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arge gaps between the care that patients and their
families should receive and the care that they actu-
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L
ally receive exist within our health care environment.1

The provision of quality mental health care for all who
could benefit from it falls below standard in our country.2

Primary care today is referred to as the de facto mental
health delivery system, where most Americans prefer to
deal with their mental health needs.3,4

It is estimated that, in the United States alone, 50% of
primary care office visits involve a mental health–related
concern.5–8 Four of the 10 leading causes of disability in
the United States are mental health conditions, and these
conditions rank second to cardiovascular disease in con-
tributing to life years lost to disability.9 Depression is the

most common primary care mental health diagnosis, yet it
is often undiagnosed and undertreated.3,10,11,12 Only 28%
of patients and families who suffer from mental health
problems seek professional help, and of those, only 40%
reach a practitioner who is trained to diagnose and treat
these disorders.3,13 Therefore, the majority of undiagnosed
or undertreated patients and their family members are
visiting their primary care offices with unrecognized or
somatized medical complaints.14–16 These mental health–
related concerns not only distress the family, but also ex-
haust the patience and empathy of the office staff and the
health care providers.17,18 They place an overwhelming
burden and cost on primary care providers and systems to
respond to complicated mental health concerns.19,20 This
burden is projected to continue into the year 2020 when
depression is projected to be the second leading cause of
disability in the world.9 The urgency of these family men-
tal health facts supports the timely development of col-
laborative care models that address the need for integrated
care that focuses on building family strength.

The Surgeon General’s landmark report2 on mental
health defines a vision for the future, which includes inte-
gration as the potential course of action needed to pro-
mote balanced health. The recent “Crossing the Quality
Chasm: A New Health System for the 21st Century” re-
port1 of the Institute of Medicine recommends that the
health care industry redesign the delivery of care by fo-
cusing on the priority health conditions that create bur-
dens for the population in need. Therefore, a leading goal
of a public health focus for the integration of mental
health as a part of everyday primary care would be to im-
prove family functioning and reduce the risk of disability.
Relationship Competence Training (RCT) offers a sys-
temic approach to integration, which is accomplished by
defining the population in need, tracking the process
of coordinated care, measuring the cost and efficacy of
collaborative interventions, and redesigning the health de-
livery system to match what the patient and family have
defined as culturally necessary to improve their quality
of life.

Integration is defined as the incorporation of different
groups or systems within a common framework of values
and principles.21 Collaboration is the process by which in-
tegration is implemented. Collaborative care models that
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include training in the continuous quality improvement
principles of defining, measuring, and tracking the pro-
cess of care into their design have improved the potential
for increasing the value of care for the treatment of mental
health disorders within primary care.20,22–26

The incorporation of collaborative training for appro-
priate diagnosis and treatment of depression and other
mental health conditions in the primary care setting could
improve families’ psychological and health functional
status and reduce health care utilization for nonpsychiat-
ric reasons.24,27–29

CONCEPTUAL FRAMEWORK
FOR RELATIONSHIP COMPETENCE

The Relationship Competence Training model de-
scribes a collaborative care process of rebuilding family
relationship competencies as a primary health interven-
tion. In RCT, relationship competence is defined as the
ability to identify a need and mobilize available relation-
ship resources to develop a collaborative strategy that will
result in improved health status. Relationship competence
is a sustainable resource that can promote long-term fam-
ily health management skills and prevent the increase of
mental health risk associated with a health condition or
disability. This view of relationship competence is con-
sistent with the Surgeon General’s definition of mental
health as “ a state of successful performance of mental
and physical functioning resulting in productive activi-
ties, fulfilling relationships with others, and the ability to
adapt to change and cope with adversity.”2 Promoting
care that is based on continuous healing relationships is 1
of the 10 new rules proposed by the Institute of Medicine
for redesigning health care processes.1

Families are at the heart of our health care systems.
They may be the stabilizing force for an individual’s
health, or they may create and promote complicating fac-
tors that result in poor compliance and responsiveness to
necessary health care interventions. For the first time in
the history of American family life, having “family-
related issues” is one of the leading causes of absenteeism
from work.30 These family-related issues are stressing the
very fabric of our daily life and lead to the deterioration of
healthy lifestyles within our communities.

Family-related issues have a pervasive influence on
health care practices, schools, justice systems, and work
environments. To address such issues, families turn most
often to their primary care providers with whom they
often develop long-term relationships. These helping rela-
tionships become a consistent part of the family’s support
network and are called on to solve health issues. The pri-
mary care provider, therefore, is placed in an influential
position of trust not only as the giver of care, but as a
mentor who is capable of providing a normalizing frame-
work through which the family can cope with difficult

health issues. As facilitators and educators, primary care
providers can prepare the family for the emotional pro-
cess of receiving help. Through their helping relation-
ships, they encourage family members to accept and
utilize available care at appropriate times. In other words,
health care providers intuitively try to help families build
competent strategies to cope with health issues, and there
is a need for a practical, teachable, and theoretically co-
herent model that is applicable to the primary care con-
text. This article describes such a model, RCT, and illus-
trates its usefulness in managing difficult family issues in
primary care.

RELATIONSHIP COMPETENCE TRAINING

Relationship Competence Training introduces a stan-
dardized collaborative method of identifying, tracking,
managing, and building sustainable relationship resources
for individuals within their families and communities.
The RCT process of collaborative care is guided by the
relationship competence approach, which is the study of
interactional relationship patterns in groups, families,
and systems and their subsequent impact on individual
health behaviors. RCT promotes integration and collabo-
ration through the process of empathy. Empathy facili-
tates growth in helping relationships.31 RCT focuses on
teaching and managing empathic responses with the goal
of improving patient and family compliance and satisfac-
tion with care. When patients and their families experi-
ence a genuine sense of being cared for, understood, and
valued in the helping relationship, they are more likely to
adhere to and collaborate with treatment goals.

Clinical research has determined that the therapeutic
alliance has a greater effect on patient compliance than
the actual health care intervention.5 For example, irri-
table, depressed patients require time and attention that
primary care providers may have difficulty providing as
they try to respond empathically to multiple, nonrespon-
sive somatic complaints. RCT helps providers and fami-
lies identify their responses to difficult health issues and
identify relationship competencies that will guide the de-
sign of meaningful and measurable family health out-
comes.47 This system was developed as a tool for manag-
ing difficult experiences in the helping relationship.

HISTORICAL DEVELOPMENT OF RCT

During the 1980s, the lead author (B.R.-B.), operating
within an outpatient mental health team in collaboration
with referring primary care physicians and nurses, began
to define and track what was then called the “difficult
family profile.” Tracking the profile was accomplished
through clinical observations and analyzing videotapes of
initial clinical interviews of families referred to mental
health providers by their primary care provider. In this
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initial tracking and analysis process, the team found that
the family’s systemic presentation of suffering did not fit
into the individual-oriented psychiatric or medical diag-
noses that were available. Rather, the clinical observa-
tions revealed that the families who were “difficult to
treat” shared a similar profile. For example, these families
commonly demanded time and follow through due to
their complicated medical and emotional histories. They
also required extensive collaboration between providers,
schools, courts, and other community services. Their
difficult-to-treat profile almost always increased the like-
lihood that they would get lost in or avoided by the sys-
tem. The team even found that when services were clearly
made available and defined for the families, they would
resist or simply not comply with even the most logical
treatment goals.

Clearly, resistance to the helping relationship was a
tremendous challenge for the clinicians. Clinicians often
experienced a sense of failure in their inability to develop
a therapeutic alliance with the family due to chronic rela-
tionship difficulties. Recurring symptoms such as depres-
sion, anxiety, or somatization often masked the family’s
relationship difficulties. It did not take long during the
course of a busy “clinic day life” for these family interac-
tions to exhaust the patience and empathy of the office
staff. System-wide reflections of how difficult family
life was at home were often recreated in the primary care
office.

As the team developed insight into the needs of the
families, it became clear that an equally affected popula-
tion that required attention and support were the providers
and support staff. Providers were becoming exhausted,
confused, irritable, apathetic, and fatigued. High staff dis-
satisfaction and turnover, inability to manage time and
productivity, and ineffective clinical interventions en-
sued. These provider symptoms were observed as clues
that clinicians were in need of support, consultation, and
training that would enhance their diagnostic and manage-
ment skills and prevent “compassion fatigue.”

The team felt confident that if they could identify and
understand the factors that negatively influenced the
therapeutic relationship between the family and the help-
ing provider, they would be able to impact dropout,
relapse, and treatment satisfaction outcomes. In other
words, the team felt certain that provider exhaustion and
fatigue were influencing poor patient health outcomes
and influencing family noncompliance. Careful systemic
analysis of these therapeutic barriers to treating relation-
ship difficulties suggests that the lack of empathy in the
interactional process of the helping relationship nega-
tively influences the family’s ability to adhere to treat-
ment goals.

One of the key observational findings revealed that
as families were referred for help, they had common
symptoms, but responded differently to the therapeutic

relationship. Their differential responses appeared to be
strongly related to the families’ relationship styles and not
the symptoms for which they were referred. These vary-
ing styles influenced the family’s capacity to engage in
the helping relationship. The observed family responses
were classified into family profiles and organized into
the “Classification System of Family Relationship Pat-
terns.”18 This tool helps both providers and families iden-
tify the family’s relationship style and organize culturally
sensitive treatment goals, which match the providers’ and
families’ natural relational abilities. This work provided
the clinical foundation for the development of RCT.

THEORETICAL FOUNDATION FOR RCT

The Relationship Competence Training approach in-
volves the study of interactional relationship patterns in
families and the impact of these patterns on health behav-
iors. In addition, RCT provides tools to improve families’
abilities to manage the health of their members. The RCT
approach integrates key theoretical ideas from attach-
ment, family systems, and object relations theories. The
attachment theory emphasizes the basic human need for
protection, safety, and feelings of security and the role
these needs have in promoting healthy development.32

Critical in the development of secure attachment is sensi-
tive caregiving, that is, caregiving that is based on em-
pathic understanding of a child’s emotional needs.31 In
addition, the attachment theory proposes that early rela-
tional experiences are internalized and organized into pat-
terns that theorists call internal working models.33 Studies
indicate that these patterns are stable over time, at least
when the family environment remains stable, and pre-
dictive of important aspects of children’s emotional de-
velopment.34,35

The family systems theory supports the notion that in-
dividuals grow in the context of interdependent relational
systems that are in constant pursuit of homeostasis and
balance.32,36 All systems have a regulatory process, which
provides stability for ongoing adaptations to ecological
change forces. A family’s homeostasis is grounded in its
culture. Family culture is not simply ethnicity, but a com-
plex set of beliefs that capture the system’s history, health,
spirituality, economic status, social and political values,
and emotional relatedness. Cultural patterns reinforce
the strength of homeostatic forces and naturally produce
resistance to change. Normalizing the resistant forces
within a family system can promote natural restoration of
balance through respecting the family’s culturally sensi-
tive needs and readiness to change.

Finally, similar to the attachment theory, the object
relations theory also sees early relationships as influ-
ential.37 The object relations theory adds a stronger em-
phasis on the way our perceptions of others are strongly
colored by affective experiences, particularly unmet emo-
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tional needs. Furthermore, it focuses on emotional expe-
riences that evoke painful anxiety and are therefore put
out of awareness.38 Such experiences are thought to exert
a powerful influence on current relationships by distort-
ing the perceptions of others, particularly in times of dis-
tress or emotional need.

A common thread in all 3 theories involves the under-
standing that the family relational environment is influen-
tial in shaping the individual’s capacities to engage in and
form meaningful and satisfying relationships later in life.
Furthermore, all 3 approaches underscore the develop-
mental and patterned nature of relationships and their
relative stability, whether growth promoting or less opti-
mal. Such relationship patterns provide predictability and
a sense of familiarity and balance for the developing fam-
ily and, consequently, are likely to be resistant to change.
This resistance may not be confined to only one genera-
tion. Rather, relationship patterns are passed on through
generations,39 and emotional traumas that are not treated
in one generation are likely to be passed on to the next
generation.40

RELATIONSHIP PATTERN DIAGNOSIS

Through Relationship Competence Training, families
are educated about some of the mental health concepts
presented above, but always through the use of language
that applies directly to the nature of their family relation-
ship patterns. For example, families learn about “internal
working models” called their family “blueprints.” They
also learn how this blueprint provides a sense of stability
and familiarity, but that it may compromise how they
cope with current health difficulties or developmental
processes. The “blueprint” concept is also extremely

helpful in designing interventions that match the family’s
pattern and “natural” capabilities and is very useful in pre-
dicting realistic outcomes that anticipate the family’s
needs rather than reacting to them. To understand different
family styles of engagement, we have identified 3 family
relationship patterns that serve as the cornerstone of the
RCT approach (Table 1).

The first family relationship pattern is the Discon-
nected/Avoidant family pattern. The families who follow
this pattern tend to hide their psychological stress within
their family or mask it with physical symptoms. One
member of the family is usually identified as “sick” or “in
need of being fixed.” They usually avoid helping relation-
ships, preferring to handle things on their own and tend to
isolate themselves from available support systems. This
engagement style often forces families to seek help. They
are frequently annoyed or irritated by their health prob-
lem. It appears that this relationship style is based on fear
related to rejection, neglect, or unmet emotional needs and
is demonstrated by their embarrassed discomfort in asking
for or accepting help.

The second family relationship pattern is the Confused/
Chaotic family pattern. The engagement style of families
who follow this pattern involves repeated crises and
neediness. The families tend to attach quickly to multiple
providers, while projecting their chaos onto the health
care system. Consequently, it is common for these fami-
lies’ support systems to seem burned-out and exhausted.
These families are frequently confused and panicked re-
garding their health problems. They demonstrate diffi-
culty in organizing a consistent strategy or plan of action
to deal with the chronic nature of their problems. It ap-
pears that this relationship pattern is based on a history in
which emotional needs have been inconsistently met,

Table 1. Family Relationship Pattern Diagnosis in Relationship Competence Training
Relationship Family Health Provider Relationship Availability/Use of
Pattern Diagnosis Engagement Domain Response Domain History Domain Support Domain

Pattern I
Disconnected/Avoidant Self-reliant Detached Difficulty establishing Isolated

Problems are “no big deal” Disgusted relationships Forced to seek help
Dismiss help Devalued Lack memories No close friends
Flat/detached affect Bored Rejection/neglect Fearful of relationships
Nothing works Angry Idealize past Avoid/dismiss follow-

through
Pattern II

Confused/Chaotic Often in crisis Anxious Inconsistent relationships Family/friends worn out
Needy/many problems Overwhelmed Angry at family Inconsistent follow-through
Anxious/preoccupied Confused Memories are painful Provider burnout
Attach quickly Caring Worry about past
Demand help Ambivalent
Many providers Annoyed

Pattern III
Secure/Balanced Helpful/open with problems Valued Consistent/valued Available family/friends

Seek/value help Warmth relationships Consistent follow-through
Trusting Acceptance Realistic view of past
Sense of humor Empathy Helpful when distressed

Competent
Worried
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leading to high levels of anxiety concerning the expression
of needs.

The third family relationship pattern is the Secure/
Balanced family pattern. The families who follow this
pattern have a cooperative engagement style and actively
seek help in response to distress. They provide a clear and
congruent description of their problem and are capable of
developing a plan of action to deal with the problem at
hand. They rely on the support systems that are available
to them and are also able to develop new resources if
needed. It appears that this pattern is based on a history
in which emotional needs have been, by and large, met or
that family members have come to terms with losses, trau-
mas, or frustrating and difficult life experiences.

Three important points need to be made regarding the
patterns described above. First, families can have charac-
teristics of all 3 patterns, but careful examination over time
reveals that 1 pattern remains dominant. In other words,
the unit of analysis involves relational patterns, not indi-
vidual family members’ characteristics. Second, families
whose characteristics resemble 1 of the 3 patterns can be
struggling with similar health conditions such as depres-
sion, suicide attempts, anxiety, somatic complaints, or
chronic illness. They differ in how they identify the stress,
ask for help, and cope with their health condition. Third,
the goal of RCT is to help each family build competencies
within their natural pattern that help them manage their
identified health concerns.

THE ASSESSMENT PROCESS

As described earlier in the article, families see their pri-
mary health provider for a variety of health needs includ-
ing mental health–related issues. Resources for detection
and screening for mental health issues are typically not
readily available and may create more work for the already
busy provider. The provider who has been trained in the
RCT approach uses his or her expanded clinical intuition
to assess the readiness of the patient and family to accept
help for the health condition and its mental health–related
concerns. As families grow and change, they are in con-
tinuous need of information and educational preparation
for the early identification of health problems. The pri-
mary care providers (PCPs) who know their families well
will be able to assess the families’ emotional and social
readiness to deal with delicate health facts related to men-
tal health. The RCT family patterns model helps the clini-
cian organize an empathic response to a family’s symp-
toms and prepare them for a collaborative team approach
to their health issue.

The next step involves having the family complete self-
report measures of psychological and general health sta-
tus, as well as a Family Pattern Profile Form (Appendix 1).
These measures may be administered in the primary care
office or upon referral to a mental health specialty service.

The Family Pattern Profile Form is completed by the fam-
ily member who is identified as the patient and other
family members who are actively providing continuous
and significant relational support to the patient. This self-
report profile describes how the family asks for help when
distressed, patient’s memories of early childhood relation-
ships, and the patient and family’s current relationship
support. In addition, brief descriptions of the 3 family
patterns are provided, and family members are asked to
choose the pattern that most resembles the current rela-
tionship style of their family.

The form introduces families to a non-stigmatizing
way of looking at emotional and physical health symp-
toms in the context of their natural style of responding to
distress. Families bring the completed forms to their ini-
tial interview with their integrated primary mental health
provider. During this interview, the family is asked to
identify the reason for referral, and the results of their
self-reported measurements are discussed and used to es-
tablish a relationship pattern diagnosis. This diagnosis
is based on the family’s self-report and the clinician’s
examination of the family’s relationship style across 4
domains (see Table 1).

The first domain measures how the family engages in
the helping relationship in times of distress. Observed en-
gagement behaviors are a window from which to see how
family and community life have influenced the family’s
ability to ask for and use help when they need it. The sec-
ond domain of measurement is the provider’s affective re-
sponse to the family’s engagement behavior. This domain
helps the provider identify, organize, and manage his or
her own feelings that are evoked during the process of try-
ing to help the family. Successfully managing these feel-
ings helps to remove “empathetic blocks” that directly
impact the probability of treatment compliance.

The third domain of assessment is the family’s history
of relationship. This is measured through the use of a
clinical Family Developmental Interview Form, which is
completed by the family members (available from the au-
thors upon request). Through the use of a series of devel-
opmental questions, family members are typically asked
by the mental health provider to remember their percep-
tion of their family relationship history. The ability to his-
torically link family strengths and difficulties to current
distress gives the family a sense of hope and understand-
ing that helps guide their motivation to learn new health
behaviors.

The fourth domain assesses the family’s perception
of the availability of their defined support system and
whether they use this support in times of need. Families
and individuals who do not use their support system are at
greater risk for continued mental health problems. This
domain helps to determine how isolated the family is with
their health concerns and the extent to which relationship
resources need to be reestablished or rebuilt.
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The 4 domains of assessment are used to help the fam-
ily and the provider determine the relationship pattern
diagnosis. Congruence across the domains improves the
provider’s ability to read the family’s unique life story. If
the provider is able to understand the family’s experience
of distress, the probability that the helping interaction will
evoke empathy and result in a collaborative strategy to
address the family’s health needs is directly increased.
Through this interaction, the family experiences the pro-
vider as caring about them and knowing them well.

Once a family relationship pattern diagnosis has been
established, it is linked with the patient’s medical and psy-
chiatric diagnoses to develop a comprehensive integrated
treatment plan. The family consents to collaborative inter-
ventions and communications regarding their care. The
provider and the family use the relationship pattern diag-
nosis to prepare and predict the family’s natural compli-
ance response to their identified health problems. Health
problems are not limited to depression or anxiety but
include complex chronic conditions such as diabetes,
asthma, hypertension, and other comorbid illnesses. Orga-
nizing care for patients with chronic disease improves the
potential for long-term health benefits.25 The provider con-
tinues to screen for these disease-specific conditions and
then utilizes the RCT diagnosis to understand how this dis-
ease will affect patients and their family (or support sys-
tem) and how to best approach them with the information
they need to know to manage their health condition.

Predictions of compliance with recommended treat-
ment are discussed with each family, and a collaborative
action plan necessary to support follow through is deter-
mined and accessed by an onsite, integrated team. The
collaborative integrated team includes the PCP, the men-
tal health specialist, a nurse care manager, and clinic sup-

port staff. The provider reviews with the family a list of
RCT integration guidelines that is matched to the family’s
relationship pattern, which will help the family under-
stand the compliance strategies that will be used by the
team to manage their current illness. These RCT guide-
lines provide a normalizing language, which facilitates
communication between the family, their PCP, their men-
tal health provider, and other significant resources. The
nurse care manager provides critical communication links
for the patient and the patient’s family to achieve their
identified health goals. The nurse care manager uses the
RCT guidelines to tailor educational and self-management
information to the family’s compliance capacity. Ad-
vanced practice registered nurses (APRNs) and nurse care
managers are important and effective members of the inte-
grated team, providing diagnostic and care management
interventions that improve the quality and outcome of
care.41–44

Care outcome measures of improvement or non-
responsiveness are tracked by the nurse care manager
using repeat functional status measures and patient and
family satisfaction measures. The care manager facilitates
communication between the family and their primary care
provider. These outcomes are used to reevaluate or con-
firm the integrated treatment plan and are readily avail-
able for review by the family and the provider.

IMPLEMENTING RCT IN PRIMARY CARE

As seen in Figure 1, there are many complex barriers
that impede the integration of mental health services in
primary care. The stigma and fear of mental illness are
still listed as the leading barriers to adequate care.2,45 The
stigma of mental illness can lead to family mistrust in

Figure 1. Primary Mental Health Integration Cause and Effect Diagrama
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mental health interventions, which contributes to the
family’s avoidance of dealing with the mental health
component of their illness. Often, patients and their fami-
lies mention a mental health concern at the end of a medi-
cal visit, which typically lasts approximately 15 minutes.
This delay in mentioning the concern creates a significant
barrier for the provider who does not have adequate time
or training to address the complexity of the family’s men-
tal health issue. During the short medical visit, providers
are faced with competing demands, and if they ask the
appropriate questions, they have neither the time nor the
support available to meet the family’s needs.46 Of major
concern for both the family and the provider are the finan-
cial disincentives to diagnose and treat mental health dis-
orders in the primary care setting because reimbursement
and coverage for these services are restrictive or non-
existent.47 In many settings, it is time-consuming and fi-
nancially prohibitive to track functional outcomes. There-
fore, practices are limited to reporting on unintegrated
data sets such as medical records and claims data for
pseudoreliable outcomes. Tracking outcomes can inad-
vertently be perceived as a barrier to care because it is
costly, cumbersome, and time-consuming. Many health
systems do not have the funding needed to develop tech-
nologically state-of-the-art, integrated, and protected data
sets.

It is not surprising that compliance and non-respon-
siveness are major health care burdens and concerns.23,48

Families with priority health conditions seem to fall
through the cracks of the unintegrated systems, shifting
the cost and burden of their unmet needs to other commu-
nity systems, such as the courts and schools. Feedback
from the mental health provider to the primary care pro-
vider is rare. At the heart of these collective barriers is the
lack of a conceptual framework that builds a consensual,
common vision of values and principles and guides the
development of a strategic plan from which to organize,
implement, and measure system change. The Institute of
Medicine presents a promising framework for redesign-
ing quality care that is evidence based, patient centered,
and systems oriented.1

Implementation requires careful planning with col-
laborative, system-wide input to address the complex is-
sues involved when attempting to integrate the processes
of clinical care. The first step in implementing a collabo-
rative approach that integrates mental health into primary
care practices is to identify the needs of the population
being served. This public health focus requires a consen-
sus of common values and goals with sensitivity to the
cultural diversity of the population being served. The next
step is to build an integration guidance team that reflects
active representation of all the stakeholders who have in-
vested in the benefits of quality family health care includ-
ing family consumers, community leaders, and front-line
service and administrative directors.

The team begins to develop its collaborative relation-
ship by building consensus for a mission, an operational
work plan, and an evaluation strategy based on continu-
ous quality improvement principles of measuring the pro-
cess of care and promoting the benefits and value of qual-
ity. System and community leaders provide ongoing input
and political guidance to the integrated conceptual plan.
The process of implementation will generate naturally re-
sistant forces that may create imbalance, uncertainty, and
even possibly fear as the 2 worlds of mental health and
primary care begin to merge under their common mission
of improving family health. As discussed earlier regard-
ing family systems theory, the normalization of resistance
as a natural, predictive, and energizing phenomenon of a
systems-regulatory mechanism can be used to promote
change and restore balance.

One of the key ingredients necessary to support and
facilitate the change processes inherent in integration is
a substantial investment in training, research, and techno-
logical resources to prepare and sustain the system for the
impact of mainstreaming mental health as a part of every-
day family health care. RCT is one example of a method
of training that facilitates the changes required to build in-
tegrated collaborative care teams. The conceptual frame-
work of rebuilding family relationship competencies as a
primary health intervention promotes the overall systemic
goal of improving family health. The family relationship
pattern diagnosis provides a method for treating the un-
derlying distress of a family’s illness, while reducing the
fear and stigma associated with integrating mental health
into everyday primary care. Training is one of many on-
going first steps toward preparing a system for integration
and reducing predictable resistant barriers.

EDUCATIONAL TRACKS

Relationship Competence Training is currently orga-
nized into 4 educational tracks, which include a series of
lectures, video case examples, and standardized family
compliance management protocols. These educational
tracks include Primary Care Collaborative RCT (de-
signed for primary care providers and support staff), Re-
lationship Competence Therapy Training (designed for
mental health professionals), Consumer/Family Relation-
ship Competence Training (designed for the family’s use
at home), and Employer/Employee Relationship Compe-
tence Training (designed for use in the workplace) (avail-
able from the authors upon request). The RCT training
curriculum is also being developed for academic and jus-
tice systems.

This article has focused on the RCT featured in Pri-
mary Care Collaborative RCT, designed for physicians,
nurse practitioners, physician assistants, onsite mental
health clinicians, and medical office staff. Using the RCT
framework, PCPs and their staff are taught how to screen,
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manage, and talk to families about “difficult” mental
health problems. Training is provided onsite and in coor-
dination with case management collaboration. Providers
develop screening and diagnostic skills that enable them
to design an integrated treatment plan in partnership with
the family and to collaborate as a member of the primary
mental health integrated team.

With 33% to 50% of mental health diagnoses being
missed in the primary care visit,49 training primary care
providers to improve their screening and detection strate-
gies is a major initiative of integrated care. This is some-
what difficult in that many physicians have diverse and
persistent practice patterns that they have developed over
the years and are often reluctant to change. Primary care
providers trained in the RCT method are encouraged to
use their existing diagnostic skills to help the family un-
derstand their health concern in the context of the RCT
relationship diagnosis. The provider in collaboration with
support staff uses simple relational language to talk with
the family about their mental health concerns. This al-
lows the provider to discuss prevention and compliance
predictions directly and empathically with the family
based on the family’s natural relational ability to ask for
help. The PCP uses this educational intervention to help
prepare the patient and family to accept the mental health
needs related to their illness. The rebuilding family com-
petency focus moves the provider from a single isolated
disease-specific diagnosis to a more comprehensive func-
tional improvement strategy, which incorporates the dis-
ease facts with the family’s capacity to build “managed
wellness.” This functional approach will ultimately help
the family reduce the long-term disability and relapse as-
sociated with their illness by helping them engage in reli-
able and immediate access to collaborative integrated
support.

Case Study
Mrs. K calls the family practice for a follow-up visit

for migraine headaches and repeated urinary tract infec-
tion. When asked, she explains that the reason for her
visit is that the medication she is taking is not enough and
is not working. The receptionist notes that Mrs. K is
highly agitated and irritable on the phone, and, according
to screening protocol, alerts the nurse that this is Mrs. K’s
sixth visit to the clinic in the last month and she continues
to be unresponsive to medications. The receptionist ac-
knowledges the patient’s frustration and schedules her for
a 30-minute visit to allow the provider time to address the
potential mental health component of Mrs. K’s symp-
toms. Unable to obtain childcare, Mrs. K arrives in the
busy clinic with her 4 children who are also irritable. The
nursing staff has prepared for the chaos that usually ac-
companies this family’s visits and has made available a
room for them to wait so that other patients in the waiting
room, who do not feel well either, are not disrupted.

While waiting for the physician, the nurse prepares
Mrs. K by acknowledging that this is her sixth visit and
how frustrating it must be for her that she is still not feel-
ing better. The nurse conveys that Dr. H will want to talk
with her today about why nothing seems to be working
and how her illness is affecting her both emotionally and
physically. In order to prepare for this, she is asked to
complete a family pattern profile form and a physical
health form to measure how her headaches are affecting
her and her family. This information helps Dr. H and Mrs.
K decide what should be done next to help her. Dr. H’s
support staff prepares him for this “mental health–related
visit.”

Dr. H engages Mrs. K directly by empathizing with her
current frustration that “nothing works” and reviews the
self-reported Confused/Chaotic family pattern with her.
They agree together that Mrs. K is naturally inconsistent
in her ability to follow through with Dr. H’s prescribed
interventions. Dr. H concurrently reviews with Mrs. K
her self-reported poor health status score, which reflects a
significant indicator of poor mental health. He prepares
Mrs. K directly for the possibility of a mental health con-
dition such as depression, which may be complicating her
headaches, and he questions whether she would be willing
to see a member of his integrated team to help with further
evaluation. Mrs. K is grateful for her mental health diag-
nosis, but it may be difficult for her to follow through, as
predicted for her based on her relationship pattern diagno-
sis. She is, therefore, introduced immediately to the inte-
grated nurse care manager who will help her schedule the
onsite mental health evaluation. The care manager then
coordinates compliance feedback with Dr. H.

With the help of the nurse care manager, Mrs. K is able
to arrange child care and follow through with a formal
mental health evaluation at her primary care clinic, and
her depression diagnosis is confirmed. At this visit, her
medication is reevaluated to treat both her depression and
her migraines. The care manager repeats the functional
measures to track her improvement and follows up with
her by phone to check on medication compliance, being
sensitive to Mrs. K’s identified and predictable chaotic
home life. Mrs. K attends several mental health appoint-
ments and learns new strategies for improving the family
bedtime routine, which improves the sleep deficits associ-
ated with her depression.

This case example demonstrates how the RCT lan-
guage promotes collaborative support and direction for
the integrated team. The integrated team was instrumental
in helping this patient identify, treat, and manage her
depression in the context of her complicated and chaotic
family life. Instead of her chaos disrupting the busy clinic,
it was identified and accepted as normal for this family,
and the staff and physician were able to address the health
issues directly instead of making them worse by ignoring
or avoiding her chaos.
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THE IMPACT OF RCT

The Relationship Competence Training standardized
method has been successfully implemented in a small
family practice of 12 PCPs and 50 support staff that cares
for approximately 35,000 patients and their families each
year.50,51

Providers received Primary Care Collaborative RCT
and, as a team, decided how they would like the mental
health needs of their family population met. They chose
depression as their most frequent mental health symptom
and noncompliance as their most troubling issue. For a
6-month period in 1998 (January–June), claims data were
tracked, and 1800 of the primary care visits were noted to
be for depression. This figure accounted for only the visits
that listed depression as the primary concern and did not
include other mental health–related concerns such as fa-
tigue and insomnia. The medical charts of these patients
were randomly selected for review. Eighty-eight percent
of these patients were married, employed, and had some
form of insurance coverage. The majority of the patients
were over the age of 40. Ninety percent of the patients
were being treated in primary care with medication
for depression, and 39% had been referred for mental
health treatment. Of the patients referred to integrated
RCT-trained mental health providers, 92% showed up for
their first appointment compared with a national referral
follow-through rate of 50%.6,47

Outcome measurements before and after mental health
treatment showed a reduction in anxiety and depression
scores and an improvement in perceived general health
functioning.50,51 Patients reported high levels of satisfac-
tion as measured by the Mental Health Statistical Im-
provement Program consumer survey.52 Providers who
completed 12 hours of continuous training over a 6- to 9-
month period reported an improved capacity for empathy
and hope and a reduction in exhaustion and frustration
when managing family issues and difficult health behav-
iors. Providers also reported increased skill in identifying
and diagnosing mental health issues.

Finally, the RCT method has provided a standardized
way to track the quality and cost of integrated care. Cost
trends show a reduction in primary care and mental health
costs and a reduction in prescription cost during the 3-
year period since RCT was initiated.50,51 Families who
rated themselves with a Confused/Chaotic family rela-
tionship pattern showed the most cost reduction over
time. There is a potential for medical cost offsets when
treating mental health conditions appropriately as a part
of integrated quality primary care.47,53–55 Further study is
needed to build a financial formula that fairly reflects the
cost and subsequent value of improving family health
through mental health integration.

These preliminary findings provide the foundation for
evidence-based outcomes that will be used to replicate

and further study the impact of the relationship compe-
tence method on the delivery of quality care for primary
care practices.56

SUMMARY

Understanding the health of a population of people is
influenced by cultural diversity, illness distribution, and
the environmental nature of the community in which they
live. Populations are networks of communities, communi-
ties are networks of families, and families are networks
of relationships. Relationships are defined as regularities
of patterns of interaction over time and are predictive of
individual behaviors.57 This article reviewed the process
of using a relationship competence model as a primary
health intervention for integrating mental health into pri-
mary care. Integration was described as a solution for
managing the difficult family issues that are presented in
primary care and often interfere with rebuilding family
health.

Throughout the health care system today, providers are
becoming increasingly frustrated with increased demands
and expectations, lack of training, lack of time, and lack
of reasonable reimbursement in unintegrated, poor quality
health care systems. Their frustration leads to a pervasive
sense of not being valued in a career or profession that
they chose with the intent of caring for others. This
and other barriers to implementing integration were dis-
cussed, and recommendations were made to prepare the
health care system to respond to the inevitable forces of
change that will accompany the needed system redesign.

Health care systems of many countries are going
through rapid change on a daily basis. Technology and
politics are transforming the way we deliver care and pay
for it. Given a chance, systems will restore themselves
toward balance.58 This is an underlying principle of eco-
logical science. The RCT language of building sustain-
able relationship competencies was presented as a con-
ceptual framework, which provides contextual holding,
while a system adapts to the process of integration and
eventually attains ecological balance.

In summary, a common framework of rebuilding fam-
ily health and collaborative teams has resulted in success-
ful integration. The use of a practical language with effec-
tive protocols has resulted in collaborative relationship
development and improved patient and family function-
ing. It appears that integrated practices may promote the
best potential for cost savings and determining the value
of quality care. The valuable, sustainable, and available
resources of relationships can reinforce our competencies
as individuals, families, and communities. Relational
competencies can be used to mobilize the collective en-
ergy needed to improve family health. World health lead-
ers must organize and develop policy that will support the
development of systemic approaches to healthy families
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and communities and sustain the implementation of inte-
gration strategies that demonstrate affordable, evidence-
based quality care.
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Appendix 1. Family Pattern Profile Form
PATIENT FORM

Date: __________________________________________________ Your Name (or Family Name): ____________________________

Primary Care Doctor: _____________________________________ Mental Health Provider: _________________________________

Please tell us your main reasons for seeking help:

Physical Emotional

1. _____________________________________________________ 1. ___________________________________________________

2. _____________________________________________________ 2. ___________________________________________________

3. _____________________________________________________ 3. ___________________________________________________

All families have stress. Each family has its own ways of dealing with stress and other health problems. This form can help you understand how
you and your family or support system (that you live with today) handle stress.

Please check the boxes that most closely match how you and your family act when you are under stress or are dealing with a difficult
health problem.

A. ASKING FOR HELP TODAY
Please check boxes that describe how you and your family ask for help when under stress:

❏ We reject help. ❏ We are reserved (we don’t talk about our problems with others).
❏ We often blame others. ❏ We think our problems are not a “big deal.”
❏ We are forced to get help. ❏ We look depressed.
❏ We take prescription medications without physician supervision. ❏ We do not ask for help.
❏ We are nervous and needy. ❏ We are controlling and demanding.
❏ We are often in crisis. ❏ We have many problems.
❏ We want a “quick fix.” ❏ We are noisy and fight a lot.
❏ Sometimes we follow through, sometimes we don’t. ❏ We call many professionals to try to get help.
❏ We have a clear understanding of the health problem. ❏ We use our sense of humor.
❏ We are looking for answers. ❏ We ask direct questions.

B. HOW DO YOU FEEL TODAY?
Please check the boxes that match the feelings you have with your family members or within yourself:

❏ no feeling one way or the other ❏ disgusted ❏ angry ❏ unsafe ❏ not valued ❏ bored
❏ worried ❏ overwhelmed ❏ confused ❏ cared for ❏ mixed feelings ❏ impatient
❏ safe ❏ warm ❏ understood ❏ accepted ❏ valued ❏ understanding of others

C. WHEN I REMEMBER MY CHILDHOOD FAMILY RELATIONSHIPS, I FEEL
Please check the boxes that match the feelings you have when you remember your childhood relationships:

❏ no feeling one way or the other ❏ unsafe ❏ disgusted ❏ angry ❏ mixed feelings
❏ worried ❏ overwhelmed ❏ confused ❏ cared for ❏ valued
❏ safe ❏ warm ❏ understood ❏ accepted ❏ bored
❏ misunderstood ❏ regretful ❏ disconnected ❏ not valued ❏ understanding of others

D. HISTORY OF RELATIONSHIPS: CHILDHOOD FAMILY
Please check the boxes that match the memories you have when you remember your childhood family:

❏ Early relationships were not important. ❏ We were very independent and didn’t need to count on others.
❏ I don’t have memories of my childhood family. ❏ I had a “happy/perfect” childhood.
❏ I was not taken care of. ❏ I don’t remember farewells or separations.
❏ I was rejected. ❏ We didn’t talk about bad or sad events.
❏ I worry a lot about the past. ❏ I am still angry at my parents.
❏ We always had to take care of everyone. ❏ Life was uncertain, with many problems and crises.
❏ Separations are still painful. ❏ We helped each other.
❏ Early relationships were important. ❏ We enjoy looking back at childhood memories.
❏ I have unpleasant and pleasant memories. ❏ We are able to connect current pain with past events.

E. RELATIONSHIP SUPPORT TODAY
Please check the boxes that tell how you deal with the people who support you and your family (such as friends) when you are under stress:

❏ I am afraid of relationships. ❏ We have no close friends.
❏ No one knows about our problems. ❏ We handle problems within the family.
❏ We are alone. ❏ Nothing works, so why bother.
❏ We have many friendships that are not “deep.” ❏ I don’t talk to anyone.
❏ We see many doctors. ❏ Our family and friends are tired and worn out.
❏ We don’t have enough help. ❏ Sometimes we use help, sometimes we don’t.
❏ Everyone knows about our problems. ❏ We have close friends.
❏ We call when we need help. ❏ Everyone knows about our problems.
❏ Family, friends, and others are always willing to help us.

continued
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Appendix 1. Family Pattern Profile Form (cont.)
Many people feel their family has its own pattern or style of dealing with stress or health concerns.
Please read the three choices below and check which relationship pattern/style is most like your family.

[Please check ONE]

• Pattern I–Disconnected/Avoidant Relationships: ❏
We are very independent and don’t often need to count on others. We like to handle problems on our own. Our family contact can be rejecting,
distant, and disconnected, and therefore we may avoid needed support. The importance of early relationships is ignored or forgotten.
We have many friends but no close friends. We are often alone with our problems. Asking for help is scary and often upsetting.

• Pattern II–Confused/Chaotic Relationships: ❏
We are often in crisis. We have many problems and unsolved concerns. The result of our family contact is confusion and chaos. I have painful
memories of early family relationships. I am still angry with my parents. Our family and friends are worn out because it is difficult to deal with
all our needs. We are grateful for help but not sure it will work. It is hard for us to keep regular appointments.

• Pattern III–Secure/Balanced Relationships: ❏
We are helpful and open when dealing with problems. Our family contacts are natural and caring, even when we disagree with each other or fight.
We generally think early relationships are important. Relationships are safe and helpful to me. We have people that can help us in times of stress.
We value and ask for experts’ (doctors’/nurses’) help with our problems.

In addition to the family pattern that you chose above, does your family look like one of the other two patterns?

[Check all that apply]
Pattern I (Disconnected/Avoidant) Family Relationships ❏ yes ❏ no
Pattern II (Confused/Chaotic) Family Relationships ❏ yes ❏ no
Pattern III (Secure/Balanced) Family Relationships ❏ yes ❏ no

FAMILY HEALTH GUIDELINES
[“Integrated Treatment Plan Predictions”]

PLEASE REVIEW WITH YOUR PROVIDER OR NURSE CARE MANAGER:
Above, you have chosen a family pattern that resembles how you and your family deal with stress and other health issues.
Based on your natural style, here are some ideas that may help you and your doctor manage your health concerns together.

I. Disconnected/Avoidant Family Relationship Pattern:
1.You like to feel in charge and to go at your own pace.
2.Untreated depression or anxiety may cause health and conduct complaints.
3.Facts will help you better understand and self-manage your condition.
4. It may be difficult to think that medications will help you with your condition.
5.You may choose to ignore or not deal with your health condition right now.
6.Doctors and health care staff may make first contact to help you lessen your feeling of loneliness and to reduce the mental health risk

of your condition.
7.A time will come when you will want to fight change. Having a professional give you support and re-explain your illness will help you

continue with your treatment plan.
8. It will be scary for you to get help from an expert and therefore you may be isolated with your condition.

II. Confused/Chaotic Family Relationship Pattern:
1.You welcome the mental health diagnosis and agree with the need for help.
2.We may help you by lowering the number of experts working with you.
3.We will aid independence by being available and supportive.
4.You may feel pressure and opposition as we try to make a consistent treatment plan.
5.You may forget to follow your medication or self-management plan.
6. Balancing your support group will help reduce your symptoms.
7.  It will be hard for you to comply with a steady approach to problem solving.

III. Secure/Balanced Family Relationship Pattern:
1. You will benefit by having us describe why your relationship support is working.
2. You will look forward to seeking personal or educational sources for help.
3.You may need expert advice to balance your life and health condition.
4.You like to express gratitude for the help you receive.
5.You will appreciate self-management education about your condition and medications.
6.You like to prepare for side effects or complications.

FAMILY SELF-MANAGEMENT ACTION PLAN: (Describe a health goal you could work on now.)

1. Relationship Support: ____________________________________________________________________________________________

2. Nutrition: ______________________________________________________________________________________________________

3. Exercise: ______________________________________________________________________________________________________

4. Spirituality: ____________________________________________________________________________________________________

5. Medication: ____________________________________________________________________________________________________

6. Other: _________________________________________________________________________________________________________
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