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a b s t r a c t 

Background: Family-centered care interventions are a recommended part of high-quality neonatal inten- 

sive care. Evidence suggests that engaging and supporting families improves parental and infant health 

outcomes. Enabling practitioners to work with families in a relational, strength-oriented way is thus vital 

to ensure quality care. However, implementing family-centered care remains a challenge, and its uptake 

is often slow and inconsistent. 

Objectives: To examine the impact of family systems care implementation activities on neonatal nurses’ 

and physicians’ attitudes and skills in working with families, and to explore their implementation expe- 

rience. 

Design: Mixed method design. 

Setting and participants: Two neonatal intensive and one intermediate care unit in a Swiss, university- 

affiliated hospital. A total of 65 practitioners participated in the pre-post study, and 17 in focus group 

interviews. 

Methods: Quantitative data was obtained before, mid-, and post-implementation through an online ques- 

tionnaire. Attitudes were measured with the Families’ Importance in Nursing Care – Nurses’ Attitudes 

Scale. Skills and reciprocity in working with families was assessed with the Family Nursing Practice 

Scale. Four focus group interviews were conducted post-implementation. Data analysis included descrip- 

tive statistics, group comparison, and qualitative content analysis. 

Results: A statistically significant increase in practice skills and reciprocity, but not in attitudes was found 

mid- and post-implementation. Practitioners reported new ways of working with families, which included 

enhanced awareness of the extended family, intentional relationship-building, augmented family involve- 

ment, and systemic interventions, such as therapeutic listening. They experienced implementation as a 

wheel that moved forward or stood still, depending on the challenges faced and the predominance of 

enabling versus limiting organizational factors. Practitioners felt not only challenged regarding the mean- 

ing of being-acting in family-centered ways, but also in delivering family systems care consistently and 

collaboratively. While practitioners experienced the educational workshop as helpful, they felt left alone 

during consolidation. 

Conclusions: Findings demonstrate that the inter-professional implementation of family systems care is 

highly relevant for practitioners’ clinical practice. Implementation strategies yielded an increase in prac- 

tice skills/reciprocity and new ways of working with families, but no quantifiable impact on attitudes. 

Adoption fluctuated and was ongoing, hindered by organizational constraints and lack of consolidation 

support. Nonetheless, practitioners gave numerous examples of family-centered practices. A combination 

of implementation strategies offered over time and supported by organizational structures are the most 
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likely means to enable teams  

well-being in neonatal care. 
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What is already known about the topic? 

• Family-centered care interventions are key to improve physical

and neurodevelopmental outcomes of preterm infants admitted

to neonatal intensive care units, and to support young families.

• Despite the fact that family engagement is part of high-quality

neonatal intensive care, clinical adoption and consistent inte-

gration of family-centered practices into care delivery has been

slow and partial. 

• Research in other clinical settings has demonstrated an increase

in nurses’ ability to work with families following implementa-

tion of family systems care. 

What this paper adds 

• Following the implementation, practitioners felt more skilled

in working with families and practiced more intentional

relationship-building with families, involved them more in the

care of their baby, and offered systemic interventions. 

• Participants reported an enhanced awareness of the extended

family, but there was no quantitatively measureable impact of

implementation strategies on attitudes towards involving fami-

lies in the care. 

• Practitioners experienced implementation like a wheel that

moved forward and stood still again on the road towards full

adoption, depending on the amount of challenges in caring for

families, the available implementation support, and the organi-

zational context. 

1. Introduction 

Premature birth and admission to a neonatal intensive care

unit (NICU) represent a stressful transition into parenthood for

young families. Research has demonstrated that parents experi-

ence posttraumatic stress and a decrease in family functioning

following their newborns’ treatment in a NICU ( Gooding et al.,

2011 ; Pinelli et al., 2008 ). Family-centered approaches to care

delivery are a recommended part of high-quality neonatal inten-

sive care, and efforts to better support and integrate families on

neonatal intensive care units are underway in many countries

( O’Brien et al., 2015 ; Ortenstrand et al., 2010 ; Skene et al., 2019 ;

Staniszewska et al., 2012 ; Weis et al., 2015 ). Family-centered care

encompasses a broad range of different concepts, such as parental

engagement in or delivery of the care, support of parent-newborn

interaction to facilitate bonding and neurodevelopment, or the

creation of a family-friendly hospital environment and models of

care delivery ( Banerjee et al., 2018 ; Macho, 2017 ; McGrath et al.,

2011 ; Shields et al., 2012 ). A recent concept analysis suggests

that family-centeredness in the NICU includes assessing families’

situations and meeting their needs, enabling participation and

inclusion, sharing information and knowledge, and respecting

families’ integrity ( Ramezani et al., 2014 ). In fact, research shows

many benefits of family interventions. For instance, the promotion

of secure parent-child bonding and relational, psychosocial support

of families improve parental and infant outcomes ( Benzies et al.,

2013 ; O’Brien et al., 2018 ; Vanderveen et al., 2009 ; Yu et al., 2017 ).

Moreover, parents need and want participatory involvement and

collaborative relationships with nurses and other health profes-

sionals during their child’s NICU stay ( Reis et al., 2010 ; Segers

et al., 2019 ; Van Riper, 2001 ). 
to work in partnership with families, and to promote infant and family

© 2019 Elsevier Ltd. All rights reserved.

Despite a clear need for and the evolving evidence of the

enefits of family interventions in neonatal care and other areas

 Chesla, 2010 ; Martire et al., 2004 ; Östlund and Persson, 2014 ),

linical adoption and consistent integration of knowledge about

artnering with and supporting families remains challenging, with

ptake being inconsistent and partial ( Bell, 2014 ; Dall’Oglio et al.,

019 ; Duhamel, 2010 ; Kuo et al., 2012 ; Pallas-Alonso et al., 2012 ).

eonatal nurses have reported a need for more organizational

upport in providing inclusive and participatory care to families

 Coyne et al., 2011 ). Barriers to implementation include inhibit-

ng organizational structures and processes, such as insufficient

ime, restricted access policy for parents, or fragmentation in col-

aborative care delivery ( Coyne et al., 2013 ; Duhamel et al., 2015 ).

egative attitudes of practitioners and insufficient competencies in

orking with families as a relational system have also been re-

orted ( Armstrong et al., 2012 ; Asai, 2011 ). 

Research that evaluates the implementation of family-centered

are in the NICU through educational activities and practice lead-

rship has identified a positive impact on nurses’ competencies

 Armstrong et al., 2012 ; Galarza-Winton et al., 2013 ; Skene et al.,

019 ). Nurses report high acceptability of such practice change ef-

orts, and experience family-centered care as beneficial ( O’Brien

t al., 2013 ; Weis et al., 2014 ). However, difficulties to apply newly

ained knowledge about family needs, participatory care delivery,

nd supportive family interventions have also been found ( Skene

t al., 2019 ; Weis et al., 2014 ). Moreover, a need for an inter-

rofessional, collaborative approach to family-centered care has

een stressed as essential to its implementation ( Macho, 2017 ;

cGrath et al., 2011 ). 

To promote a culture of strength-oriented family engagement

nd inclusion in neonatal intensive care, we introduced family

ystems care to inter-professional teams of nurses and physi-

ians working in a Neonatology Department in a Swiss, university-

ffiliated hospital. A family systems approach to care is defined as

ollaborative, participatory relational engagement and support of

amilies as an interactive system and recipient of care, and ad-

resses the need to create family-centered organizational struc-

ures and care delivery processes ( Bell, 2011 , 2013 ; Wright and

eahey, 2013 ). More research-based insights are needed to deter-

ine effective knowledge translation strategies that promote the

ull adoption of family systems care by inter-professional team of

urses and physicians in neonatal critical care ( Benzies et al., 2019 ;

kene et al., 2016 ). 

. Methods 

.1. Aim 

The aims of this study were, first, to examine the im-

act of family systems care implementation on neonatal prac-

itioners’ attitudes and practice skills in working with families;

nd second, to explore practitioners’ experience of implementing

amily systems care into their daily practices. The research ques-

ions were: (1) What is the impact of family systems care imple-

entation on practitioners’ attitudes towards families, and their

ractice skills in working with families; (2) How do practitioners

xperience implementation of this new knowledge into practice? 
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.2. Study Design 

A concurrent-complementary mixed method design was used

o investigate both outcomes and processes of implement-

ng family systems care ( Palinkas et al., 2011 ). A concurrent-

omplementary mixed method design gives equal weight to qual-

tative and quantitative data whereby the researcher collects and

nalyzes both types of data separately but in the same time frame,

hen integrates the findings during reporting ( Creswell and Plano

lark, 2011 ; Zhang and Creswell, 2013 ). It is particularly use-

ul in the context of implementation research as it allows for a

ore comprehensive understanding of knowledge translation and

ts adoption in clinical practice; that is, both implementation pro-

esses and outcomes ( Aarons et al., 2012 ; Bauer et al., 2015 ;

alinkas et al., 2011 ). To answer the first research question, a quasi-

xperimental, single group pre-post study was conducted. A qual-

tative evaluation approach was used to address the second re-

earch question ( Patton, 2014 ). This mixed method study was part

f a practice initiative in the hospital’s Women’s Health Division

 Kläusler-Troxler et al., 2019 ), which was framed by a participa-

ory, circular approach to develop practice, translate family sys-

ems care knowledge and guide implementation ( Duhamel, 2010 ;

raham et al., 2006 ; McCormack et al., 2013 ; Stringer, 2013 ). 

.3. Setting, participants, and procedures 

The study took place in one neonatal intermediate care unit and

wo NICUs (level 4) with a total of 32 beds at a major university

ospital in the German-speaking region of Switzerland. As fam-

ly systems care was implemented with inter-professional teams

f nurses and physicians, both professional groups were invited

o take part in the study. Nurses and physicians employed in the

ospital’s neonatology department at the time of baseline data

ollection were eligible to take part in the study. They needed

o hold a Swiss certification in their respective profession. Those

xpecting termination of employment within six months of pre-

mplementation data collection were excluded. No other inclusion

r exclusion criteria were defined. 

Potential participants were identified by a staff list and in-

ormed about the study through information sessions and study

yers. Recruitment occurred through an individual email invita-

ion explaining the study, which entailed a link to the question-

aire. Reminder emails were sent out twice at two-week intervals.

or qualitative data collection, a purposive sampling strategy was

sed to ensure representation of professions and units involved. A

eonatal nurse specialist and a staff physician approached nurses

nd physicians to take part and explained the focus group research.

ach potential and interested participant was sent an email invita-

ion with the study information sheet and asked to confirm their

illingness to take part before scheduling the interview. 

.4. Implementation of family systems care 

Family systems care, here defined as an inter-professional ap-

roach to care, understands families as the unit of care and aims

o engage families, to support their coping, and to strengthen their

elational interactions ( Kaakinen and Hanson, 2015 ). The imple-

ented approach was based on the Calgary Family Assessment and

ntervention Models ( Wright and Leahey, 2013 ). The Calgary mod-

ls propose specific assessment and intervention processes in rela-

ion to cognitive, affective and behavioral family functioning, which

re offered through family conversations with one or several fam-

ly members ( Wright and Leahey, 2013 ). The models were adapted

o the local context and included collaborative family meetings

pon admission, during hospitalization as necessary, for prepar-

ng transition to home, and at discharge. The family meetings
ere complemented with nurse-family and physician-family inter-

ctions through which relational system interventions were offered

 Kläusler-Troxler et al., 2015 , 2019 ). 

This inter-professional approach to family systems care was im-

lemented over an eight-month period. First, implementation oc-

urred with nurses and physicians working on the neonatal in-

ermediate care unit (Cohort 1, January–August 2017), followed by

ractitioners working on the two NICUs (Cohort 2, Mai–December

017). Implementation activities included educational workshops 

nd team-based training activities. A ten-hour educational group

orkshop (average: 13 persons) was delivered in three afternoon

essions distributed over several weeks. An advanced family nurse

MKT) leading the family systems care implementation offered the

orkshops together with a neonatal nurse specialist (BDS). The

orkshop covered family health, principles and values underlying

amily systems care, as well as family assessment and interven-

ion processes. These include: (1) listening to and understanding

he family narrative; (2) eliciting families’ perspectives and con-

erns; (3) co-creating a family genogram and ecomap to gain an

nderstanding of the families’ structures, relations, and resources;

4) inviting families to reflect on the meaning of the situation and

o ascertain family strategies to live with the situation; (5) and of-

ering commendations ( Wright and Leahey, 1999 , 2013 ). Appropri-

te instruction materials were also provided. In addition to the-

retical input, practitioners received an opportunity to reflect on

nd to practice family conversations and to apply the assessment

nd intervention processes. The three-part workshop was offered

our times over a period of four months, and was followed by a

our-month training phase aimed at consolidating family systems

are. 

Training activities aimed to support the translation of the newly

ained knowledge and modes of delivery in everyday practice, and

o create opportunities for mutual learning and reflection. They

ere facilitated by a neonatal nurse specialist, staff nurses and a

taff physician who had active roles in supporting implementation. 

raining activities included reflective practice sessions and/or case

onferences with teams ( n = 24), inter-professional continuing ed-

cation sessions ( n = 9), and peer coaching and feedback. 

.5. Data collection 

Quantitative data was obtained through an online question-

aire (RedCap©) at three time-points. Pre-implementation data

T0) was collected from November to December 2016. The first

ollow-up data collection was carried out mid-implementation

T1), after conclusion of the educational workshop at month

our (April/September 2017), and the second follow-up occurred

ost-implementation (T2), after completion of the training phase

t month eight (September 2017/January 2018). Qualitative data

as collected via focus group interviews with a subsample post-

mplementation only ( n = 2 in September 2017; n = 2 in January

018). 

.6. Quantitative measures 

.6.1. Attitudes towards families 

Attitudes towards families were measured using the validated

6-item Families’ Importance in Nursing Care – Nurses’ Attitudes

FINC –NA) refined version ( Saveman et al., 2011 ). The FINC 

–NA has

een widely used to measure the outcome of family systems care

mplementation ( Blöndal et al., 2014 ; Svavarsdottir et al., 2015 ;

veinbjarnardottir et al., 2011 ). It assesses nurses’/practitioners’

ttitudes towards the importance of involving families in care

n a 5-point Likert scale ranging from one (strongly disagree)

o five (strongly agree). In addition to the total scale (score

anging from 26 to 130), the FINC 

–NA includes four subscales
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( Benzein et al., 2008 ). Family as a resource in nursing care (Fam-

RNC; 10 items, score 10–50) captures positive attitudes towards

families (i.e. “The presence of family members gives me a sense

of security”). Family as a conversational partner (Fam-CP; 8 items,

score 8–40) focuses on the importance of participatory dialogue

with families (i.e. “I invite family members to speak about changes

in the patient’s condition”). Family as a burden (Fam-B; 4 items,

score 4–20) entails negative statements towards families, such as

“The presence of family members makes me feel that they are

checking up on me”. Family as its own resource (Fam-OR; 4 items,

score 4–20) includes statements that acknowledge families’ own

resources to cope with the situation (i.e. “I encourage families to

use their own resources so that they have the optimal possibilities

to cope with the situation themselves”). Previous studies have

demonstrated sufficient validity, with a Cronbach’s alpha of 0.90

for the total scale and between 0.73 (Fam-B) to 0.87 (Fam-RNC)

for subscales ( Saveman et al., 2011 ). It also demonstrated a high

test-retest-reliability with interclass correlation coefficients (ICC)

between 0.89 and 0.71 ( Saveman et al., 2011 ). In the current

sample, Cronbach’s alpha for the total scale was 0.89 and between

0.67 and 0.78 for subscales. 

2.6.2. Appraisal of practice skills and reciprocity 

Practitioners’ appraisal of their practice skills and reciprocity in

working with families was assessed with the 10-item Family Nurs-

ing Practice Scale (FNPS) ( Misto, 2018 ; Simpson and Tarrant, 2006 ).

The FNPS was developed based on family systems nursing and in-

cludes a total and two subscales, the practice appraisal (PA) and

nurse-family relationship (NFR) subscales. The PA measures practi-

tioners’ critical appraisal of their knowledge, skill, confidence and

satisfaction with family systems care (5 items), and includes ques-

tions such as “my skill in working with families is”, or “I feel com-

fortable in initiating family involvement in care planning”, which is

rated on 5-point-Likert scale ranging from 1 (high) to 5 (low). The

NFR subscale assesses the reciprocity present in the therapeutic re-

lationship (5 items). Item examples are “Families always approach

me about their ill relative”, or “I promote patient/family participa-

tion, choice, and control in meeting health care needs”. The scale

is reverse coded. Thus, a low mean score indicates high practice

appraisal of skills, confidence and knowledge and reciprocity, re-

spectively, whereas a higher score means lower practice appraisal

and reciprocity. With a Cronbach’s alpha of 0.84 (total), 0.85 (PA)

and 0.73 (NFR), the FNPS exhibited satisfactory internal consistency

when it was initially tested, and has been reported to be above ≥
0.85 ( Hsiao and Tsai, 2015 ) in a more recent, larger sample. Test-

retest reliability was solid with ICC coefficients between 0.87 and

0.92 ( Simpson and Tarrant, 2006 ). In the current sample, Cron-

bach’s alpha were 0.80 (total), 0.69 (PA) and 0.70 (NFR). 

The FINC 

–NA and FNPS were translated from English into Ger-

man with the permission of the authors using a four-phase pro-

cedure for the translation and cross-cultural adaptation of vali-

dated instruments ( Beaton et al., 2007 ; Martin et al., 2007 ). First,

two members of the research team fluent in both languages con-

ducted an independent forward translation, and the synthesis of

these translations were back translated separately by two profes-

sional translators. Moreover, the term nursing was replaced with

caring or care to make items applicable to other professions. 

2.7. Qualitative interviews 

To elicit practitioners’ experience with family systems care im-

plementation, four focus group interviews were held with three to

five participants each (two per cohort). Focus group interviews en-

able researchers to generate interactive data on shared, contex-

tualized practices, cultural norms, and social processes associated

with a particular topic, such as family systems care implementa-
ion ( Jayasekara, 2012 ; Onwuegbuzie et al., 2009 ; Wilkinson, 2004 ).

wo focus groups included nurses, nurse assistants, and physicians,

nd two were with nurses/nurse assistants only. One to two of the

esearchers moderated the interviews using an interview guide. In

he first portion, participants were invited to talk about their expe-

ience of implementing family systems care, including challenges

nd barriers. In the second portion, their experience of involving

nd engaging with families was elicited, including if and what they

id differently since the implementation of family systems care.

ocus groups interviews took place at a quiet room on the units,

nd lasted between 61 and 79 min. They were audiotaped, tran-

cribed verbatim, checked for accuracy. Anonymous files were en-

ered into Atlas.ti, a qualitative data analysis software to support

ata management and analysis processes. 

.7.1. Demographics 

Demographic data and professional characteristics, including

rofession, highest degree, or years of professional experience were

btained through a brief questionnaire. 

.8. Ethical considerations 

The study was reviewed by the Ethics Committee of the Canton

f Zurich, which waived the need for approval (Req-2016-00557).

he study was conducted in compliance with the national guide-

ine of Research on Humans in Health and Illness ( Swiss Academy

f Medical Sciences, 2015 ). Completion and the return of the ques-

ionnaire was considered informed consent. Focus group partici-

ants signed a written informed consent form. 

.9. Data analysis 

.9.1. Statistical analysis 

Data were exported from RedCap© directly into SPSS Version

3, and 10% of the data were controlled for accuracy. Measures

f central tendency or frequencies were computed according to

evel of data for demographic and professional characteristics,

nd for study endpoints. To determine differences at baseline be-

ween those who completed at least one follow-up data collection

ith those who did not, and between implementation cohorts,

wo-tailed independent t -tests, Mann-Whitney- U -tests or chi-

quare tests were performed according to level of data and group

izes. Despite some non-normal distribution, given the robustness

f the test, comparison over time was calculated using two-tailed,

aired t -tests. Alpha level was set at p < 0.05. With a level of 0.05

nd power of 0.80, the projected sample size needed to discern a

edium effect size of 0.5 (GPower 3.1) is approximately n = 35 for

his within group comparison. 

.9.2. Qualitative analysis 

Interview data were analyzed using inductive content analysis

o identify commonalities and differences in practitioners’ imple-

entation experience ( Elo et al., 2014 ; Graneheim et al., 2017 ).

nductive content analysis seeks to uncover both manifest (obvi-

us) and latent (hidden) meanings that are present throughout the

ata ( Graneheim and Lundman, 2004 ). First, to become familiar

ith the data, transcribed text was read and re-read by two re-

earchers (RN, SH), and preliminary ideas captured in interpretive

otes (RN). Then, meaning units; that is, phrases, sentences or

aragraphs that hold meaning in relation to the research question

ere identified, condensed, and then coded by one researcher (SH).

ext, to capture the manifest meaning, both researchers reviewed

nd discussed the codes in light of the data and early interpretive

nsights, and organized them into preliminary categories. Interview

ext was then reviewed based on these preliminary categories and

ore latent meaning uncovered. Preliminary categories were
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Fig. 1. Participant flow. 
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urther developed and grouped into more refined categories, and

hen abstracted into emerging themes regarding family systems

are implementation in clinical practice. 

.9.3. Integration of data and emergent themes 

To integrate qualitative and quantitative data, findings are dis-

layed together ( Fetters et al., 2013 ). Convergence was examined

y a focus on the extent to which both types of data corroborate

nd expand each other. 

. Results 

.1. Participant characteristics 

A total of 87 practitioners completed pre-implementation data

ollection. As two participants returned incomplete baseline data,

nd 20 participants did not complete any follow-up data collec-

ion, 65 practitioners were included in the final analysis. Fifty-

even participants completed mid-implementation data collection

T1), and 47 participants post-implementation (T2) follow-up (see

ig. 1 ). The first implementation cohort achieved higher response

ates, with 72% versus 61% at mid-implementation, and 68% versus

2% post-implementation, respectively. 

Participant characteristics are displayed in Table 1 . Those partic-

pants who returned at least one follow-up questionnaire ( n = 65)

ere statistically significantly older (37.63 ±11.49 vs. 32.55 ±7.42

ears, p = 0.024) and more experienced (14.58 ±11.75 vs. 8.88 ±6.25

ears, p = 0.006) compared to those who completed only pre-

mplementation data collection ( n = 20). All other characteristics

nd study endpoints did not differ. Moreover, the two implemen-

ation cohorts did not differ on any of the characteristics or study

ndpoints at baseline. 

Seventeen practitioners ( n = 11 nurses, n = 4 physicians, n = 2

urse assistants; 82% women) with a median age of 33 (24–57)

ears and median professional experience of 8 (1–36) years partic-
pated in focus group interviews, twelve of which had also taken

art in the pre-post study. 

.2. Implementation outcomes 

Comparison of pre- and mid-implementation data ( n = 57)

emonstrated no change in practitioners’ attitudes towards the

mportance of involving families in care on the total scale of the

INC 

–NA or any of the subscales ( Table 2 ). At pre-implementation,

 vast majority held positive or very positive attitudes towards

he importance of families in care ( n = 61 of 65, 93.9%), which

emained high at mid-implementation ( n = 55 of 57; 96.5%). In

ontrast, a statistically significant increase was found in practi-

ioners’ practice appraisal of skills, knowledge, confidence and

atisfaction (FNPS-PA), the participation and reciprocity present

n the therapeutic relationship (FNPS-NFR), as well as the total

core of the FNPS. While 27.7% of practitioners ( n = 18 of 65)

ppraised their practice skills/reciprocity to be high or very high

t pre-implementation, the proportion increased to 52.6% ( n = 30

f 57) at mid-implementation. 

When comparing pre- and post-implementation ( n = 47), the

ame pattern persisted. Attitudes towards families (95.8% holding

ositive or very positive attitudes) remained stable in comparison

o pre-implementation ( Table 2 ). A sustained, statistically signif-

cant increase was found in the total FNPS score (51.1% high to

ery high skills/reciprocity), as well as for its two subscales (FNPS-

A, FNPS-NFR). There was no statistically significant difference be-

ween mid- and post-implementation in terms of both attitudes

nd practice skills/reciprocity ( n = 39). 

.3. Implementation processes 

Focus group participants ( n = 17) experienced implementation

ike a wheel that moved forward and stood still again, depend-

ng on the amount of friction or challenges that occurred during
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Table 1 

Pre-implementation participant characteristics. 

Nurses Physicians 

( n = 56) ( n = 9) 

Age, median (range) 34.5 (41) 41.00 (26) 

Gender, female, n (%) 54 (96.4) 6 (66.7) 

Highest degree, n (%) 

Diploma 44 (78.6) –

Bachelor’s degree or similar 12 (21.4) –

Master’s degree – 2 (22.7) 

Doctoral degree – 7 (77.8) 

Professional experience in years, median (range) 10.50 (43) 14.00 (27) 

Prior course in family care, yes, n (%) 11 (19.6) –

Prior experience of illness in own family, yes, n (%) 32 (57.1) 7 (77.8) 

Attitudes towards families (FINC–NA a ), median (range) 

Total score (26–130) 104 (58) 104 (25) 

Family as a resource in care (Fam-RNC; 10–50) 38 (24) 40 (11) 

Family as a conversational partner (Fam-CP; 8–40) 33 (23) 32 (12) 

Family as a burden (Fam-B; 4–20) 15 (11) 17 (4) 

Family as its own resource (Fam-OR; 4–20) 17 (9) 17 (5) 

Skills/reciprocity in working with families (FNPS b ), median (range) 

Total score 2.4 (3) 2.4 (1) 

Practice appraisal (PA) 2.4 (2) 2.6 (1) 

Nurse-family reciprocity (NFR) 2.4 (3) 2.4 (1) 

a Families’ Importance in Nursing Care – Nurses’ Attitudes, high score = positive attitudes. 
b Family Nursing Practice Scale; score 1–5; low score = high practice skill/reciprocity. 

Table 2 

Comparison of practitioners’ attitudes and skills/reciprocity pre-mid-post implementation. 

Pre-mid analysis of n = 57 paired dataset Pre (T0) Mid (T1) t- Stat p -Value Lower CI a Upper CI a ES b 

Attitudes towards families (FINC –NA c ), mean ( ±SD) 

Total score (26–130) 101.60 ( ±12.71) 103.25 ( ±13.81) −1.078 0.286 −4.715 1.416 −0.29 

Family as a resource in care (Fam-RNC; 10–50) 038.02 ( ±5.19) 038.35 ( ±5.54) −0.514 0.609 −1.633 0.966 −0.14 

Family as a conversational partner (Fam-CP; 8–40) 031.65 ( ±5.14) 032.42 ( ±5.44) −1.131 0.263 −2.139 0.595 −0.30 

Family as a burden (Fam-B; 4–20) 015.26 ( ±2.93) 015.32 ( ±2.76) −0.173 0.864 −0.664 0.558 −0.05 

Family as its own resource (Fam-OR; 4–20) 016.67 ( ±2.23) 017.16 ( ±2.32) −1.806 0.076 −1.036 0.054 −0.48 

Skills in working with families (FNPS d ), mean ( ±SD) 

Total score 002.33 ( ±.51) 002.03 ( ±.45) 5.026 0.000 0.184 0.427 1.36 

Practice appraisal (PA) 002.34 ( ±.54) 002.01 ( ±.47) 4.750 0.000 0.192 0.472 1.28 

Nurse-family reciprocity (NFR) 002.33 ( ±.61) 002.05 ( ±.54) 3.615 0.001 0.124 0.433 0.98 

Pre-post analysis of n = 47 paired dataset Pre (T0) Post (T2) 

Attitudes towards families (FINC–NA c ), mean ( ±SD) 

Total score (26–130) 102.34 ( ±13.24) 102.87 ( ±13.07) −0.367 0.715 −3.449 2.386 −0.11 

Family as a resource in care (Fam-RNC; 10–50) 038.17 ( ±5.75) 038.45 ( ±5.30) −0.469 0.642 −1.465 0.912 −0.14 

Family as a conversational partner (Fam-CP; 8–40) 031.92 ( ±5.03) 032.04 ( ±5.26) −0.190 0.850 −1.446 1.196 −0.06 

Family as a burden (Fam-B; 4–20) 015.69 ( ±2.78) 015.35 ( ±2.60) 1.029 0.309 −0.318 0.985 0.30 

Family as its own resource (Fam-OR; 4–20) 016.50 ( ±2.37) 016.96 ( ±2.31) −1.532 0.132 −1.060 0.144 −0.45 

Skills in working with families (FNPS d ), mean ( ±SD) 

Total score 002.33 ( ±.53) 002.00 ( ±.34) 4.767 0.000 0.192 0.472 1.41 

Practice appraisal (PA) 002.31 ( ±.51) 001.97 ( ±.49) 4.600 0.000 0.194 0.495 1.36 

Nurse-family reciprocity (NFR) 002.35 ( ±.63) 002.03 ( ±.44) 3.606 0.001 0.141 0.497 1.06 

Mid-post analysis of n = 39 paired dataset Mid (T1) Post (T2) 

Attitudes towards families (FINC–NA c ), mean ( ±SD) 

Total score (26–130) 104.08 ( ±13.84) 103.15 ( ±13.79) −0.651 0.519 −1.964 3.792 0.21 

Family as a resource in care (Fam-RNC; 10–50) 028.44 ( ±5.56) 038.56 ( ±5.50) −0.226 0.823 −1.728 1.022 −0.07 

Family as a conversational partner (Fam-CP; 8–40) 032.60 ( ±5.71) 031.95 ( ±5.56) −0.898 0.375 −0.814 2.114 −0.29 

Family as a burden (Fam-B; 4–20) 015.48 ( ±2.63) 015.48 ( ±2.76) −0.000 1.000 −0.746 0.746 −0.00 

Family as its own resource (Fam-OR; 4–20) 017.15 ( ±2.45) 017.08 ( ±2.35) −0.243 0.809 −0.550 0.700 −0.08 

Skills in working with families (FNPS d ), mean ( ±SD) 

Total score 002.00 ( ±.49) 002.00 ( ±.45) −0.095 0.925 −0.118 0.107 −0.03 

Practice appraisal (PA) 002.01 ( ±.47) 001.98 ( ±.50) −0.380 0.706 −0.114 0.167 0.12 

Nurse-family reciprocity (NFR) 001.98 ( ±.57) 002.02 ( ±.54) −0.518 0.607 −0.181 0.107 −0.17 

a 95% confidence interval of difference. 
b Effect size, Cohen’s d = 0.2–0.4 small effect, 0.5–0.8 median effect, > 0.8 strong effect. 
c Families’ Importance in Nursing Care – Nurses’ Attitudes, high score = positive attitudes. 
d Family Nursing Practice Scale; score 1–5; low score = high practice skill/reciprocity. 
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Fig. 2. Practitioners’ family systems care implementation experience. 
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heir everyday, clinical work with families and the organizational

ontext on the one hand and family systems care implementation

trategies on the other ( Fig. 2 ). At the core of the “implementation

heel” is practitioners’ adoption of family systems care in their

ay-to-day work with families, which involves attitudes and prac-

ices that have intensified or changed following educational work-

hop and training activities (Theme 1). Clinical uptake of family

ystems care, however, was fraught with challenges that occurred

s a result of unit policies or timetables, different views regarding

he extent of family involvement, as well as the newborn’s con-

ition, family situation and needs (Theme 2). When many chal-

enges were present, friction increased and family systems care

doption slowed down. When navigated successfully, family sys-

ems care uptake accelerated, like the function of a wheel’s ball

earing. Organizational context as well as implementation strate-

ies functioned as enabling or limiting factors of implementation,

ith enabling factors facilitating a forward movement and limiting

actors as standstill, like the amount of air and the profile of a tire

Theme 3). Quotes are presented in Table 3 . 

.3.1. Theme 1 – working with families 

Practitioners described that they had gained a new awareness

or the family as a larger system beyond the newborn-mother-

ather-triad (1a). Many felt that they did not necessarily “do other

hings”, but approached families with a different intent and recog-

ized the centrality of family in neonatal care (1b). Practitioners

ointed out that they had become more welcoming and interested

n parents’ well-being and lifeworld outside the NICU (1c). 

This new awareness meant that practitioners engaged more in-

entionally with families and tried to build a relationship with them

s soon as the newborn was admitted. This enabled them to get

o know the family and determine support needs (2a). Moreover,

ractitioners described how they continued to personally relate to

amilies, as they met on a regular basis with them and had brief

onversations at the bedside, which promoted a relational continu-

ty for families (2b). 
Involving and enabling families in caring for their newborn was an

ssential family-centered practice, which developed from a longer

radition of family involvement in neonatal care and an awareness

f the importance of parents for the well-being of their newborn

3a). Practitioners stressed that following implementation activi-

ies, they did this more attentively and more tailored to parents’

eeds (3b). Practitioners intentionally built on the parents’ capac-

ty and encouraged families to provide care despite the newborns’

ragility, while respecting preferences for involvement (3c). 

Practitioners started to offer new family systems interventions ,

uch as getting to know the family as a larger system, recogniz-

ng resources and capacities, and offering commendations. For in-

tance, the newly introduced collaborative family admission and

ollow-up meetings were experienced as beneficial (4a). Doing

amily meetings together enabled nurses and physicians to get

o know the family by intentionally listening to their story of

he birth, and to document the family situation in a structured

nd comprehensive way (4b). Using a genogram and ecomap in-

reased practitioners’ understanding of the family situation, which

nformed further interactions with families (4c). Practitioners also

escribed how getting to know the family enabled them to better

scertain families’ resources and capacities (4d). They started to in-

entionally express understanding and appreciation to families for

heir effort s and ways of coping with the situation as a family, and

nderstood it as a purposefully used family support intervention

4e). 

.3.2. Theme 2 – navigating challenges 

Uptake of family systems care was confronted with challenges

rising from tensions between working in new ways with families

nd an organizational context that lacked family-centered struc-

ures and processes. For instance, tensions arose in relation to the

eaning of being and acting in family-centered ways . One of the

ain challenges that practitioners faced in adopting family systems

are was how to determine the degree of family involvement in

ay-to-day care (5a), and how to discern the extent to which fami-

ies’ preferences should be acted upon (5b). Practitioners described
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Table 3 

Themes present in practitioners’ implementation experience with quotes. 

Themes Categories Quotes 

Working with 

families 

1. Having a new 

awareness for 

families/( −) 

FINC–NA 

1a) (What I do differently is that I) find out about the (family) network a bit more, I’ve never asked before. (…). I am 

much more interested if there is a grandmother or someone else who the father can call up when needed. (nurse, 

P2:21) 

1b) I think you do things more intentionally. Before, you used to tell parents that they are doing a great job or 

something similar, and today you do it with a background. (nurse, P1:24) 

1c) They do bring their lives with them and I have the impression that this is given more space. It has increasingly a 

place (in our work with parents), there is space for it now. (nurse, P1:97) 

2. Intentionally 

engaging with 

families/( + ) FNPS 

2a) They do talk more, and more openly to you, which makes you realize where they need help and where they are 

already supported. (nurse, P1:32) 

2b) It’s not just the family meetings, but the things that happen in-between. They can ask questions anytime and we 

try to answer them, also (with the aim) to ensure some sort of continuity. (nurse, P4:105) 

3. Involving-enabling 

families in caring 

for their 

newborn/( + ) FNPS 

3a) I certainly focus MORE on parents, I try to involve them more. I just do the things they would like to, to support 

them and to promote their autonomy, as a parent (nurse, P1:38). 

3b) To take their own baby clothes or a kerchief, then to let them breastfeed even when it is not really necessary (….), 

to say: okay, the baby will be tube-fed after breastfeeding for two more days if that is IMPORTANT to the mom. Or to 

ask what they wish (to do). To offer things (they can do), to really enable a sort of family life in this context, at least 

in some rudimentary ways. To find out what else they may need and what I can offer (nurse, P1:84). 

3c) I do believe that you do have to build it up step-by-step, guided by what the parents would like and are able to do. 

Some parents don’t want to change nappies for a long time, simply because they are afraid. I think it is important to 

respect that and to find out what else they can do for their baby. Before discharge, they will eventually have taken 

over, which is great, it gives them a sense of security. It is about encouraging and inviting them, but not overdoing it 

nor asking for too little. It’s really about going the way with them (nurse, P1:39–40). 

4. Offering family 

systems 

interventions/( + ) 

FNPS 

4a) (I appreciate) that I can collaborate with parents. That we are a team. That you support parents’ resources and act 

upon them, which is helpful for us too. (nurse, P1:10) 

4b) What has changed for me is that I stay until the end (of family meetings). Sometimes you used to – you rushed 

through family meetings, and then I rushed off when I had done my part, and then the nurses did their part. That 

doesn’t happen anymore. I remain in the meeting and listen. And they have, I believe, become more interactive. 

(P2:33; physician) 

4c) I realized that the genograms and ecomaps are really helpful to get an overview, to see what the family situation 

looks like. (To figure out) where we can tap into for support and where we need to offer support. We can consult it 

anytime and parents do not have to tell the same things three times. (nurse, P2:1/67) 

4d) I meet parents where they are at with their situation, and I try to incorporate things, their resources. What do they 

bring to it? What are the things they are able to do and what are the things that they may not be able to 

accomplish? (physician, P3:14) 

4e) (I appreciate) that I can strengthen families and say, for instance: «Look, you are doing a great (parenting) job, you 

can’t do everything, it is simply not possible given the circumstances, but you are doing the best you can in this 

situation”. (nurse, P3: 184) 

Navigating 

challenges 

5. Figuring out the 

meaning of 

being/acting in 

family-centered 

ways 

Negotiating the extent of family-centeredness 

5a) Well, to strike a balance, to ascertain the parameters that //several participants agree// are a given. It’s walking a 

tightrope. Because there has been an increased awareness (in our team): “We provide family-centered care and we 

really want to involve parents a lot”. (nurse, P4: 33) 

5b) Very often, we have to find a compromise between parents’, or mother’s ideas and what is feasible on the unit. 

Sometimes, this is not easy to accomplish. Well, yes, we could…, we do have some room for maneuvering, but not 

endlessly. (nurse, P4:49) 

5c) For instance, parents who have ideas such as: “I would like to breastfeed, and no pacifier, no bottle”, and that is 

simply not possible here. Because, well yes, parents are not here for 24 h. We can’t ensure that. And it’s difficult to…

you have to explain it to them REPEATEDLY at multiple time-points. (nurse, P1:50) 

5d). The physicians said: “No way!” And I found that we could try (giving vitamins) to see how it goes and evaluate it 

for the mother to know. Well, okay, then the mother would have felt more like we at least trying to act upon her 

preferences. (nurse, P1:13) 

Complying with - circumnavigating rules 

5e) Visiting times is a huge issue. When grandparents would like to visit, it is difficult for us to say: “Well, no, actually 

(you can only) come on the weekend”. We do make exceptions. In fact, I have the impression that we increasingly 

make exceptions (nurse, PS:75) 

6. Delivering family 

systems care at the 

point of need in 

consistent and 

collaborative ways 

Working collaboratively with families 

6a) Well, why participating in the first family meeting when I don’t have a chance to speak? To play the note-taker is 

not really attractive nor the purpose of things. We will need to take this up (in our team), also because we do have 

different (professional) training and levels of expertise. Some dare to say something, others don’t. (nurse, P3:82) 

6b) We start (family meetings) with: “What concerns you most?”, but often, you fall back into the old scheme. You ask 

how they are and then you talk the whole time, giving a lot of information and you’re not really (focusing on 

families). (nurse, P4, 131) 

Scheduling family meetings 

6c). Then you don’t have time to meet with families, or you do it in a rush, and that stresses us, because it is not only 

one baby, there are many babies and families we need to talk to. We also lack meeting rooms or meetings take place 

at the same time (nurse, P2:87), 

6d) Well, the first meeting with families lasts longer. You have to take more time because you let them talk more and 

you do the assessment. She (physician) just said that she stays until the end, which takes more time. Maybe it is an 

investment, and parents are more satisfied and less worried. Things do not always work out and if they don’t, it is a 

bit easier (to talk with parents about it). (nurse, P2:38) 

Working with families in complex situations 

6e). Well, it is super difficult. In the NICU, when parents aren’t satisfied, they aren’t. You can talk to them as often as 

you want, it is almost impossible to get the connection going again. To get to a father whose child has meningitis 

and who is frantic, is very, very challenging. Or to get a connection going to a mother with twins who is unable to 

cope with her own situation is so difficult. We have to stay on the ball. 

( Continued on next page ) 
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Table 3 ( Continued ). 

Themes Categories Quotes 

Enabling- 

limiting 

factors 

7. Feeling supported 

in learning family 

systems care 

Learning to practice family systems care as a team 

7a) The training was multiprofessional, so we are on the same page. And we know how to talk about it, and what is 

meant by it. I do think that has made things easier (nurse, P2:36) 

Developing practice knowledge and skills 

7b) (It could have been) more practical, less theoretical, for instance, using difficult conversations that we’ve had to 

learn how to best communicate when families are hypercritical or upset. How do you deal with a mother whose 

husband is not around and who complains about it to you, things like that. (nurse, P3:129) 

7c) Spirituality, other cultures, things like that, things I do not know enough about. What is important for them, what 

do you need to take into account when someone is a Muslim or Hindu. I would have liked to learn more about that 

(nurse, P3:38) 

8. Feeling left alone 

during 

consolidation 

Lack of structure and guidance for consolidation of family systems care 

8a) It is crazy, but in a way, the entire effort with the educational sessions and all that is now completed, but for US, 

things are just starting out. And we have zero support. (nurse, P1:111) 

8b) Shortly after the educational sessions, everything was fresh in the mind, and now with the entire staff turn-over, 

things are lost again. If we want to keep it going, we need refresher courses (nurse, PS: 26/54) 

Feeling thrown in at the deep end 

8c) In my role I have a certain responsibility (for implementation) and I didn’t have a clue. I was not prepared at all. 

We received tools and documents and I felt like I should have known about these things a bit in advance, to be 

ready. To be able to explain to my colleagues: “That is what it means”, which was not the case. It was like, “Here you 

go, this is a list of your responsibilities” and that was it. And “Now you also moderate case conferences”. And full 

stop. Well, this part was missing (nurse, P1:110) 

Lack of accountability 

8d) After the educational part, it remained ambiguous, well, are we doing it now? Are we doing it right? Well, it was 

handled very differently among team members (nurse, P4:122) 

9. Organizational 

enabler: 

multi-professional 

approach 

Collaboration 

9a) If we would not use a team approach – include nurses and physicians – the essence of family-centered care would 

be lost (physician, P2: 105) 

9b) I’ve had the experience that the collaboration with physicians works out better, particularly with children whose 

situation is complex. For example, we schedule another family meeting right away, which we have never done before 

(nurse, P1:19) 

10. Organizational 

disablers: 

insufficient 

capacity and 

continuity 

Staffing 

10a) Well, really lack of staff. We constantly have shifts that are understaffed. During which you have to set priorities: 

“That’s important, that needs to be done”, and other things have less priority. Well, and with families, things like 

that get left out (nurse, P4:19) 

Workload 

10b) Since we officially introduced family-centered care, we often say: «Well, I should actually act in family-centered 

ways, but I don’t have the capacity”. That is what I hear most (nurse, P1:58) 

10c) (You are in a) dilemma, right. Kangaroo is a good example. A huge mess on the unit and parents say to you: “I 

would like to do kangaroo.” Well, great, what do you do? Do I make parents sad by saying: “I’m sorry, you can’t”. 

That’s no good. Well, and with the baby who, who, theoretically, it would be something good for THE child who 

could get kangaroo, they are usually calmer and more relaxed afterwards, I have to stress that. But the entire effort, 

well it is…. Well it makes things very difficult (nurse, P3: 65) 

10d). Family meetings get cancelled first. When things get precarious on the unit, family meetings don’t take place. 

And I find this, well, it happens to me too, right, but I think it is a shame (nurse, P1:66) 

Staff continuity 

10e) Well, staff continuity is a sensitive topic (several laugh). Because the only thing that distinguishes our NICU is that 

we don’t have any continuity. (physician, P2: 104) 

10f). When coordination is lacking, work gets piled up and then it is difficult to collaborate with parents in a way we 

would like to (nurse, P3: 117) 

( + ) convergence/( −) divergence. 

FINC–NA = Families’ Importance in Nursing Care – Nurses’ Attitudes Scale. 

FNPS = Family Nursing Practice Scale. 
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themselves. 
alking a tightrope between meeting families’ needs and prefer-

nces regarding involvement and care for their newborn, and the

rganizational context and care culture (5c), which required a dis-

ussion among team members as well as with families about how

o best work together to meet families’ needs (5d). As practitioners

tarted to work with families in new ways, they felt constrained by

r in conflict with rules that were not necessarily family-centered,

uch as visitation policy or fixed times for mothers to bring ex-

ressed milk to the unit (5e). As they started to bend those rules,

hey experienced tensions with families and colleagues, and had to

ustify those restrictions or exceptions. 

The delivery of family systems care at the point of need in consis-

ent and collaborative ways required nurses and physician to agree

pon a collaborative way of holding family meetings together,

hich was not always easily achieved (6a). Nurses felt insecure

n carrying out a family assessment. Therefore, they often left the

rawing of a genogram and ecomap to physicians. While practi-

ioners strived to use the new family systems care format for con-

ucting family meetings, which included more open listening and
se of therapeutic questions, they also fell back on their old ways

f doing things (6b). 

Scheduling family meetings was a major challenge in imple-

enting the structures associated with family systems care. Offer-

ng family meetings was at odds with the units’ busy timetable

nd lack of suitable rooms. The divergent shifts and schedules of

urses and physicians, together with families’ need to meet later in

he day made it difficult to arrange meetings. This meant that fam-

ly meetings were often squeezed into an already tight timetable,

nd difficult for nurses and physicians to fit into their work rou-

ines (6c). Moreover, meeting with families required a time com-

itment, causing it to compete with other core responsibilities

6d). 

Engaging with families when situations were complex, whether

ue to the family or the illness situation, left practitioners in

eed of additional learning (6e). Practitioners also stated that they

eeded better auxiliary structures for psychosocial support, and a

roader overview of support services available to young families
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3.3.3. Theme – enabling-limiting factors 

Practitioners described enabling and limiting factors in rela-

tion to the implementation process. Both nurses and physicians

had experienced team-based educational workshop as supportive , as

it gave them a sense of confidence and sharpened their awareness

of the importance of families in the NICU. It was also helpful to

learn new skills, such as conducting a family assessment. The fact

that the workshop was delivered to nurses and physicians together

was considered essential (7a). However, practitioners also felt that

the educational content covered too much theory regarding fam-

ily health and family systems care. They further asserted that the

workshop did not provide not enough opportunity to develop skills

in working with families and offering systemic interventions, such

as how to communicate with and support families in difficult sit-

uations (7b), and to learn about culture and spirituality (7c). Some

experienced the workshop as a repetition of basic training, and

thought that a condensed version would have sufficed. The for-

mat of the workshop (three half-days) was experienced as stress-

ful, as they had to first conclude their clinical work and then

rush off to the sessions. Nonetheless, the opportunity to review

and repeat content covered in previous sessions was considered

helpful. 

During the training phase of the implementation, practitioners

in neonatal care felt left alone. Practitioners lacked support and

structure for the consolidation of family systems care (8a). High

nurse turn-over and workload, as well as changes in project lead-

ership meant that training activities, such as case conferences, re-

flective practice sessions, or peer feedback occurred more sporadic

than intended (8b). Although practitioners engaged in case confer-

ences, which they found useful for learning and consolidating, they

stressed that they struggled to keep implementation going. Those

playing an active role in supporting implementation felt that they

had been insufficiently included in the planning of implementa-

tion strategies, and felt ill prepared (8c). In addition, some team

members stuck to the old ways of doing things, which left others

unsure regarding the team’s accountability toward adopting family

systems care (8d). 

In terms of organizational factors, practitioners regarded the

inter-professional commitment to family systems care implementa-

tion as essential (9a). Both nurses and physicians stated that the

family systems care approach had strengthened their collaboration

(9b). Practitioners reported that family systems care occurred in

those moments in which there was room for maneuvering, both

in terms of time and organizational structures. In contrast, lack

of staff capacity was seen as limiting uptake of family systems

care (10a), and had overshadowed their implementation efforts

(10b), particularly as implementation occurred in a period dur-

ing which the units were short-staffed. Insufficient staff capacity

meant that practitioners had to make decisions about priorities of

care. Family-centered practices, such as supporting bonding (10c)

and family meetings (10d) were often omitted when time pres-

sures and workload increased. In addition, lack of staff continu-

ity stifled practitioners’ effort s to provide relational family systems

care over time (10e). Due to lack of staff continuity and shift work,

consistent, collaborative work with families was difficult to actu-

alize (10f) despite an organizational approach to care delivery in

which each family was assigned a primary nurse and physician.

Overall, despite being approximately eight months into implemen-

tation, focus group participants talked about family systems care

adoption as a process that was still in its early days. 

4. Discussion 

Using a mixed method approach, this study investigated nurses’

and physicians’ experience of shared family systems care imple-

mentation in neonatal care, and examined the impact of im-
lementing family systems care on their attitudes towards and

kills/reciprocity in engaging with parents and the larger family

ystem. Only a few studies have explicitly focused on family sys-

ems care implementation processes or outcomes in the context of

amily-centered neonatal care ( Armstrong et al., 2012 ; Skene et al.,

019 ; Weis et al., 2014 ). In contrast, clinical uptake of family sys-

ems care knowledge has been more widely studied, albeit exclu-

ively with nurses ( Duhamel et al., 2015 ; Eggenberger and Sanders,

016 ; Svavarsdottir et al., 2015 ). 

As with other implementation studies regarding family systems

are, this study found no significant changes in practitioners’ at-

itudes following implementation in the quantitative evaluation

 Blöndal et al., 2014 ; Svavarsdottir et al., 2015 ). One reason for un-

hanged attitudes as measured with the FINC 

–NA might be that

tudy participants already scored high at pre-implementation com-

ared to other nurses working in different clinical areas ( Fernandes

t al., 2015 ; Hsiao and Tsai, 2015 ; Luttik et al., 2017 ; Naef et al.,

019 ). During focus groups, practitioners confirmed that involving

arents in the care of their baby was an intensification of a family-

entered practice rather than something new. Qualitative data did

ndeed reveal a change in awareness towards the importance of

he wider family system in neonatal care, which has also been de-

cribed in other studies ( Axelin et al., 2014 ; Skene et al., 2019 ).

n that, quantitative and qualitative data diverge somewhat around

ractitioners’ attitudes towards the importance of involving fami-

ies in the care. 

In terms of practice skills, both qualitative and quantitative data

evealed increased competencies in working with families. Pre-

ost comparison demonstrated that practitioners felt more skilled,

nowledgeable, confident and satisfied with their clinical work

ith families, and engaged in more relational reciprocity follow-

ng the implementation activities. Such an increase in practice

kills and reciprocity is consistent with other evaluations of ed-

cational interventions used to implement family systems care

ith nurses ( Duhamel et al., 2015 ; Eggenberger and Sanders, 2016 ;

artin et al., 2007 ), which have been found to increase job sat-

sfaction and inter-professional collaboration, and to enhance sup-

ort and relational partnership with families. Participants in this

tudy described new ways of working with families, such as inten-

ional, relational engagement with parents and other family mem-

ers over time (convergence with FNPS-NFR). Further examples in-

lude creating more opportunities for family participation in the

are of their newborn in ways more tailored to parents’ prefer-

nces and needs, and for supporting families by regular dialogue

nd strengths-oriented interventions (convergence with FNPS-PA).

s such, both qualitative and quantitative findings suggest that

ractitioners felt better enabled to care for families, and reveal a

ractice change towards family engagement following the imple-

entation activities. 

Research has recognized that adoption of a family-centered

hilosophy in neonatal care has often been inconsistent, despite

amily-centeredness being experienced as useful and appropriate

or neonatal care ( Armstrong et al., 2012 ; Coyne et al., 2013 ;

eis et al., 2014 ). A similar pattern emerged in this study, with

ome practitioners being actively engaged in family systems care

pplication while experiencing inconsistent use of new family care

rocesses, such as family meetings, by some colleagues. While a

ollaborative approach to family systems care implementation and

elivery was seen as invaluable, the somewhat rigid unit structures

i.e. visitation policy, timetables) and diverging work schedules of

urses and physicians meant that they lacked shared space to offer

oordinated, consistent and participatory care to families. Coupled

ith workload and insufficient staff capacity, family systems care

ptake was hindered, and family interventions omitted. A need for

ore organizational and managerial support over longer periods

f time for delivering family systems care became clearly evident
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n this study, and has been previously stressed ( Coyne et al.,

011 ; Duhamel et al., 2015 ). Findings of this study confirm that

hallenges faced in family systems care implementation are closely

inked to organizational issues, such as staff capacity and unit

ules and policies. Indeed, the importance of a flexible, receptive

nd supportive context, which includes a learning care culture,

eadership support, and sufficient resources, is key to adopt new

nowledge and change practice patterns ( Harvey and Kitson, 2016 ).

No change was discerned between mid- and post-

mplementation, which suggests that the positive effect on

ractitioners’ practice skills and reciprocity occurred due to the

ducational workshop. Similar to other studies, practitioners felt

he family systems care educational workshop to be useful and

eneficial for shared, inter-professional uptake despite some nega-

ive feedback on format, duration, content and didactics. However,

ractitioners identified a need for ongoing support and mentoring

o promote full-scale adoption and penetration of family systems

are in neonatal care ( Galarza-Winton et al., 2013 ). The need

or skilled, ongoing facilitation has been described as the active

ngredient to successful practice change ( Harvey and Kitson, 2016 ;

essard et al., 2016 ; McCormack et al., 2013 ). Although practice

kills could be maintained following the educational workshop,

eam-based training activities did not lead to a further strength-

ning, which was contrary to our expectation. One reason might

e that – according to focus group participants – the intended

raining activities did not take place as often as planned (i.e. case

onferences) or not at all (i.e. peer feed-back) due to a lack of

mplementation support and insufficient staff capacity. A lack of

reparedness of those with an active role in supporting imple-

entation and facilitation of the practice change might be another

eason. 

This study thus suggests that the use of implementation strate-

ies, such as education and training of practitioners and teams

lone are insufficient to ensure full adoption of new knowledge

nd model of care delivery. Attention to the context in which the

mplementation occurs is also needed. Indeed, the complex inter-

lay of evidence and innovation, context, stakeholders and facil-

tation is at the core of successful implementation ( Harvey and

itson, 2016 ; Rycroft-Malone et al., 2013 ). In addition, proactive

nd sustained facilitation of a practice change towards participa-

ory family engagement and inclusion in neonatal care over time

ay be a required core strategy to promote and sustain full adop-

ion of family systems care ( McCormack et al., 2013 ). Future imple-

entation research will need to draw on frameworks, such as the

ntegrated Promoting Action on Research Implementation in Health

ervices (i-PARIHS), and assess not only implementation outcome

nd processes, but the role of context in uptake of new knowledge

nd successful practice change ( Diffin et al., 2018 ; Harvey and Kit-

on, 2016 ). More research that draws on complexity science and

pecific implementation designs ( Curran et al., 2012 ; Greenhalgh

nd Papoutsi, 2018 ; Proctor et al., 2011 ) is necessary to better un-

erstand effective family systems care implementation strategies,

he role of context, as well as the impact of such implementation

ffort s on infant/family outcomes and experiences of care. 

.1. Strengths and limitations 

The use of a mixed method design enabled a nuanced and com-

lementary understanding of the impact of a family systems care

mplementation activities on neonatal practitioners’ attitudes/skills

s well as implementation experiences. The fact that both nurses

nd physicians could be included, albeit in small numbers, is a

trength of this study. The psychometric properties of the mea-

ures used are satisfactory, although they have not yet been val-

dated in German. The use of self-report measures, in contrast

o observation, denotes a limitation of this study. Data on imple-
entation fidelity were not systematically collected, and follow-up

as concluded after eight months, which comprise limitations to

his study. Nonetheless, changes could be ascertained over time,

nd qualitative data provided some insights regarding implemen-

ation experience and associated outcomes. Power analysis con-

rmed the adequacy of the sample size. Four focus groups are

onsidered an adequate sample size to answer the research ques-

ion around implementation experience ( Guest et al., 2017 ). How-

ver, the use of a convenience sample, the lack of randomization

nd control groups limit the generalizability and transferability of

tudy results. It is very likely that those practitioners already favor-

ble towards family-centeredness were more likely to have partic-

pated in follow-up data collection. Moreover, they were older and

ore experienced; both characteristics that have been associated

ith more positive attitudes towards family engagement, also in

his sample ( Hsiao and Tsai, 2015 ; Luttik et al., 2017 ; Svavarsdottir

t al., 2018 ). Two of the focus groups included fewer than five per-

ons, arising from short-term cancellation due to workload. Despite

hese limitations, this study provides valuable insights into family

ystems care implementation in the context of neonatal care. 

. Conclusions 

Participants in this mixed method study described numerous

ays in which they applied family systems care in neonatal in-

ensive and intermediate care units following its inter-professional

mplementation. Pre-post comparison revealed positive effects on

kills/reciprocity, but not on attitudes, which is most likely at-

ributable to the educational component of the implementation

trategies. However, qualitative data demonstrated a greater aware-

ess for families and more intentional engagement and inclusion of

amilies. Practitioners experienced family systems care implemen-

ation and adoption like a wheel that moved forward or stood still

n the road towards full adoption, depending on the challenges

aced and the predominance of enabling versus limiting organiza-

ional and implementation factors. 

This study reveals a need for collaborative, inter-professional

mplementation of family systems care in the context of neona-

al care. Successful adoption of family systems care in practice is

etermined by the extent to which organizational structures and

olicies are flexible and family-friendly. Staff capacity and conti- 

uity also play an essential role in consistent delivery of family

ystems care. A combination of implementation strategies, such as

ducation, training opportunities, and mentoring offered over time

re most likely to enable practitioners and teams to work in part-

ership with families, and to promote infant and family health and

ell-being in neonatal care. Attention to the organizational context

n which such a practice change towards proactive family engage-

ent, inclusion and support is implemented is also necessary in

rder to enable practitioners and teams to achieve the full poten-

ial of a family systems care approach on neonatal units. 
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