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Abstract 

Background:  The uptake of family involvement in health care services for patients with psychotic disorders is poor, 
despite a clear evidence base, socio-economic and moral justifications, policy, and guideline recommendations. To 
respond to this knowledge-practice gap, we established the cluster randomised controlled trial: Implementation of 
guidelines on Family Involvement for persons with Psychotic disorders in community mental health centres (IFIP). 
Nested in the IFIP trial, this sub-study aims to explore what organisational and clinical barriers and facilitators local 
implementation teams and clinicians experience when implementing family involvement in mental health care for 
persons with psychotic disorders.

Methods:  We performed 21 semi-structured focus groups, including 75 participants in total. Implementation team 
members were interviewed at the initial and middle phases of the intervention period, while clinicians who were not 
in the implementation team were interviewed in the late phase. A purposive sampling approach was used to recruit 
participants with various engagement in the implementation process. Data were analysed using manifest content 
analysis.

Results:  Organisational barriers to involvement included: 1) Lack of shared knowledge, perceptions, and practice 
2) Lack of routines 3) Lack of resources and logistics. Clinical barriers included: 4) Patient-related factors 5) Relative-
related factors 6) Provider-related factors. Organisational facilitators for involvement included: 1) Whole-ward 
approach 2) Appointed and dedicated roles 3) Standardisation and routines. Clinical facilitators included: 4) External 
implementation support 5) Understanding, skills, and self-efficacy among mental health professionals 6) Awareness 
and attitudes among mental health professionals.

Conclusions:  Implementing family involvement in health care services for persons with psychotic disorders is pos-
sible through a whole-ward and multi-level approach, ensured by organisational- and leadership commitment. Pro-
viding training in family psychoeducation to all staff, establishing routines to offer a basic level of family involvement 
to all patients, and ensuring that clinicians get experience with family involvement, reduce or dissolve core barriers. 
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Background
The uptake of family involvement in health care services 
for patients with psychotic disorders is poor [1–3] despite 
a robust evidence base of decreased rates of relapse and 
hospital admissions, and better adherence with medica-
tion among patients [4–7]. Moreover, family interven-
tions are shown to reduce psychological distress and care 
burden, and to improve family functioning and quality of 
life among relatives [8–10]. This knowledge-practice gap 
paradox results in patients and relatives being deprived 
of highly recommended treatment and support [11–19]. 
Among the most important factors to improve the out-
come of schizophrenia is the translation of psychosocial 
treatments from research to the field [20]. Family psy-
choeducation (FPE), designed to engage, inform, and 
educate family members so that they can assist the per-
son with severe mental illness in managing the illness, 
but also to reduce family distress and burden [18], is one 
such treatment. The scientific evidence of improvement 
in patient outcomes has been consistent [4, 5, 7], and 
research studies, policies, and guidelines have been call-
ing for an increased uptake of FPE for decades [2, 4, 21, 
22]. In addition, moral and socio-economic arguments to 
involve and support relatives in the context of deinstitu-
tionalisation and subsequent emergence of community 
care strengthens this appeal [8, 9, 23]. In this study, the 
terms “family” and “relative” cover anyone who provides 
substantial and unpaid support to a person with psy-
chotic disorder. The term “family involvement” comprises 
both a basic level of family involvement and support and 
more comprehensive family interventions, such as FPE.

Why is the implementation of family interventions 
like FPE this scarce, despite being recognised as essen-
tial treatment during all stages of psychotic disorders 
[2, 24]? Multifaceted problems of integrating new evi-
dence‐based practices into usual care partly explain 
why several previous attempts to implement fam-
ily interventions in routine care have failed [18]. The 
research literature suggests a lack of financial incen-
tives and prioritisation, lack of managerial support, 
restricted access to training and supervision, lack of 
time, caseload size, and shortfall in staff resources as 
major system-level barriers [2, 25–28]. Factors that 

are particularly challenging when implementing family 
involvement include the lack of systems and structure 
for carrying out family involvement, and practical dif-
ficulties when attempting to realise family involvement 
[26, 28]. Furthermore, staff attitudes, organisational 
cultures and paradigms can hinder the uptake of family 
interventions, for example by leading to varying own-
ership, low confidence in that family involvement can 
be helpful, and that family involvement are considered 
secondary or optional [25, 26, 28]. Impediments at the 
clinical level include patients refusing to involve their 
relatives, patient confidentiality [26, 29], lack of thera-
pist confidence and competence in conducting fam-
ily involvement, and lack of families to work with [26]. 
Furthermore, different stakeholder groups often have 
contrasting perspectives regarding barriers, and lack of 
trust between stakeholders, in this case, patients, rela-
tives and health care personnel, is considered a major 
challenge when collaborating with relatives [26].

To accelerate the implementation of family involve-
ment in Norwegian mental health care, we established 
the IFIP study: Implementation of guidelines on Fam-
ily Involvement for persons with Psychotic disorders in 
community mental health centres (CMHCs) [30]. The 
IFIP study is a cluster randomised controlled trial that 
aims to increase the uptake of recommendations on fam-
ily involvement from the national guidelines in Norway 
[11, 12]. A key part of the implementation strategy was 
a so-called “whole-ward” or “whole-system” approach 
[28, 31]. The IFIP intervention consists of the following 
elements:

	 I	 Clinical interventions:

1.1	A basic level of family involvement and support (BFIS).
1.2	Family psychoeducation (FPE) in single-family-

groups.

	 II	 Implementation interventions:

2.1	Training and guidance of health care personnel.
2.2	A family coordinator.
2.3	Other implementation measures.

Having access to external implementation support appears decisive to initiate, promote and evaluate implementa-
tion. Our findings also point to future policy, practice and implementation developments to offer adequate treatment 
and support to all patients with severe mental illness and their families.

Trial registration:  ClinicalTrials.gov Identifier NCT03869177. Registered 11.03.19.

Keywords:  Family involvement, Family interventions, Family psychoeducation, Psychotic disorders, Implementation, 
Barriers, Facilitators, Mental health services research
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The IFIP study protocol [30] provides a detailed 
account of the IFIP intervention, including FPE and 
BFIS. BFIS includes offering patients at least one con-
versation where the major part is dedicated to discuss 
family involvement and FPE, offering relatives at least 
one conversation without the patient present, and 
inviting the patient and relative(s) for a conversation 
together. Structured conversation guidelines was devel-
oped to standardise the content of these conversations. 
BFIS also includes written information, crisis/coping 
plans and psychoeducative seminars for relatives. Fur-
ther details of the planned intervention and implemen-
tation support can be found in our study protocol [30], 
and in a publication reporting fidelity outcomes (manu-
script submitted).

Change in fidelity to the intervention (defined as the 
degree to which a program implementing an evidence-
based practice adheres to specific model standards [32]), 
constitutes the IFIP trial’s primary outcome [30]. Sta-
tistical analyses of fidelity outcomes (the quality of the 
clinical interventions, penetrance, and organisational 
implementation, measured with three different fidelity-
measures) show significant differences between experi-
mental and control conditions (manuscript submitted). 
This sub-study aims to explore what factors inhibit and 
promote the implementation of family involvement 
in CMHC units, both in general and more specifically 
within the context of a large-scale implementation study. 
To our knowledge, this paper is the first to explore what 
actually facilitates the implementation of family involve-
ment for persons with psychotic disorders in CMHCs, as 
part of a successful and large-scale implementation study. 
Furthermore, the IFIP implementation strategy is prob-
ably also unique, since it combines both basic and com-
prehensive family interventions.

The following research question guided this study: 
"What organisational and clinical barriers and facilitators 
do local implementation teams and clinicians in CMHCs 
experience when implementing family involvement for 
persons with psychotic disorders?” We also explored 
local variations within and between the participating 
units. In this study, barriers are defined in the following 
way: “Factors are considered as barriers if they impede 
implementation of, or adherence to the guideline”. We 
further define facilitators as follows: “Factors are consid-
ered as facilitators if their presence promotes the imple-
mentation of, or adherence to the guideline” [33].

Methods
This article conforms to the “Standards for Reporting 
Qualitative Research (SRQR): 21-items checklist” [34] 
(Additional file 1).

Study design and context
This study employed a qualitative approach, including 
both process and formative evaluation, nested within a 
cluster randomised implementation study [35]. Before 
the implementation period, we developed the IFIP 
intervention and drafted a summary of the most impor-
tant barriers to and facilitators of implementing family 
involvement in mental health care. This work was based 
upon available guidelines, literature reviews, and exten-
sive dialogue with the stakeholders. After inclusion and 
randomisation of the CMHC units, each clinical site in 
the experimental arm established a local implementation 
team (3–8 members) including dedicated clinicians and 
unit managers with a particular responsibility to oversee 
the implementation process. Throughout the implemen-
tation period, we explored how the IFIP intervention 
affected the stakeholders and the CMHC units through 
digital communication, face-to-face dialogue, ad-hoc 
meetings, planned teaching- and supervision activities, 
fidelity measurements, questionnaires, and qualitative 
interviews.

An important part of the IFIP intervention was the 
implementation support provided by the IFIP project 
group [3, 30]. One element of this support was a writ-
ten summary of key barriers and facilitators. Inspired 
by a responsive evaluation approach [36] and as part of 
the formative evaluation [37], the summary of barriers 
and facilitators was shared with, used, and commented 
on several times by the stakeholders during the imple-
mentation period. During this process, the IFIP project 
group and the CMHCs (the implementation teams, cli-
nicians, and leaders), regularly discussed and dealt with 
barriers to and promoters of family involvement. Thus, 
in this project the researchers and stakeholders (patients, 
families, mental health professionals, and health institu-
tions) all contributed to the ongoing knowledge produc-
tion. The close cooperation offered ample opportunities 
to explore barriers and facilitators. Preliminary findings 
from the qualitative interviews, together with field notes 
and informal feedback from the stakeholders, continu-
ously assisted the implementation and research process, 
making it possible to adjust and improve the implemen-
tation support, including the summary of key barriers 
and facilitators.

The present study is based on data gathered through 
focus groups with the implementation teams in the 
beginning of the implementation period and after 
10  months of implementation support, and with other 
clinical staff after 16 months of implementation support. 
However, the interviews, the interview guide, and the 
preunderstanding and interpretations of the research-
ers and the participants were inspired and influenced by 
the responsive and formative evaluation used before and 
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during the implementation period, and the dynamic and 
co-produced summary of barriers and facilitators.

The focus groups—participants and data collection
Twenty one semi-structured focus groups with local 
implementation teams were performed during the spring 
of 2019 (M2-3 of the 18-month implementation period), 
and the winter of 2020 (M9-10), and with other clini-
cians/staff in the fall of 2020 (M15-16). A total of 75 cli-
nicians and members of implementation teams (mainly 
clinicians and unit managers) participated, of which 27 
participated twice (See Table 1).

As a natural consequence of the study design, we chose 
a purposive sampling strategy [38]. We wanted to explore 
the experiences of the implementation teams because 
they were particularly engaged in the implementation 
process. Clinicians with less commitment to the imple-
mentation work were interviewed to include less engaged 
and potentially more critical voices.

The data collection was performed at the CMHCs by 
five members of the IFIP project group (KMH, MR, RP, 
LH, and KSH). Each focus group was carried out by two 
researchers; one conducted the interview while the other 
assisted and took written notes. Before the start of each 
interview, we provided participants with information 
about the study and obtained written consent from all 
participants. Semi-structured interview guides (sepa-
rate guides for each of the three interview sessions) con-
taining a list of main topics and questions to be covered 
(Additional  file 2), guided the interviews. We aimed at 
eliciting participants` thoughts, beliefs, and experiences 

with factors that would positively or negatively impact 
the implementation of family involvement. In both 
interview sessions with the implementation teams, the 
participants were initially encouraged to speak openly, 
before asked to comment more specifically on the sum-
mary of barriers and facilitators. In the interviews with 
other clinical staff, participants were encouraged to talk 
about a few, selected barriers that the process evaluation 
had revealed to be particularly demanding (for instance 
the duty of confidentiality). All interviews were audio 
recorded and lasted for 60–90  min. After each focus 
group, notes were summarised in a brief report to high-
light important topics and to make data more accessible 
to the remaining research team. Audio-files, transcripts, 
and reports were immediately transferred to and stored 
in the University of Oslo’s secure database (In Norwe-
gian: “Tjenester for Sensitive Data”–TSD). Project mem-
bers transcribed the interviews verbatim.

Analysis
Analysis of the interview transcripts was carried out by 
the first author (KMH), using manifest content analysis 
according to Elo and Kyngäs [39]. Content analysis can 
be divided into three main phases [39]: the preparation 
phase, the organising phase, and the reporting phase. 
The preparation phase involved preliminary analysis of 
notes and brief reports from the first session of inter-
views with the implementation teams. This work further 
informed the development of the barrier- and facilitator 
document, which served as an implementation tool dur-
ing the implementation period (formative evaluation). In 

Table 1  Key characteristics of the participants in the qualitative study

STUDY SAMPLE

Members of implementation teams 
Initial phase of intervention
(N = 38, 8 focus groups)

Members of implementation teams 
Middle phase of intervention
(N = 39, 8 focus groups)

Clinicians  
Late phase of intervention
(N = 25, 5 focus groups)

CHARACTERISTIC N % N % N %

Sex
  Male 6 16 5 13 5 20

  Female 32 84 34 87 20 80

Age in years
  20–35 6 16 5 13 7 28

  36–50 11 29 16 41 11 44

  51–70 21 55 18 46 7 28

Prof. background/role
  Section/unit manager 6 16 5 13

  Physician 4 11 3 8 4 16

  Psychologist 5 13 5 13 16 64

  Psychiatric nurse 14 37 15 38 1 4

  Other 9 24 11 28 4 16
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addition, the preparation phase included thorough read-
ing of transcripts (the unit of analysis) and brief reports 
in their entirety to achieve immersion and obtain an 
overview of the whole data. Furthermore, members of 
the research group (KSH, RP, MR and KMH) discussed 
preliminary themes regarding special topics of interest. 
The organising phase consisted of coding and categoris-
ing the material, guided by the research question. Ini-
tially, open coding of the text was conducted by labelling 
meaning units with initial codes, which were grouped 
into higher code groups and further collapsed into higher 
order categories. Structuring the data was done through 
an inductive approach; that is the categories were derived 
from the data, moving from the specific to the general 
[39]. This paper focuses mainly on factors that potentially 
had a positive impact on the implementation process. 
However, since we understand barriers and facilitators 
as highly intertwined, we performed the analysis with 
regard to both. The final abstraction process resulted in 
categories being grouped into six barrier- and six facilita-
tor themes, before the material was scanned over again 
to ensure that relevant contents were placed in the right 
categories. Codes, subcategories, categories, and themes 
were adjusted, restructured, and renamed throughout 
the analysis process, continuously asking: “Why and 
how is this code/subcategory/category/theme a facilitat-
ing or hindering factor to the implementation of family 
involvement?” The NVivo computer software package 12 
was used to assist with storage, searching, and coding of 
qualitative data. In the results section below, as well as in 
Fig. 1 and Additional file 3 and 4, the main findings are 
presented partly as condensed text [40] and partly as 
illustrative quotes. Quotes are presented in condensed 
form and in some places we have reproduced conversa-
tions between the researcher and the participant (P). We 
aimed to uncover the meaning content of the partici-
pants’ statements, rather than bringing out all the details.

Trustworthiness
To permit others to judge the quality of a study, one has 
an obligation to report sufficient details of data collec-
tion and analysis [41]. The reporting phase consisted of 
describing the step-by-step analysis (Fig. 1) and demon-
strating defensible inferences from data to results [39] in 
coding schemes, including supporting excerpts (Addi-
tional file  3 and 4). Different types of triangulation [41] 
served as strategies to further reduce systematic bias and 
obtain trustworthiness. Members of the research team 
and an expert from The Early Intervention in Psychosis 
Advisory Unit for South East Norway (TIPS Sør-Øst) 
(KMH, KSH, MR, RP, BW and ISH) reviewed and dis-
cussed the way in which the data was labelled [42] and 
whether and how categories and themes were related to 

the research question (analyst triangulation). Data source 
triangulation was ensured by having mental health pro-
fessionals with differing roles and perspectives partici-
pating in the focus groups, exploring what people said 
about the same phenomenon over time (comparing data 
at initial and late phase of the implementation). We also 
integrated ethnographic data on barriers and facilitators, 
derived through continuous feedback from stakeholders 
during the implementation period.

Results
We identified six themes with a total of 26 categories 
representing barriers to implement family involvement: 
1) Lack of shared knowledge, perceptions, and practice 
2) Lack of routines 3) Lack of resources and logistics 4) 
Patient-related factors 5) Relative-related factors 6) Pro-
vider-related factors. The first three themes represent 
barriers at the organisational level, while the latter three 
represent barriers at the clinical level (Fig. 1).

Furthermore, we identified six themes with a total of 
14 categories representing facilitators for implement-
ing family involvement: 1) Whole-ward approach 2) 
Appointed and dedicated roles 3) Standardisation and 
routines 4) External implementation support 5) Under-
standing, skills, and self-efficacy among mental health 
professionals 6) Awareness and positive attitudes among 
mental health professionals. The first four themes repre-
sent facilitators at the organisational level, while the latter 
two represent facilitators at the clinical level (Fig. 1).

In the beginning of the project, when experience with 
implementation of family involvement was sparse, the 
focus was mostly on the barriers and more general or 
common experiences with implementation of fam-
ily involvement. During the implementation period 
the experience with- and focus on facilitators gradually 
increased, as well as the more specific experiences with 
systematic implementation through participating in the 
IFIP trial. In previous research, barriers to the implemen-
tation of family involvement have been rather extensively 
explored, while knowledge about facilitators remains 
sparse [2]. Thus, in the present article, we focus on the 
facilitators. An overview of both barriers and facilita-
tors is presented in Fig.  1, while Additional file  3 (bar-
riers) and 4 (facilitators) provide additional illustrative 
quotes pertaining to the various themes, categories, and 
subcategories.

Facilitators at the organisational level
Whole‑ward approach
Prior to implementation, an important barrier was the 
lack of shared knowledge, perceptions, and practice. 
Family involvement practices appeared random, and 
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seemed largely dependent on the individual professional’s 
interest and competence [3], hence at risk of falling apart.

In the IFIP trial, the clinical and organisational lev-
els were approached simultaneously. An explicit aim 
was that all patients and relatives should be offered at 

least a basic level of family involvement and support. 
To enable this, all clinical staff were offered training 
and supervision, and most participated in the training. 
This may be described as the key elements of a “whole-
ward approach”. The approach was experienced as 

Fig. 1  Visual map of data analysis with themes and categories
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consequential to develop a more family-friendly culture 
in most of the wards, as portrayed by this participant:

We take relatives into consideration in all settings, 
in all occasions, really. In the treatment team, reflec-
tive team, mini team. It`s hardly ever forgotten. 
There is something about our way of thinking that 
has changed. It is very evident with us. (FG12).

Many of the participants emphasised the importance of 
developing common understanding and priorities among 
the staff through the whole-ward approach, and enabling 
the staff to engage with the relatives in new ways:

It is an asset that so many of us have this training, 
because then we kind of have the same way of think-
ing about it. For example, that relatives to a greater 
extent are allowed to share their own experiences, 
that we are not just focused on obtaining informa-
tion, or on the patient. (FG13).

Furthermore, the whole word approach was necessary 
for all clinicians and managers to acknowledge family 
involvement as a key ingredient in good care and treat-
ment, and FPE as a recommended treatment option:

P: It was so important that all the professional 
groups were included in the FPE course (…) That 
helps it spread wider. For example, since I have 
received the training, I have a different view of the 
patients’ treatment options. (The researcher further 
asks whether the participant thinks that the other 
therapists are feeling the same way):
P: Yes, I think they feel the same. (FG12).

Furthermore, the basic level of family involvement 
and more comprehensive approach (FPE) appeared to 
be mutually reinforcing. For instance, the threshold to 
invite the patient and relatives to more comprehensive 
family involvement seemed to be lowered by establishing 
a basic level of family involvement as default approach. 
This approach also seemed to further a process with 
stepwise consent, where consent for family involvement 
was discussed several times and obtained gradually in an 
ongoing process, starting out with the most basic type 
of family involvement. This was considered better than 
an “all or nothing” approach. At the other hand, being 
trained in the more advanced model of family involve-
ment (FPE) was perceived as useful when practicing basic 
levels of family involvement. Particularly valuable was the 
experience that the staff could utilise selected model ele-
ments, also when providing basic family involvement:

For instance, in conversations with patients and 
relatives I have used the FPE information material. 
To kind of make it easier to present it. So this has 

contributed to… I was about to say… to the regular 
conversations with patients and relatives in a posi-
tive way. (FG11).

A few participants mentioned that training all staff was 
time-consuming and was compounded by a high turno-
ver of staff. Participants queried whether training would 
have been better with a small team of therapists work-
ing only with family involvement. However, in general 
the participants seemed to agree that the advantages of 
the whole-ward approach outweighed the disadvantages, 
particularly in a long-term perspective.

From a leader perspective, shared competence also 
contributed to strengthening the working environment 
and treatment practices because staff started to work in 
the same way:

Having a similar professional foundation affects the 
working environment (…) It ensures the quality of 
treatment because we think and work more synchro-
nously. (FG9).

Participants reported that the whole-ward approach 
led to all therapists initiating family involvement with all 
their patients from an early stage in the illness trajectory:

Especially with new patients, the initial focus on 
family involvement is much more present, and… 
yes, we try to really look into both the referral and 
the patient’s chart, how things are.  In addition, we 
have started to work on a checklist, to become even 
more conscious of that structure, so it is the same for 
all therapists, not coincidental, dependent on who 
is passionate about family involvement or not. It 
should be a somewhat standardised routine to invite 
relatives to conversations early in the trajectory, 
and provide appropriate information about why we 
think this is important. (FG2).

Some participants reported that over time the whole-
ward approach led to the emergence of positive attitudes 
among clinicians with regard to engaging families. This 
was in contrast to involving families as a token gesture 
obligation:

Initially, it was kind of not so important, and it 
was just like “is it done or not”, but now it is on the 
checklists and markedly permeates the attitudes. 
A significant change has taken place, from family 
involvement representing an administrative meas-
ure towards being implemented in each individual 
persons practice. (FG12).

Leadership commitment, through practical adjust-
ments and motivational support, played a pivotal role 
in the realisation of various facilitators identified in this 
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study. Barriers to implementation—such as compet-
ing tasks, lack of resources, and varying ownership—
were surmounted by leaders who allocated sufficient 
resources, appointed dedicated positions (see below), and 
used the IFIP intervention in a standardised way. Leaders 
that held a long-term perspective and identified a clear 
change in team practice as family involvement was pri-
oritised and valued, were vital to the implementation. 
Important examples include making a working plan that 
allowed all staff to participate in training and supervision, 
and to run FPE-groups, stating clearly that offering family 
involvement is mandatory and that FPE-sessions allowed 
for a reduction in other therapeutic sessions. Some lead-
ers also mentioned another way to limit the resources 
spent by the CMHCs; to run FPE-groups in collaboration 
with municipal health- and care services. In Norway, the 
CMHCs are by and large part of the specialised health 
care services (together with the hospitals), so this was 
also mentioned as a way to improve coordinated care and 
collaboration between specialised health care and pri-
mary health care services before discharge or transfer.

Appointed and dedicated roles
To guide the local implementation effort and operate 
as a link between the unit and the IFIP project group, 
each unit in the intervention arm was recommended to 
appoint a local implementation team and a family coor-
dinator. Overall, study participants experienced that 
having such dedicated positions was a key facilitator. 
Especially two main tasks conducted by the local teams 
and the family coordinator were reported to strengthen 
implementation: Organising the various interventions, 
for example by preparing, establishing, and disseminating 
routines for basic family involvement and FPE at the unit, 
and to keep staff motivated and committed when faced 
with stressful workdays and competing tasks, for exam-
ple through involving all the staff in the development of 
locally adapted routines.

Not all the family coordinators were allocated time 
for the intended tasks, and there was some variation in 
which tasks the various family coordinators performed. 
However, most coordinators played a fundamental role 
during the start-up phase by promoting awareness of the 
implementation, “keeping the family involvement warm” 
and by contributing to the overall competence develop-
ment in family involvement. The coordinators provided 
training and supervision to their colleagues, and several 
participants pointed out the low threshold for obtaining 
their help and guidance with challenging cases:

I find that our two coordinators are core resources 
in reminding us of relatives’ rights, and how impor-
tant they are. I think that we need them. My expe-

rience is that I can’t cover all bases as a therapist, 
so it is nice to have them on the team. They remind 
me of something that is natural to them, but has not 
always been to me as a therapist, having been used 
to mainly focusing on the individual patient. (FG17).

Concerning the implementation team, regular team 
meetings (often bimonthly or monthly) and working 
together as a team of enthusiastic personnel with the 
unit manager were factors reported to strengthen the 
implementation:

It requires very dedicated people (…) that kind of are 
passionate about working with relatives. This is cru-
cial, and something that I notice in all quality devel-
opment projects. If an implementation team does 
not have these very dedicated people, you are off to a 
poor start. (FG14).

Nevertheless, some of the implementation teams did 
not function optimally, with a lack of leadership commit-
ment being one of the explanations:

I do feel that as a leader I haven’t done enough to 
schedule, invite, and prioritise the implementation 
team meetings. I have not taken that responsibility 
as I should have done. (FG11).

Some participants mentioned that varying commit-
ment among staff hampered the implementation process. 
There appeared confusion as to how to share responsibil-
ity and implement tasks effectively at the unit. Finally, a 
few participants mentioned that extensive commitment 
by the implementation team led to other clinicians with-
drawing from engaging in family involvement, thinking 
that family involvement was not their responsibility.

Standardisation and routines
Participants` accounts highlighted the need for organis-
ing both the family involvement practices and the under-
lying implementation work systematically. At baseline of 
the IFIP-trial [3], most of the units’ family involvement 
practices suffered from a lack of standardisation with 
poor engagement, information, documentation-, and 
evaluation routines. Systematising family involvement, 
for instance through written procedures and information 
leaflets, documentation templates, and systems for rou-
tinely developing crisis plans and inviting all relatives to 
relevant evening seminars/courses, reportedly promoted 
implementation.

Standardisation also reportedly promoted normalisa-
tion and anchoring of family involvement as an integrated 
practice among all staff. Particularly during the start-up 
phase, the establishment of routines, procedures, and 
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checklists was considered very important to ensure that 
family involvement was actually performed:

When I worked in somatic health care, we were sup-
posed to call the relatives within 24  h. I think it is 
natural that we do the same thing here, just call 
within a day or two to hear how they are doing and 
if they have any questions. To me, I assume, this is 
where the shoe pinches (…) If it’s in the procedures, 
you just do it automatically, right. There is no need 
to wonder, that’s just the way it is (…) Then we have 
established contact with the relatives and can catch 
things at an earlier stage (…) It would have been 
very helpful if we had a procedure assigning the 
responsibility to make a call to the relatives, to one 
of staff. (FG1).

Some participants emphasised standardisation of 
patient conversations about family involvement as a 
means to better engage with the most severely and 
chronically ill patients. Many of these patients hadn’t pre-
viously engaged family in their care, which led to a break 
down in close relationships, sometimes permanently:

It will be good to concentrate more on offering all 
patients a conversation about family involvement. 
Because I believe that ensures that we’ll ask, even 
when the patient hasn’t involved his family before. 
That the therapists do not just assume that the 
patients do not want it. (FG11).

Some highlighted the importance of «flexible standard-
isation» and tailoring family involvement to the needs of 
each individual patient and family, such as this clinician 
describing how some relatives are more experienced in 
the role than others, thus having different needs:

…to establish contact, that applies to most of the 
patients, and is effective (…) while several other fac-
tors are more individual. It`s not always like "the 
more, the better". Because, you also have relatives 
who know a lot, and already have a lot of informa-
tion. They may need something other than those 
who are relatives to a patient who has recently been 
diagnosed with a psychotic disorder. (FG17).

Some participants described feelings of fatigue due to 
an overload of checklists and procedures. To meet such 
challenges, one of the units successfully introduced 
adjustments to fit the intervention to the local working 
culture and level of competence. They decided to estab-
lish a “procedure for family involvement” which all clini-
cians were encouraged to follow, but without having to 
tick off that the tasks were done, as in a checklist:

We are absolutely allergic to even more checklists 

where we have to tick off whether we have done 
it right. We cannot stand it. But (we want) a list 
of ideas for how to proceed and what is prudent 
to do (…) Not mandatory, but more as a support. 
Designed for adult, responsible therapists who know 
that they should—and want to do their job. (FG13).

One advantage of such standardisation is that the pro-
cedure is available to all clinicians. Several months after 
the implementation, the manager at this particular unit 
reported that the procedure had been very useful when 
faced by staff turnover.

Another way to integrate family involvement was to 
secure that family involvement was always on the agenda 
in regular treatment meetings and included in all types of 
plans, e.g. work plans, treatment plans, capacity building 
plans, and discharge summaries. Furthermore, develop-
ing a clear plan on how to get started with FPE groups 
immediately after training seemed to be vital to get the 
most out of the FPE training and subsequent supervi-
sion, and also to increase the number of patients that 
were offered this kind of treatment. One way to achieve 
this was to have the family coordinator register patients 
and relatives who needed more comprehensive family 
involvement, and to match this list with available staff 
with FPE training. This could also be a way to prioritise 
FPE treatment fairly, if the units FPE capacity was not 
sufficient.

Some also mentioned the need to define required 
qualifications and a formal job description for the family 
coordinator:

Formalising the work… that the family coordinator 
holds an assigned position with competence require-
ments (…) is a way of making the family involvement 
visible. To me that would signalised that one took it 
seriously. (FG12).

External implementation support
Access to implementation resources from the IFIP pro-
ject such as fidelity monitoring, training in FPE, and 
ongoing external support and supervision was considered 
crucial. External support was reported to be particularly 
important in helping the units to get started, generate the 
imperative of family involvement, build enthusiasm, and 
promote the implementation:

The most important thing is that we got help to 
sit down and look at what we have…, those fidel-
ity assessments sort of confirmed what we already 
knew… And the fact that we did not let go… Even in 
difficult times. Having an implementation team, try-
ing to get started with the groups and systematising 
our practice, we had not achieved that if you were 
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not there, on the field with us. Because it has driven 
us. So I’m very happy about that, because otherwise 
it would have faded out, I’m pretty sure. And the 
supervision is “gold”. The training and supervision 
provided by TIPS Sør-Øst has been very important 
(…) Fantastic, yes. (FG13).

Some participants expressed concerns regarding the 
sustainability of ensuing family involvement when the 
external support was no longer available:

I have had such negative experiences throughout 
the years (…) a lot is invested in various things, but 
when the follow-up disappears and management 
takes over… This is what I worry about the most. 
That shift. (FG12).

Facilitators at the clinical level
Understanding, skills, and self‑efficacy among mental health 
professionals
At baseline, participants reported that clinical staff were 
often unfamiliar with family involvement prior to train-
ing and experience. Several participants feared that 
involving relatives would jeopardise their therapeutical 
alliance with the patient. They lacked understanding of 
the significance of services involving and supporting the 
family, and they lacked sufficient knowledge and skills 
to conduct family involvement. Training in FPE report-
edly promoted understanding of the significance of 
involving and supporting the family, and contributed to 
increased understanding, skills, and self-efficacy among 
participants:

The FPE education has made me more structured 
with regard to family… that is, I have received a 
method and confidence—and especially quantity 
training and practice (…) and I have received super-
vision along the way. Then you become more confi-
dent. (FG15).

Clinical practice with regards to introducing family 
involvement to the patient and establishing contact with 
the family was noted to improve in response to training 
and experience. Several participants described how lack 
of knowledge and uncertainty previously meant they 
refrained from involving relatives, especially if the patient 
was reluctant:

One of the first patients where I was supposed to do 
it… you know, call the relatives… then the patient 
said: “No, you are not allowed to do that”. So. Yes. 
That was it (laughing). (FG4).

During implementation, when participants increased 
their knowledge and self-confidence on how to approach 

patients and relatives, core barriers such as lack of con-
sent and the duty of confidentiality were dealt with in 
constructive ways. Conversations with patients about 
family involvement performed by skilled personnel pro-
vided them with information about how they could ben-
efit from involving their closest relatives:

I think that they (colleagues) have improved in kind 
of introducing family involvement to the patient. For 
instance, taking that course taught me how to pre-
sent it. If the patient says no right away, we do not 
resign, but continue to raise the issue. (FG3).

With increased competence and experience, clinicians 
started to explore why the patient was reluctant, if this 
was the case. They also became more confident on how 
to tailor family involvement to the patient’s needs, and to 
deal with the situation to benefit the patient and the rela-
tives, thus increasing the odds that family involvement 
would actually take place.

Awareness, attitudes, and motivation among mental health 
professionals
Throughout the project, particularly in the beginning, 
many participants described how barriers related to men-
tal health professionals (such as negative attitudes, lack 
of awareness and prioritisation of family involvement), 
barriers related to patients (such as lack of patient con-
sent, confidentiality issues, and patients suffering from 
long-term illness without relatives being involved), dif-
ficult family dynamics and relatives` frustration towards 
services (see Fig.  1), hindered family involvement. This 
clinician emphasises the value of getting in touch with 
the relatives at early stage to prevent the patient’s social 
network from dissolving:

It is important to establish early contact to prevent 
burnout and exhaustion. If relatives do not feel like 
been taken care of early enough in the process, the 
likelihood of them discontinuing contact with the 
patient increases (…) (thus some patients) live in 
group homes in which their closest next of kin is the 
personnel who work there. (FG14).

Participants reflected on how the involvement in the 
training and practice led to an increased level of aware-
ness and appreciation of the importance of family 
involvement as an important element of treatment:

I feel that family involvement is far more present 
now. It is discussed every Monday.., also the FPE 
groups, we discuss much more… I feel that the role 
clarification is much clearer, more staff are engaged 
and the coordinators have the main responsibility. 
We are more conscious about family involvement, 



Page 11 of 16Hansson et al. BMC Health Services Research         (2022) 22:1153 	

all the time. Talk about, ask for, clarify… relatives. 
And that is very good. (FG18).

Several participants noted that traditionally mental 
health services have neglected family involvement in the 
treatment of patients with psychotic disorders. Through 
the IFIP project, it became evident for many of the par-
ticipants that this neglect, however widespread, is not 
very well justified:

So… I am a bit puzzled that we have been doing this 
for so many years without involving the relatives. It’s 
a bit odd. (FG15).

With experience participants came to appreciate the 
benefit of the patient – relatives – therapists alliance. 
This also led to a greater awareness of the strain and chal-
lenges experienced by relatives and the importance of 
recognising and responding to career burden:

Just asking relatives a simple question like: "What 
is your experience as next of kin?” right. Just to get 
a question like that.., it’s something that all relatives 
feel that they have never been asked. And when you 
are that vulnerable and exhausted… a large propor-
tion are on sick leave due to the great burden of being 
a next of kin, imagine how valuable it is when some-
one asks that simple question! You don`t have to be 
a professional FPE-supervisor to manage that. (FG2).

Involving and supporting relatives at an early stage of 
the disease course also had an important function in pre-
venting maladaptive interplay between patients, relatives, 
and health care personnel. Participants repeatedly identi-
fied the benefit of being trained in and practicing family 
involvement to help them understand their role and con-
tribute to recovery:

P: We had this sick, sick girl. Then she moved to 
CITY (…) and the (therapists) there were much more 
committed to family involvement after they got that 
group (FPE) and saw the value in it (…) There were 
such ripple effects, I shudder when I say it (…) Basi-
cally (she was) very difficult to follow up or treat, but 
this group was the one thing that brought the fam-
ily together. They thought that they (she) could not be 
released from HOSPITAL. But when they used prob-
lem solving techniques (core FPE-element to pro-
mote more adequate responses when symptomatic 
behaviors emerge) the moving process had gone well, 
so they were almost shocked. (Further the researcher 
asks what would have previously happened—and 
the participant responds as follows):
P: The parents would have been frustrated, 
wouldn’t understand and been angry at the treat-
ment/clinic, at least that’s what happened before. 

Coercion, perhaps (…) inside a closed psychiatric 
ward. (The researcher then point out that these 
scenarios are quite different):
P: Yes (…) we need to think completely differently. 
Thinking of possibilities or… adapting to the indi-
vidual, looking more broadly at the patients’ needs 
and the family, alternative solutions and not sim-
ply “that’s how we do it, medicine and then out 
and finished” (FG5).

In response to positive clinical experiences, partici-
pants reportedly felt more motivated to continue pro-
viding family involvement:

A successful FPE course was raised several times. 
I believe that it kind of inspired the therapists to 
think that family involvement is important (…), 
at least after one such complete FPE course which 
was very successful. And that was one of the most 
ill patients. (FG19).

We also found that clinicians` positive perceptions 
of- and experiences with the FPE-model strengthened 
the implementation of family involvement in general. 
For example did they convey that the model being evi-
dence-based, containing useful clinical tools and that 
one could utilise selected model elements also when 
performing basic levels of family involvement (see 
whole-ward approach), had a motivational effect:

The overall FPE mindset, not just the FPE groups, 
is a useful tool when meeting the relatives (…) also 
“outside” the model. (FG13).

Discussion
We have explored what barriers and facilitators men-
tal health professionals in CMHCs experienced when 
successfully implementing family involvement in men-
tal health care for persons with psychotic disorders. We 
found that organisational measures such as a whole-ward 
approach, leadership commitment, dedicated roles, stand-
ardisation/routines, and external implementation support 
facilitated the implementation and seemed to improve the 
handling of core barriers. At the clinical level, training and 
practice promoted improved understandings, skills, and 
self-efficacy, besides increased awareness and positive 
attitudes among staff that reinforced implementation. In 
the following, we will discuss the most critical facilitators 
across the organisational and clinical levels.

Whole‑ward approach and leadership
The IFIP implementation strategy was a well-planned 
effort to make the units embrace family involvement 
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comprehensively. Training all staff and implementing 
processes to provide all patients and relatives with at 
least a basic level of family involvement, gave rise to a 
more family-friendly culture and lowered the thresh-
old to get started with family involvement and FPE. 
This approach seemed to promote the normalisation 
and integration of family involvement into daily clini-
cal practice. In some units, a crucial change in "default 
mode" arose; while previously the act of involving rela-
tives required a justification, the new practice required 
a justification when not involving the relatives. This is 
in line with previous studies reporting that a high level 
of trained staff facilitate implementation [27, 43].

However, factors affecting implementation are deeply 
intertwined and located at different levels [27]. For 
example, competent and motivated staff is not suf-
ficient to succeed with implementation efforts, since 
quality improvement strategies focusing on individu-
als alone are seldom effective [44]. In this study for 
example, we found that the implementation of FPE was 
hampered when the clinicians were unable to practice 
FPE shortly after training. This is in line with previous 
studies reporting that although training was able to 
ensure good levels of competence within trainees, once 
they returned to their previous job roles, the imple-
mentation of new skills diminished or disappeared 
[45]. Therefore, organisational commitment and strong 
leadership that facilitate appropriate timing of training 
and practice is of the essence when implementing FPE.

Various studies demonstrate that a lack of protected 
time and heavy caseloads are core implementation 
barriers [46, 47], something the IFIP participants also 
reported. Nevertheless, our findings indicate that the 
whole-ward approach may have contributed to resolve 
resource-related barriers. Consistent with previous 
research we identified that implementation participants 
are not passive recipients of innovations [48] and their 
behavior is strongly affected by peer group influences 
and the culture of the organisation [44, 49]. It is pos-
sible that characteristics of individuals and the imple-
mentation climate have an even greater impact on 
implementation than increased resources. For instance, 
the top-down recognition that family involvement 
was obligatory allowed clinicians to prioritise allocat-
ing time to relatives [50]. Some clinicians also experi-
enced time savings due to reduced ad hoc contact with 
relatives and improved treatment, for instance relatives 
contributing to medication adherence, more rapid dis-
charge, and preventing relapse.

Systematically involving relatives at the onset of illness 
also promoted implementation by preventing negative 
interactions, often characterised by distrust, uncertainty, 
poor communication, and withdrawal among patients, 

relatives, and professionals [51–54]. Professionals 
neglecting relatives [55] can potentially harm the triadic 
relation in the form of barriers arising, while approach-
ing relatives in attentive ways can lead to positive interac-
tions (Fig. 1, clinical level).

Flexible standardisation
Standardisation, with some flexibility and room for local 
adjustments, promoted implementation. By implement-
ing procedures, conversation guides, and treatment 
plans, the participating units provided directions for 
practice, prevented family involvement from being seen 
as “nobody’s responsibility” [56], and ensured that fam-
ily involvement took place. Implementing a standardised 
family intervention (FPE) also benefitted the implemen-
tation of a basic level of family involvement (see below). 
Nevertheless, as stated by Selick et al. [22] family involve-
ment is not a "one-size-fits-all" practice, hence it is 
imperative to offer diverse family services and to elicit 
user preferences [57]. While initiating family involve-
ment with all patients as a standard procedure, one 
should also make adjustments to patients` and families` 
varying needs, and standardised interventions should 
allow for flexible usage.

Too strict requirements for practice might provoke 
resistance and frustration among professionals. The IFIP 
study aimed to sustain clinicians` professional auton-
omy by welcoming local variations in how to set up the 
implementation. When successful, this further promoted 
acceptance and positive attitudes towards the interven-
tion among participants, instead of potentially harming 
implementation through the rise of resistance and frus-
tration. Family involvement is most likely to succeed in 
units that manage to tailor family involvement to each 
treatment course and that manage to balance clinicians` 
need for professional autonomy with imposed implemen-
tation tasks.

Basic and comprehensive levels of family involvement are 
mutually reinforcing
Implementing a spectrum of family interventions, from 
basic to advanced, reinforced implementation. When 
initial contact with the relatives was established as a 
default approach, the threshold to invite the patient and 
relatives to more comprehensive family involvement 
(FPE) seemed lowered. This approach enabled a stepwise 
consent, which worked better than an “all or nothing” 
approach. The efficiency also of less comprehensive mod-
els is supported by a recent systematic review [7].

Training the staff in FPE facilitated the units` basic 
family involvement. Increased competence and recogni-
tion among staff, besides access to FPE model elements, 
increased accessibility [18] and laid the foundation for 
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basic high-quality conversations with patients and rela-
tives. FPE is a complex and resource-intensive interven-
tion. However, also using selected elements of the model 
was experienced as useful to several of the participating 
units, while basic conversations about family involve-
ment seemed to resolve initial FPE barriers.

Family involvement must be learned and experienced
One of the most important findings in this study is the 
fundamental need for adequate training and ongoing 
supervision of health professionals, so that they can offer 
family involvement [26]. Neither clinicians nor managers 
explicitly mentioned the lack of training and supervision as 
a barrier. It may be difficult to acknowledge a lack of com-
petence if you have neither learned nor experienced what 
is missing. However, lack of training in family involvement 
practices constitutes a core implementation barrier [2]. 
In Norway, training in family involvement has generally 
been given little attention in the health education system 
and in the health services. An illustrative example is that 
none of the participating CMHCs had annual training in 
family involvement of their clinical personnel at base-
line [3]. Strengthening the training in family involvement 
within basic and higher education for health professionals 
appears to be one of the most important areas of improve-
ment for the future. Until then, it seems like the health 
services must provide this training, in anticipation of the 
health education programmes taking more responsibil-
ity. Hopefully, studies like the IFIP trial, indicating that it 
is in fact possible to increase the implementation of family 
involvement, may inspire necessary capacity building both 
within the health services and in health education.

Implementing family involvement in the context of 
severe mental illness is a complex intervention that con-
fronts multiple barriers and complex ethical dilemmas 
[26]. In the initial phase, we experienced varying degrees 
of skepticism and resistance among participants, and 
the barriers were often considered unsurmountable. But 
in many cases, core barriers, such as the duty of confi-
dentiality, decreased or dissolved when the clinicians 
started to practice family involvement after adequate 
training. Ensuring that clinicians gained experience with 
family involvement became—rather unexpectedly to 
the researchers—one of the most powerful facilitators 
throughout the implementation process. One possible 
explanation is that several of the identified barriers partly 
derive from insecurity with regard to relatives and family 
involvement practices that was alleviated when trained 
health professionals experienced family involvement in 
real-life settings. Furthermore, the whole-ward approach 
gave most staff new insights on the significance of family 
involvement, and made units less vulnerable to individual 
preferences and staff turnover.

Access to know‑how and expertise
The external implementation support had a formalis-
ing, competence-enhancing and motivational effect. The 
units benefited from substantial research- and clinical 
expertise within the fields of family interventions, eth-
ics, law, health services, and implementation. They were 
given access to various resources such as training and 
supervision in FPE provided by TIPS Sør-Øst, evidence-
based training and support provided by researchers at 
the Centre for Medical Ethics (UiO), as well as access to 
relevant external networks. This most likely increased 
the legitimacy of the interventions, as highly educated 
clinicians often have more confidence in evidence-based 
training and interventions. In this project, the exter-
nal monitoring and evaluation, combined with system-
atic feedback, also seemed critical to identify areas for 
improvement, and to tailor and adjust the implementa-
tion process. As successfully adopted interventions typi-
cally include personal and ongoing contact between the 
intervention developer and adopters [53], IFIP researches 
frequently reminded and assisted the units in their 
efforts, and engaged in mutual collaborations with par-
ticipants that reinforced practice and research. Overall, 
it seems like the external support contributed to reduce 
complexity, increase acceptability and reduce unit costs 
associated with implementation.

Strengths and limitations
The current study finds its strength in how knowledge is 
developed, through continuous input and interpretation 
over time and in conjunction with stakeholders outside 
the research team. Process evaluation gave the oppor-
tunity to investigate different levels and stakeholders 
while the implementation proceeded. Formative evalua-
tion made it possible to explore which measures actually 
worked well, thereafter adjusting accordingly. Responsive 
evaluation, which means that we turned into dialogue 
with the participants and all key stakeholders before and 
during implementation, strengthened the knowledge 
creation. Overall, this provided us with composite and 
robust data on multilevel facilitators from the perspec-
tives of actors within mental health services. We might 
assume that this increases the likelihood that our imple-
mentation efforts are useful and sustainable in real-world 
settings [58]. The credibility of the findings is enhanced 
through the presentation of a rich amount of illustrating 
excerpts [41].

As a result of the nested study design, the facilitators 
described are probably to some extent molded by the 
planned intervention elements. The qualitative approach 
used in this study cannot demonstrate causality, gener-
alisable findings, or outcomes for the patients and their 
relatives. We hope that other data from the IFIP study, 



Page 14 of 16Hansson et al. BMC Health Services Research         (2022) 22:1153 

such as fidelity outcomes and the perspectives of patients 
and relatives will help to further explore the impact of the 
facilitators described in this study.

Implications
Our findings can inform future efforts to implement 
family involvement in mental health services. Imple-
mentation strategies should employ a whole-ward 
approach fostering shared understanding, attitudes, 
and goals. Leaders must signalise prioritisation, appoint 
dedicated roles, facilitate standardisation, allocate suffi-
cient resources, and ensure that all clinicians get access 
to training, supervision, and practice. A basic level of 
family involvement and support should be the stand-
ard approach at hospital admission, followed by further 
individually tailored family involvement, which prefer-
ably leads to FPE. The current study is limited to family 
involvement in CMHCs for patients with psychotic dis-
orders, but the findings are most likely transferable to the 
implementation of family involvement practices for other 
services and other patient groups.

We encourage researchers to explore facilitators also 
from the perspectives of patients and relatives, to employ 
quantitative studies to test the causal mechanisms 
hypothesised in this study, and to investigate whether and 
how our findings can be extrapolated to the treatment 
of other psychiatric disorders such as bipolar disorder, 
severe depression, and substance abuse. Future research 
should also investigate how much external support health 
services need to implement recommended practices that 
are not yet integrated in health education programmes. 
The significance of regional and national policies on fam-
ily involvement—for example as expressed in health law, 
financial systems and basic education—should be further 
explored.

In line with two recently published systematic 
reviews on relapse prevention in schizophrenia [4, 7], 
we recommend that policy makers and clinicians give 
priority to family interventions such as FPE in resource 
allocation and treatment planning. Health educational 
institutions should incorporate basic training in fam-
ily involvement to counteract professionals´ nega-
tive attitudes towards family involvement, and lack of 
competence and self-confidence when facing relatives 
of patients with psychotic disorders. For the future, 
one could argue that the whole-ward approach should 
be extended to a “whole health care and education 
approach” where good family care starts in the health 
educations, and is further embedded in the whole 
health- and care services. To achieve these goals, guide-
lines should be complemented with sufficient imple-
mentation resources and support.

Conclusions
Implementing family involvement in mental health ser-
vices for persons with psychotic disorders is possible 
through a whole-ward and multi-level approach, with 
organisational- and leadership commitment, and access 
to external implementation support. Our findings indi-
cate that providing training in family psychoeducation 
to all staff, followed by clinicians getting experience with 
family involvement, may lower or dissolve core barri-
ers. Together with routines to offer a basic level of fam-
ily involvement to all patients as a default approach, 
these measures facilitate implementation and promote 
normalisation and integration of family involvement in 
treatment. As with other evidence-based treatment inter-
ventions for psychotic disorders, we must for the future 
expect entire units to hold a basic competence in family 
involvement. Training in family involvement should be 
incorporated in future health education programmes.
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