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Abstract
Aim. To understand whether and how Family Group Conferencing might

contribute to the social embedding of clients with mental illness.

Background. Ensuring the social integration of psychiatric clients is a key aspect

of community mental health nursing. Family Group Conferencing has potency to

create conditions for clients’ social embedding and subsequently can prevent

coercive measures.

Design. A naturalistic qualitative case study on the process of one conference that

was part of 41 conferences that had been organized and studied from January 2011–

September 2013 in a public mental health care setting in the north of the Netherlands.

Methods. Semi-structured interviews (N = 20) were conducted with four

stakeholder groups (N = 13) involved in a conference on liveability problems in a

local neighbourhood wherein a man with schizophrenia resides.

Findings. To prevent an involuntary admission to a psychiatric ward of a man

with schizophrenia, neighbourhood residents requested a family group conference

between themselves, the sister of the man and the mental health organization. As a

possible conference aggravated psychotic problems, it was decided to organize it

without the client. Nine months after the conference, liveability problems in the

neighbourhood had been reduced and coercive measures adverted. The conference

strengthened the community and resulted in a plan countering liveability problems.

Conclusion. The case indicates that social embedding of clients with severe

psychiatric problems can be strengthened by Family Group Conferencing and that

hence coercive measures can be prevented. A shift is required from working with

the individual client to a community driven approach.

Keywords: assertive community treatment, care avoidance, coercion, community

mental health nursing, Family Group Conferencing, nursing, public mental health

care, qualitative case study, social embedding
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Introduction

As already been articulated by Hildegard Peplau in 1952 (Pe-

plau 1952, 1997) and recently emphasized by nursing scien-

tists (Hewitt & Coffey 2005, Norman 2009), promoting

autonomy and establishing a therapeutic relationship form

the core of nursing in mental health care. In addition, there is

growing attention to outpatient treatment wherein the family

(Jubb & Shanley 2002, Sherman et al. 2005, Ewertzon et al.

2008, Lakeman 2008, Macleod et al. 2011) and broader

community (Norman 2009, O’Brien et al. 2009, Coffey &

Hannigan 2013) are involved to take care of clients with psy-

chiatric problems. A form of such case management is asser-

tive community treatment (ACT). A substantial proportion

of professionals working in ACT teams is formed by nurses

(McAdam & Wright 2005, Macleod et al. 2011). The core

of ACT is establishing contact and gaining trust from clients

who have lost faith in mental health agencies and its repre-

sentatives. Outreach care is flexible to maintain a therapeutic

relationship with clients. Clients who are helped in ACT

teams are mostly diagnosed with schizophrenia or schizoaf-

fective disorder (Marshall & Lockwood 2010).

A main goal of ACT is preventing involuntary admission

to psychiatric wards. As multidisciplinary teams of psychia-

trists, nurses and social workers provide (if necessary) unso-

licited assistance, are available seven days a week and 24

hours a day and share clients in their caseload, it is the

assumption that latent crises are easier to be detected and

consequently coercive measures can be averted (McAdam &

Wright 2005, Sytema et al. 2007, Mancini et al. 2009, Mar-

shall & Lockwood 2010). Averting coercion with this target

group is a major benefit, as consequently the accumulation

of negative experiences with professional care will be halted

(Forchuk & Reynolds 2001, O’Brien & Golding 2003, Ber-

tram & Stickley 2005, Frueh et al. 2005, Robins et al.

2005, Katsakou et al. 2010, Landeweer et al. 2011, Voskes

et al. 2013). However, as caseloads are extensive and nega-

tively impacted by administrative pressures, professionals

can spend little time per client (Salyers & Bond 2001,

Macleod et al. 2011), resulting in what Simpson (2005,

p. 695) calls ‘limited nursing’. It is therefore not always

possible to prevent deterioration of clients’ conditions and

as a result, coercive measures are still deployed. The

assumption is that when clients’ social networks are inten-

sively involved, a gradual deterioration can be prevented as

relatives and neighbours in an early stage can help indicat-

ing an aggravation of psychotic symptoms. In other words,

strengthening social support decreases clients’ vulnerability

(Poortinga 2006, Chen 2008, Langeland & Wahl 2009,

Thoits 2011, Chen & Ogden 2012). There are, however,

doubts whether mobilizing informal support of clients with

severe mental health problems and their social integration is

possible at all (Lub & Uyterlinde 2012). More specifically,

questions have been raised concerning the willingness of the

social network to contribute and support people who have

difficulties in maintaining reciprocal relationships.

The purpose of this article is to explore whether and how

Family Group Conferencing (FGC) can strengthen the social

embedding of clients with severe mental illness and avert

coercive measures. There is limited experience with FGC in

mental health care. On the bases of findings from the social

network theory that strengthening informal support has a

positive impact on the quality of life of psychiatric clients

Why is this research or review needed?

• Ensuring the social integration of psychiatric clients and

mobilising help from their network is a key aspect of com-

munity mental health nursing.

• On the basis of social network theory, Family Group Con-

ferencing has potency to create conditions for clients’ social

embedding and subsequently can prevent coercive mea-

sures.

• There is limited experience with Family Group Conferenc-

ing in mental health care. This article is an attempt to

understand the process of Family Group Conferencing in

assertive community treatment.

What are the key findings?

• Family Group Conferencing can also succeed without cli-

ents being present. When a conference evokes fear or

aggravates psychotic problems they can be represented by a

spokesperson.

• Involuntary admission to a psychiatric ward can be averted

when informal support through a family group conference

is sufficiently mobilized.

• Family Group Conferencing has the potency to bridge the

informal world of the community with the formal world of

the agencies so the resources of both worlds become avail-

able.

How should the findings be used to influence policy/
practice/research/education?

• Family Group Conferencing can complement the repertoire

of social network strategies whereon nurses in assertive

community treatment and public mental health care can

draw.

• A reorientation is required from the well-being of the client

to the needs of the community, an approach wherein

results are not achieved in but through the community.
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(see among others Becker et al. 1998, Strine et al. 2008,

Panayiotou & Karekla 2013, S€undermann et al. 2013), it is

plausible that FGC has potency to create conditions for the

social embedding of clients with severe mental health prob-

lems. In this article we describe a case on the struggles of

residents of a local neighbourhood living together with an

ACT-client with schizophrenia. We selected this case out of

41 cases, because this case is suitable to understand the pat-

tern of strengthening social embedding. It is a ‘case of’

(Luck et al. 2006, p. 105) a living situation wherein the

willingness of residents in a neighbourhood to provide shel-

ter to a man diagnosed with schizophrenia is described and

all the struggles that comes along with it.

Background – Family Group Conferencing

In an earlier article we questioned if Family Group Confer-

encing (FGC) could contribute to the social integration of

clients with limited informal resources (De Jong & Schout

2011). FGC is based on traditions of the Maoris, an indige-

nous tribe from New Zealand. Its main principle is shared

decision-making during meetings wherein extended family

members and representatives of the community participate

(Burford & Hudson 2000).

FGC consists of four phases: (1) a client or family is

referred to a conference by a professional; (2) an indepen-

dent coordinator will prepare the conference. Together

with the client, the resources from the informal network

are being indicated who should be invited for the confer-

ence; (3) the conference itself starts with sharing informa-

tion on the problem situation. Professionals are asked to

share their ideas for possible solutions. Crucial during the

conference is the private family time: free from supervision

of professionals, clients and their network are stimulated

to come up with a plan on their own. At the end of the

conference, it is being decided who will ensure the imple-

mentation of the plan. This can be the client himself, a

member from the social network or a professional; (4) one

month after the conference, the coordinator will contact

all actors involved to figure out if the plan is being imple-

mented as where all actors have agreed on. If necessary, a

new conference is being planned that should result in a

better plan.

In a family group conference professionals help clients

and their network coming up with a plan on their own.

They provide information during the first part of the con-

ference and will indicate if the plan ensures safety if prior

to the conference there were risks and a conference was

deployed to avert a coercive measure. After the conference

they will help, where necessary, to implement the plan.

The study

For 2 years, we have studied the course and impact of 41

family group conferences in a public mental health care

(PMHC) setting in the north of the Netherlands. PMHC

serves as a safety net for those who are in need for help,

but who avoid the care they actually need or do not find

their way to the services (Schout et al. 2011). When clients

in ACT are reluctant towards help, PMHC professionals

could be counselled how to restore contact.

We conducted this research project between January

2011–September 2013. In total, we have interviewed 312

participants of the conferences. Each of these respondents

was asked to take part in a group member check that fol-

lowed the individual interviews to validate interim findings

(Guba & Lincoln 1989). A total of 144 respondents partici-

pated in the 41 member checks. Respondents who could

not, or would not be able to participate were subsequently

asked to reflect on interim findings by telephone. Overall, in

the 41 meetings, participants acknowledged that our

description on the process of the conference and all its

twists and turns was correct. Both the individual interviews

and member checks gave us insight in how the conferences

proceeded and whether they could be indicated as successful

or as a failure. Finally, of each conference, a case study

report had been written. Specifically to the in this article

highlighted case, the two member checks also had the posi-

tive side-effect that participants could evaluate the past per-

iod and make new future plans.

Aim

The aim of this qualitative case study was to understand the

process of a family group conference that was organized to

ensure the social embedding of a man diagnosed with schizo-

phrenia in a neighbourhood and the specific approach of

community mental health nurses that should come along

with it.

Research design

The qualitative case study in a social constructivist paradigm

is increasingly seen as a fully fledged research method in

nursing sciences (Zucker 2001, Gangeness & Yurkovich

2006, Luck et al. 2006, Anaf et al. 2007) ‘to evaluate phe-

nomena or professional interest appropriateness for many

nursing contexts’ (Anthony & Jack 2009, p. 1177). In our

research we have used Stake’s (1995) case study approach.

Herein, explicit attention is paid to the involvement of

© 2014 John Wiley & Sons Ltd 2653
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various stakeholder groups, including silenced voices (Abma

2005, Anthony & Jack 2009), with an aim to gain a holistic

understanding of the case (Abma & Stake 2014). In that

sense, there are ‘case[s] within a case’ (Bergen & While

2000, p. 929). In our study, the PMHC target group with

multiple problems and members from their social network

have often been expropriated by professionals from taking

decisions themselves and they are rarely involved as partici-

Table 1 Respondents case study.

Respondent and/or participant

of the conference

Participating

in the

conference M/F Age Being interviewed and when

Length of the

interview

ACT client, also indicated as Arie

(pseudonym) in this article

No M 49 Not being interviewed, see ‘ethical

considerations’

Sister of Arie Yes F 47 1st interview: 28/09/2012 11�00
2nd interview: 27/03/2013 14�00

80 minutes

50 minutes

Resident 1 Yes M 54 1st interview: 14/09/2012 14�00
2nd interview: 22/03/2013 13�00

60 minutes

50 minutes

Resident 2 Yes M 50 1st interview: 19/09/2012 11�00
2nd interview: 14/03/2013 10�00

90 minutes

100 minutes

Resident 3 Yes F 65 1st interview: 24/09/2012 10�00
2nd interview: 18/03/2013 15�00

90 minutes

85 minutes

Resident 4 Yes F 50 1st interview: 01/10/2012 11�00
2nd interview: not being interviewed,

was out of reach

135 minutes

Resident 5 No F 51 1st interview: not being interviewed, was

out of reach

2nd interview: 19/03/2013 20�00

55 minutes

Resident 6 Yes M 50 Not being interviewed, was out of reach

FGC coordinator, has been a

volunteer coordinator for more

than 5 years and

works full time as a secondary

school teacher

Yes F 60 1st interview: 07/09/2012 09�30
2nd interview: not having knowledge

on the long-term impact after the

conference, so therefore not being

interviewed a second time

90 minutes

ACT case manager 1, originally

psychiatric nurse

Yes F 40 1st interview: 27/09/2012 10�00
2nd interview: did not want to be

interviewed a second time

65 minutes

ACT case manager 2, originally

psychiatric

nurse, also indicated as Petra

Yes F 45 1st interview: 27/09/2012 13�15
2nd interview: did not want to be

interviewed a second time

75 minutes

ACT case manager 3, originally

psychiatric

nurse, also indicated as Guido

No M 51 1st interview: became involved after the

conference so could not reflect on the

situation beforehand

2nd interview: 18/03/2013 12�00

40 minutes

PMHC professional, originally

psychiatric

nurse, also indicated as Harm

Yes M 53 1st interview: 03/09/2012 13�00
2nd interview: was too busy when the

follow-up interviews were deployed

60 minutes

Consultant housing association Yes F 51 1st interview: 10/09/2012 16�00
2nd interview: 21/03/2013 11�00

35 minutes

30 minutes

Concierges of the local education

institute

No 29 M 60 and 57 1st interview: 12/09/2012 14�30
2nd interview: 20/03/2013 10�00

35 minutes

20 minutes

Local police officer No M 32 1st interview: 04/10/2012 11�00
2nd interview: not being interviewed,

was out of reach

40 minutes

What we consider under ‘local neighbourhood’ should be understood as eight houses around a courtyard. Five of these houses belong to a

housing association that on the basis of social housing policies rent these houses to people who have a below average income. The other

three houses are owner-occupied. The social bonds between the residents are strong; when there are problems in their courtyard, then they

are willing to solve them and help each other out. Before the client was given shelter in one of the houses, it were the residents who

deliberately wanted him to live there, as they did not longer want him languishing on the streets.

2654 © 2014 John Wiley & Sons Ltd
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pants in studies (for some exceptions, see Jones & Scannell

2002, Kirsh & Tate 2006, Schout et al. 2010).

Participants

We aimed to interview everyone (potentially 17 partici-

pants) who was involved in the conference or could reflect

on its impact (Table 1). In the period between 1–3 months

after the conference, 13 respondents were interviewed retro-

spectively (one dual interview) on the problem situation

prior to the conference, the course of the conference itself

and the implementation of the plan. In the follow-up study

that took place even up to 9 months after the conference, 9

respondents (one dual interview) reflected on the long-term

course. Ensuring diversity of perceptions is crucial in case

study research (Abma & Stake 2014) and an indication of

its rigour (Anthony & Jack 2009). We therefore ensured a

sufficient involvement of respondents from four stakeholder

groups: (1) those involved in the problem situation (neigh-

bourhood residents); (2) members from the social network

of the client (his sister and the two concierges); (3) profes-

sionals (three ACT case managers, a PMHC professional, a

police officer and a consultant of the housing association);

(4) the FGC coordinator.

Data collection

The first study was done 3 months after the conference, the

follow-up after 9 months to reconstruct the problem

situation prior to the conference, the course of the confer-

ence itself and its impact over the long run. Interviews were

conducted at sites being designated by respondents (at their

home, their work or in a neutral environment) and at

moments convenient to them (during daytime and evenings,

weekdays and in weekends).

The interviews were recorded and transcribed verbatim.

During the interviews respondents retrospectively looked

back on the course of the conference. Interviews were struc-

tured along a topic list. Issues were based on the FGC

model as described in the background and therefore

included the outline of the problem, referral to the confer-

ence and its preparation, the conference itself, the imple-

mentation and evaluation of the plan and all the twists and

turns that happened over the long run.

Ethical considerations

Public mental health care is a network organization

operating in an ethical laden context. The contributing

organizations, like mental health care, addiction care, social

work and the municipality, have their own ethical commit-

tees. For this study, executives of these organizations

formed an advisory board to assess the legal and ethical

implications that come along with it and approved the pro-

cedures under the condition that names of individuals, fam-

ilies, streets, cities and organizations were coded or

fictitious and only traceable for the researchers and all

audio data would be stored until 2015 and then deleted

(Silverman 2013).

All interviewees – e.g. the participants of the conference

– agreed prior to the conference to be interviewed for

research purposes and were aware that findings could be

used for publication under the aforementioned conditions.

After several attempts to stimulate the client for participa-

tion in the conference and evaluation study, it became clear

to us that cognitive problems disabled him from participat-

ing, such as a lack of concentration and being unable to

conform to norms when others are given attention. He was

not able to structure impressions in a coherent manner and

therefore risked that psychotic symptoms would aggravate.

We finally decided not to continue stimulating the client for

participation and therefore asked the mental health organi-

zation and his sister to share information on him. In consul-

tation with his sister, the client agreed that the conference

should go ahead, even without him being present and sub-

sequently its course and outcomes being evaluated, sharing

information on him. He was informed where and when the

conference was held and that he was welcome to join, but

that neighbours would want to make a plan on how to deal

with his behaviour so liveability problems in their neigh-

bourhood would be reduced and consequently an involun-

tarily admission be averted.

Such a case study as ours is ethically laden. Restrictions

for anonymity and privacy are easily violated and there is

the risk of disempowerment when researchers share discrete

information (e.g. Abma & Stake 2014). In this case, how-

ever, it is not our aim to predominately foreground the cli-

ent and his problems, but rather the difficulties the

neighbours have with his behaviour and how they can

address the consequences of his illness.

Data analysis

The data analysis was an iterative process starting during

the data gathering. We added new topics when fresh

insights emerged during the interviews (Silverman 2013).

The analysis therefore took place in a cyclical process of

constant comparison (Boeije 2002). A content analysis was

performed using ATLAS.ti. Codes were assigned to mean-

ingful fragments (open coding). These codes were combined

© 2014 John Wiley & Sons Ltd 2655
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and grouped into categories (axial coding). Eventually, data

were linked (selective coding), so it became possible to

describe the course prior, during and after the conference.

Rigour of the study

Findings from the interviews were validated during two

group member checks (Guba & Lincoln 1989) moderated

by the first author. Respondents, who could not be present,

were subsequently asked to reflect on interim findings by

telephone. To ensure reliability of the data, the researchers

acted as ‘social anthropologists’ so that they would be sen-

sitive to insights and unexpected twists during interviews

(cf. Anderson et al. 2005, Silverman 2013). The case report

is the result of an ongoing dialogue between the researchers

and the participants of the conference.

Findings

Four themes characterize the process of FGC in this

particular case: (1) a history of compulsory treatment and

care avoidance; (2) participation of the client during the

conference not mandatory; (3) involuntary admission to

psychiatric ward being averted after the conference; (4)

abrasive contact between the neighbourhood and ACT case

managers being solved.

A history of compulsory admission and care avoidance

The case revolved around issues in a local neighbourhood

of a medium sized city in the Netherlands wherein a man

(from now on referred to as Arie), who is 49 years and

diagnosed with schizophrenia is living. Seven people,

including one couple, reside in the neighbourhood. A few

years ago Arie was deliberately given shelter by the resi-

dents when a house in the neighbourhood became available.

He had been living on the streets for years and languishing

for a long time. His sister tells that Arie had been involun-

tarily referred to a psychiatric hospital after a suicide

attempt around his 18th birthday:

There he received medication. That was still Haldol and he always

says that this has damaged a lot inside of him. [Sister]

Arie developed an aversion towards medication. Since then,

he was admitted to a psychiatric hospital against his will sev-

eral times. After his last admission, about twenty years ago,

he ended up on the streets without care. His sister lost sight of

him, but traced him back. About fifteen years ago Arie

roamed around an education institute where he slept under

the stairs of the main entrance. He had contact with two con-

cierges working at the institute. During an unbearably cold

winter, the concierges organized a warm place to sleep:

I had asked for permission from the facility manager, but at first

Arie did not want it. However, when that second night was so cold

again, he came to me and asked if he could have shelter in the tool

house. [Concierge 1]

During this period, he got in touch with residents living

close to the institute. As the place where Arie slept would

be demolished, two residents contacted the housing associa-

tion and ensured that Arie could come to live in a house in

their neighbourhood. Arie was reluctant, but after being

urged by the concierges he agreed.

Arie’s sister has since then been the regular contact

between Arie and the residents. Arie was also been

approached by an ACT team. He had avoided professional

care for a long time and is still suspicious towards

unknown case managers and never wants more than one

worker visiting him. The nature and frequency of contact

with Arie is unstable:

During a period of 6 months we had not seen him. Then we went

there every day, announced and unannounced, but he did not open

the door or he was not at home. [Case manager 1]

Participation of the client during the conference not

mandatory

Residents also noticed the gradual deterioration of Arie’s

mental conditions. During the first years not many prob-

lems occurred. Despite his psychotic problems, Arie refused

medication and it became increasingly difficult for the resi-

dents to handle (un)certain behaviour:

They were so concerned, they thought that everything is acceptable

which is, of course, not the case. Where do you draw a line? They

needed that to know. There were feelings of fear and insecurity

among the residents. ‘Suppose I would correct Arie, would that not

have a negative impact on him? Would he not become angry?

What would he do?’ [Case manager 3]

At some point, the residents became divided on when

and how they should limit Arie:

That was one discussion issue we had among each other. At one

point I even thought: ‘Wait a minute, are you not hospitalizing him

right now? Is it his demand for care, or your concern to take care

of him?’ [Resident 2]

This discord was the reason for the neighbourhood to

contact Arie’s case manager of the ACT team. The case

manager just met Arie and in consultation with the former

2656 © 2014 John Wiley & Sons Ltd
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case manager they decided that involuntary admission to a

psychiatric ward was necessary to prevent further escala-

tion:

At one certain moment it was not going well with him, even in

such an extension that the neighbours indicated it was getting a bit

out of hand. [. . .] Some situations wherein Arie acted aggressive

had occurred, so we needed to do something. [Case manager 2]

This was not what the residents intended: they only

wanted advice on how to deal with Arie:

We told his case manager that he had crossed a line and that some-

thing needed to be done. But not that he would be send to a psy-

chiatric ward! [Resident 1]

A PMHC professional was consulted. He recommended

deploying a family group conference to restore contact

between Arie, his case managers and the residents.

The FGC coordinator had difficulties to establish contact

with Arie and gain his trust:

I constantly tried to get in touch with Arie, because the conference

was organised around him. But at one point, it appeared from all

sides that it was just not possible he would participate. [FGC

coordinator]

After several attempts, the residents and his sister tried to

motivate Arie, but without any result. They reasoned the

conference evoked too much fear that fuelled his psychotic

behaviour. As Arie kept aloof, it was decided to change the

focus of the conference from strengthening his well-being to

supporting the community. Ultimately it was decided to

organize a conference without Arie.

Ten persons participated in the conference: five residents,

Arie’s sister, both case managers, a consultant of the hous-

ing association and the PMHC professional. Everyone rec-

ognized the need for a plan to stabilize the situation. It was

decided to cancel the involuntary admission. The PMHC

professional helped the residents on how to handle unac-

ceptable behaviour without risking escalation by providing

psycho education and coaching.

Involuntary admission being adverted

Limiting Arie’s behaviour made the situation after the con-

ference initially worse, but in the longer term it appeared to

have a positive effect on Arie as well on the residents:

He has now realised that the residents want him to stay, but that

they do not accept all of his behaviour. I think that he now feels

safer and comfortable with these new boundaries [. . .] He is able to

make contact with people in a proper way and can ask them for

help. That is really an indication that he has been empowered. [Sis-

ter]

Nine months after the conference had been organized, it

appears that Arie is still living in the neighbourhood with-

out coercive measures being executed. This positive out-

come is articulated as follows:

It is relatively quiet, no big fuss, no serious incidents, no fear. [Res-

ident 5]

Abrasive contact between the residents and ACT case

managers being solved

After the escalation of unacceptable behaviour that pre-

ceded the conference, the residents wanted immediately an

appointment with Arie’s case manager. This was difficult to

establish. When the residents spoke with her for the first

time, they got to know that an involuntary admission to a

psychiatric ward was requested. This had a negative impact

on the contact between the residents and the case manager:

They [the mental health organisation] had let us down. We had

requested for an appointment. It was difficult to make an appoint-

ment, it lasted a few months! When it finally came to it, they told us

that they had applied for an involuntary admission. The reason was

that incident [referring to Arie’s aggressive behaviour towards a neigh-

bour], which in the meantime had happenedmonths ago! [Resident 5]

As the residents made clear that they had severe difficul-

ties in dealing with Arie but considered an involuntary

admission undesirable, it was being decided that it would

be temporarily postponed. However, it was not possible to

restore the damaged relationship between the residents and

the mental health organization. In the meantime, Arie

behaved unacceptable and finally the PMHC professional

became involved. He requested the family group confer-

ence. Shortly after the conference, the contact with the two

case managers remained problematic, so on request of the

PMHC professional the mental health organization decided

to add a new case manager who concentrated on the resi-

dents.

Since the third case manager became involved mutual

trust between the residents and the mental health organiza-

tion had been restored:

I think that confidence in the mental health care has returned. We

have reconnected with the residents in many ways. [Case manager

3]

Also a local police officer and a consultant of the housing

association got involved. In case of difficulties in the

© 2014 John Wiley & Sons Ltd 2657
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neighbourhood they will not execute drastic measures too

quickly:

If there is a problem I can contact the police officer and then Arie

will not instantly be locked away. [Resident 2]

Also the contact between the residents and the housing

association improved after the conference:

Before I did not know how they were living there and how they

perceived their living circumstances. I think they did not know

what I had to offer. There is more mutual trust right now. [Consul-

tant housing association]

Discussion

Principal findings

The case presented illustrates how a formal and rather

bureaucratic system world dominating the mental health

organization was not willing to embrace the perspective of

the informal life world of the residents and the client’s sis-

ter. Instead of strengthening their capabilities to deal with

the client, case managers proposed an involuntary admis-

sion. This solution had been the path of the least resistance

for a long time in community mental health care when pro-

fessionals were faced with complex problems, but negative

consequences for clients were not always taken fully into

account. The highlighted case shows that halting negative

experiences with mental health care and its representatives

and learning to have trust in them was of significant impor-

tance to the client and his neighbours. Engaging clients in

care is crucial in ACT. The family group conference pro-

vided safe grounds wherein residents could express their

grievances and were heard. All parties felt they needed each

other to come up with a sustainable solution. A plan was

established whereon everyone agreed – it bridged the infor-

mal life world with the formal system world. However, the

relationship between the residents and the case managers

remained tense after the conference, so a new case manager

was added who focused on the community. As the residents

felt they were backed up by this case manager and the

PMHC professional, it became possible to achieve results

through the community. Both professionals strengthened

the residents’ capabilities to deal with unacceptable behav-

iour without risking an escalation and subsequently an

involuntary admission. The residents held each other

accountable and acted as a unified entity. They corrected

the clients’ behaviour and simultaneously gave him the feel-

ing that they also wanted him to be part of the neighbour-

hood as an equal citizen. Nine months after the conference

the client was still living in his house without being sent to

a psychiatric ward. The sister indicated he felt more

respected, trusted and valued and consequently behaved

more accountable towards the community.

Findings in relation to other studies

The case indicates that the family group conference,

requested by residents, restored the liveability for everyone.

The conference yielded a convincing plan and hence the

mental health organization decided to withdraw the appli-

cation for an involuntary admission. If FGC has the

potency to prevent involuntary admissions, it is plausible it

would also have the potency to prevent lesser forms of

coercion in community mental health care, such as unsolic-

ited help, assertive outreach or conditional assistance. That

FGC potentially can avert coercion in mental health care

resonates with the literature on FGC for children and multi

problem families which already indicated that this decision-

making model can prevent outplacements of children (Wei-

gensberg et al. 2009, Pennell et al. 2010, Wang et al. 2012)

and relapse into juvenile delinquency (Jeong et al. 2012).

The question is whether this case is representative for the

Dutch situation. Society sometimes acts offensive when psy-

chiatric clients are stimulated to integrate herein (Verplanke

& Duyvendak 2010). Contrary to Lub and Uyterlinde

(2012) who argue that only clients with mild forms of psy-

chiatric disorders can expect support from the community

during their social integration, our case study indicates that

the social embedding of clients with severe problems is

sometimes within reach. In the presented case, the success-

ful conduct after the conference is influenced by three fac-

tors. First, the commitment of the residents and the client’s

sister finding a way to avert the involuntary admission and

guarantee everyone’s quality of life in the neighbourhood.

Second, the case manager’s ability to create a fruitful col-

laboration with the residents, consequently, solving the

abrasive relationship with the mental health organization.

Finally, the switch of the ACT team from a one-sided focus

on caring for the individual client to a broad approach

wherein there is also attention to the needs of the social

context wherein the client is living.

The mental health nursing profession is, however,

increasingly encapsulated by the biomedical model, which

focuses on ‘quick-fix’ solutions for individuals (Hewitt &

Coffey 2005, Simpson 2005, Coffey & Hannigan 2013). As

these quick-fix solutions are usually not at hand in assertive

outreach or even do not work, achieving progress with cli-

ents is difficult (e.g. Pescosolido et al. 1998). Engaging cli-

ents to professional care and subsequently halting their
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deterioration and languishing is actually a major achieve-

ment in this field of care. Coffey and Hannigan (2013)

recently urged that nurses in the UK should instead of

working in a biomedical model embrace the values of social

psychiatry. Similar critics were also raised by mental health

professionals in the Netherlands lately (Lohuis & Beuker

2013). However, Coffey and Hannigan (2013) question if

medically qualified nurses are willing to incorporate a holis-

tic approach: ‘at the very least, realizing a ‘social perspec-

tive’ is likely to be far more complex than might be first

imagined and, for nurses, is not an insignificant undertak-

ing’ (p. 1427). It is not the biomedical itself we reject, as it

can actually lead to efficiency and transparency. It is rather

its colonization of the practice of community mental health

nursing we consider problematic as consequently its core

values of attentiveness, responsibility, responsiveness and

trust are underestimated. Further on, as Benner et al.

(2009) propose, the utilitarian individualism that underlies

the biomedical model violates seeing the person as member

and participant in a human community. It is the communal

capability that according those nursing scientists gives a

more adequate account of caring for the vulnerable. Being

mental health nurses ourselves, we therefore recommend

that nursing schools should equip their future professionals

with tools that are necessary in the complex practice of

assertive outreach – skills to build not only a relationship

of trust with clients but also with the resources from their

social network who precisely can prevent clients from fur-

ther deterioration.

Study limitations

In this study, we were interested in the unique case wherein

specific twists occurred that are exemplary for the struggles

of a neighbourhood wherein an ACT client resides. The

findings from this case study are context-bound. In line

with Abma and Stake (2014), our aim was to extract les-

sons from one particular case that can be of exemplary

value to other situations wherein FGC can offer a solution

for liveability problems and subsequently can avert coercive

measures.

Our study holds two major limitations. First, the

researchers did not participate in the conference, because

within FGC professionals withdraw from the conference to

encourage the client and social network to establish their

own plan. As a consequence, we could only reconstruct the

decision-making process retrospectively. This non-interven-

tionist stance limited the influence of the researchers on the

outcome of the plan. Second and equally or even more

important, a case study research such as ours on a personal

story encounters several ethical tensions (Abma & Stake

2014). Researchers should especially be careful not to solid-

ify the case in a way that it hurts those involved, both in

the short as the long run. Our case is ethically laden and

could lead to exposure. We tried to capture this by reflect-

ing ourselves whether personal disclosures could harm,

embarrass or disempower those involved and especially, the

client. In addition, his sister shared our reports with him

and asked him if he would agree with disclosure in a scien-

tific journal.

Conclusion

The imminent involuntary admission in the described case

had an unintended positive consequence as it united the res-

idents of the local neighbourhood to request a family group

conference. Nine months after the conference the liveability

had improved for all. The case study demonstrates that

FGC can complement the repertoire of social network strat-

egies whereon nurses in assertive outreach can draw. This

requires a reorientation from the well-being of the individ-

ual client to the needs of the whole community. In such an

approach, results are not achieved in but through the com-

munity.
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