

[image: image1]
Towards a Program Theory for Family-Focused Practice in Adult Mental Health Care Settings: An International Interview Study With Program Leaders












	
	ORIGINAL RESEARCH
published: 22 October 2021
doi: 10.3389/fpsyt.2021.741225






[image: image2]

Towards a Program Theory for Family-Focused Practice in Adult Mental Health Care Settings: An International Interview Study With Program Leaders

Annette Bauer1*, Stephanie Best2, Juliette Malley1, Hanna Christiansen3, Melinda Goodyear4, Ingrid Zechmeister-Koss5 and Jean Paul6


1Care Policy and Evaluation Centre, Department of Health Policy, London School of Economics and Political Science, London, United Kingdom

2Australian Institute of Health Innovation, Macquarie University, North Ryde, NWS, Australia

3Department of Psychology, Clinical Child and Adolescent Psychology, Philipps University, Marburg, Germany

4School of Rural Health, Monash University, Melbourne, VIC, Australia

5Austrian Institute for Health Technology Assessment GmbH, Vienna, Austria

6Department of Psychiatry, Psychotherapy and Psychosomatics, Division of Psychiatry I, Medical University Innsbruck, Innsbruck, Austria

Edited by:
Joanne Louise Riebschleger, Michigan State University, United States

Reviewed by:
Anneli Silvén Hagström, Stockholm University, Sweden
 Scott Yates, De Montfort University, United Kingdom

*Correspondence: Annette Bauer, a.bauer@lse.ac.uk

Specialty section: This article was submitted to Public Mental Health, a section of the journal Frontiers in Psychiatry

Received: 14 July 2021
 Accepted: 27 September 2021
 Published: 22 October 2021

Citation: Bauer A, Best S, Malley J, Christiansen H, Goodyear M, Zechmeister-Koss I and Paul J (2021) Towards a Program Theory for Family-Focused Practice in Adult Mental Health Care Settings: An International Interview Study With Program Leaders. Front. Psychiatry 12:741225. doi: 10.3389/fpsyt.2021.741225



Objectives: In several high-income countries, family-focused practice programs have been introduced in adult mental health care settings to identify and support children whose parents live with mental health problems. Whilst their common goal is to reduce the impact of parental mental illness on children, the mechanisms by which they improve outcomes in different systems and settings are less well known. This kind of knowledge can importantly contribute to ensuring that practice programs achieve pre-defined impacts.

Methods: The aim of this study was to develop knowledge about relationships between contextual factors, mechanisms and impact that could inform a program theory for developing, implementing, and evaluating family-focused practice. Principles of a realist evaluation approach and complex system thinking were used to conceptualize the design of semi-structured in-depth interviews with individuals who led the implementation of programs. Seventeen individuals from eight countries participated in the study.

Results: Interviewees provided rich accounts of the components that programs should include, contextual factors in which they operated, as well as the behavior changes in practitioners that programs needed to achieve. Together with information from the literature, we developed an initial program theory, which illustrates the interconnectedness between changes that need to co-occur in practitioners, parents, and children, many of which related to a more open communication about parental mental health problems. Stigma, risk-focused and fragmented health systems, and a lack of management commitment were the root causes explaining, for example, why conversations about parents' mental illness did not take place, or not in a way that they could help children. Enabling practitioners to focus on parents' strengths was assumed to trigger changes in knowledge, emotions and behaviors in parents that would subsequently benefit children, by reducing feelings of guilt and improving self-esteem.

Conclusion: To our knowledge, this is the first research, which synthesizes knowledge about how family-focused practice programs works in a way that it can inform the design, implementation, and evaluation of programs. Stakeholder, who fund, design, implement or evaluate programs should start co-developing and using program theories like the one presented in this paper to strengthen the design and delivery of family-focused practice.
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INTRODUCTION

Family-focused practice approaches, which recognize the family as a unit in the treatment of a person's mental health problems, have been developed and introduced in mental health services internationally. They have in common that they seek to combat the limitations of services that are focused only on the individual, and do not consider the impact of mental disorders on other family members, in particular children (1, 2). Examples of policy initiatives or national flagship programs introducing such approaches include: the ‘Effective Family Program' in Finland (3), ‘Think Family' initiative in the United Kingdom (4), ‘Children of Parents with a Mental Illness' (COPMI; https://www.copmi.net.au) and ‘Families where a Parent has a Mental illness' (5) in Australia. Governments in Scandinavia even made legal amendments to their health and social care acts, that requires practitioners in adult mental health services to identify and look after the needs of children whose parents are using their services (6–8).

The term family-focused practice (FFP) has been used differently in different contexts, and can refer to (mental) health, social care and other sectors. For the purpose of the paper, and in line with Foster et al. (1), we define FFP as the way, by which mental health practitioners or services respond to the family members of the person in treatment for their mental illness. More specifically, we focus on FFP in adult mental health settings and therefore use the term to refer to how adult mental health practitioners and services respond to children.

Even though attempts to transform adult mental health services to incorporate FFP began decades ago (1), most mental health systems still do not operate in this manner (9–11). Reasons for this are manifold, and include fragmented service systems, inadequate funding to address needs beyond the individual's most urgent problems, lack of organizational commitment and leadership reflected, for example, in a lack of policies or guidelines on identifying parenting status, and limited knowledge or skills among practitioners (12, 13).

Whilst the above-mentioned policies and legal changes seek to address barriers, their success depends on efforts to implement changes in local systems and organizations. Such efforts, to change practice at an organizational and local system level, are the subject of our investigation in this paper. We define these efforts as practice change programs, which are complex interventions that require or demand some form of professional behavior change at an individual or collective level (14). From here onwards, we refer to them simply as programs. Most programs have multiple components, which can include the documentation of parenting status, assessment of family relationships and the children's situation and providing or referring to psychological, -educational, -social interventions to support adults in their parenting role or to support children directly (1, 4, 15). Whilst findings from systematic reviews (16, 17) suggest that psychoeducational and psychological interventions can lead to improved mental health for children, evidence is still largely lacking for such multi-component programs that have been implemented under real-world conditions, and which take place in complex ecological systems (18, 19).

In this study, we wanted to understand how the different components of programs have been implemented, and the mechanisms or processes by which they were expected to lead to changes in outcomes for practitioners, parents and children. The goal of our study was to gather knowledge that could inform the development of an initial program theory for FFP. We sought to surface some of the conscious and subconscious processes of how programs have been developed and implemented by interviewing people who had led the implementation of programs in this field. We expected that this kind of explorative knowledge could inform the development of future frameworks that are theory-driven whilst empirically focused, a gap that has been highlighted by various implementation scientists (20–22).

In our understanding of a program theory, we borrowed from two theoretical frameworks developed or commonly used in the public health field - a realist approach and complex systems thinking. Both approaches suggest that interventions cannot be uncoupled from the systems in which they are operating, and interventions need to be developed and evaluated considering contextual factors (23). In public and mental health, a realist approach has been central in shifting the focus of intervention development and evaluation from whether something works to what works, for whom, how, and in which context (24). Whilst a realist approach proposes the development of a theory by linking contextual factors with mechanisms that are expected to lead to desirable outcomes (25–28), a complex systems perspective offers ways to theorize interventions as disruptions to dynamic and complex systems (29, 30). The latter includes the analysis of an intervention's ability to change relationships between key players that make up such systems, displace entrenched practices and transform or redistribute resources (31).

Whilst the realist synthesis guided both the design and analysis of the study, a complex systems thinking perspective, together with insights from behavior change theories, informed mainly the analysis. Following a realist synthesis, we gathered knowledge to understand what works, for whom, in which context and why. In addition, following both, realist and complex systems thinking perspectives, we also wanted to gather knowledge about the role of actors and resources in influencing the interaction between programs and local systems. Combining these aspects, we set out the following research questions: (1) What is the context in which programs take place, and how is it modified? (2) Which program components can be distinguished? (3) What are the expected program outcomes and for whom? (4) What are the assumed mechanisms leading to expected outcomes? Or, in other words, why and how do programs work? (5) What are the resources employed for the delivery of programs?



METHOD


General Approach

Realist approaches suggest several methods for extracting knowledge to inform the development of initial program theories. Reflecting the current state of the evidence base, we initially sought to apply a dual approach, which would have consisted of an initial synthesis of the literature and then interviews with individuals who led the implementation of programs (27, 32). Exploring the international academic and gray literature on FFP, we found detailed descriptions of programs, rich accounts of how they had been implemented, and the challenges (4, 7–11, 33, 34). However, we only identified limited information about expected changes for parents or children and mechanisms or processes leading to those. None of the papers set out or referred to a program theory or explained the rationale for evaluating changes in practitioners' behaviors, and the mechanisms leading to improved child and parent outcomes, a gap that has been highlighted (35). We therefore did not conduct a synthesis of the papers. Instead, we drew from the literature for a description of possible programs components to guide our interviews with program leaders. We also used the information more informally to guide the conduct and interpretation of the findings from qualitative interviews.



Semi-Structured In-Depth Interviews

We conducted semi-structured in-depth interviews to elicit the perspectives of individuals who had been developing, managing, implementing (and evaluating) FFP programs, and explored their first-hand experiences of driving and implementing practice change in this area.


Sampling

A two-stage purposive sampling process, using snowballing principles, was adopted to identify individuals who were leading the implementation of programs. First, we approached a selected group of researchers in the field of FFP. We first contacted a handful of researchers who had been invited as experts to a workshop on the topic of parental mental illness in Austria called Ideas lab, which had been organized by the funder of this research with the aim to conceptualize new research in this area (36). We asked those researchers to recommend other researchers to us, who they thought would know about programs internationally. When contacting those researchers, we also invited them to recommend other researchers. At the end of this snowballing process, we had a group of twenty researchers, all of whom had expertise in FFP as evidenced by their publication record in this area. Next, we asked them to recommend individuals who had been leading the implementation of FFP programs. We did not set out specific criteria as we wanted to allow for diverse programs, including, for example, those that had evolved more organically. Whilst we originally had set out that programs should refer to adult mental health settings, we allowed for the inclusion of programs that spanned across settings or originated from child mental health and social care settings. This decision was made as it became clear from the feedback we received from researchers that the question in which part of the care system the program started or was anchored depended on national or regional funding structures and arrangements. It also became clear that roles of developing, implementing, evaluating, or advocating for programs were overlapping, and that recommended individuals often had more than one role. Often their role was not a formal program administrator role. We therefore did not specify the role or function of individuals should have. Researchers identified altogether forty individuals, who we then invited to participate in the study. Invited participants were from the following countries: Austria, Australia, Germany, Netherlands, Norway, Sweden, United Kingdom, and the US.



Study Participants and Data Collection Procedure

We conducted interviews with the 17 individuals who agreed to participate, who were from seven countries (none of the invited participants from Sweden responded to our emails). The rest of the potential participants (n = 23) did not respond to our emails. Most interviewees were employed by organizations that provided publicly funded adult or child mental health services. A few were – either additionally or solely – employed by universities or charities or worked in private practice. In addition to clinical and therapist roles, part of their job descriptions covered service improvement, implementation management, or research. Interviewees had professional backgrounds in psychiatry, psychology, occupational therapy, social work, or teaching.

Interviews were conducted via Skype or telephone and, in one instance, in person, as requested by the interviewee. One interview involved two persons from the same program. Interviews lasted between 1.5 and 2 hours. In one case the interview had to be ended earlier than planned, after about thirty min, because the interviewee needed to attend to an emergency concerning a family at their practice. Fully informed verbal consent was obtained at the beginning of each interview, and in writing, which participants completed before or after the interview. The study of interviews was reviewed and approved by the Research Ethics Committee of the London School of Economics and Political Science.

The interview schedule was informed by ideas from realistic synthesis. It included questions about how the program components identified by us from the literature work in practice, the kind of resources their implementation involved (e.g., training), and how they were linked to improved outcomes. We included questions and prompts about ‘how' and ‘why' interviewees thought that outcomes were achieved. This was done to generate knowledge about potential processes and mechanism leading to improved outcomes, and to distinguish between short-, medium- and long-term outcomes. We applied the following order of questions First, we asked interviewees how they had become involved in this area as well as their roles and responsibilities in programs. Next, we asked about their views concerning the key components of programs which we identified from the literature: identifying and documenting parenting status; leading conversations with parents about their parenting and their children; initiating conversations with children about their parent's mental health problems; offering or signposting to interventions and support. We asked them whether they thought some components were more important than others or were more challenging to implement than others. We then asked about the types of outcomes and impacts that they expected from the program, and the processes leading to such outcomes. Finally, interviewees were asked about the context in which the programs took place, the drivers and challenges for change, and the resources and support required to achieve change and overcome challenges. The interview guide is presented in the Supplementary Material.

Interview questions were sent in advance to interviewers, to overcome potential language barriers as not everyone was fluent in English. All but four interviews were conducted in English. The four were conducted in German, which was the preferred language for these interviewees, and the mother language of the lead researcher (AB) who conducted the interviews.



Recordings, Translations, and Data Analysis

Audio-recordings were produced for all interviews. Full transcripts of each audio recording were generated and uploaded on NVivo11 software. The coding framework was developed and refined in an iterative process, led by AB and in consultation with members of the research team, with main inputs from a specialist qualitative researcher (JP).The lead researcher (AB) coded the data in NVivo11 following principles of the Framework Method (37), a method that is commonly applied in qualitative health research. JP read a sample of the interviews and provided critical inputs to the development of the coding framework, and into the coding of the data. Main categories of the coding framework reflected the key concepts for developing program theories following a realist synthesis (38): components, context, mechanisms, outcomes, activities, actors, and resources. Data was indexed according to this framework. Within each of the indexed categories, we looked for further themes and created additional (sub-) categories inductively to, allowing, for example, a distinction into practitioners, parent, and child perspectives. Sub-categories were iteratively constructed through conversations between two authors (AB and JP), informed by ideas from behavior change and complex systems theories. Data were then summarized in a matrix by categories using a spreadsheet. For each sub-category a short descriptive summary was generated, which was presented alongside example quotes. In several meetings throughout the study, researchers from the team discussed emerging themes and findings, applying their multi-disciplinary backgrounds in health and social care research to the interpretation of the data.





RESULTS

We present the findings structured by key concepts. This includes a description of the contextual factors that influence the delivery and outcomes of the program (research question 1), the components of programs, including what those should encompass (research question 2), the expected outcomes for practitioners, parents and children (research question 3), and processes leading to these outcomes (‘mechanisms') (research question 4). Whilst information about resource inputs (research question 5) are provided under the headings of components and contextual factors, we also summarized them briefly in a separate section. At the end of the section, we present an initial program theory that was developed based on these findings.


Contextual Factors

From interviewees' responses, we identified a range of factors that influenced the successful delivery of programs and outcomes for children. Interviewees described how the stigma, discrimination and social isolation children experienced, often prevented or hindered effective engagement of families with services.

“The degree to which they [families] were avoidant of mental health services because of (…) shame and stigma is massive.” (Interview 8)

“A lot of the children grow up thinking that they are the only child of a parent with a mental illness (…). A lot of these families are isolated or fragmented or stigmatized.” (Interview 9)

Whilst none of the interviewees described a role for programs in changing stigma or awareness at a community level, they emphasized the importance of psychoeducation and helping families to find a language in which they could talk about parental mental illness within the family and to others. (This is described in more detail in the section on mechanisms and outcomes of programs).

Interviewees offered detailed accounts on what had hindered and facilitated practice change at a system and organizational level. They reflected how, traditionally, professional workforce development, education, funding, and performance systems were all focused on the medical treatment of a person's crisis rather than on preventing problems through integrated solutions. Such systems had led to or facilitated certain attitudes, beliefs and behaviors of mental health practitioners, which included them being highly protective of their relationships with ‘their patients'. Most interviewees described what they thought were exaggerated fears among practitioners that if they started to ask detailed questions about parenting and children, this would bring up safeguarding issues, which would require involvement of child welfare agencies and ultimately lead to children's removal from home. Some interviewees reported how they had addressed such barriers by providing accurate information to practitioners about the role of child and youth welfare agencies and safeguarding procedures. This included information about the role of those agencies in supporting families to prevent child removal, and about the risk that children would be removed permanently, which was very small. Some interviewees explained how they had organized cross-sector training with practitioners from adult mental health and child and youth welfare agencies in order to reduce misconceptions that practitioners had about each other's roles.

“So, I have to address that very clearly when talking about this to adult psychiatry personnel that this is not about alerting child protection. That this is the last resort that will be necessary for only a few (…).” (Interview 10)

“(…) there is a lot of misconceptions about child protection services and their work, but I think just reframing it all and saying we want to come into the family as early as possible because there is this possibility of prevention (…).” (Interview 5)

Interviewees described how drivers for successful program delivery had included policies and legislation that were supportive of prevention- and family-focused practice, in particular if those were accompanied with ring-fenced funding for this population. Interviewees explained how their own persuasion or advocacy efforts needed to take place at many different levels in order for change to happen: from policy makers and commissioners of services to senior managers, and frontline practitioners. They described how they had successfully used stories of lived experiences, research data, and legislation on child rights to get the attention of politicians and commissioners. At an organizational level, interviewees referred to the support that managers needed in order to implement changes and the need for organizational capacity to make changes sustainable. This was particularly challenging in organizations that had weak leadership, and in which managers were not skilled to manage organizational change. They described a diverse range of training and workforce development programs that they had implemented. However, according to interviewees training on its own was not sufficient to achieve change in a context, in which frontline practitioners were burnt out and in which there was high staff turnover.

“(…) training works a bit but it doesn't really work to change culture. We have to have lots of things. We have to have the service, the development. You have to have some interventions to help. You have to have the combination. So, it's a whole combination that is needed so that you get that kind of light bulb moment.” (Interview 11)



Program Components
 
Routine Questions About Parenting Status and Children

Most interviewees explained that, whilst formally and routinely asking parents about their children, and recording this information should be standard practice in adult mental health services, this was commonly not the case. Instead, this was often left to the discretion of the individual practitioner. Recording data on children in the clinical notes (e.g., how many; what age; where they live) was regarded an important starting point for potential further changes in practice. For example, it could lead to sharing information in meetings where case records were reviewed, and to further signposting to support. Some interviewees believed that introducing routine documentation required performance management systems to check compliance.

“We know that parental mental illness has consequences [for children], but we need to find them [the children] in order to help them. So, the idea is to get all the services to systematically ask “Do you have children?”, and to record that, so we can find the children who need help. That has been the main issue, the first step, because we can't provide any family-focused practice if we don't know if the patient has a family.” (Interview 1)

Engaging parents and children, the latter often referred to by the interviewees as “invisible” or “hidden” (terms commonly used in the literature), was described as a major challenge. Therefore, asking the right questions, which could include questions about the wider family network, was regarded as important.

Some interviewees emphasized that practitioners also needed to understand why they were asking those questions, and what they would do with the information.

“In some cases, some of the government policies say you need to ask about children and to find out in which care they are and find out different things. But sometimes people were asking the question, but they didn't have the knowledge and understanding to interpret the information they got back.” (Interview 2)



Conversations With Parents About Impact of Mental Health Problems on Children

Interviewees described how discussions between practitioners and parents about the impact of mental illness on their parenting role was a ‘natural' starting point, which could then lead to further conversations about how children were doing, and the impact the parent's mental illness had on them.

“The first conversation, the conversation with the adults is easier for them [adult mental health practitioners], because (…) they already have a relation with the patient.” (Interview 3)

Whilst some interviewees thought that parents were just “waiting for therapists to ask” (Interview 5) about their children, as this was an “existential” part of their identity (Interview 4), others thought that practitioners needed substantial time and efforts to encourage parents to see the benefits of talking with their children about their mental disorder. Some described how motivating the parents to have these discussions could be extremely challenging especially when parents had a limited awareness of their mental illness, which they explained was particularly common among parents with personality disorder. At the same time, interviewees believed that not asking about parenting was potentially harmful, because it reinforced the taboo around the subject.

Interviewees emphasized that conversations needed to follow a strengths-based approach focusing on what the parent was doing well and their needs rather than an assessment of their parenting skills.

A few interviewees also thought that it was important to talk to the wider family as they brought in a different perspective that was not covered by talking to parents or children alone. Since parents with mental disorders often distanced themselves from their wider families, talking to them could help children become less isolated.



Conversations With Children About Parental Mental Health

Interviewees described the opportunities for supporting children through adult mental health services. Whilst interviewees agreed that adult mental health services had an important role in facilitating support for children, they had differing views concerning the nature of such involvement. Most interviewees thought that practitioners should encourage parents to have conversations with their children about the impact of their mental health on them. Some interviewees thought that this could or should include talking to children directly.

“I do think quite strongly that adult mental health workers should be able to do that [talking to children]. (…) Because children do slip through the net (…)” (Interview 2)

“Because they know the parent's diagnosis and how this is affecting the parent they [adult mental health practitioners] are the key personnel to explain this to the child.” (Interview 1)

However, other interviewees expressed concerns about practitioners talking to children as this, in their view, required specialist knowledge, skills and dedicated time. Interviewees mentioned some practical barriers in offering help to children in adult mental health settings, such as the need for parental consent, or that some children did not want to talk to professionals involved in their parent's care, as they were worried that something they would say would then be shared with the parent.

“We don't want the adult practitioner of the parent to talk also with the children because for the children, it is important they feel they can talk to someone, who is not connected to the parent.” (Interview 6)



Supporting Children, Including in Collaboration With Other Services

Interviewees talked about a wide range of interventions and activities that had been implemented as part of programs to support families and children, ranging from psychosocial and -educational support, to peer support, help with school, leisure and fun activities.

“(…) we came up with [activities] to do with the children… and then, while the children were in class next door, we were educating them [the parents] about child development and about children's experiences of mental illness” (Interview 7)

Whilst some interviewees described informal activities or therapeutic approaches that they had developed themselves in response to what they perceived families needed or wanted (e.g., a fun day, or a support group), others referred to more structured interventions that followed manuals and tools. The latter included genograms for the systematic assessment of social relationships and support needs, evidence-based interventions, such as the Beardslee family intervention (39) and family conferences. Some mentioned a collaboration with researchers in the field, which had informed the development of their support offers and therapeutic methods.

Although some thought there needed to be a specific ‘offer' for this population of children and parents to which practitioners could refer directly, others thought that most communities had existing support offers for families and children in place and that those should be better utilized for these families.

Interviewees believed it was important that adult mental health services collaborated with services and agencies in contact with the family such as child welfare agencies, schools, and mental health services. They thought that the responsibility for supporting this group of children needed to be a shared responsibility between various services. This required a system, in which providing information about mental illness and signposting parents to support was the responsibility of all agencies involved with families. They explained that this required the commitment of all agencies and could only be achieved through wider system changes.




Program Mechanisms and Outcomes

Interviewees reported on a wide range of behavior changes in practitioners, parents, and children that programs sought to achieve. The following provides description of those, highlighting the connections between outcomes for practitioners, parents, and children as they became apparent to us during the analysis.


Practitioners

Interviewees described how practitioners needed to feel confident in talking to parents and motivating them to engage in conversations about parenting and children, as their confidence projected on to the parent. To do this, they also needed to believe in the importance and benefits of doing so and required appropriate skills in delivering strengths-based practice and knowledge about parenting and child development. Whilst changing practitioners' knowledge of the impact of parental mental health problems on children was seen as an important first step by some, others reported that most practitioners knew this but thought that this, on its own, did not lead to changes in practice. In addition to the organizational support structures that needed to be in place, practitioners also needed to experience the impact of parents' mental disorder on children's lives, including the positive impact as a result of their own changes.

“Having information and having knowledge does matter, but what is more important is being able to see the connection between general knowledge and their [parents and children] daily life situations.” (Interview 10)



Parents

Interviewees explained that parents needed to understand the importance of talking to their children about their mental health problems as some parents did not think that their mental health problems had an impact on children.

“What is important is that parents realize that they need support and that their children need support.” (Interview 4)

Awareness alone was, however, not always enough, according to interviewees. Parents needed to be willing and able to talk and listen to their children.

“When children ask questions [about parents' mental health problems] it is important, that parents are prepared and that parents are willing to answer questions.” (Interview 12)

Interviewees thought that once families were able to talk openly about parental mental illness, many positive outcomes could be achieved (although they did not further specify which ones, or how they would be achieved), and that this was the change they were focusing on.

“I do think that helping parents and children and other family members to understand what is happening in the family is one of the most important things.” (Interview 13)

“Making this something we can talk about and not making this a big dark secret (…) making them [the parents] able to talk about the problems in their family that's the behavior change we want to achieve.” (Interview 1)

Interviewees explained that by focusing on parents' strengths in their therapy, this would enable them to feel more confident in their parenting skills, and reduce their feelings of shame and guilt, which in turn would improve their mental health symptoms. They described that talking about parenting could lead to improvements in their therapy goals, which in turn changed practitioners' motivation to include family discussions in their therapy.



Children

Whilst interviewees were giving comprehensive and coherent accounts of the changes they expected to occur in practitioners and parents, their accounts of changes in children were more diverse. In their reflections on what and how support to children should be provided, the age of children was a main consideration. Interviewees described how discussions with children, initiated by the parent or the practitioner, needed to be conducted using age-appropriate language, and approaches that were focused on the child, their needs, and what mattered to them.

Interviewees described the importance of helping children to understand parents' mental illness, and to enable them to make sense of what was going on at home. Children were feeling relieved once they had more accurate information about their parents' mental illness because they were better able to understand their parents' behaviors and place it outside themselves.

“For the children, the main outcome will be to reduce feelings of guilt and shame (…).” (Interview 1)

A few interviewees described how this new understanding had also improved relationships between children and parents.

“It [talking about parent's mental illness] opened-up a level of trust that had not been there before and it reduced a lot of resentment that had built over the years.” (Interview 9)

Some interviewees thought that these changes led to resilience in the long-term. Other long-term outcomes mentioned by interviewees included improved school performance, prevention of child removal, and reduced trauma (associated with child removal). Some interviewees were convinced that positive long-term prevention effects occurred for children but did not offer an explanation about the types of outcomes, and how those were achieved.

“So, if the parents feel like they are confident and they can do this. They talk to their children about what is going on and it [has] a big prevention effect for the children.” (Interview 1)

Not everyone was certain whether long-term outcomes, such as breaking the cycle of poor mental health between family members, was ultimately achievable, but that it was more about providing children with the tools to cope with adversities. This included children's increased ability to ask for help by helping them to find a language to talk about their parent's mental disorder without shame.

“Obviously we want children, who grow up well, who have resilient lives, and who are able to go on and function well and don't end up with their own mental health issues but (…) [even with support] you could end up with one [mental illness] (…) But [with support] it is more like that - if things go wrong - [the children] are resourceful enough to be able to find, get support and help to work through things.” (Interview 7)

One interviewee reflected on the challenges of evidencing long-term outcomes.

“We are not tracking parents over historic periods, so we are left with relatively short snapshots.” (Interview 9)




Resources

As mentioned above, a lack of dedicated resources to FFP was seen as a major barrier towards the adoption of FFP. Resource inputs required to implement the program, included different types of training, ongoing supervision, and various opportunities for knowledge exchange between professionals from different agencies, including child and youth welfare, schools, and primary health care. Interviewees considered the commitment from the organization's senior management essential, but explained how a lack of funding for activities that were not core business (together with a lack of change management or general leadership skills) prevented such commitments. Interviewees also talked about commitments required from insurance companies and local, regional, or national governments. Buy-in from these parties were needed to mobilize the necessary resources. Most interviewees thought that, in addition to workforce development, the introduction of new and consistent policies and procedures, which outlined the expectations towards managers and practitioners, as well as (amendments to) reporting and performance systems to monitor those were needed. In addition, interviewees explained that it required a shared vision and care pathways, which needed to be implemented at a system level.



Initial Program Theory

Based on the findings from the interviews, we developed an initial program theory in the form of a logic model, depicted in Figure 1. The logic model illustrates the relationships between resource inputs required to deliver the program components, the contextual factors, which enable or constrain the delivery of the program, and the mechanisms assumed to lead to final long-term outcomes for the child. In the model, we assume that contextual factors are potentially amenable to the programs, and that all or some of them might need to be modified to achieve the desired impact. For example, system and organizational factors, such as stigma, risk-focused and fragmented systems, and lack of management commitment, were assumed to be the root causes of the problem, which impact on practitioners', parents' and children's situations and behaviors, explaining, for example, why they would not have conversations about parents' mental illness. Their knowledge, attitudes, and beliefs, such as those manifested in shame and guilt, present factors at the individual level that need to be addressed by programs.


[image: Figure 1]
FIGURE 1. Initial program theory for family-focused practice.


It is hypothesized that a successful program triggers changes in knowledge, emotions and behavior in practitioners, parents, and children, which are closely interconnected. For example, as practitioners start applying their newly gained knowledge and skills in asking about parenting using a strengths-based approach, they find that parents respond positively, which in turn encourages them to continue with their new practice, and to further enhance their knowledge and skills. As parents are enabled to talk with children about their mental health problems, and learn to listen to the child's needs, children start to develop trust towards their parents, and feel better about themselves. It is expected that this encourages the parent further to talk about their mental illness more openly, both in their relationship with practitioners and their children. More immediate changes in children's feelings and behaviors, such as help-seeking, are then assumed to lead to some longer-term outcomes for children, such as resilience and improved relationships.

Arrows in the Figure 1 illustrate the spiral effects between mechanisms or short-term outcomes for practitioners, parents, and children, as well as possible feedback loops between them and contextual factors. In line with complex system thinking (40), the logic model shows how programs need to activate a virtuous circle where an initial success creates the conditions for further successes. The non-linear way, in which change may be created, was well illustrated by one interviewee:

“[The question is] whether you need to change systems before you can change practitioners before you can change outcomes of the family, or whether you can use changes in families to create changes in practitioners as well. And I used to think they are quite linear (…) but I am less [convinced] by it now and I think that changes in a client can create change in their [practitioners] practice and that enables them to put more things in place organizationally as well.” (Interview 3)




DISCUSSION

Programs seeking to introduce FFP in adult mental health settings need to be informed by appropriate evidence, which includes evidence about what works in different contexts for different populations, and why it works. This paper contributes to the literature by providing a synthesis of the potential components that constitute FFP programs, and how programs might lead to improvements. To our knowledge, this is the first paper in this field, which synthesizes such knowledge in a way that it can inform the design, implementation, and evaluation of programs. Applying realist and complex system perspectives to our interviews with individuals, who were leading the implementation of programs, allowed us to identify potentially important spiral effects and feedback loops between changes in the behavior of practitioners, parents and children. We were able to identify contextual factors that programs might need to target to trigger such spiral effects. Ultimately, program theories need to be developed for individual programs in collaboration with relevant stakeholders. However, we hope that the knowledge generated in this study provides a useful starting point for such exercises.

Our study was exploratory. Several limitations in our data hindered the development of a more comprehensive and ultimately more robust program theory. A first limitation relates to our main data source, which was a relatively small number of interviews, conducted with interviewees based in a small number of selected countries, all of which were high-income countries. We were not able to reach interviewees from some of the countries in which FFP programs have been implemented, such as Canada, Finland, and Sweden. Whilst selecting a small sample of individuals based on their knowledge and expertise is considered appropriate for the purpose of developing a program theory (41), it might mean that important perspectives from individuals not involved in those networks or movement(s) have been missed. For example, future inquiry is needed to understand whether including a larger number of individuals, including study participants who did not respond to our emails, would validate the initial program theory developed in this study. In addition, we relied in our choice of interviewees on recommendations from expert researchers, and we did not apply clearly defined inclusion criteria to guide their recommendations. It might be that a more refined inclusion of individuals would have led to richer information, such as information about child outcomes. For example, it might be useful to select interviewees by their level of competence and experience in the field, or by certain characteristics of programs they implemented such as size. However, despite this limitation, it was possible to identify commonly held views and common experiences, especially concerning practitioners' attitudes and behaviors, and how those needed to be changed. Whilst it was beyond the remit of this study to include the views of service users' representatives, future research should involve families using services.

Overall, in our data we observed that information was much richer for the short-term outcomes of programs, which is not uncommon in program theories as many interventions only seek to achieve intermediate outcomes (42). However, program theories should be transparent about which outcomes they seek to achieve, how short-term or intermediate outcomes are linked to long-term outcomes (if at all) and highlight evidence gaps. For example, the focus on short-term outcomes might be indicative of an insufficient evidence-base for child-focused practice and of an uncertainty about what kind of outcomes can be expected for children of different age groups (35, 43). It also is possible that, especially in some adult mental health settings, where the focus is naturally on the adult, the final outcomes of FFP are perceived to be about achieving parent's outcomes [potentially alongside children's outcomes). In addition, other outcomes such as those for partners or siblings, might be considered important too. A program theory should make the expectations as to what are viewed as final outcomes clear, and set out the pathways that are supported by evidence and can be realistically assumed to be causal vs. those that are less well established (42). For FFP, future enquiry is needed to assess which types of evidence should be considered when developing the initial program theory further.

The findings from our study also highlight the importance of including the expected relationships between behavior changes in practitioners, parents, and children into program theories, and how those (in combination) influence longer-term child outcomes. For example, the role of trusting, non-judgmental relationships between practitioners and families have been found to lead to improved parents' mental health (35), and good interpersonal relationships between children and their parents have been found to lead to improved child behavior (19). Additional actors might be useful to include, such as individuals managing, funding, or influencing FFP. Integrating theories of behavior change, which describe the dynamic relationships between players at different organizational or system levels, into program theories might be particularly valuable. Methods that support the development of this knowledge, such as actor-based change framework (44), social network analysis (31, 45) and the Capability, Opportunity, Motivation towards Behavior change approach (COM-B) (46) might be particularly useful for developing context-sensitive strategies as part of practice change programs (47).

Another area that program theories should address (but commonly do not) refers to economic evidence. Economic evidence in FFP is largely lacking (35). Whilst we identified cost pressures as a key barrier that prevented change in this area, a finding that is commonly cited in the relevant literature (12), only a few interviewees mentioned the importance of developing an economic case for programs in this area. Program theories, in particular if they include economic evidence, can be an important tool to address accountability demands of funders and tax payers in systems that are under financial pressure (44). They can also be an important tool to help building a collation for change in systems in which many stakeholders from different organizations and sectors are involved, and which require democratic processes to agree on common goals and actions to achieve those.

Different types of program theories may be developed using a range of methodologies, for example supporting the specific purpose of each of the stages of the program development, implementation, and evaluation cycle (40, 47). An initial program theory, such as the one we developed, might play a particular important role during the early development stage, which benefits particularly from theories that consider the interactions of the program with contextual factors (47). Developers might first set out the contextual factors that are most pertinent to the successful delivery of their program, the components they want to focus on as a result, and describe those in detail, together with the resource inputs they require. In the case of FFP this might include discussions about: whether and how mental illness stigma needs to be addressed through the program, whether reporting and performance systems are fit for purpose, how managers might need to be supported to lead change processes. Without such planning, it is possible that programs fail. For example, introducing new staff roles in adult mental health settings to take on additional responsibilities to look after children largely failed in the context of the strongly hierarchical Swedish and Norwegian systems, in which important decisions are traditionally only made by doctors (48).

Actions to prevent child and youth mental health problems are expected to lead to long-lasting improvements in wellbeing, health, and employment (49). Considering that one in four to five children live with parents with mental health problems (50) and that the risk for those children to develop mental health problems is as high as forty per cent (51), use of evidence-based practice in this area is important. Our paper provides a starting point for an increased use of program theories in this important area of practice.
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