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for using a comprehensive system of evidence‑based 
interventions[4] and family has always been the mainstay 
of care in these patients.[5]

In conjunction with medication and psychotherapy, the 
World Health Organization (WHO), Ministry of Health, 
Scottish Intercollegiate Guidelines Network (SIGN), 
and the National Institute for Health and Clinical 
Excellence (NICE) recommended involving families 
at all stages of mental illness to support individuals 
with CMI.[6‑12] In addition to psychotherapy, it is 
recommended that individuals with CMI engage in 
family interventions and caregiver involvement as 

INTRODUCTION

Chronic mental illnesses (CMIs) such as major depressive 
disorder, schizophrenia, and bipolar mood disorder 
have significant difficulties for patients and impose a 
considerable burden on caregivers.[1] For individuals 
with CMI, drug therapy is a popular treatment option; 
it is of note that long‑term use of antidepressants, 
antipsychotics, and mood stabilizers can give rise to 
unpleasant side effects.[2] Therefore, individuals with 
CMI may struggle to receive therapies and may suffer 
from social, functional, and psychological problems.[3] 
In chronic mental health treatment, patients are cared 
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well. NICE, SIGN, and WHO identify that caregivers 
of patients with CMI should involve in care planning, 
decisions, and sharing of information, respectively.[10,11,13] 
The purpose of using family‑centered collaborative 
care (FCCC) is to enhance an individual’s general and social 
functioning, to achieve appropriate care, communication, 
adherence to treatment, quality of life, safety, and family 
support (FS), and to reduce positive and negative symptoms, 
relapse rate, and re‑hospitalization.[14‑24]

The focus of this review is on the use of FCCC by individuals 
with CMI. One of the four major objectives of the Mental 
Health Action Plan 2013–2020 is to provide comprehensive, 
integrated, and responsive mental health services and care 
in community‑based settings.[25] Family‑centered care is 
one of the important components to care for patients with 
special needs, which can be useful for patients, caregivers, 
and health‑care practitioners.[26,27]

Despite our extensive searching, we were unable to find 
a review that included all of the variables associated with 
FCCC in patients with CMI. This review endeavors to fill 
this research lacuna about the influence of involvement of 
families in patients with CMI by focusing specifically on 
FCCC research. In this study, FCCC was compared with 
no therapy, another treatment option, or treatment as 
usual (TAU) as an intervention for individuals with CMI. 
The FCCC is evaluated from a stakeholder’s perspective, 
families, and health professionals, through all research 
methods, to find out if it is meaningful and useful for 
individuals with CMI.

Considering the prevalence of CMI and the lack of studies 
related to FCCC in these patients, the present study aims 
to determine the collaboration of families and the effect of 
this collaboration in the care for patients with CMI.

METHODS

Reviewing the literature
The questions in this review were investigating the 
acceptability, and meaning and effectiveness of FCCC in 
kinds of literature. While searching for evidence for this 
review according to preferred reporting items for systematic 
reviews and meta‑analysis checklist,[28] we used the term 
“family‑centered care” in line and the term “CMI” as an 
umbrella term for schizophrenia, major depressive disorder 
as well as bipolar mood disorder according to the guidelines 
in the Diagnostic and Statistical Manual‑5.[29] This review 
discusses 27 relevant articles and a thesis from among 6956 
studies retrieved in our search [Figure 1]. FCCC in patients 
with CMI is the focus of this review. Evidence is included 
from studies published from the year 2000 until now. The 
effectiveness of FCCC in all the studies was taken into an 

account. All types of quantitative and qualitative research 
were discussed. In screening the literature, we discovered 
ambiguous definitions of interventions; for that reason, 
differentiating between family interventions and FCCC was 
challenging. Following discussion with experts in mental 
illness, we decided to include the papers about FCCC, which 
were detected in the search.

Selection criteria and search strategy
Ten electronic databases were searched for original articles 
published since the year 2000 (CINAHL, SID (Persian), 
Magiran (Persian), Embase, Cochrane, Proquest, Up to date, 
Science Direct, Scopus, and PubMed). Further searches 
were done with Google Scholar, reference lists, and other 
sources (Psych NFO). We used the separate search terms 
according to each database’s rules but in general, we used 
“collaborative care*” AND “chronic mental disorder” OR 
“severe and persistent mental disorder” AND “family‑center 
care*.” RD screened all of these papers by title, abstract, and 
full text, while MF, MSH, and EM analyzed a sample of the 
papers to check for ineligibility. Articles published before 
the year 2000 were excluded, without full text, not empirical 
articles, prerequisite or consequence of family intervention 
in treatment, not exploring adult chronic mental illness, 
family interventions were aimed at nonpatient care, not 
exploring family center collaborative care (intervention 
on the family such as psycho‑education, family therapy, 
and coaching), not exploring chronic mental illness, not in 
English OR Persian. We did our first search on March 21, 
2021, and our last search on April 27, 2021.

Quality appraisal methods
The 27 articles and a thesis used various methodologies, 
so we assessed their quality appraisal through four 
standardized tools. We used the Verhagen quality appraisal 
tool[30] for randomized‑control trial (RCT) articles, Mixed 
Methods Appraisal Tool.[31] for Mixed methods studies, 
critical skills appraisal program[32] for qualitative studies, 
and Joanna Briggs Institute[33] for Quasi‑experimental 
studies. The reason for using this risk of bias assessment tool 
was the greater use of these tools by authors in the studies. 
The tools were scored, and based on their overall quality 
rating and robustness, the studies were rated as good, 
moderate, or poor. A sample of 28 studies was calibrated by 
RD and an independent researcher. Different opinions were 
discussed. RD (Raziye Dehbozorgi) extracted data from 
each article and summarized relevant information for the 
review [Table 1]. MF (Malek Fereidooni‑Moghadam), MSH 
(Mohsen Shahriari), and EM (Ebrahim Moghimi‑Sarani) 
assessed random samples of the extracted summaries for 
accuracy and consistency. Disagreements between the 
research team were discussed. In this review, we present 
a systematic synthesis of the quality and methodological 
considerations within the studies.
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RESULTS

Analysis of the family‑centered collaborative care 
literature
The quality of studies
In general, the evidence presented in this review was 
moderate, with 11 randomized‑controlled trials (from 
19 articles), an analysis of a RCT, three mixed‑methods 
studies (from 3 articles and 1 thesis), and a qualitative 
study (from 4 articles). The quality of seven studies 
was good, 15 were moderate quality, and seven were 
poor quality [Table 2]. To prevent data loss, none of the 
studies were excluded throughout this review; however, 
the poor‑quality studies were taken into account with 
caution. This presentation of the data showed that FCCC 
is most effective in improving patient outcomes.[14‑24,34‑49] 
Several quotations supporting participants’ experiences 
were unclear because they were rarely accompanied by 
references to the source or context of the examples, and 
quotations were unclear whether they came from patients 

with psychosis, caregivers, or health system staff in this 
mixed‑methods and qualitative study.[50,51]

Results were sometimes confounded because a few of 
these findings are related to interventions that included the 
engagement of families, but there are other interventions 
included in this package.[14,16,18,22,34,36,40,45,46,50] These studies 
failed to analyze possible bias when integrating FCCC with 
other psychotherapeutic or psychosocial interventions. 
Most primary studies indicated FCCC requested 
involving caregivers in supporting the individual at 
home,[14‑16,19,22,35,37‑39,41,44,47,48,50] However, other studies did 
not mention the need for FS. Several RCTs were single 
blind; allocation concealment[14,35] or outcome assessor 
blinding[15,41] was done appropriately in these RCTs, 
although eight numbers of RCTs were double‑checked 
blindly with allocation concealment and outcome assessor 
blinding[16,19,39,40,43‑46] and the rest of them were not checked 
blindly. Besides, research designs were not mentioned in 
some studies,[23,24,35,39,40,49] while other studies did well with 
their research designs.

13282 records identified
through databases search
200 CINAHL
65 SID(Persian)
100 Magiran(Persian)
86 Embase
6915 Cochrane
936 Proquest
64 Up to date
45 science direct
62 scopus
76 pubmed + similar article

59 Additional records from other sources
59 Psych NFO 

Similar articles in Google scholar

6956 records after duplication 

1005 after titles screening

Excluded 676 abstracts

5951 titles excluded

329 after abstracts screening for eligibility

A total of 329 full-text articles
were assessed for eligibility 299 full-text excluded

47 article without full text
14 Not empirical articles
25  prerequisite or consequence of family intervention in treatment.
12 Not exploring  adult chronic mental illness
4 Family interventions were aimed at non-patient care
190 Not exploring family center collaborative care(intervention on 
family such as psychoeducation,family therapy, coaching)
4 Not exploring chronic mental illness
3 Not in English OR PERSIAN27 article +1 thesis

Figure 1: Diagram for the inclusion and exclusion of articles
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Table 1: Extracting data from the review’s final studies
Author name and study year 
and country

Study type Study aims Effectiveness of FCCC (outcome)

Ramírez et al. (2017) 
Colombiana[34]

RCT To assess family burden and functioning, 
patients’ expressed emotions

No difference in results between the TI and 
the MI

Weinstock et al. (2006) Rhode 
Island[35]

RCT To determine whether families of patients with 
MDD and BPAD differ in their functioning during 
acute and recovered episodes

Families in both diagnosis groups generally 
recover from acute episodes, their 
post‑recovery scores remain poor to fair

Fisher et al. (2018) Sydney[36] Ph.D. thesis 
using mixed 
methods

Developing and evaluating the first DA to treat 
patients with BPII

Family involvement is essential to 
consultative practices

Kidd et al. (2016) Canada[50] Mixed 
methods study

To examine the changes in the outcomes 
of people with schizophrenia according to 
self‑assessment and caregiver assessment

Improvements in caregivers’ perceptions of 
community functioning

Cohen et al. (2009) USA[51] Qualitative 
study

To engage families in the care of their loved 
ones and to educate them about schizophrenia 
and its treatment

Families did not take up the family 
intervention as a result of barriers from 
stakeholders

Kumar et al. (2019) India[37] Quasi‑ 
experimental

Comparison of the effectiveness of a 
family‑assisted home‑based cognitive 
rehabilitation program with a hospital‑based 
cognitive remediation program

Cognitive rehabilitation by carers at home 
may beneficial

Barrowclough et al. (2001) 
England[14]

RCT To determine if the program of interventions 
influenced illness and substance use effects in 
addition to routine care

Patients’ general functioning improved 
significantly with an intensive treatment 
program combining routine treatment with 
family intervention

Kopelawicz et al. (2003) Los 
Angles[15]

RCT Evaluating the efficacy of culturally‑adapted 
educational interventions, involving patients and 
their families separately, in combination with 
antipsychotic medications

Psychopathology, relapse, re‑hospitalization, 
and social functioning were among key 
domains of psycho‑skills management to 
produce favorable outcomes

Alibeigi et al. (2018) Iran[38] RCT To determine whether family‑based intervention 
effects expressed emotion, family coping styles, 
and severity of bipolar symptoms

Patient symptoms were improved by 
family‑based interventions

Tantirangsee et al. (2015) 
Thailand[39]

RCT To determine how a short‑term intervention 
for substance use affects family relationships 
and smoking in patients with schizophrenia and 
other related disorders

In comparison to the BI alone group, 
participants in the BI‑FS intervention had 
better family relationship functioning

Giro’n et al. (2010) Spain[16] RCT To evaluate the effectiveness and efficacy of a 
family psychosocial intervention after adjusting 
for variables including prognosis, compliance, 
and family burden

The intervention reduced relapses, serious 
incidents, symptomatic episodes, and 
hospitalizations, enhanced social functioning, 
and relieved family burdens in comparison 
with standard treatment

Giro’n et al. (2015) Spain[40] RCT The efficacy of family‑based psychosocial 
interventions in schizophrenia

Family intervention has been associated with 
a reduction in guilt induced by relatives, and 
dominance and increased empathy

Mueser et al. (2009) the 
United States[41]

RCT To comparing a comprehensive, 
behaviorally‑based FIDD to a short‑term FPE

It seems that motivating family members 
to participate in family interventions, and 
addressing the disruption of drug use in 
families can significantly improve family 
engagement and retention

Tas et al. (2012) Turkey[17] RCT To investigate the impact of family involvement 
on social cognition training in patients with 
schizophrenia who are clinically stable

FSCIT significantly enhanced QOL, social 
functioning, and social cognition, but SS 
significantly weakened all outcome variables. 
SCIT with family assistance can improve 
social cognition, QOL, and social functioning

Farooq et al. (2011) Pakistan[18] RCT Evaluating the effectiveness of a treatment 
method that involves family members STOPS 
the improvement of treatment adherence and 
outcome

A STOPS program may enhance adherence 
to schizophrenia treatment in LAMI regions

Glick et al. (2011) America[43] RCT To examine the relationship between treatment 
outcomes and two family factors: family 
involvement and support for treatment 
adherence

QOL items on family contact as well 
as medication adherence indicated that 
patient improvement correlated with the 
involvement of the family in medication 
adherence

Leff et al. (2001) London[19] RCT To determine whether community psychiatric 
nurses trained in family work can alter

Insufficient medication compliance and a 
small sample size made it impossible to

Contd...
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Table 1: Contd...
Author name and study year Study type Study aims Effectiveness of FCCC (outcome)

emotional climate among families caring for 
people with schizophrenia, and how much it 
costs

detect a significant impact on relapse rates. 
Inpatient care was significantly cheaper than 
the CPNs’ input to families

Montero et al. (2001) Spain[44] RCT To compare the different outcomes of two 
different approaches for psychoeducational 
treatment in families of individuals with 
schizophrenia

There was no significant difference between 
the two strategies in terms of relapse 
rate and hospital stay. Both interventions 
improved social adjustment, however, 
BFT impacted more items, such as use of 
leisure time, self‑care, interpersonal friction, 
household participation, and interest in 
obtaining a job

Miklowitz et al. (2007)[45] RCT To evaluate the impact of pharmacological and 
psychosocial treatment in patients with bipolar 
disorder 9 months after a depressive episode

Over the course of 9 months, patients 
receiving intensive psychotherapy had 
higher total functioning, relationship 
functionality, and overall life satisfaction 
than collaborative care patients

Miklowitz et al. (2007) NA[46] RCT To assess the effects of four disorder‑specific 
psychotherapies combined with 
pharmacotherapy for time to recovery and the 
likelihood of remaining well following a bipolar 
episode

Intensive psychotherapy in addition to 
pharmacotherapy was more effective 
than brief treatment in stabilizing bipolar 
depression

Kaselionyte et al. (2019) 
London[47]

Mixed metods 
study

To assess feasibility in four inpatient units 
in East London and explore participants’ 
experiences

Over half (53) of the patients were able to 
receive the intervention within one week of 
admission

Berzins et al. (2018) UK[20] Qualitative 
study

To investigate family and service users’ 
perceptions about raising safety concerns, 
and service users, carer, and health‑care 
professionals’ views about involving in safety 
interventions

Health professionals and most service users 
and caregivers saw potential involvement in 
interventions that improve safety, to sure 
their experiences were considered

Olasoji et al. (2017) Australia[21] Qualitative 
study

To investigate carers’ experiences at a major 
mental health service in providing supportive 
care

Working collaboratively with informal 
carers to support relatives with severe 
mental illness and recognizing their value is 
important

Giacco et al. (2017) London, 
United Kingdom[48]

Qualitative 
study

to evaluate patients’, carers’, and clinicians’ 
perspectives on improving family involvement in 
inpatient settings

Several participants argued that the early 
involvement of family members in inpatient 
treatment should be considered to help 
patients manage a very acute clinical 
presentation and their ability to make 
decisions

Asher et al. (2018) Ethiopia[22] Mixed 
methods study

To assess the acceptability, feasibility and 
productivity of RISE CBR intervention

Increased family support, improved 
healthcare access, income growth, and an 
increase in self‑esteem may all be positive 
effects of the RISE CBR intervention

Zeighami et al. (2019) Iran[23] RCT To assess the impact of group family 
psychological training on the severity and 
relapse of depression in patients with major 
depression

The intervention was effective in reducing 
symptoms and preventing relapses

Krgar‑Barzi et al. (2019) Iran[49] Quasi‑ 
experimental

To evaluate the impact of Bowen’s family 
therapy on family development and maladaptive 
emotional patterns among major depressive 
disorder patients

The intervention is helpful in enhancing the 
developmental functioning of family and 
reducing maladaptive emotions in women 
with major depression

Cheng et al. (2018) China[24] RCT To assess the impact of family‑centered maternal 
care nursing on puerperal depression among 
mothers in the puerperal stage and to alleviate 
natural delivery women’s burden and reduce 
postpartum depression in delivery women

FCMC showed less depression than the 
control group, proving that FCMC was more 
effective than conventional maternity nursing 
in improving puerperal depression

RCT: Randomized‑controlled trial, NA: Not available, MI: Multimodal intervention, TI: Traditional intervention, MDD: Major depressive disorder, BPAD: Bipolar affective disorder, 
DA: Decision aid, BPII: Bipolar II, FIDD: Family intervention for dual disorders program, FPE: Family psychoeducational program, SS: Social stimulation, STOPS: Supervised 
treatment in outpatients, FSCIT: Family‑assisted social cognitive training, for schizophrenia, LAMI: Low‑ and middle‑income, QOL: Quality of life, BFT: Behavioral family therapy, 
RISE: Rehabilitation intervention for people with schizophrenia in Ethiopia, CBR: Community‑based rehabilitation, FCMC: Family‑centered maternity care, SCIT: Social cognition 
and interaction training, BI: Brief Intervention, BI‑FS: BI with family support
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Researchers describe the method of recruitment in 
their studies,  and based on a study by Kumar 
et al., (2019) randomization was not performed, and 
Kargar‑Barzi was not clearly described.[49] In the rest 
of the initial studies, randomization was performed 
and optimal randomization was observed in a number 
of studies[14,16‑18,24,38,39,41,46] and in terms of the important 
prognostic indicators, the groups were similar based on 
several participants at baseline.[14,16,17,24,35,38‑41,44,45] All RCTs 
have inclusion and exclusion criteria. In the various study 
designs, the FCCC or family intervention structure was 
ambiguous or not clearly described.[16,20,22,34‑37,40,45‑48,50,51] 
Fisher, Kidd, Asher, Kaselionyte, et al. effectively integrated 
different components of mixed methods studies to 
answer the research question.[22,36,47,50] Analyses were not 
described in Cohen’s study, making it hard to ascertain 
in which reliable analyses were conducted.[51] In the 
majority of qualitative studies, other researchers were not 
consulted to confirm analyses.[20,21,51] Among the qualitative 
studies, consistency has been improved mainly through 
semi‑structured interviews,[36,50] peer checks, and[47] 

member checks.[36] Overall, the quantitative papers were 
reliable.[14,15,17,19,35,36,38,39,41,46,50]

According to some studies, family members of patients 
stayed with them and actively helped them when they 
were in FCCC.[22‑24,36‑38,45,47,49,50] Several studies have proposed 
implementing educational interventions for family 
engagement in patient care.[14,15,17,18,23,38,39,41,44,49] Only one 
qualitative study mentioned bracketing of bias.[21] Most 
mixed‑methods or qualitative studies ignored biases due to 
researchers acting as facilitators of interventions.[20,22,47,48,50] 
The results of the quantitative studies were objectively 
reported as significant and nonsignificant.

Demographics of participants
Participants who were recruited for the review studies were 
with or without caregivers and health professionals had 
schizoaffective disorder, schizophrenia, major depressive, 
or disorder bipolar disorder. A total of 1037 men and 1062 
women participated in the articles. This list does not contain 
studies whose gender demographics have been unclear or 
not provided.[14,19,37,40,43] Schizophrenic patients were the 
subjects of most studies (1052 participants) and the rest of 
the studies focused on participants with major depression 
disorder (343 participants) and bipolar disorder (763 
participants) and several studies did not identify the type 
of disease.[20,38,47,48] In most cases, the studies were conducted 
by the same researchers in the USA.[15,35,41,43,51] The rest were 
done in Colombia,[34] Sydney,[36] India,[37] England,[14,19,47,48] 
Iran,[23,38,49] Thailand,[39] Spain,[16,40,44] Turkey,[17] China,[24] 
Pakistan,[18] the UK,[20] Australia,[21] and Ethiopia.[22]

Methods of treatment
Comparison in the study was complicated by the fact 
that FCCC was part of a series of interventions, each with 
a different title, including multimodal intervention,[34] 
outpatient treatment,[35] decision aid (DA),[36] CAT (Cognitive 
adaptation training) manual,[50] caregiver‑assisted 
home‑based cognitive remediation program,[37] intensive 
treatment program,[14] family‑focused treatment,[38] 
brief intervention with FS (BI‑FS),[39] psychosocial 
family intervention,[16,40] family intervention for dual 
disorders program and family psychoeducational 
program (FPE),[41] family‑assisted social cognitive training 
or FSCIT, [17] supervised treatment in outpatient,[18] 
behavioral family therapy (BFT),[44] intensive psychosocial 
treatment,[45,46] rehabilitation intervention for people 
with schizophrenia in Ethiopia and community‑based 
rehabilitation (CBR),[22] family‑centered empowerment 
model,[23] and family‑centered maternity care (FCMC).[24] 
Different theoretical orientations were reflected in some 
of these titles, for example, there are pragmatic and 
at‑home methods in the CAT manual for easing the 

Table 2: Quality of family‑center collaborative care 
studies
Kind of article Critical appraisal tool Score Quality
RCT Verhagen 2/9 Poor
RCT Verhagen 5/9 Moderate
Mixed methods MMAT 4/5 Moderate
Mixed methods MMAT 3/5 Moderate
Qualitative study CASP 7/10 Moderate
Quasi experimental JBI 8/9 Good
RCT Verhagen 6/9 Moderate
RCT Verhagen 2/9 Poor
RCT Verhagen 5/9 Moderate
RCT Verhagen 7/9 Good
RCT Verhagen 4/9 Moderate
RCT Verhagen 5/9 Moderate
RCT Verhagen 6/9 Moderate
RCT Verhagen 6/9 Moderate
RCT Verhagen 3/9 Poor
RCT Verhagen 2/9 Poor
RCT Verhagen 4/9 Moderate
RCT Verhagen 4/9 Moderate
RCT Verhagen 6/9 Moderate
RCT Verhagen 7/9 Good
Mixed methods MMAT 3/5 Moderate
Qualitative study CASP 9/10 Good
Qualitative study CASP 9/10 Good
Qualitative study CASP 9/10 Good
mixed methods pilot study MMAT 4/5 Good
RCT Verhagen 3/9 Poor
RCT Verhagen 2/9 Poor
RCT Verhagen 5/9 Moderate
RCT: Randomized‑controlled trial, MMAT: Mixed methods appraisal tool, CASP: 
Critical Appraisal Skills Programme, JBI: The Joanna Briggs Institute
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cognitive effects of illness, and the family’s involvement 
in patient care depends on the use of this guide.[50] Family 
engagement in care is emphasized in many of these studies 
by family education.[14,15,17,18,23,38,39,41,44,49] In some studies, 
family engagement in patient care has been directly 
addressed.[17,20,24,43,47,48,51]

Literature frequently has mentioned or described the 
family’s orientation. There was some willingness on the part 
of some families or patients to participate in care,[22,23,36‑38,45,47‑50] 
while others were hesitant.[14,21,51] In Cohen et al.’s study due 
to barriers from all stakeholders, the family intervention 
did not succeed. Several factors contributed to no response, 
including a lack of attention from families, patients’ privacy 
concerns, clinicians’ misunderstanding of family‑patient 
relationships, and organizations’ unwillingness to free up 
time or offer incentives.[51] There were also fewer admissions 
in the last year, the mean age of the patients who refused 
intensive treatment programs were significantly older and 
the illness duration was longer.[14] Support services were 
critical for family cooperation with treatment elsewhere.[21]

Ramírez  e t  a l .  d iscuss  the  level  of  emotional 
expression (criticisms and over‑interference), family 
functioning, and how the patient perceives.[34] In another 
study, family functioning dimensions were communication, 
roles, problem‑solving, emotional responsiveness, 
emotional involvement, behavior management, and general 
functioning.[35] There were mixed opinions on the efficacy 
of the DA section in engaging family members in clinical 
decision‑making in Fisher’s study. These sections helped 
individuals who had recently received a diagnosis or 
were yet to involve their families or be involved to learn 
practical ways for engagement.[36] FCMC in Cheng and 
their colleague’s study is centered on family management, 
integrating health‑care workers’ support and families’ 
emotional support to provide care to mothers and babies 
and improve delivery compliance.[24]

The purpose of Kidd et al.’s study was to determine the 
effectiveness of a family‑centered approach to providing 
environmental support, specifically CAT, for managing 
cognitive and social problems in schizophrenia. To use this 
guideline, no clinical assistance was required, a chapter in 
the manual explained how schizophrenia impacts cognitive 
functioning, and family engagement in recovery, focusing 
on implementation processes.[50] As described in Cohen’s 
approach, the goal of the family intervention was to improve 
communication and encourage the families to call and 
provide contact details.[51] The family members would stay 
with the patient and assist the patient in cognitive exercises 
in Kumar’s study, with the responsibilities of following the 
patient’s engagement during exercises and giving assistance 
to the patient as needed.[37]

Several studies have viewed the family education as a 
significant factor in family engagement[14,15,17,18,23,38,39,41,44,49] or 
in conjunction with other interventions.[46,47,49,51] FCCC was for 
increasing effective communication skills and interpersonal 
relations,[40,45,46,51] encouraging the family members to call 
and, providing their contact information,[51] other aspects 
of FCCC were patients and caregivers responsible for 
monitoring the patient’s cognitive rehabilitation received 
detailed training on what tasks the patient is expected to be 
accomplished in the next 2 weeks,[37] family’s skills to caring 
from patients,[19] homework assignments,[45] participating in 
their care and planning their discharge,[47] carer involvement 
in future safety interventions,[20] involvement in the care of 
their relative,[21] involvement of carers in patients’ treatment 
in inpatient settings,[48] and involvement in decision making 
and caring.[22] Family psycho‑social intervention in two 
studies consist of active listening, clarification of emotion, 
problems, and needs and diminishing critical attitude, 
over‑involvement, training in empathy, establishing a 
therapeutic alliance,[16,40] and in three studies consists of the 
problem‑solving technique[16,40,45]

Support from family members for patients’ adherence 
to treatment is an important aspect of FCCC, according 
to Glick’s study.[43] Family therapy based on Bowen’s 
emotional therapy by informing individuals about their 
positive and negative emotions is another aspect of FCCC 
in literature.[49]

The effectiveness of family‑centered collaborative care
Several RCTs examined the effectiveness of FCCC exploring 
family functioning as a primary outcome,[15‑18,34,37,39,40] 
together with the ability to support treatment adherence 
on one RCT.[18,43] The measurement of outcome in two good 
quality studies included best care outcome for consumers[21] 
and family relationship functioning.[39] Some studies 
measured caregiver burden after family involvement 
programs, two of which have relieved family burden after 
FCCC,[16,34] and one study found caregivers burden scores 
declined significantly over a large effect size,[50] also, the 
FCCC improves rates of engagement in family programs 
and retention.[41] Families’ engagement facilitates treatment 
decision‑making both within, and outside of consultation,[36] 
reduction in guilt induced by relatives, and increases 
empathy.[40]

In addition, several studies measured the patient’s outcome, 
such as relapse rate,[15,16,19,23] re‑hospitalizations,[15,16] social 
functioning,[15‑17] social cognition and quality of life,[17] 
general well‑being,[14] the symptom of patients,[38] and 
positive and negative symptoms,[16,23] in these studies, 
all of them were improved. Patients’ improvement 
was correlated with family help in taking medications, 
according to a poor‑quality study.[43] The outcome measures 
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in other lower‑quality studies included adherence to 
treatment,[18] improving developmental functioning 
of the family, and reducing maladaptive emotional 
schemes.[23] Many studies described measurements’ 
validity, reliability, and standardization for individuals 
with CMI,[14,17,34‑36,38,39,41,46,50] other studies do not mention it 
explicitly or completely.

Based on an intention to treat analysis, Montero et al. 
illustrated that there was no differences in the relapse 
rate of relative groups (RG) and BFT and both groups had 
similar lengths of hospital stay. Although BFT produced 
significant changes in more items than the RG, such as 
self‑care, leisure time use, household participation, friction 
in interpersonal relationships, and interest in getting a 
job.[44] In one study, despite the stakeholders’ barriers, the 
family intervention did not take place.[51] There was no 
significant effect on patient relapse rate in another study 
with moderate quality due to medication compliance 
and small sample size issues.[19] A good quality study can 
successfully achieve a home‑based program for patients 
with schizophrenia relying on the help of their caregivers.[37] 
Carer engagement was effective within a week following 
the admission of most patients enrolled in the Kaselionyte 
study.[47]

In the high‑quality study by Berzins et al., nearly all health 
professionals, as well as the majority of patients and 
caregivers, saw the potential for service users and caregivers 
to be involved in safety‑related interventions.[20] Due to the 
number of studies with poor design, these provided weak 
evidence. As a result of the lack of evidence and the variable 
quality, the review provides preliminary, but not convincing 
evidence that FCCC in the treatment of CMIs is beneficial 
for these patients.

The meaningfulness and acceptability of family‑centered 
collaborative care
According to the second research question, multiple 
themes were identified concerning the acceptability and 
meaningfulness of FCCCs. A careful interpretation was 
made of the findings of low‑quality studies. A common 
finding was that the FCCC reduces relapse rate and 
re‑hospitalization.[15,16,19,23] Many caregivers expressed 
interest in helping the patients in FCCC program,[22,38,44,48,50] 
monitoring the patient’s engagement in the task[37] and the 
family succeeds in achieving the desired changes in the 
home’s emotional environment.[19] In a high‑quality study, 
caregivers reported that in addition to family activities, 
support systems were needed.[21] The participant in Giacco 
et al. good quality study emphasized the necessity of 
involving caregivers during care planning and discharge 
process.[48]

In the study of Asher et al., many participants believed 
CBR with family engagement contributed to increased 
public awareness and understanding of mental illness 
signs and treatments, as well as a turning point in changing 
attitudes toward the illness. Besides, health staff, community 
leaders, and CBR workers all accepted CBR.[22] Despite the 
difficulties in raising safety concerns and then engaging 
family members in safety interventions, over half of the 
health professionals supported service user and caregiver 
involvement in safety interventions, predominantly because 
of their experience,[20] and it was noted that the informal 
environment during the intervention allowed participants 
to share their experiences and concerns with one moderate 
study.[47] One moderate study, however, identified barriers 
from all stakeholders, which led to the failure of the family 
therapy project. Families did not respond, individuals were 
concerned about privacy and burdening their families, 
clinicians misperceived what patient–family contact was, 
and healthcare providers did not make time or offer 
incentives to provide the service.[51]

Interpretation of family‑centered collaborative care
There has not been conclusive evidence for the effectiveness 
of FCCC for participants with CMI, according to our 
review of the literature. Kidd indicated that there was 
no change in the self‑reported ratings of supported 
individuals between baseline and 4 months, nor in 
quality of life or medication compliance and there was 
a significant reduction in caregiver burden scores with a 
large effect size with no significant difference depending 
on the type of manual[50] and according to Cohen, the 
family intervention failed because stakeholder barriers 
prevented it.[51]

In contrast, in a good quality study by Tantirangsee 
et al., BI‑FS helped participants improve their family 
relationships,[39] and one study found that a combination of 
psychosocial treatment and family engagement was more 
effective in promoting recovery from bipolar depression than 
a brief treatment alone,[45] carers engagement in other study 
showed promoting the in patient safety levels,[20] and mental 
health professionals should recognize the caregiver’s role 
and collaboration in the care planning to provide the best 
care. An intervention involving community‑CBR with family 
involvement may enhance FS, improve access to health‑care 
services, increase income, and promote self‑esteem in a 
good quality mixed‑methods study.[22] The other studies in 
our review examining effectiveness had little effect on our 
conclusions.[21] In most studies in this review, clients and 
therapists experienced FCCC as meaningful and acceptable. 
Most commonly, FCCC decreases relapse rate, and 
re‑hospitalization, modifying caregiver burden, improving 
family and patient functioning and symptom of patients, and 
adherence to the treatment of patients. However, most of 
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our results are based on only a small number of high‑quality 
studies and should be interpreted carefully.

Future research considerations and clinical practice
Due to the limited number of robust studies and the 
disconnection between the evidence concerning FCCC’s 
utility, and the fact that this concept has not been utilized 
by researchers, further rigorous research is required. Several 
theoretical‑methodological and clinical concerns were 
raised here that need consideration.

The definition of family‑centered collaborative care
It was difficult to compare across studies because 
family‑centered collaborative care was described in different 
ways and titles that were not always clear. A clear description 
is important since FCCC consists of complex components 
that interact with the patients, caregivers, and related 
professionals. Two studies that define family‑centered 
collaborative care in a series of interventions relating to 
those studies have referred only to the “family functioning” 
concept without additional explanation.[34,50] Most definitions 
were assessed functioning within the dimensions such as 
roles, problem‑solving, affective engagement, behavior 
control, emotional responsiveness, and a general dimension 
as well,[35] involving family in decision‑making,[36] increase 
communication,[16,35,40,45,46,51] encourage the family to call, and 
provide contact information,[51] responsibility for monitoring 
the patient’s task,[37] problem‑solving technique,[16,40,45] 
clarification of emotion, problems, and needs, diminishing 
critical attitude, over engagement, training in empathy, 
establishing a therapeutic alliance,[16,40] family presence and 
support patient’s treatment adherence,[43] and family’s skills 
for caring.[19] The engagement of caregivers should entail 
such activities as engaging them early in the admission 
process, providing them with information, and engaging 
them in the care process and discharge plan,[47] future 
safety interventions,[20] in patients’ treatment in inpatient 
contexts,[48] in decision‑making and caring,[22] Taking care of 
mothers and babies by combining individual management 
with technical support of medical workers and FS,[24] and 
caregivers education.[14,15,17,18,23,38,39,41,44,46,51]

The mechanisms of family‑centered collaborative care
The mechanisms of FCCC were not well defined in this 
review, and these mechanisms were not easily identified by 
professionals. Although according to one, caregivers were 
participating in supporting individuals and maintaining 
regular contact with them,[35] another suggests a manual 
to guide the family to involve in caring for the patient[50] 
or encouraging the family is another way for family 
engagement,[51] as well as FPE.[14,15,17,18,23,38,39,41,44,46,51] This 
review highlights several mechanisms for involving family, 
but they need further investigation. Robust qualitative 
and mixed‑methods studies through interviews and focus 

groups can provide insight into what participants believe 
triggers change.[20‑22,48]

Outcome measures
A study of high quality demonstrated that FCCC outcomes can 
be obtained through processes in which families are willing 
to help the patient during the intervention.[37,38] Caregiver 
involvement in monitoring the patient’s involvement in the 
tasks as well as providing assistance when necessary might 
influence outcomes.[37] Other factors may include barriers 
from stakeholders,[51] acceptability of intervention,[50] old 
age, longer duration of illness and few admission in the 
past 3 months,[14] presence or absence of support from the 
family,[39] medication compliance and sample size,[19] calm 
circumstances during the intervention,[47] and the existence of 
support services.[21] The primary outcome measures in these 
RCTs might not have been the best targets for FCCC. Primary 
outcome measures, such as career burden and relapse rates, 
were not justified from clinical and theoretical perspectives. 
This review demonstrated that the participants were able 
to improve their social functioning, positive and negative 
symptoms, adherence to treatment, as well as safety, and 
enhancing FS through FCCC.

Intervention design
Overall, statistical power is required to identify a smaller 
difference among groups to minimize errors of type II. 
For future RCTs, it might be important to consider 
carefully FCCC group dynamics. A therapeutic group is 
often initiated by families engaging individually to form 
an effective relationship. The preparation can facilitate 
integration into the group, which can be beneficial for 
families, patients, and professional workers. Several studies 
offered FCCC with other psychosocial, community‑based, 
or therapeutic interventions; it can be difficult to distinguish 
FCCC interventions from others. In future research, 
addressing this overlap may make the results more valid. 
Due to a wide range of interventions from 14 weeks to 
28 months and varying efficacy, the correct duration of 
FCCC remains unclear. Incorporating regular follow‑up 
periods into research could clarify the ultimate goals of 
FCCC that were not reflected in the papers that have been 
reviewed. In this review, the duration of follow‑up in a 
study was a time in 3–22 range,[35] 3, 6, and 12[18] or 2 and 
6[23] months after intervention and in another study were 6, 
12, 18, and 24[45] months after intervention, in others there 
was no follow‑up time shown,[17,34,37,40,41,44,49] while another 
study demonstrated follow‑up at 3 month,[4,14,36,38] 4,[50] 
6,[15,39] 12,[22] 15,[51] and 24[16,19,46] months after intervention in 
another study.

Review limitations
There are several studies written in languages other than 
English and Persian included in the study, so their findings 
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may have a limited application to the general population. 
As well as overlooking any particular differences within 
this population, consideration of the various forms of CMI 
may have also been overlooked. All studies of participants 
with CMI, such as schizophrenia, major depression, and 
bipolar mood disorder, were included in this review. We 
had to treat poor‑quality studies with caution. In addition, 
because there were relatively few studies and small samples 
in qualitative and mixed methods and only four articles 
were of high quality, we need to interpret these results with 
caution. We had to treat poor‑quality studies with caution. 
In addition, because there were relatively few studies and 
small samples in qualitative and mixed methods and only 
four articles were of high quality, we need to interpret these 
results with caution.

DISCUSSION AND CONCLUSION

Inconclusive evidence exists regarding the efficacy of FCCC 
in reducing symptoms and functioning for participants with 
CMI.[36,37,50] However, discounting family engagement might 
deprive participants with CMI of a meaningful intervention 
such as that suggested by quantitative, qualitative, and 
mixed method studies. Differences between the evidence 
for efficacy and stakeholders’ and clinicians’ experience 
highlight a gap in the understanding of why, how, and to 
who FCCC is beneficial, and how this can be addressed.[14,15,51] 
Towards this end, this review suggests that exploring 
the effectiveness of FCCC through RCTs is important to 
gain stakeholder support due to prevent relapse rates 
and re‑hospitalization RCTs should be conducted based 
on qualitative evidence gathered through the review of 
qualitative literature.[17,38,40,41,43] Ethnographic, grounded 
theory, and phenomenology research show how individuals 
are engaged in caring, and whether FCCC can support 
them, recognize the live experiences of stakeholders, and 
can show the process of engaging caregivers in caring.[52] 
An understanding of how collaborative care works may 
enhance the theoretical understanding of collaborative care 
and guide controlled research. Families are key members 
in the care of patients with chronic conditions. Overall, the 
reported results emphasize the need for the involvement 
of family in the care of patients with CMI.
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