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This paper describes the practice of an integrated family approach to treatment

in mental health care in which the focus is on the whole family and treatment is

carried out by professionals of adult and child mental health services together. It

is presented as an example of a best practice in finding a way to overcome

barriers in implementing an integrated family approach in treatment for the

benefit of families with a variety of interrelated problems. Even though there is a

lot of knowledge about the importance of a family approach in mental health

care with specific attention to the patients’ parental role, the children, family

relationships, and the social economic context, this is worldwide rarely

implemented in the practice of mental health care. Barriers to keep the whole

family in mind are identified on different levels: organizational policy, interagency

collaboration, professionals, and patients themselves. As a solution, amodel of an

integrated family approach in mental health care is presented: how it is defined;

which domains in the family are targeted; which key elements it contains; what

the treatment consists of; and which procedures are followed in practice. A case

illustrates how this approach might work in practice.
KEYWORDS

integrated family approach, family focused practice, parent-child relationship, infancy
and early childhood, parental mental disorder, mental health care
Introduction

Although the medical model is still dominant in mental health care, in which mental

disorders are viewed as an individual problem and treated as such, the call to consider and

include the family context in treatment is becoming louder (1, 2). In this paper we will

describe the practice of an integrated family approach in mental health care in which

professionals from both the adult and children’s mental health care fields jointly provide

treatment for parents and their children with the focus on the whole family.
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In the literature, there have been recommendations for

considering both parents and children in treatment. The majority

of these recommendations are given from the perspective of the

practice of adult mental health care and only a few come from

the practice of children’s mental health care. Research from the

perspective of adult mental health care practice advocate for a

Family-Focused Practice (FFP), recommending preventive

attention be given to the patient’s family, especially the children

(e.g. 3, 4). In response to this, several preventive interventions have

been developed for different age groups and are investigated for

effect (5–7). Research from the perspective of children’s mental

health practices demonstrated that a substantial number of the

parents of children who are treated in mental health care suffer from

a mental disorder themselves (8–10). This research recommends

that the parents of children who receive mental health care should

also be screened, and both child and parent should be treated. Since

parent and child could adversely affect each other in their reciprocal

relationship (11), the need for an integrated treatment of both

through close collaboration with a liaison of both adult and

children’s mental health services is recommended by several

researchers (5, 12) . Close col laborat ion would make

multidisciplinary teamwork possible with a focus on the parent

and the child, supporting a social and family context for all family

members and provide professionals with a space for reflection and

careful decision making (13–15).

Despite this knowledge, FFP is rarely practiced in adult mental

health care anywhere in the world (2, 16). Likewise, in a case-file

study in children’s mental health services, it was found that only in

14,2% of the cases in which the parent and child have concurrent

mental disorders, both parent and child received treatment through

a professional liaison between adult and children’s mental health

services (17). Other research shows that barriers to becoming more

family focused are located on different levels: organizational policy;

interagency collaboration; professionals; parents and family

members. Organizational policy barriers include limited or no

resources for professionals to work according to a family focused

approach. Issues that they face are: provision of time needed for

collaborative work; high workloads; the issue of money, and lack of

possibilities for supervision of family interventions (18, 19). The

therapeutic point of view within the service can be another barrier

for professionals, such as a one-sided orientation on individual

mental disorders. Most professionals in adult mental health do not

feel comfortable talking to their patients about parenting and the

parent-child relationship for various reasons: they do not consider it

to be their task; they lack knowledge about parenting and normal

child development; they lack the skills to explore this topic, and they

are concerned about damaging the therapeutic alliance (18–20).

Professionals in child and adolescent mental health care easily

overlook mental disorders in the parent because their scope is

limited to the symptoms of the child. Therefore, they are less

concerned with the functioning of individual adults within the

family, including their roles as partners and parents (10, 11).

Despite parents’ concerns about the influence of their mental

disorder and their style of parenting on the development of their

children (21, 22), most of them do not bring up this topic in

treatment out of fear of (self) stigma (23), or risk of losing custody of
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their child (13, 21). Despite this paradox experienced by parents, the

majority prefer to discuss this topic and they respond positively to

the concept of a treatment approach that is focused on the whole

family rather than just on themselves (24).

Based on the aforementioned knowledge, an adult mental

health service (AMHS) and a child and adolescent mental health

service (CAMHS) in the Netherlands established a partnership in

2012 to offer parents and children treatment with an integrated

family approach in which the focus of treatment is on the family as a

whole. Integrated treatment offers parents with a diversity of mental

disorders and their children the opportunity to receive combined

treatment carried out by professionals of adult and children’s

mental health services. From this clinical practice, questions

emerged from professionals regarding critical targets in treatment

to support parents in diminishing the risk of transmitting mental

disorders to their children. We investigated the literature to gain

insight into the appropriate intervention targets when parents of

infants and young children suffer from mental disorders (25).

Professionals and patients who participated in these treatments

were interviewed to identify the key elements of success in this

approach to treatment (26, 27). The findings of this research have

directly shaped the practice in the way it has currently developed. In

this paper we will describe how the approach is defined; which

domains in the family are targeted; which key elements it contains;

what the treatment consists of, and which procedures are followed

in practice. Furthermore, we will illustrate how this approach might

work in practice by presenting a case. Although the integrated

treatment in our practice is not limited to a specific age category of

the children, in our research we focus on infancy and early

childhood (age 0-6). We have narrowed to this group because

infants are extremely vulnerable for environmental influences (28,

29), and there is limited preventive and curative support for patients

and their young children up to six years (2, 30). The aim of this

article is to inspire management and the workforce in mental health

care to find a way to overcome barriers and implement an

integrated family approach in their treatments for the benefit of

parents and their children.
Context

Treatment of an integrated family approach offers parents and

children a combined treatment carried out by professionals of adult

and children’s mental health services. The aim of this approach is

“to increase the quality and efficiency of the treatment for parents

and their young children, to improve their relationships, and to

ameliorate the risk of intergenerational transmission of

psychopathology or other adverse outcomes,” (26 p2). This

treatment focuses on the current problems in different domains

within the whole family. Figure 1 offers an overview of this

approach in which the family in environment is the focus of

treatment. In the green part are the members of the family

presented, which are individuals connected with each other in

their reciprocal relationships: the adult with different position or

roles; being an individual (with a mental disorder); being a partner

in a partner-relationship (if currently present), and being a parent
frontiersin.org
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of children. Next there is the other parent (if currently present as

part of the family), also seen as being an individual, partner, and

parent. Then there is the child (with a mental or relational

disorder), and (if currently present) one or more siblings. A

family is always part of a society, functioning in a social and

economic context which has an influence on how the family

functions. The possible, but not complete, aspects of the

environment are displayed on the right side of the family. The

left side of the figure shows the adult- and child mental health care

services which are involved with the family. These two mental health

care services, with their own financial and organization policies,

have implemented a liaison to conduct this approach in their

treatments. To be able to integrate their treatments for the

different members of the family and their relationships, the

involved professionals of the two services participate in a multi-

disciplinary consultation led by a permanent chairman. To prevent

parents and children against the intergenerational transmission of

mental disorders treatment should focus on the current problems in

different interrelated domains within the whole family (25). This

includes the mental disorder of the parent(s); the partner

relationship; parenthood and family life; and the child’s mental or

relational disorder. Furthermore, the mutual relationships, and,

especially for infants, the parent-child relationship should be

considered (see the purple part of Figure 1). The colors blue and

yellow refer to the general view of the two services in which

domains, and to which members or relationships they offer their

treatment. Parenthood and parenting are not self-evident subjects

of the treatment at adult mental health service. In general, it

depends on the individual view of the professional if parenthood
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is discussed in treatment. As part of this approach problems in the

environmental context of the family, such as the economic

situation, should also be examined and to address these problems,

a multi-agency approach including social services is needed (25).

The families for whom this integrated treatment is intended are

parents and children, with a wide range of types of mental disorders

according to the Diagnostic and Statistical Manual of Mental

Disorders, fifth edition (DSM-5). These include: personality

disorder, depression, bipolar disorder, anxiety, trauma, and

neurobiological disorders such as autism and ADHD. With

regards to young children, the concern is mainly about

relationship disorders, and to a lesser extent neurodevelopmental

disorders, trauma, stress, and other disorders according to the

Diagnostic Classification of Mental Health and Developmental

Disorders of Infancy and Early Childhood (DC:0-5™).

The professionals from AMHS and CAMHS who conduct this

integrated treatment are of the following disciplines: psychiatrist,

psychotherapist, psychologist (clinical psychologist, general

psychologist), group therapist, couples’ therapist, nurse

practitioner, professional practicing home treatment.
Key elements

Figure 2 presents the key elements of success of this integrated

treatment according to professionals and patients who have

respectively conducted and undertaken the treatment (26, 27).

There are six key elements mentioned: 1. focus on the whole

family; 2. flexible and complementary treatment plan tailored for
FIGURE 1

Integrated family approach in mental health care in practice.
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each individual family; 3. multi-disciplinary consultations; 4.

components of the whole treatment reinforced each other; 5. the

liaison between AMHS and CAMHS, and 6. attention to the social

and economic environment. In addition to these key elements,

parents mentioned two non-specific elements which, in their view,

contributed to treatment success: 1. the therapeutic relationship,

and 2. the use of videotapes.

The integrated treatment utilizes a flexible complementary

treatment plan tailored to the needs of family members with the

interest of the whole family. In doing so, the distinct problems

related to the roles and positions within a family are addressed.

Professionals from both adult and child outpatient services carry

out their treatments according to their own expertise, in parallel or

in an integrated manner, but always in close cooperation. If

necessary, they carry out a treatment together, for instance, if a

parent-infant group is provided.

There is not a specific treatment protocol. Tailoring the

treatment to the specific issues within the family, requires a

flexible approach and attitude in treatment, and commitment to

the interest of all family members (26). Table 1 shows possible

treatment components in our practice targeting the family

functioning in different domains. This list gives an impression of

which treatments we can provide and combine.

Although a shared therapeutic view between all involved

professionals is desirable, this is in practice not always realistic. In

our practice the professionals from AMHS are working in different

teams treating different groups of patients with different methods.

For instance, patients with a personality disorder are treated with

mentalization based treatment (MBT), and patients with anxiety

and depression are treated with cognitive behavioral treatment
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(CBT). Professionals who are treating infants (age 0-6) are guided

by an infant and early childhood mental health (IECMH) vision.

The essential focus of IECMH is on promoting the quality of the

parent-child relationship as the most important context from which

development occurs at a stage in which the foundation for mental

health is being formed. Treatment focused on the system of the

parent-child relationship in which both the child and the parents

have their contributions in shaping their patterns (53). Despite

differences in therapeutic concepts and methods, professionals are

able to find common ground in focusing on the family as a whole

and functioning in a social community.

The involved professionals are employed by and primarily work

for their service of AMHS or CAMHS. For the families in their

caseload in which both the parent and the young child are in

treatment, they participate in a regularly online multidisciplinary

consultation, with a fixed group of professionals from both services

attending each meeting and led by a chairman. In this way expertise

from AMHS and CAMHS is brought together for the benefit of the

whole family. In this multidisciplinary consultation professionals

jointly determine which targets of intervention should be prioritized

to initiate positive cascade effects. In addition, they determine in

which sequence, time schedule, and with which professionals (see

Figure 1) the intervention will take place (25). Naturally, all of this is

done with the informed consent of the parents who do not

participate in the multi-disciplinary consultations. The treatment

is regularly evaluated and adjusted where appropriate, according to

need and urgency.

Professionals experience the multidisciplinary consultation as

an important means of support in carrying out treatment, by being

better able to cope with the complexity of problems in families (26).
FIGURE 2

Key elements of success of an integrated family approach in mental health care according to the professionals and parents.
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It provides them with clarity on the complexity of the problems. It

offers them different perspectives on the family. Through reflecting

and mentalizing together, they are better able to regulate intense

emotions provoked by the complexity of the problems, resulting in

a sense of control and being better able to stick to their own

expertise, daring more in treatment and persisting longer by

treating in collaboration instead of alone. In addition, they

experience that conducting this integrated treatment provides

personal learning and brings them greater satisfaction.

Importantly, parents report that processes of different treatments

can reinforce each other. Both professionals and parents indicate

that all of these elements of an integrated treatment contribute to

enhanced quality of treatment and an improved outcome for

the family.

Stressors in the environmental domain (e.g., housing problems,

low socio-economic status), are also mentioned as an important

target of intervention to prevent families from experiencing

intergenerational transmission of mental disorders (25).

Diminishing the stress and social consequences of environmental

risk factors and enhancing protective factors (e.g., social support) is

part of social work intervention. Hence, a multi-agency approach

and collaboration between mental health services, social services,

child services are a necessity in this integrated family approach. In
TABLE 1 Possible treatments in different domains which could
combined according to an integrated family approach in AMHS
and CAMHS.

Domain Disorder Treatment

Parental
mental
disorder

Personality disorders Individual and group treatment based
on Mentalization Based Treatment
(MBT) (31)
Schema Focused Therapy (SFT) (32)
Guideline Informed Treatment for
Personality Disorders (GIT-PD) (33)
Systems Training for Emotional
Predictability and Problem Solving
(STEPPS) (34)
Pharmacotherapy and physical
health check

Depression and
anxiety disorders

Cognitive Behavioral Therapy (CBT)
(35)
Schema Focused Therapy (SFT) (32)
Short-term Psychodynamic Supportive
Psychotherapy (SPSP) (36)
Pharmacotherapy and physical
health check

Post-traumatic
stress disorders

Eye Movement Desensitization and
Reprocessing (EMDR) (37)
Imaginary Exposure

Neurodevelopmental
disorders: autism
spectrum disorders
(ASD) and ADHD

Psychoeducation
Cognitive Behavioral Therapy (CBT)
(35)
Competitive Memory Training.
(COMET) (38)
Mindfulness (39)
Psychomotor (family-) therapy (PMT)
(40)
Art therapy (41), Music therapy (42)
Partner group
Pharmacotherapy and physical
health check

Partner
relationship

Partner-relation therapy (43)

Parenthood
and
family life

Home treatment (Intensive Family
Treatment) (44)
Parent counseling with both (ex/co)
parents
Family therapy sessions with members
of the extended family and other
important relationships

Parent-
infant
relationship

Assessment of the parent-infant
relationship according to the
Emotional Availability Scales (EAS)
(45)
Assessment of atypical parental
behavior according to the Atypical
Maternal Behavior Instrument for
Assessment and Classification
(AMBIANCE) (46)
Attachment based interventions:
Parent-child psychotherapy, if possible,
with both parents and infant (47)
Modified Interaction Guidance (MIG)
(48)
Parent- infant group therapy
Circle of security intervention (49)
Parent-baby intervention (50)

(Continued)
TABLE 1 Continued

Domain Disorder Treatment

Child
(age 0-6)

Post-traumatic
stress disorder

Eye Movement Desensitization and
Reprocessing (EMDR) (37)
Storytelling according to Lovett in the
context of the current attachment
relationship (51)

Neurodevelopmental
disorders: autism
spectrum disorders
(ASD) and ADHD

Autism Diagnostic Observation
Schedule (ADOS) (52)
Psychoeducation
Pivotal Response Treatment (PRT)
Home treatment (Intensive Family
Treatment) (44)
Parent counseling with both (ex/co)
parents
Pharmacotherapy and physical
health check

Other
mental disorders

Home treatment (Intensive Family
Treatment) (44)
Parent counseling with both (ex/co)
parents
Parent-child psychotherapy, if possible,
with both parents and infant (47)

Environment Collaborating with social services with
the aim to reduce the impact of
environmental risks (e.g., housing,
financial, poverty, criminality, stress)
and to enhance social support
(extended family, friendships), and if
necessary, make provision for
alternative care
Collaborating with Child Welfare
Services for safety in the family
Collaborating with daycare, school and
health organizations
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our practice professionals from these services, mostly social

workers, can regularly join multidisciplinary consultations if the

parents give their consent.

To enable an integrated family approach between AMHS and

CAMHS, these services are engaged in a liaison facilitating the

integrated treatment. Mutual commitments are made, for instance,

regarding multi-disciplinary consultation, joint treatment,

financing, and how responsibilities are allocated. With respect to

the latter, a commitment is made that the responsibility for the

treatment of the adult patient and the child respectively remains

with the responsible professional from AMHS and CAMHS.

Because the treatment is conducted by different mental health

services, there are always at least two case files, one about the

treatment of the parent and one of the child. If further family

members are treated there will be a case file for each family member.

A shared case file about the whole treatment is impossible due to the

rules of the two organizations, but sharing information is allowed

with consent of the parent(s).

Referrals for an integrated treatment are made from both AMHS

and CAMHS, or from social services, general practitioners, child

protection, and hospitals. Indications for referral are: if there are

concerns about the mental health of the parent(s) and its impact on

parenthood, and concerns about the emotional development and

mental health of the child(ren).

To lower the barrier for both the professional and the parent to

make use of an integrated treatment, and to increase the likelihood

of a successful referral to the other service, there is the option to ask

for a mutual consultation. A CAMHS professional can join in a

conversation to talk about the patients’ concerns about the children.

Vice versa an AMHS professional can join in a session to talk about

the concerns of the parents’ mental health and possibilities

for treatment.

For professionals there is the possibility to be trained in an

integrated family approach The training includes the key elements
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and focuses on the underpinning theory and the need of the focus

on the whole family and to tailor treatment to the individual family.

These include, for instance, the processes of and intergenerational

transmission of mental disorders (54), risk and protective factors

(25), the consequences of adverse child experiences (ACEs) (55),

infancy and the attachment theory.
Case

The family

The mother is a woman with bipolar, borderline personality

disorder (BPS), and at risk for eating disorders. She was in

treatment at AMHS for several years. She had a relationship with

a man, a machinist, and they had a child (see Figure 3). During

pregnancy, which was unplanned, she went through a manic

episode and was optimistic about parenthood of the child. After

delivery, she fell into a severe depression which necessitated

admission to a psychiatric hospital on two occasions. The

psychiatrist referred the child to CAMHS to establish an

integrated treatment because of concerns about the development

of the mother-child relationship. The mother believed that she

could never take care of her son, and she did not feel like he was her

baby. She felt guilty about his existence, and she wanted to find out

what would be possible for her in parenthood.

The father was in treatment for PTSD at another mental health

service. The baby was his second child. He had a son (nine years

old) from a previous relationship, who was living with his mother,

but spent a few days with his father every week. The father

experienced a lot of stress in this parental role because of an

ongoing conflict with the mother of his older son that led to him

losing his temper a number of times. The child protection service

was involved and there were several court proceedings. The father
FIGURE 3

Genogram of the family.
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had lost contact with his own family and had no other support

network. The father had debts and was not permitted to leave work

to take care of his baby son. For that reason, the baby (three months

old) lived with his grandparents (adoption parents of mother). He

was assessed as having light motor delay and sometimes screamed

without a visible cause. When he was 2.5 months his leg was broken

due to rough handling by the father when changing a nappy. For

that reason, child protection services was consulted. The father

explained that he was so stressed at that time that he could not

control himself. He was shocked and traumatized by this incident

and did not dare to care for the baby anymore. The parents of the

baby experienced a lot of tension in their partner relationship.

The grandparents took the baby to the hospital where the

mother was being treated every day to stimulate the bond

between mother and son.

The services involved: two adult mental health services and one

child mental health service; social services; supportive guidance

with a practical focus at home; child protection services (assessment

of safety); financial monitoring and debt assistance.
The treatment

On the individual domain the mother was initially in hospital

but after a few weeks, treatment was continued at the outpatient

clinic and consisted of medication and weekly visits from a nurse

practitioner. After stabilization she began psychotherapy. When the

father finished the EMDR, he was referred to schema focused

therapy for better emotion and behavioral regulation, but he had

to wait several months before he could start. The problems in the

partner relationship were addressed by therapy at AMHS.

The mother visited her baby once a week at her parents’ house

and they brought the baby to the parents for sessions at CAMHS.

The latter started with a parent-child observation, which was filmed

and reviewed with them. It continued with parent-child treatment

and was followed by participation in the parent-child group. The

focus in the treatment at CAMHS was to help the parents mentalize

about their baby and themselves by observing, exchanging thoughts

and expressing feelings. If appropriate, some psychological

education was provided. For instance, during the observation the

baby displayed staring behavior a few times and they disclosed that

he did this quite frequently at home. They found this miraculous. By

explaining to them that he was disconnected at that time and

making them aware of the importance of connection for the baby,

they were able to help him to restore the connection with them. In

the 12-week parent-child group (AMHS and CAMHS), the father

was involved for several sessions. It was observed that the child was

avoiding the mother. After exploring he did not return to his

mother. The mother in turn let him go and would not impose

herself on him, because of her own experience in childhood in

which she experienced her adoptive parents as intrusive. She

learned the importance of being present, to let him know that she

is there for him. The father learned to reconnect with his son and

overcame his trauma-related anxiety. The treatment at CAMHS was
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focused on helping the parents to be sensitive to their baby and

confident about their parenthood.

The grandparents were involved in treatment to explore their

needs and their willingness and confidence in transferring a part of

the care for the child to his mother.

Multi-disciplinary consultations: The involved professionals

from AMHS and CAMHS met regularly and mentalized about

the needs of the whole family, the timing of interventions tailored to

this specific family, and the complex relationships within it; for

instance, the important protective factor of the grandparents and

the complex feelings of ambivalence the mother bore towards them.

On the one hand she wished to be more independent and on the

other hand was the knowledge of her dependence on them for the

care for her child. Also, the safety issues were discussed and

monitored. The nurse practitioner was in touch with both the

social services and the supportive guidance at home.

After more than a year the integrated treatment was completed,

although the individual treatments of the parents continued.

Because of the continuing stress experienced by the father which

led to aggressive verbal expressions, the mother divorced from the

father. She lived with her son in her own apartment and was able to

take care of him two days and one night a week and the

grandparents took the other part of the week. The father visited

the son regularly. He was satisfied with the treatment and felt no

need for further help to foster the bond with his son. During the

evaluation with the mother and her son, he sat on her lap and

molded himself to her body. After a while he went off to explore the

room. She said, “I really feel like his mother now…. He is my child”.
Discussion

In this paper we have outlined the use of an integrated family

approach to mental health care. Professionals of both adult and

child mental health care services provide the family with a flexible

and tailored treatment with different components targeting the

complexity of problems in the different domains (adult, child,

relationships). The involved professionals meet regularly in a

multidisciplinary consultation. If professionals from other social

or child services are involved in helping the family, they may join

the multidisciplinary consultations with parental consent.

It seems that with this practice a number of barriers mentioned

in the literature to become more family focused are overcome.

Organizational barriers have been overcome by a liaison between

AMHS and CAMHS (5, 12), and professionals are facilitated in

col laborat ive treatment by, for instance, joining the

multidisciplinary consultations. These consultations give them

space for reflection and careful decision making (13–15).

Furthermore, joint treatment as well as interagency collaboration

with social and child services to address problems in the

environment is made possible.

The hesitation of AMHS professionals to talk with their patients

about parenthood and the children is not easy to overcome in a

huge mental health organization. Of course, there are still
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professionals who do not count it as their task, despite the law in the

Netherlands, to assess the safety of the children in the family (56).

Nevertheless, the awareness of the importance of the parental role

for their patients and the possible consequences of an unhealthy

family life for the development of the children is growing. The

possibility to adopt an integrated family approach in their treatment

is a supportive factor. After all, what is the point of attention to the

children if you cannot address the concerns you might hear. The

possibility to ask a colleague from CAMHS to join in a consultation

to talk about the parents’ concerns of the children is also helpful.

The barrier of professionals at CAMHS, to focus only on the child

and overlook the presence of parental mental dysregulation seems

to be lowered by the possibility for consultation with a colleague

from AMHS. Moreover, professionals are allowed to follow a

training program which enhances their knowledge, their

sensitivity for the context of the family, and their understanding

of the social and economic environment. It also provides them with

the space to develop skills to talk about family issues (13, 57, 58).

The mentioned barrier experienced by the patient, the fear of

stigma and losing the custody of the child (13, 21, 23), requires a

sensitive and brave professional who is able to discuss this in a

supportive manner. The possibility to ask a colleague for

consultation is useful to overcome barriers that the patients/

parents face in considering treatment for the child or for

themselves. Despite all of these possibilities to become more

family focused and help families to prevent the intergenerational

transmission of problems and disorders, waiting lists remain a

continuing threat to an integrated family approach in treatment.

The key success factors are the multidisciplinary consultations

between all professionals involved. This allows them to focus on the

whole family and implement a flexible treatment plan tailored to the

individual family’s capabilities and situation. The different

treatment components can reinforce each other, improving the

quality of treatment and the outcome for the family.

An integrated family approach can be viewed as Family-

Focused Practice (FFP), when the latter is defined as a continuum

from low to high categories of family-focused activities in which the

unit of care is the entire family (3). However, most of the research

about FFP advocates for the prevention of problems in children of

parents with mental disorders and therefore promotes preventive

activities in AMHS. The Family Model (TFM) (58, 59) provides a

framework to assist professionals in taking a family focused

perspective in treatment and collaborate with other services. A

visual tool shows the reciprocal relationships within the family, the

context of involved services, risk factors, protective factors, and the

social and cultural context. TFM could be used in both AMHS and

CAMHS because it aims to broaden the scope from an individual to

a family approach and promote a collaboration between adult and

child mental health services. However, TFM is mainly used in

AMHS to talk with patients who are also parents (58). An integrated

treatment can be seen as a practical elaboration of TFM for families

in mental health care services with a complexity of problems. This

elaboration means that there are problems in different domains

(e.g., parent, child, family, environment), for which several services

are involved in the treatment with the aim to help the family.
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Learned lessons
• As long as an integrated treatment it is not part of the core

of mental health care it remains an ongoing process of

sharing knowledge with professionals and training them,

and in addition, keeping it on management’s agenda.

• The value of an integrated treatment seems to be the

acknowledgement of the interrelatedness of problems in

different domains, and that the probability of change

requires an integrated approach to these problems.

• The quality of the multi-disciplinary consultations is not

warranted just by engaging with professionals and talking

about the treatment of the family.

• Only if the multi-disciplinary consultation succeeds in

providing the involved professionals with added value in

their therapeutic work, will they be motivated to practice a

family approach to their treatments.

• A chairman is needed who is familiar with an integrated

family approach and stimulates the mentalizing processes

among professionals about the families and themselves.

• An integrated treatment contributes to a proactive

organization that develops, learns from others and

continues to innovate.

• It is an illusion to think that this approach is the solution to

all families with complex problems. Humility will be a part

of our professional attitude with all patients, but especially

in working with this specific group of patients.

• A separate, permanent, and fixed specialist team that treats

these families with a complexity of problems in different

domain would be an alternative, but maintains fragmentation

in mental health care services.

• Administrative staff support is crucial for organizing

multidisciplinary consultations across organizations.
Strength and limitations

A strength of this case study is the evidence- and practice-based

foundation and its contribution to clinical practice. In particular,

there is a lot of research about the barriers to family focused practice

in mental health care, but barely any research presenting best

practices to overcome these barriers. Furthermore, this practice

offers an opportunity to reach the youngest and most vulnerable

family members, of whom mental health is often overlooked by

professionals in health services. In addition, although there is a wide

variety in the phenomenology of mental disorders in clinical

practice most research of parents of mental disorders and

children focuses on parents with a specific classification according

to the DSM-5. The heterogeneity of the phenomenology of parental

mental disorders and the circumstances in which families are living,

implies that a “one size fits all” approach is not appropriate. Within

treatment of an integrated family approach different combinations

of evidence and practice-based treatment are offered for a wide
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range of mental disorders and relationship disorders. Limitations of

the included research can be found in the papers in which this

research is presented (25–27).
Conclusion and recommendations

An integrated family approach to the treatment of patients in

mental health care can be helpful to families with a variety of

interrelated problems in different domains. It offers professionals

and mental health organizations a model of the key elements of this

approach and an overview of the domains to intervene in when

helping parents to prevent the intergenerational transmission of

problems and mental disorders. Therefore, we recommend that

mental health organizations actively facilitate professionals in

adopting an integrated family approach. This approach will

enable and encourage them to include the whole family in their

treatments and prevent families from receiving fragmented care. By

considering and treating the individual mental disorders of their

patients as being part of a comprehensive context of family and

society, they can further increase the value for both the families and

for their organization. This will result in not only a curative

contribution, but also a preventive one, helping to protect the

next generation from becoming the patients of tomorrow.
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ADOS Autism Diagnostic Observation Schedule

ADHD Attention Deficit Hyperactivity Disorder

AMBIANCE
Atypical Maternal Behavior Instrument for Assessment
and Classification

AMHS Adult Mental Health Service

BPD Borderline Personality Disorder

CAMHS Child and Adolescent Mental Health Service

CBT Cognitive Behavioral Therapy

COMET Competitive Memory Training

DC:0-5™
Diagnostic Classification of Mental Health and Developmental
Disorders of Infancy and Early Childhood

DSM-5 Diagnostic and Statistical Manual of Mental Disorders

EAS Emotional Availability Scales

EMDR Eye Movement Desensitization and Reprocessing

FFP Family Focused Practice

GIT-PD Guideline Informed Treatment for Personality Disorders

IECMH Infant and Early Childhood Mental Health

MBT Mentalization Based Treatment

MIG Modified Interaction Guidance

PMT Psych Motor (family-) Therapy

PRT Pivotal Response Treatment

PTSD Post Traumatic Stress Disorder

SFT Schema Focused Therapy

SPSP Short-term Psychodynamic Supportive Psychotherapy

STEPPS
Systems Training for Emotional Predictability and
Problem Solving

TFM The Family Model
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