Recording of Behavioural Family Therapy

Background

The introduction of Behavioural Family Therapy to the Southwell Continuing Care Team
requires the development of consistent practices for recording of family sessions in client
files. The BFT involves the use of standardised assessment proformas and summary
forms. In addition, because BFT work forms part of case management it will be necessary
to record family contacts on continuation sheets in the file. The following guidelines
relate to record keeping in relation family sessions conducted as part of BFT.

Filing of BFT forms

All standardised BFT forms will be kept in a separate tabbed section of the file labelled
Behavioural Family Therapy.
All forms will be dated and signed to ensure they relate directly to file entires in the
continuation sheets

File Entries-Continuation Sheets

All BFT related family contacts will be recorded in continuation sheets
BFT contacts will be headed with a stamp ‘Behavioural Family Therapy’
Where family sessions involve assessments, the file entry will direct the reader to the
appropriate form in the designated section of the file. For example, see Individual
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Assessment dated…. or see also Communication and Problem Solving Checklist
dated…..
File entries in relation to family sessions will ideally reflect the structure of BFT sessions.
They will indicate the stage of BFT (eg. ‘Information sharing session’ or ‘Communication
skills session’. The following headings might be helpful in structuring file entries
describing sessions
Progress on individual goals (eg John went to the gym twice this week)
Review of family meetings (eg Family were away last week and did not have a family
meeting)
Revision of topics (eg Went over early warning signs with Jim)
Review of Practice (eg Tony complimented Anna on the nice meal she cooked)
Work on module (eg introduced problem solving skills to family)
Assigned Practice (eg family agreed to practice expressing positive feelings)
Other Issues (eg Jane asked about a Carers Pension)
All entries should be brief and in point form.

Brendan O’Hanlon, 12 July 2006
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Appendix J: BFT Flow Chart

BEHAVIOURAL FAMILY THERAPY FLOWCHART

Completion of the Behavioural Family Therapy training
↓
Identification of potential families suitable for Behavioural Family Therapy to be determined by:
The treating team reviewing registered clients,
The Program Manager, Consultant Psychiatrist or Team Leader during the allocations process,
The Carer or Consumer Consultants, and through
Peer discussion at Clinical Review.
↓
Discussion of potential identified families with the Behavioural Family Therapy Coordinator. Here, a
co-therapist could be identified as appropriate. Co-therapists could include the case manager, treating
doctor,
or carer consultant.
↓
Discuss the rationale for this proposal with the registered client (or other family member as
appropriate) in an attempt to secure their agreement to a family meeting to discuss family work.
↓
Meet with the family to explain the family work (including frequency, venue and timing) and obtain
their agreement to participate. Obtain consent from client and family members for BFST researcher to
contact the family to discuss participation in the research.
↓
Clinician provides ongoing family work and attends the monthly mentoring group session to receive
support and guidance regarding family work. Clinicians consult BFT Coordinator for individual advice
or assistance as required.
↓
Negotiate termination of therapy with the family once active training is complete
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BEHAVIOURAL FAMILY THERAPY – DOCUMENTATION

The following is an example of how Behavioural Family Therapy sessions may be
documented within the Mental Health clinical file. It is recommended that clinicians use
this as a guide to model clinical entries.

Two examples of documentation, are enclosed below. The Assessment refers to
the documentation of information attained during the initial assessment of the family.
Ongoing Family Work refers to the documentation of family work completed, following
the assessment period.

Assessment

18.10.06

BEHAVIOURAL FAMILY THERAPY

1:00pm
Scheduled meeting with the Grace family. Jenny
and Olivia Peters. Family members seen by CLINCIAN and CLINCIAN at
Southwell Clinic for the completion of the Individual Family Member Interview
Schedule (See Correspondence).

Next meeting scheduled for the 25.10.06 at 4:00pm.
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Ongoing Family Work

25.10.06

BEHAVIOURAL FAMILY THERAPY

4:00pm
Scheduled meeting with the Grace family. Jenny, Ryan
and Olivia Peters attended. Family members seen by CLINCIAN and
CLINCIAN at Southwell Clinic.

The aim of the current session was to complete Information Sharing. The
family voiced their preference to learn about Olivia’s relapse signature and issues
surrounding relapse prevention. In discussing this, Olivia and the case manager
outlined typical changes associated with a deterioration of her mental state. These
included low mood, paranoia and auditory hallucinations. A second aim of this
session was for the family to speak to the treating doctor regarding medication issues.
This opportunity was provided.

Next meeting scheduled for the 06.11.06 at 10:00am.
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Appendix K: Southwell Monthly Key Performance Indicators
Southwell Monthly Key Performance Indicators: July 2007- June 2008
Access/Referral:
Number Duty Contacts – New (Total Duty Contacts)
Number Duty Contacts - Duty
Number Walk-in presentations: New/Duty/Depot
Entry:
Number new referrals received
Number new referrals allocated
Number Transfers of Care received
Number Transfers of Care allocated
Total number on active caselist
Assessment
Number of assessments booked
Number of assessments completed
Care planning and provision
Number of Contacts recorded
% Variance to Contact target (2113)

July
07
118
192
8/11/2
2

Aug

Sep

111
215
11/12/
15

21
16
14
10
344

Oct

Nov

Dec

Jan 08

Feb

Mar

Apr

May

Jun

92
161
16/13/
5

61
129
7/14/5

77
89
10/7/5

104
134
7/13/8

77
155
5/11/5

203
-

160
-

136
-

128
-

14
14
9
9
335

18
17
13
13
344

15
13
10
10
347

16
15
9
9
351

18
16
17
16
352

17
13
11
10
348

15
13
11
10
335

17
16
15
14
338

15
12
12
10
332

10
7
9
6
321

8
5

7
6

6
4

5
3

7
5

6
5

5
5

3
3

12
5

2263

2456

1901

2047

1930

2168

2184

1730

2138

7.1

16.23

-10.03

-3.12

-8.66

2.6

3.3

18.13

1.18

3.36

30.32

30.17

32.45

29.53

30.71

31.96

Ave LOS (Months)
Number of ISPs reviewed
Number of clients on CTO
Number of Interpreter bookings
Separation:
Number of Discharges
Discharged to: - Private
MHS
GP
Other

12
10
2243

2042

26
81
23

30
80
39

41
84
26

37
81
28

30
86
16

48
86
17

29
84
19

31
85
22

31
84
20

30
80
26

34
79
22

15

21
1
14
4
1

8
1
4
1
2

9
1
3
4
1

11
1
5
4
1

17
7
4
6

21
3
11
4
3

11
1
7
3
-

13
2
8
2
1

12
0
6
2
4

23
3
6
7
7

7
2
6
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Workload:
Average Caseload
Average CLM Scores
% time Case management
Family Contacts:
Client and family
Client, Family and others
Family only

28.95
22.72
53.64

29.38
21.05
53.80

28.20
21.20
55.51

32.61
-

32.81
21.56
50.46

31.58
19.67
48.44

29.2
20.00
57.29

31.9
20.17
61.46

32.19
19.26
44.81

28.66
18.83
50.79

64
5
175

82
4
156

72
7
124

95
5
182

85
6
129

89
4
134

96
7
142

60
5
139

91
5
139

80
3
157
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Appendix L: Family Demographics
Table a: Family Cultural Background
Cultural Background of Family
Australian
Italian
Greek
Turkish
Lebanese
Maltese
South American/Saudi
German/Swiss
Total

Number (%)
15 (50%)
5 (17%)
4 (13%)
2 (7%)
1 (3%)
1 (3%)
1 (3%)
1 (3%)
30 (100%)

Table b: Family composition
Family Members participating
Parents and siblings
Parents only
One parent only
Parents, partner, siblings and children
Partner only
Partner and children
Partner, siblings and children
Children only
Siblings only
Total

Number of families (%)
9 (30%)
3 (10%)
3 (10%)
2 (7%)
5 (17%)
3 (10%)
1 (3%)
1 (3%)
3 (10%)
30 (100%)
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Appendix M: Mapping of Implementation Strategies Used in BFST
CFIR Domain &
Construct
Characteristics of
individuals

Implementation
Challenge

Implementation Strategy

Process of responding to
innovation

Practitioners struggle to identify
clients and families from caseload
which may reflect application of
unnecessarily narrow selection
criteria

Original guidance regarding
selection of clients and families
modified and provided through tip
sheets and training

Process of responding to
innovation

Practitioners believe that a large
proportion of their clients live alone
and are therefore less likely to be
appropriate for BFT

Client demographic data analysed
to clarify that there is a large pool
of clients living with their
families and who are therefore
likely candidates for BFT

Individual capacity

Practitioners report difficulties in
obtaining client agreement to
participate in BFT

Guidance regarding discussion of
BFT with individual clients
provided through tip sheets and
training

Individual capacity

Low levels of pre-existing
practitioner contact with families
identified as potential factor in
difficulties in engaging families in
BFT

Research conducted to establish
low levels of pre-existing
practitioner-family contact in
team

Individual capacity

Higher levels of pre-existing
practitioner contact appear to be
associated with easier identification
and engagement of families in BFT

Family Assessment Process
instituted to increase levels of
practitioner contact with families
and increase likelihood of
identification and engagement of
families in BFT

Structural characteristics

Team operating hours limit
opportunities to engage families

Extended operating hours
negotiated for the team

Structural characteristics

For BFT to be established as part of
routine practice within the team it
needs to be incorporated into clinical
processes

Clinical flowchart developed for
the provision of BFT so that it is
routinely considered by
practitioners

Structural characteristics

Rate of staff turnover reduces
capacity to engage families in BFT

Apprenticeship model allows
newly appointed and yet to be
trained practitioners to commence
working with families in co-work

Inner setting
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Structural characteristics

In order for BFT to be sustainable in
the wider organisation it needs to be
reflected in the organisational
leadership structure

Senior manager is appointed to
coordinate BFST

Culture

As documentation is valued in the
team, BFT must be reflected within
current documentation processes

Guidelines developed for
recording of BFT within files

Culture

Team culture in relation to open
expression of views and feelings
limits practitioner feedback about
BFST

Family Practice Consultant uses
more informal processes to obtain
practitioner views about BFST

Implementation climate

Family contact data collected but not
reported in team lessening its
importance relative to other activities

Family contact data reported
alongside other process Key
Performance Indicators

Opinion leaders and
champions

Co-working is critical to uptake of
BFT by practitioners and needs to be
provided on a sustainable basis

Establish champion positions
within the team and encourage
other avenues for co-working.

Patient needs and resources

Families frequently decline BFT
although the reasons for doing so are
not clear

Reasons that families decline BFT
are recorded and tracked to better
understand constraints to
involvement

External policies and
incentives

Accounts of family members
experiences of BFT have potential to
influence a wider stakeholders

Family members contribute to
wider promotion of BFT through
conference presentations and
newspaper articles

Risk

Practitioners are anxious about
conducting BFT with families

Family Practice Consultant coworks with practitioners in
conducting BFT

Compatibility

BFT not integrated with dominant
practice paradigm of case
management and perceived by
practitioners as time expensive

Integration of BFT with case
management promoted in
mentoring groups and Booster
sessions

Relative advantage

The promoted of benefits of BFT for
practitioners involve distal outcomes
that are not immediately reinforcing
of practice

Promote the proximal process
benefits of BFT for practitioners
to encourage their adoption of
BFT

Outer setting

Intervention characteristics

Process

387

Stages of implementation

Family interventions known to be
difficult to implement

Implementation plan developed
involving distinctive features of
embedded facilitator, whole of
team training and integrated
training and support

Implementation activities

Use of co-working by Family
Practice Consultant maybe inhibiting
practitioner learning and ‘ownership’
of BFT

Pre-session discussion and
structure of BFT used to share
delivery of components of BFT
between Family Practice
Consultant and practitioner

Implementation activities

The Family Practice Consultant can
potentially participate in a range of
time consuming team and wider
organisational meetings

Family Practice Consultant
prioritises attendance at key team
meetings

Implementation activities

Family Practice Consultant takes too
much responsibility for
implementation of BFT within the
team

Team leader and other leaders
assume responsibility for key
elements of BFST

Implementation activities

Family Practice Consultant has
unrealistic expectations in relation to
uptake and contributes to unhelpful
dynamic in relationship with team

Family Practice Consultant
modifies expectations and adopts
a more congratulatory stance with
practitioners and team

Implementation activities

Family members accounts of their
experiences of BFT have a powerful
effect on practitioners

Family members consumers and
practitioners share their
experiences of BFT in training
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Appendix N: Mental Health Beacon
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Appendix O: Publications

A Contributing Life: the 2013 National Report Card on Mental Health and
Suicide Prevention
National Mental Health Commission
FAMILY AND SUPPORT PEOPLE – THEIR INCLUSION; IMPACTS OF
FAMILY/SUPPORT PEOPLE INVOLVEMENT UPON PEOPLE LIVING WITH
A MENTAL HEALTH DIFFICULTY OR SUICIDE RISK
Prepared by Carol Harvey, Brendan O’Hanlon and Jeff Young

The term ‘families’ is used in a broad sense in this review to include members
of a person’s social network, which may include immediate family members
(including dependent children), partners, other relatives and friends. The review focuses
on services to families where an adult member has a severe mental illness (SMI).
Family interventions for a range of mental health conditions affecting both children
and adults have been reviewed recently elsewhere 1 2.

SUMMARY
Current services designed to support and involve families include family
psychoeducation (FPE), family education, family consultation, carer peer-facilitated
support groups, respite care, individual counselling, support and advocacy from trained
carers (carer consultants) and direct financial support. FPE has a strong evidence base
while family education and family consultation are supported by limited and
uncontrolled published research. There is a dearth of published research on the other
services, although they are usually associated with reports of high satisfaction and, for
education programs, improved knowledge among families.
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Evidence for family psychoeducation
Family psychoeducation (FPE) for people with schizophrenia and their families
emerged in the late 1970’s, informed by a stress-vulnerability model of schizophrenia
and growing recognition of the importance of involving families in treatment

34

and

the significant impact of SMI on all family members, particularly primary carers 5 6.
Yet Australia does not routinely measure how well families feel supported, although
existing data suggest there is scope for major improvement. For example, family carers
have reported a lack of engagement by staff, leading to distress and frustration 7.
Further, the National Mental Health Consumer and Carer Forum found that 55% of
carers felt they were not given the information and support they needed 8.
Various FPE models exist, but all share common elements

349

. These include: a

positive and non- blaming attitude of clinicians towards families; involving families as
partners in care; inclusion of the consumer in sessions; attention to both the social and
clinical needs of the consumer; information- sharing, including about the disorder, early
warning signs and relapse prevention; and, a behavioural orientation that focuses on
teaching families coping skills such as communication skills and problem solving. Most
interventions involve 12 or more sessions extending from six months to over two
years and can be delivered in the home or clinic. Individual families are seen in most
models (e.g. behavioural family therapy (BFT), a frequently researched model),
although five to seven families (including consumers) may be seen together in multiple
family groups (MFGs) 10.
There is strong evidence that family psychoeducation delivers significant
benefits to people experiencing schizophrenia and their families, with the most
commonly researched impacts concerning reduced consumer relapse and admission
rates. More than 50 randomised controlled trials have been conducted in the last 35
years and synthesised, including in a Cochrane review 11. Reduced relapse rates of 20%
compared with usual care have been reported, with greater effects for interventions
lasting more than three months 12. Another meta-analysis reported a 12.8% difference in
relapse rate compared with all other treatments over the first 12 months and, for single
family interventions, a 48.8% absolute difference in risk of being re-admitted 13. In
contrast, MFGs may be more effective than single-family interventions in first-episode
psychosis 14. The number needed to treat (NNT) to prevent a relapse is between 3 and
394

8 families, with the lowest NNT obtained with single family interventions 13. These
effect sizes equate to those delivered by anti-psychotic medications routinely used in
the treatment of schizophrenia

14

, although the Cochrane review noted that treatment

effects may be overestimated due to poor methodological quality 11.
FPE encourages adherence with medication, with NNT between 5 and 9 11. These
interventions may result in improved mental state, social functioning and employment
amongst consumers, although this evidence is less robust (e.g.

4 11

). FPE also offers

the advantage of addressing the impact of schizophrenia on family members,
although family outcomes are less commonly studied so the evidence is weaker 15. In
the only meta-analysis of 16 studies of family outcomes, FPE had considerable positive
effects on relatives’ burden and psychological distress, the relationship between
relatives and the consumer, and family functioning more generally 16. Again, larger
effect sizes were found for interventions of more than 12 sessions. However, the
duration of the intervention might be more important than the actual number of sessions
16

.
There is evidence for the efficacy of FPE within Australia, China, Spain,

Scandinavia, UK and the USA
. These interventions are considered to offer ‘value for money’ in Australia at

4

a cost of $8,000- 28,000 per disability-adjusted life year (DALY) averted, depending on
the FPE model 17. Few studies have identified no effects for FPE 4. Negative or absent
effects amongst migrant populations have been reported (e.g. for Latino families in the
USA, 18). This is best understood as highlighting the need for cultural adaptations of
the approach, since culturally adapted MFGs have recently been shown to be effective
for Vietnamese-speaking Australians and Spanish-speaking Mexican Americans with
schizophrenia

19 20

. In addition, a BFT program in the Victorian NGO sector has

successfully engaged culturally and linguistically diverse families (46% overseas-born
consumers) and, in an uncontrolled evaluation, demonstrated decreased symptoms and
improved family functioning for consumers and decreased carer burden 21 22.

Although the evidence for benefit is most extensive for consumers with
schizophrenia, several controlled studies show positive effects of FPE for other
psychiatric disorders especially bipolar disorder and major depression (see 4 9 for
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details). FPE has also been adapted for individuals experiencing dual diagnosis of
schizophrenia and substance use 23. No data exists to suggest that FPE either prevents
or promotes suicide 11. There is evidence that FPE for families where a parent
experiences depression may be effective in reducing the risk of psychopathology in
children 24.
Evidence for family peer education and support
Limited research exists into the impact of family peer support which includes
the provision of 1:1 peer support or family education and support groups for families
of people with mental health difficulties. Available evidence, which derives from
program evaluations and qualitative studies, suggests that both approaches are
positively received. Family education and support may enhance the capacity of families
to manage their own wellbeing and caring roles (e.g. 25) and can help reduce some of the
psychological burdens of care-giving for a sustained period 26.
Clinical Practice Guidelines
The accumulated evidence of positive benefits is reflected in the adoption of
FPE in many clinical practice guidelines, particularly in relation to the treatment of
schizophrenia 27-29.
Implementation of FPE
Consistent with other psychosocial interventions, the incorporation of FPE in
routine mental health care is challenging. FPE is usually reported in the published
literature as being disseminated by the originators of the models to public mental
health services as training programs or as part of postgraduate training

30-32

,

although there are examples of models developing ‘organically’ within mental health
services 33. FPE may be established as an addition to existing services or as a component
of a comprehensive service model 14 34. There is some evidence for the successful
implementation of comprehensive models which include FPE, although more detailed
implementation studies examine FPE as a separate program 34.
No data exists concerning the extent of uptake of FPE in Australia; indeed
information is even lacking regarding levels of routine contact between families and
professionals, despite consent from over two thirds of consumers for such contact
However, Victorian findings suggest low levels of contact consistent with
396

35

.

international studies (O’Hanlon, personal communication). International studies
measuring rates of practitioner uptake of FPE indicate that the average number of
families seen per practitioner is 0.9-3.5 in periods ranging from one to three and a half
years post-training 31

33 36-39

. Comparison of uptake between sites is difficult because of

variation in service settings, target populations and the extent of implementation
support, including engagement of management and training. However, the highest
average number of families seen per practitioner (3.5) was reported in a small specialist
family intervention team in rural England following a 12 month training program
33

. Another implementation study reporting greater uptake was conducted across

multiple sites in Italy where practitioners trained in Behavioural Family Therapy (for 60
hours) saw an average of 2.1 families at one year after training 39. The relatively higher
rates of use of the model were attributed to a range of factors, including the provision
of ongoing supervision and an existing high level of contact between families and
professionals within an Italian context. Two studies of the implementation of multiple
family groups in the United States have examined adoption of MFGs at an agency
rather than practitioner level

32 40

. These suggest that it is possible to establish MFGs in

services with systematic implementation support including active training methods,
allocation of resources to support the new intervention, and the provision of ongoing
practice and organisational support and consultation.

Common barriers identified in the literature to the use of FPE in mental health
settings include those operating at the level of the family (families’ capacity or
willingness to commit to relatively intensive and extended process, consumer
preparedness to involve their family), the practitioner (comfort and ability to engage
and work with families and learn a new practice model) and the organisation
(integration of FPE into existing workload and availability of time, including scope
to work after hours) 41. A Victorian action research project designed to identify how to
best implement an FPE in a mental health service pointed to the particular value of
dedicated time for selected family practice champions, the importance of co-working,
active management facilitation of organisational change to support the new practice
and the setting of realistic targets for uptake that are informed by consumer and
service data 42.
397

In summary, available evidence suggests FPE uptake is likely to be influenced by
complex factors. It appears that practice experience increases and barriers to uptake in
relation to consumer, family and practitioner diminish with training and sustained
supervision. Perceived organisational constraints appear less amenable to change and
hence may require particular attention. Services with existing higher levels of
practitioner–family contact may achieve higher rates of uptake of FPE. Provision of
ongoing supervision and support for FPE within a comprehensive implementation plan
appears to be critical to establishing these interventions in mental health services. There
is also a possible advantage in the delivery of these interventions by smaller intraservice family programs rather than through ‘all of team’ training.

Proposed best supported service models

An emerging consensus about the features of a comprehensive service
response to families that both meets the needs of most families and realises the potential
of FPE to deliver improved outcomes for consumers and family members 4 43-45 is
summarised here.

Firstly, given the diverse needs of families which change through the recovery
process and family life cycle, it seems likely that a range of programs may be required
to meet families’ differing needs. Although FPE has established efficacy, such
approaches are not acceptable to, or necessary for, all families, with rates of non
adherence as high as 40% 46. To respond to the needs of more families, support can
include services (mentioned earlier) such as respite, carer support groups, individual
counselling, support and advocacy from trained carers (carer consultants) and
financial support. This range of service options has variously been conceptualized as a
‘spectrum’ ‘menu’ or a ‘pyramid’ of services for families 47 48. Mottaghipour and
colleagues’ framework 48 has the potential to inform staff recruitment and training for
provision of a cost-effective and appropriate range of family services. For example, all
frontline staff could be trained in routine engagement of families while a smaller group
of staff is trained to deliver FPE to those families who would most benefit.
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In order for families to access support, active and routine processes for
engagement appear necessary since passive mechanisms for involving families (for
example, mail outs) yield very low rates of engagement

49

. Family consultation is an

example of a brief model for engaging with families that has developed in the USA
50 51

. However, the encouraging results of a systematic program that achieved the use

of this model at 50 sites in New York State have only been reported recently 47. Beyond
the value of offering a minimal service to all families in contact with mental health
services, such models also provide an opportunity to match available services to family
need. In addition, increased overall contact between practitioners and families may
ultimately improve families’ access to the established benefits of FPE.

The human and financial cost of not providing evidence-based interventions and
the acknowledged challenges of establishing effective programs to support families
point to the need for carefully planned implementation

52 53

. A number of frameworks

have been developed from the emerging field of implementation science that can
inform efforts to disseminate and establish family-based interventions in mental health
54-56

. In practical terms, this requires moving beyond stand-alone training or the

proclamation of family sensitive policy to adopting a systemic approach to the complex
challenge of practice change.
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