
Introduction
Sustainable change in Youth Care can only be achieved in 
cooperation with all parties involved, especially parents 
and their children [1]. Previous studies have shown that 
client perspectives demonstrate low convergence with 
quality indicators based on clinicans, research, and policy 
[2, 3]. Clients often value functional outcomes in the con-
text of everyday living and quality of life over control of 
their illness [4, 5]. Moreover, incorporating client perspec-

tives into clinical practice is associated with improved 
working alliance, increased satisfaction with services and 
autonomy support [3]. Thus, to provide integrated Youth 
Care responsive to the needs of families, it is essential to 
incorporate parental perspectives into clinical practice [6]. 
Therefore, this study aims to advance our understanding 
of key components of integrated Youth Care from a paren-
tal perspective.

Youth Care encompasses the support for children 
aged 0–23 years and their families who need support  
from a variety of services, including preventive health 
 services, youth mental health support, and specialized 
(mental health) care [7]. Families in Youth Care with 
multiple needs often deal with a plurality of (endur-
ing) co-occurring psychosocial problems in various areas 
of life [8]. It is difficult to support these families due to 
the interactions between problems, the varying needs 
of families, the organization of care focusing on single 
needs, and a lack of coordination between the multiple 
care services involved [8–10]. If left untreated, these prob-
lems adversely affect a child’s development and family 
functioning, leading to an increased burden on social, 
familial, and academic functioning that tend to persist 
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into adulthood [11]. For example, unsupported mental 
health problems can  eventually lead to social isolation, 
poor educational achievement, emotional dysregulation, 
and parental  distress [12, 13].

To meet the needs of these families, Youth Care profes-
sionals seek to promote coherent, continuous, and coor-
dinated care across several life domains, also defined as 
integrated Youth Care [8, 14]. The aim of integrated Youth 
Care is to coordinate services around families’ needs and 
improve quality of support by incorporating services, 
and ensuring collaboration between professionals [14]. 
Providing this integrated Youth Care has increasingly been 
recognized as a necessity by professionals, policy makers, 
researchers, youth, and parents as it can be effective to 
improve the care process and families’ satisfaction with 
care [5, 14–16]. Altough evidence on the effectiveness of 
integrated Youth Care is promising [17, 18], there is a gap 
between empirical support for the effectiveness of inte-
grated approaches and the efficacy of these models in 
actual practice [19].

Following the principles of Evidence Based Practice to 
organize high-quality care, it is crucial to combine cli-
ent perspectives, clinical experiences, and evidence from 
research [20]. As previous research to youth engagement 
in the organization and policy of services suggested, it 
is important to engage children and their families in 
developing integrated care, since this can increase ser-
vice uptake, engagement in-, and control over their care 
 process, and satisfaction over services [21–24]. These 
studies recommend to organize accessible and welcom-
ing locations with minimal waiting times, where youth 
feel  valued and respected. Also, co-location of services, 
 offering walk-in sessions, and meeting youth at a location 
of their choice can increase accessibility [21, 24]. However, 
these recommendations cannot be generalized to  parental 
 perspectives, since youth perspectives do not necessarily 
align with those of parents.

Moreover, a limited number of studies have attempted 
to determine key components to integrated Youth Care 
from a parental perspective. For example, a small quali-
tative study focusing on a specific population (parents 
of children with anxiety and depression), demonstrated 
that the presence of a care coordinator enabled parents 
to focus on their child, instead of coordinating the care 
process among multiple professionals [25]. Also, this 
study found that integrated Youth Care was hindered by 
a lack of clarity with respect to allocation of responsi-
bilities and confidentiality issues between professionals 
[25]. Studies on integrated care in other fields of inter-
est, for example, general health care and adult services, 
have found that from a client perspective, timely access 
to services, smooth transitions between health care pro-
viders, adequate exchange of information, and co-location 
of services are important aspects of integrated care [14, 
19]. However, integrated care has been deemed a highly 
context-dependent process and there is no single example 
or best practice applicable to all settings [24, 26, 27].

An important issue in integrated Youth Care is deter-
mining the focus of support. One of the leading princi-
ples of decision making in integrated Youth Care is shared 
decision making, in which clients and professionals 

 collaborate to make decisions about a care process [28, 29]. 
Although shared decision making can lead to improved 
client satisfaction and self-support skills, implementing 
shared decision making across settings is intricate [28]. 
Particularly in integrated Youth Care, shared decision mak-
ing can be complicated by difficulties in prioritization of 
needs, sequencing of services, conflicting needs of  family 
 members, and a large number of professionals involved 
in a care process [28, 30, 31]. Previous research demon-
strated that parents and youth might need support for 
their role in decision making [32]. Moreover, Youth Care 
professionals often experience difficulties incorporating 
multiple perspectives into a comprehensive care plan [5, 
33]. Disagreement between youth, parents, and profes-
sionals concerning the form and intensity of support also 
hinder shared decision making [20, 30].

Yet, despite the importance of incorporating client per-
spectives into clinical practice, little attention has been 
paid to parental perspectives on integrated Youth Care 
and decision making processes [2]. Parents are crucial in 
children and young persons’ lifes and their recovery pro-
cess [34]. Also, they are, especially in young children, the 
first point of contact with professionals and play an impor-
tant role in treatment participation [35]. Therefore, this 
qualitative study sets two objectives: (1) to identify what 
parents consider key components of integrated care, and 
(2) to describe facilitators and barriers of integrated Youth 
Care according to parents. The objectives are to advance 
the understanding of integrated Youth Care from a paren-
tal perspective, to eventually enable professionals to tailor  
integrated Youth Care to the needs of families with mul-
tiple needs Double. Also, the results of this study might 
encourage services and policy makers to include quality 
indicators that reflect integrated Youth Care from a paren-
tal perspective.

Methods
Setting
This study is part of the research project of the Academic 
Workplace ‘Gezin aan Zet’ (translated: Family‘s Turn), 
a collaborative initiative in the Netherlands, involving 
stakeholders from practice (youth and parents, profes-
sionals), academia, policy, and education. The current 
study focusses on parents receiving support from full-
integrated, multidisciplinary care teams, the so-called 
Youth Teams that operate in almost all municipalities in 
the Netherlands (see also Text Box 1 for the context of 
Youth Teams) [36, 37]. Each Youth Team consists of eight 
to twelve professionals with different expertise (e.g., social 
work and education, specialized mental health care, infant 
mental health, (mild) mental retardation, coaching, par-
enting support, and child protection; [38]). Youth Teams 
support families as much as possible within their own 
environment and operate within a primary care setting as 
a linking pin between universal services and specialized 
care [7]. If necessary, they provide short-term, ambulatory 
support or refer to more specialized Youth Care, follow-
ing a matched- or stepped-care approach [39, 40]. In total, 
six Youth Teams from two regions in the Netherlands 
( Holland Rijnland and The Hague) participated in the 
overal research project.
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Participants
Parents were invited to participate in a semi-structured 
interview by an email from their Youth Team professional. 
As we aimed to prevent convenience sampling bias, pro-
fessionals were encouraged to approach all parents in 
their caseload [41]. The email contained a description of 

the project and the process of interviewing (audio-taping, 
confidentiality, and the right to withdraw at any moment). 
A parent representative (BH) supported the researchers in 
formulating comprehensible content to ensure that par-
ents understood the information. After parents expressed 
their interest, they were called by a student of the Leiden 
University of Applied Sciences, who worked under the 
supervision of the researchers (LAN and JE). From the 22 
parents who were approached, one parent refused to par-
ticipate due to a lack of time.

To guarantee parental perspectives were based on actual 
experiences, we purposively included parents who had at 
least three meetings with a Youth Team professional [42]. 
There were no further criteria for in- or exclusion, since we 
aimed to involve a heterogeneous group of parents, repre-
senting the diverse population of families in Youth Care. 
After parents agreed to participate, the interview was sched-
uled at a place of their choice, mostly at home. All parents 
gave written informed consent prior to the interview. The 
researchers had no prior knowledge of the participants and 
vice versa. All parents, except one mother, filled in a demo-
graphic survey, her data was listed as missing. The Medical 
Ethics Review Board of Leiden University Medical Centre 
concluded that the research project was not subject to the 
Medical Research Involving Human Subject Act (WMO) 
and complied with the Netherlands Code of Conduct for 
Research Integrity. The Consolidated criteria for Reporting 
Qualitative Research [43] were applied to promote trans-
parency and ensure clear and comprehensive reporting of 
the study methods (Appendix A).

Data collection
To shed light on the complex process of integrated care 
and allow parents to express their experiences, semi-
structed interviews were conducted [31]. A topic list with 
open-ended questions was formulated in advance based 
on previous studies of client perspectives on integrated 
care [19, 25]. The topic list was supplemented with input 
from a reflexive meeting of the authors (LAN, JE, EAM, 
CHZK) and two Youth Team professionals. Subsequently, 
the topic list was pilot tested on a parent representative 
(BH) and minor linguistic adjustments were made. Next 
to general questions on the support of a Youth Team and 
overall satisfaction, the topic list included questions on: (i) 
a family-centred focus (e.g. experiences with the involve-
ment of family members and the social network in a care 
process), (ii) collaboration between professionals and par-
ents (e.g. attitudes and communication of professionals 
towards parents), (iii) parental involvement in shared deci-
sion making (e.g. how parents experienced their roles in 
decision making processes, experienced freedom to adapt 
treatment plans), (iv) interprofessional collaboration and 
joint meetings (e.g. parental experiences with joint meet-
ings and collaboration between professionals involved in 
the care process), (v) experiences with a shared care plan 
(e.g. whether there was a care plan, and the role parents 
played in formulating the care plan), (vi) availability of 
care (e.g. time between application for support and first 
meeting, availability of specific support), and (vii) privacy-
issues (e.g. confidentiality of information and communi-
cation between professionals).

Text Box 1: The context of Youth Teams

In 2015, there has been a decentralization of the Youth 
Care system in the Netherlands. Currently, munici-
palities are responsible to organize and provide Youth 
Care on a local level, including preventive support, 
primary care, specialized mental health care, and child 
protection. Arguments for this decentralization were 
reported deficiencies concerning an increased use of 
care, pressure on specialized care, fragmentation of 
support, and a lack of interprofessional collaboration. 
Municipalities aim to provide accessible, integrated 
care within families’ own environment by decompart-
mentalization of budgets and organizing local support 
for children and their families with a variety of psycho-
social, stress-related, and socio-economic needs.

In almost all municipalities in the Netherlands, 
multidisciplinary care teams (i.e. Youth Teams) are 
operative to organize and provide integrated Youth 
Care on a local level. All professionals in Youth Teams 
have a broad range of tasks to ensure high quality 
support for children and their families, with a focus 
on empowerment, strengthening the capacities of 
families, involving the social network of families, 
and provide early detection and support. Although 
specific tasks and team composition of a Youth 
Team varies depending on local needs, profession-
als generally have four major functions: (i) acces-
sible support by means of consultation, advice and 
basic diagnostics to identify needs, (ii) a linking pin 
between universal services and specialized Youth 
Care, (iii) coordinate support in collaboration with 
other (local) services, and (iv) provide ambulatory 
support if needed.

Since professionals in Youth Teams provide support 
to families with a broad variety of needs, they operate 
with a generalist view on the entire family’s welfare, 
and a specialist focus on specific needs (for example 
specialized mental health care, parental support, 
child protection). Professionals in Youth Teams are 
responsible to preserve their specialism by means of 
training and supervision. Due to its multidiscplinary 
character, Youth Teams can provide a broad range of 
services, leading to increased access of support. Also, 
professionals can learn from each other’s expertise, 
by closely collaborating in care processes. To improve 
collaboration, professionals in Youth Teams meet 
every week to discuss cases and team functioning. 
Moreover, as a linking pin between universal services 
and specialized mental health care, Youth Teams 
closely collaborate with local general practitioners, 
schools, services for adult mental health support, 
financial support, and preventive services.
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The interviews were conducted between February and 
June 2017 by two students (one male and one female) of 
the Leiden University of Applied Sciences, accompanied 
by a researcher experienced in interviewing and qualita-
tive data analysis (LAN or JE, both female). Field notes 
were obtained during each interview. A reflexive meeting 
to evaluate the interview process and discuss new insights 
between the student and one of the researchers (LAN 
or JE) took place after each interview. All parents were 
assigned a study number to guarantee anonymity. Each 
interview was audio-recorded and transcribed (verbatim) 
afterwards. Parents were asked if they wanted to comment 
on the transcripts, however, no parent was interested in 
doing so. The presented quotes have been translated from 
Dutch to English by three researchers (LAN, SvdD, PJR). 
Due to the verbatim transcription, the quotes presented 
in our results section contain literal wordings and there-
fore, might not be completely fluent.

Analysis
All transcripts were imported into ATLAS.ti (version 7), 
a computer program for labelling and organizing text 
content. In analysing the transcripts, we applied a trian-
gulation approach by using both inductive and deductive 
strategies [44]. A coding tree was developed and applied 
based on the topic list, supplemented with codes that 
arose from open coding based on the grounded theory 
approach [45]. Two researchers (LAN and JE) discussed 
each coded transcript to resolve differences in coding. No 
additional codes were added after coding approximately 
15 out of the 21 interviews, an indication that satura-
tion was reached and no supplemental interviews were 
needed [46]. Second, axial coding took place by further 
analysis and merger of the coded fragments, resulting in 
six key components [47]. During reflexive meetings, the 
researchers (LAN, JE, EM) and parent representatives (BH 
and CdK) discussed the interpretation of the codes and 
components. Subsequently, the first author (LN) deduc-
tively compared the themes that emerged from the the-
matic analysis by re-reading the transcripts. By applying 
this bracketing method, we have limited possible adverse 
effects of prejudices that may have affected the research 
process [48].

Results
Demographics
In total, 21 parents were interviewed, 17 mothers and 4 
fathers, all from different families. The interview duration 
ranged from 31 to 92 minutes (M = 53 minutes). Eleven 
parents provided information regarding their child’s 
age, that ranged from 3 to 21 years (n = 17, M = 11.23). 
Although the diagnosis of the child and type of famil-
ial problems were not explicitly asked, all parents had 
received support from professionals of Youth Teams, 
supplemented with other services such as specialized 
mental health-, mediation-, or financial support services. 
This is an indication of multiple needs across several life 
domains. For an overview of demographic characteristics 
of the parents, see Table 1.

Findings
Parents described integrated Youth Care as a process where 
multiple professionals collaborate to provide adequate 
care for the entire family. Overall, parents were satisfied 
with the support of local multidisciplinary Youth Teams. 
Despite the heterogeneity of the participants, our results 
show a high consensus between parents in their perspec-
tives on integrated Youth Care. Based on the open cod-
ing of the interviews, six key components were formed, 
displayed in Table 2 and described in Appendix B. These 
components will be further explained in the following 
section.

Holistic, family-centred approach
All parents emphasized the importance of a holistic, fam-
ily-centred approach in integrated Youth Care: a focus on 
a families’ welfare across several life domains, instead of 
solely addressing the needs of the child with the most 
explicit problem behaviour. Parents’ main argument 
for a family-centred approach was that the problems of 
one family member often influence the entire family’s 
 well-being. Addressing the welfare of all family members, 
was experienced as having a positive effect on a family’s 
capacity to addressing their needs.

Table 1: Demographic characteristics of the parents.

Variable

Gender

Male [n(%)] 4 (19.1%)

Female [n(%)] 17 (80.9%)

Age in years

Mean age in years (SD) 43.75 (8.47)

Age range in Years 26–57

Cultural Background

Western [n(%)] 17 (85.0%)

Non-Western [n(%)] 3 (15.0%)

Highest Educational Level

Primary Education [n(%)] 2 (10.0%)

Intermediate Vocational Education [n(%)] 8 (40.0%)

Higher Vocational Education [n(%)] 7 (35.0%)

University [n(%)] 3 (15.0%)

Marital Status

Two-parent household [n(%)] 10 (50.0%)

Divorced [n(%)] 9 (45.0%)

Single-parent household [n(%)] 1 (5.0%)

Total Number of Children

One child [n(%)] 5 (25.0%)

Two or more children [n(%)] 15 (75.0%)

Note: N = 21.
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“When a single person has a problem, this in turn 
also has its effect on the rest of the family. So, it is 
great to start together in the assessment phase, and 
to continue individually during the care process.”

Parent 3.1

To facilitate a complete overview of families’ functioning, 
various parents described that professionals should incor-
porate all family members’ perspectives on needs and 
strengths, supplemented by the perspectives of teachers 
and other professionals like general practitioners. Accord-
ing to most parents, discussing the various perspectives 
with families led to new insights into needs and strengths, 
which in turn resulted in a feeling of empowerment and 
positively influenced the care process.

”And I can tell my story, but I see it from one direc-
tion. I want an extra pair of eyes that look at the 
situation from different angles. In the end, that 
went very well, because of the open communica-
tion with school and the general practitioner.”

Parent 1.1

A barrier in mapping the entire families functioning was 
that some parents experienced uneasiness the moment 
a professional asked questions about family functioning 
across several life domains, without explicitly mentioning 
the importance of asking these questions. To illustrate, 
one parent was confused that a professional asked about 
her/his family’s financial situation, while the initial appli-
cation for support was based on a child’s externalizing 
behavioural problems at school.

“The reason why they actually want to know so much 
about us, while I only asked a question about my son 
or daughter. And when an explanation is given, then 
you think ‘all right, on the one hand it makes sense, 
so it’s a plan for the whole family, the functioning of 
the whole family’. I do understand that.”

Parent 2.1

Alongside the family-centred approach, Youth Team pro-
fessionals often proposed to involve a family’s personal 
social network for informal support. By drawing a visual 
overview of the social network, parents reported that they 
gained more insight in the people whom they can cask 

for informal support. A facilitator in involving the social 
network was that parents chose by themselves who they 
approached, this was not dictated by professionals. Some 
parents experienced that involving grandparents, friends 
or neighbours as support resulted in more energy and 
strength to face problems. Importantly, not all  parents felt 
the need to involve their personal social network in the 
care process. Barriers in involving the social network were 
cultural and generational differences in talking about prob-
lems and a social network that was already overburdened.

“My mother is from a different generation, and she 
says: ‘these kinds of problems you have to solve 
yourself, do not air your dirty laundry’.”

Parent 1.7

Addressing a broad range of needs in a timely manner
In integrated Youth Care, addressing the needs of all fam-
ily members in a timely manner was reported as essential. 
However, parents emphasized that an integrated approach 
does not mean that all needs should be addressed simul-
taneously. In fact, too many treatment goals at the same 
time resulted in overburdening of families, hindering 
the care process. Jointly prioritize needs and decide on 
the focus of support was described as a facilitator, while 
focusing on a family’s needs instead of a supply-oriented 
approach.

“I like the fact that not everyone is placed inside a 
box of ‘that is how you function, and we are going 
to solve it in the following standard ways.’ No, they 
really assessed our individual needs.”

Parent 3.2

All parents reported long waiting lists, often for special-
ized services as a major barrier to addressing needs in a 
timely manner, leading to insufficient support, stagnation 
of the care process, an increase in needs and difficulties 
in interprofessional collaboration. Nevertheless, parents 
differed greatly in their perceptions of waiting times. This 
variety seemed related to the severity of problems: the 
more severe the problems, the more urgent the need for 
help, and the longer the perceived waiting time. Further-
more, a lack of clarity of services and specific demands of 
organizations (e.g. refusing family members with comor-
bid problems) were described as barriers in integrated 

Table 2: Components of integrated Youth Care according to parents.

Component Description

Holistic, family-centred approach A holistic approach of needs and strengths of all family members.

Addressing a broad range of needs in a timely manner Timely support across several life domains, tailored to a family’s needs.

Shared decision making Parental involvement in decision making processes.

Interprofessional collaboration Collaboration between professionals with different expertise, or from 
different organizations.

Referral Transition from one care provider/organization to another.

Privacy Privacy of family members during information exchange.
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Youth Care. Parents emphasized the need of transpar-
ent communication about waiting times and the type of 
 services offered by organizations.

“Because [organization] is not always clear in what 
they can provide and can’t provide, the Youth 
Team cannot adapt to this. So, the communica-
tion and the care offered were not always clear. So 
sometimes it is not entirely clear what one party 
does and what the other party does. And the com-
munication is just rigid, making it very difficult to 
coordinate things.”

Parent 4.2

Shared decision making
Multiple examples of shared decision making in integrated 
Youth Care were described in the interviews: the need for 
jointly assessing priorities during the care process, the 
value of making their own decisions on the type and inten-
sity of care, and the increased motivation parents expe-
rienced due to the involvement during all stages of care. 
Freedom of choice and transparent communication about 
different options for support were reported as facilitators 
by parents to make their own decisions.

“No, the decisions are coming from me and my 
husband. But the coach gave us advice, just for the 
decision. But we made the decision. We can accept 
these advices, but we also can just say no.”

Parent 2.2

An up-to-date care plan, shared with families and pro-
fessionals promoted a transparent overview of the care 
process and gave insight in current and future goals and 
actions, facilitating shared decision making and leading to 
an increased consensus on the focus of support. Generally, 
a professional took the lead in formulating the care plan, 
by inventorying families’ needs and formulating goals. 
Importantly, parents expressed that they should always 
participate in this process, by formulating their own goals 
or adjusting the goals formulated by a professional.

“They gave us the feeling of being heard, leading to 
feelings of security, safety, and positivity, and increas-
ing feelings that you can work on something.”

Parent 1.3

Frequent evaluation is necessary to maintain an up-to-
date and flexible care plan, which is responsive to the 
changing needs of families. These evaluations should be 
initiated by professionals, and parents thought it is a pro-
fessional’s responsibility to keep the care plan up to date. 
Some parents explicitly mentioned an increased feeling 
of involvement in the care process when developing or 
evaluating a care plan in collaboration with a Youth Team 
professional.

There were also barriers in shared decision making 
reported by parents. First, differences in the local organi-
zation of Youth Care, for example, between two adjacent 
regions, led to perceived disparities in access to services, 

and most importantly a perceived limited freedom of 
choice. Second, different views on adequate support, for 
example between professionals and parents, were experi-
enced as having a negative effect on shared decision mak-
ing. These differences were particularly problematic, since 
parents trust and value a professionals’ expertise, but on 
the contrary, they are experts on their own family situ-
ation. Third, in some cases the perceptions of the most 
appropriate support for families differed between various 
professionals involved, leading to confusion for parents. 
In case of differences in perceptions or a perceived limited 
freedom of choice, a parent suggested that professionals 
should transparently discuss all options with families.

“Professionals stated that he was better off at 
[organization]. I said, ‘yes but that is an organization 
you have a contract with, that is cheaper for you, but 
not appropriate for my son’. And then you get into 
a conflict (…). What I found most painful was that 
they did not look at my son’s needs, but what was 
financially appropriate for them.”

Parent, 3.2

Interprofessional collaboration
Beside the support of a Youth Team, all parents also 
received support from professionals of other services, like 
specialized mental health care centres or financial sup-
port services. Although many parents preferred support 
from one single professional or organization, they under-
stood the importance of interprofessional collaboration 
to provide a broader range of support. Specifically, schools 
and general practitioners were mentioned as important 
collaborative partners, since they have known families for 
a longer period and are involved in their daily lives.

Multiple examples of facilitators and barriers in interpro-
fessional collaboration were reported. For example, famili-
arity between professionals, frequent communication, and 
accessibility of professionals were mentioned as facilita-
tors. Also, parents emphasized the importance of clear allo-
cation of tasks and responsibilities, especially when there 
were multiple family members and professionals involved. 
Interprofessional collaboration, by ensuring clear commu-
nication and coordinated support, should be initiated by 
professionals, but always with parental consent.

“I think we were heard, but I think the problem 
is just the structure. There is just not one person 
with the final responsibility within the specialized 
mental health care, who consults our coach. There 
were all super competent people, but one is about 
diagnostics, the other one about autism treatment, 
the other is the psychiatrist…. But there is not one 
person who says: ‘I will take the lead’.”

Parent 3.2

Co-location of services, multidisciplinary care meetings, 
and a care coordinator were forms of interprofessional 
collaboration described by parents. Co-location was expe-
rienced to have a positive effect on the accessibility of 
care, by reducing the threshold of seeking help for a broad  
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range of problems. Furthermore, parents experienced 
that co-located professionals were more familiar with the 
other professionals’ services, leading to increased inter-
professional communication, reduced fragmentation of 
services, and early support. Overall, parents reported to 
be more satisfied with interprofessional collaboration 
between professionals from one Youth Team compared 
to collaboration between professionals from different 
organizations. Due to the multidisciplinary organization 
of Youth Teams, parents felt that diverse expertise was 
easily accessible, increasing the efficiency of the care pro-
cess. Moreover, parents experienced that Youth Teams had 
short lines of communication with universal services like 
schools, general practitioners, and child healthcare cen-
tres in the neighbourhood. For example, Youth Team pro-
fessionals were frequently co-located at visible locations, 
like schools or police stations, leading to an increased 
accessibility of care and early support.

All interviewed parents had participated in multidisci-
plinary care meetings. During these meetings, the care 
process was discussed among the family, the professionals 
involved, and sometimes the personal social network of 
the family. Although parents described these meetings as 
valuable to create an overview of the care process and to 
reduce fragmentation in support, parents stressed that the 
meetings were sometimes burdensome. Sufficient prepa-
ration facilitated multidisciplinary meetings, both for pro-
fessionals and the parents, for example by formulating an 
agenda beforehand. Moreover, parents found it essential 
that professionals adjusted their pace and language dur-
ing multidisciplinary meetings, and that there was some-
one (a professional or someone from a family’s network) 
available to support parents expressing their needs.

“And also, in response to large meetings, where 
17 people were sitting around the table. I felt so 
alone. There were 17 people around the table and 
I needed someone to stand by me, who, together 
with me, stood up for my child.”

Parent 6.2

A reported barrier in organizing multidisciplinary meet-
ings was the lack of availability of professionals. Some 
parents noticed that it was not always a necessity to 
organize or participate in a face-to-face meeting to 
come to an agreement. Discussions by phone or email 
would also have been sufficient and easier to organ-
ize, as long as there is transparent reporting to parents  
afterwards.

A care coordinator, described as a professional with the 
formal task to maintain an overview of the care process 
and to stimulate interprofessional collaboration, was 
reported as an important facilitator to interprofessional 
collaboration. In fact, a lack of care coordination led to 
fragmentation of support, a major barrier in integrated 
Youth Care. Another reported barrier was the high turno-
ver rate of professionals. Due to this turnover rate, parents 
had to tell their stories repeatedly and form relationships 
with several professionals, leading to resistance and over-
burdening of families. Also, the changing composition of 

a care team led to indistinct responsibilities and a lack of 
communication between professionals.

“It would have been great if there was just one pro-
fessional that supported our family.”

Parent 1.5

Referral
Many parents were referred from one organization to 
another, mostly from local Youth Teams to more special-
ized mental health care services. To facilitate the refer-
ral process professional should have knowledge of local 
services and the skills to efficiently identify the needs of 
families. During referral, parents were often requested 
to provide personal information. Although most parents 
understood the importance of sharing this information, 
some felt uncomfortable sharing personal information 
with unfamiliar professionals or organizations. Warm 
handoffs were mentioned as facilitating the referral pro-
cess, described as the transition from one care provider to 
another, in which a professional supported parents with 
sharing relevant information. Parents often had to wait for 
available support, a barrier in the referral process. During 
this transition phase, it is essential that there is a contact 
person for questions and if necessary, a minimum of sup-
port available.

“The professional continued to support [me] until 
the care was handed over, which was very nice. She 
joined us to the consultation where the diagnosis 
and treatment were discussed with the psychia-
trist. And she says, you know, if you’d like, I could 
come along. I could coordinate what [organization] 
will do and what I’ll do.”

Parent 4.5

Privacy
Parents emphasized two elements of privacy that were 
of importance during an integrated care process. First, 
professionals should consider the privacy of all family 
members. Specifically, professionals cannot presume that 
all family members involved in a care process can receive 
all information reported by other family members. For 
example, during meetings with the entire family, caution 
is needed when sharing information that was discussed in 
previous, individual support sessions. A reported strategy 
to ensure the privacy of all family members was a discus-
sion of the information that can be shared with other fam-
ily members beforehand.

According to parents, the second element of privacy was 
the exchange of information between professionals. All par-
ents understood the importance of information exchange 
between professionals to adjust support. However, a bar-
rier to integrated care was that professionals sometimes 
exchanged information without parental consent. This led 
to distrust and confidentiality issues, negatively influenc-
ing the integrated care process. To facilitate information 
exchange, professionals should always explain the impor-
tance and content of the information that will be shared 
and explicitly ask for permission to do so.
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“The professional did not go behind my back to call 
my daughters school and inform on how she was 
doing. No, she did not do that and that was good. 
In advance, she asked whether I had any problems 
with her going to my daughter’s school.”

Parent 1.2

Discussion
Thus, what do parents expect from integrated Youth Care in 
the 21st century? In this qualitative study we identified six 
key components of integrated Youth Care according to par-
ents: (1) a holistic, family-centred approach, (2) addressing 
a broad range of needs in a timely manner, (3) shared deci-
sion making, (4) interprofessional collaboration, (5) refer-
ral, and (6) privacy. Parents described several facilitators, 
including: transparent communication, involvement in 
the care process, freedom of choice, comprehensive and 
up-to-date shared care plans, and clear allocation of tasks 
and responsibilities between professionals. Unfortunately, 
a perceived lack of access to services, long waiting lists and 
difficulties in interprofessional collaboration hindered 
integrated Youth Care. When comparing these results to 
previous findings from studies on integrated care from the 
perspective of youth, we conclude that there are similari-
ties in themes identified [21–24]. Both parents and youth 
stressed the importance of accessible support with mini-
mal waiting times, co-location of services, and engage-
ment in decision making.

In this study, we explicitly studied parental perspectives. 
Parents stressed the importance of addressing a broad 
range of needs across several life domains. However, an 
integrated approach does not mean that all needs should 
be addressed simultaneously since this can lead to over-
burdening of families. Parents value a tailored, family-cen-
tred approach, which addresses needs across several life 
domains and requires active participation in a care pro-
cess of both parents and professionals. However, they also 
held somewhat opposing expectations regarding these 
key components. In the following section we reflect on 
our findings and provide implications for practice, policy, 
and future research.

A holistic, family-centred focus was the first compo-
nent of integrated Youth Care, which focusses on the 
welfare of the entire family across several life domains. 
Confirming previous research, parents emphasized that a 
family-centred approach strengthened a family’s capacity 
to identify and address needs, leading to increased feel-
ings of empowerment, ownership of, and involvement in 
a care process [49]. Professionals should explicitly stress 
the importance of a holistic, family-centred approach, 
since some parents experienced uneasiness and confusion 
during broad assessment of all family members on several 
life domains. Furthermore, although some parents valued 
the involvement of their personal social network in the 
care process, there were also parents who did not want 
to involve their network, especially when they considered 
their network as overburdened. This is problematic, since 
families with multiple needs are a population from which 
we expect to benefit most from a supportive, informal 
social network [50]. There is a need for increased efforts 

of Youth Care professionals to organize informal support 
for these families, for example by introducing peers or 
experienced experts as support [51]. Including these expe-
rienced experts in integrated care has also been identified 
as a facilitator in previous research to integrated care from 
youth perspectives [23].

A major barrier in addressing a broad range of needs in 
a timely manner, the second key component of integrated 
Youth Care according to parents, was a lack of access and 
availability of services. According to parents, this was due 
to long waiting times and a lack of clarity concerning the 
type of services offered by organizations. A lack of access 
and availability negatively influences the care processes, 
for example by lowering attendance for appointments 
[21–52]. Moreover, parental perceptions of waiting times 
differed greatly by severity: the more severe the problem, 
the more urgent the need for support and the longer 
the perception of the waiting time. In line with previous 
research on youth perspectives [21], parents emphasized 
that transparent communication about availability of ser-
vices positively influenced the perceived waiting time. 
This in turn had a positive effect on the care process, since 
parental expectations were more aligned with the actual 
situation. In improving transparency of availability of ser-
vices, future research should focus on creating innovative 
(digital) systems with up-to-date information on the avail-
ability of services.

Regarding shared decision making, the third compo-
nent of integrated Youth Care, most parents highlighted 
the importance of making their own decisions about the 
type and intensity of care. Multiple parents suggested that 
the brunt of the responsibility in shared decision making 
should be with families, and that a professional’s main 
task is to inform parents about the options for support. 
This finding seems somewhat contradictory to the prin-
ciples of shared decision making, namely that profession-
als and families share responsibility over a care process, 
discuss multiple options for support, and make joint 
decisions [28, 53]. The focus on the word ‘own’ seems in 
line with the worldwide trend of growing participation of 
 clients in health care decisions and health consumerism, 
in which clients have increased responsibility in their own 
care trajectories, but also place high demands on immedi-
ate, personalized services [54].

Particularly when perspectives on the most appropri-
ate focus of support differ between parents, youth, and 
professionals, it is unclear who decides in shared decision 
making. Is a professional with expertise on child develop-
ment and sequencing of services most suited to make a 
final decision, or the family, as an expert on their own 
situation? A complicating factor is that the extent of a 
family’s involvement in shared decision-making changes 
over time and often gradually develops during a care 
process [30]. This finding implicates that during a care 
process, responsibility for choices might shift from pro-
fessionals to families. A possible explanation for these 
changing roles in shared decision making that we can 
draw from our study, is that families gain more insight 
in their needs and strengths during a care process, lead-
ing to increased feelings of empowerment, ownership 
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and involvement in decision making processes. Although 
we did not explicitly ask for the roles of youth in deci-
sion making, it might be possible that decision-making 
power shifts from parents and professionals to children 
and youth as they grow older [55]. In line with previous 
research [32], we advocate that professionals must be 
aware of changing roles of families in shared decision 
making and discuss these roles over time. In that, profes-
sionals must consider (cognitive) capabilities of families, 
the age of children, and always discuss families values 
and preferences [56]. Unfortunately, to date there are few  
guidelines applied by professionals to discuss multiple 
perspectives and preferences in integrated care [5]. In our 
study, we found three major facilitators in shared decision 
making according to parents: (1) transparent communica-
tion, (2) an up-to-date care plan including an overview of 
the care process and goals for support, and (3) frequent 
evaluation of this care plan. Future research is warranted 
to further examine the roles and responsibilities of par-
ents, professionals, and youth in shared decision making. 
In that, we recommend to consider eventual differences 
between parents and youth in their perspectives on the 
roles of children and youth in decision making processes, 
and under which conditions it is justified to disengage a 
professional, parent, or youngster from a decision-mak-
ing process.

Concerning interprofessional collaboration, the fourth 
key component of integrated Youth Care, parents empha-
sized the importance of collaboration between schools 
and care professionals. However, collaboration between 
the two systems is fragmented due to differences in cul-
ture and language, but also in policy, roles, and tasks [57]. 
Since this collaboration is of such an indisputable impor-
tance for families in Youth Care, we strongly recommend 
professionals and policy makers to invest in collabora-
tive care initiatives, focused on improving familiarity and 
communication between Youth Care professionals and 
schools.

A barrier regarding referral, the fifth key component of 
integrated Youth Care, was that due to turnover of profes-
sionals, parents had to tell their stories repeatedly, lead-
ing to resistance and overburdening of families. Previous 
research stressed that many transitions to other care 
 professionals harm a care process, since it leads to difficul-
ties in forming trusting relationships and reduces the likeli-
hood of appropriate support being sought by the parents 
[58]. In line with previous research [25], parents from our 
study emphasized the importance to have a professional 
available for questions and, if necessary, to support tran-
sitions between organizations. This can be a professional 
in the role of a care coordinator, who supports a family 
during the entire care process and stimulates interprofes-
sional collaboration. Future research should pay attention 
to the function of a care coordinator (e.g. psychologist, 
general practitioner, social worker) and its role, for example 
whether this coordinator should also provide ambulatory 
support directly to the family.

The sixth key component was the importance of privacy, 
both within families and between professionals. This com-
ponent is strongly linked to the other key components, 

such as a family-centred approach, interprofessional col-
laboration, and referral. According to parents, professionals 
should always explain the importance of sharing informa-
tion, and discuss beforehand what information will be 
shared with other family members or other professionals.

When reflecting on the setting we studied, we conclude 
that overall, parents were positive about the support from 
local, multidisciplinary Youth Teams, especially regard-
ing interprofessional collaboration within a Youth Team. 
Furthermore, Youth Team professionals were visible in 
the neighbourhood because of co-location in schools and 
health care centres, leading to increased accessibility and 
early support. In line with previous research, we state that 
centrally and co-located services that facilitate accessibil-
ity of integrated support are preferable [21, 23]. On the 
other hand, parents also mentioned several disadvantages 
of organizing Youth Care on a local level (e.g. local differ-
ences in organization of care, long waiting lists, and lim-
ited access of specialized services). Since measuring the 
effectiveness and efficiency of Youth Teams was beyond 
the scope of this study, we cannot conclude whether form-
ing full-integrated teams on a local level is the most effi-
cient way to provide integrated Youth Care. Future studies 
should focus on the type of services and expertise needed 
on a local level to effectively meet the needs of families 
with multiple needs across several life domains.

Our findings should be interpreted in the light of several 
strengths and limitations. By applying the Consolidated 
criteria for Reporting Qualitative Research [43], we pro-
moted transparency and ensured comprehensive report-
ing of our study. A unique aspect of this study was the 
continuous and intensive involvement of parent repre-
sentatives. The reflexive meetings with both parents and 
researchers limited potential negative effects of prejudice 
and helped the researchers to approach parents in an 
understandable way. We deliberately chose semi-struc-
tured interviews as our research method, to shed light 
on the complex process of integrated Youth Care and to 
allow parents to express their viewpoints [31]. However, 
a mixed-methods approach would also have been valu-
able to measure to what extent the key components 
influenced the actual care process [59]. Although we 
aimed to prevent convenience sampling bias, all parents 
we spoke to had generally positive experiences with the 
support from a Youth Team. For future studies it might 
be interesting to compare parents with positive and nega-
tive experiences with integrated support, to see whether 
there are characteristics that predict successful treatment 
outcomes and satisfaction with support. Furthermore, the 
relatively small number of participants and lack of geo-
graphic spread across the country might have negatively 
influenced the transferability of results to other contexts 
or situations [60]. Moreover, we lack specific information 
regarding the childrens’ age, type of needs, and inten-
sity of support that families received. It would have been 
interesting to combine this specific information with the 
parental perspectives, perspectives of youth, and perspec-
tives of the professionals involved, to study whether these 
components influence effectiveness and perspectives on 
integrated care. Also, for this study we included parents 
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based on the assumption that most Youth Team profes-
sionals are in contact with the biological parents of chil-
dren in care. In future studies, perspectives of alternate 
caregivers and other family members can be investigated 
further, since they might have other perspectives.

Conclusion
The parental perspectives on integrated Youth Care in this 
study emphasize that parents have a strong desire for a 
family-centred approach and active participation in deci-
sion making over their own care process. However, since 
parental expectations regarding these key components 
of integrated Youth Care are somewhat opposing, profes-
sionals should be aware of potential confusion and explic-
itly discuss mutual expectations during a care process. 
 Furthermore, since parental involvement in shared  decision 
making is not fixed, professionals should frequently evalu-
ate family’s roles and responsibilities with the help of an 
up-to-date care plan and transparently propose different 
options for support. There is a need for guidelines on how 
to discuss and decide in integrated care, specifically when 
there are multiple conflicting perspectives and prefer-
ences. Despite the organization of integrated care in local 
Youth Teams, parents still perceive a lack of access, long 
waiting lists, and difficulties in interprofessional collabo-
ration. Therefore, it is crucial that both professionals and 
policy makers invest in collaborative care initiatives, for 
example between schools and Youth Care. Also, innovative 
ways to organize integrated Youth Care on a local level for 
families with multiple needs should be explored further.

Additional Files
The additional files for this article can be found as follows:

•	 APPENDIX A. COREQ Checklist. DOI: https://doi.org/ 
10.5334/ijic.5419.s1

•	 APPENDIX B. Components and code scheme. DOI: 
https://doi.org/10.5334/ijic.5419.s2

Acknowledgements
Brenda Hagen and Christine de Koning, for their input as 
parent representatives.

Reviewers
Drs. Marjan I. de Lange, independent advisor for inte-
grated youth care in the Netherlands (formerly working 
as advisor for the Dutch Youth Institute on effective and 
integrated youth care).

Tanya Halsall, Postdoctoral Fellow, The Royal’s Institute 
of Mental Health Research affiliated with the University of 
Ottawa, Ontario, Canada.

One anonymous reviewer.

Competing Interests
The authors have no competing interests to declare.

References
 1. Welling MA. Samen met jeugd en ouders: duur-

zame participatie voor effectieve jeugdhulp: een 
handreiking voor gemeenten. [Together with youth 

and parents: sustainable participation for effective 
Youth Care: a guide for municipalities]. Nederlands 
Jeugdinstituut; 2015. [in Dutch]. Available from: 
https://www.nji.nl/nl/Download-NJi/Publicatie-
NJi/Samen-met-jeugd-en-ouders.pdf.

 2. Bröcking B. Sturen zonder schuren: de rollen van 
client, hulpverlener en overheid in de jeugdhulp. 
[Steer withouth grating: the roles of client, social 
workers and goverment in Youth Care]. Oisterwijk: 
Wolf Legal Publishers (WLP), 2016. [in Dutch]. Avail-
able from: https://research.tilburguniversity.edu/
en/publications/sturen-zonder-schuren-de-rollen-
van-client-hulpverlener-en-overhe.

 3. Luther L, Fukui S, Garabrant JM, Rollins AL, 
Morse G, Henry N, et al. Measuring quality of care 
in community mental health: validation of concord-
ant clinician and client quality-of-care scales. The 
Journal of Behavioral Health Services & Research, 
2019; 46(1): 64–79. DOI: https://doi.org/10.1007/
s11414-018-9601-3

 4. Adams JR, Drake RE. Shared decision-making and 
evidence-based practice. Community Mental Health 
Journal, 2006; 42(1): 87–105. DOI: https://doi.org/ 
10.1007/s10597-005-9005-8

 5. Davis CC, Claudius M, Palinkas LA, Wong JB, 
Leslie LK. Putting families in the center: family 
perspectives on decision making and ADHD and 
implications for ADHD care. Journal of Attention 
Disorders, 2012; 16(8): 675–684. DOI: https://doi.
org/10.1177/1087054711413077

 6. Miller AR, Condin CJ, McKellin WH, Shaw N, 
 Klassen AF, Sheps S. Continuity of care for chil-
dren with complex chronic health conditions: 
 parents’ perspectives. BMC Health  Services Research, 
2009; 9: 242. DOI: https://doi.org/10.1186/ 
1472-6963-9-242

 7. Hilverdink P, Daamen W, Vink C. Children and 
youth support and care in the Netherlands. Dutch 
Youth Institute (NJi). 2015. Available from: http://
www.nji.nl/nl/Download-NJi/Publicatie-NJi/Chil-
dren-and-youth-support-and-care-in-The-Nether-
lands.pdf.

 8. Tausendfreund T, Knot-Dickscheit J, Schulze 
GC, Knorth EJ, Grietens H. Families in multi-
problem situations: backgrounds, characteristics, 
and care services. Child and Youth Services. 2016; 
37(1): 4–22. DOI: https://doi.org/10.1080/01459
35X.2015.1052133

 9. Appleyard K, Egeland B, van Dulmen MH, 
Sroufe LA. When more is not better: the role 
of cumulative risk in child behavior  outcomes. 
 Journal of Child  Psychology and  Psychiatry. 2005; 
46(3): 235–245. DOI: https://doi.org/10.1111/j. 
1469-7610.2004.00351.x

 10. de Jong JT, Berckmoes LH, Kohrt BA, Song SJ, Tol 
WA, Reis R. A public health approach to address 
the mental health burden of youth in situations of 
political violence and humanitarian emergencies. 
Current Psychiatry Reports, 2015; 17(7): 60. DOI: 
https://doi.org/10.1007/s11920-015-0590-0

https://doi.org/10.5334/ijic.5419.s1
https://doi.org/10.5334/ijic.5419.s1
https://doi.org/10.5334/ijic.5419.s2
https://www.nji.nl/nl/Download-NJi/Publicatie-NJi/Samen-met-jeugd-en-ouders.pdf
https://www.nji.nl/nl/Download-NJi/Publicatie-NJi/Samen-met-jeugd-en-ouders.pdf
https://research.tilburguniversity.edu/en/publications/sturen-zonder-schuren-de-rollen-van-client-hulpverlener-en-overhe
https://research.tilburguniversity.edu/en/publications/sturen-zonder-schuren-de-rollen-van-client-hulpverlener-en-overhe
https://research.tilburguniversity.edu/en/publications/sturen-zonder-schuren-de-rollen-van-client-hulpverlener-en-overhe
https://doi.org/10.1007/s11414-018-9601-3
https://doi.org/10.1007/s11414-018-9601-3
https://doi.org/10.1007/s10597-005-9005-8
https://doi.org/10.1007/s10597-005-9005-8
https://doi.org/10.1177/1087054711413077
https://doi.org/10.1177/1087054711413077
https://doi.org/10.1186/1472-6963-9-242
https://doi.org/10.1186/1472-6963-9-242
http://www.nji.nl/nl/Download-NJi/Publicatie-NJi/Children-and-youth-support-and-care-in-The-Netherlands.pdf
http://www.nji.nl/nl/Download-NJi/Publicatie-NJi/Children-and-youth-support-and-care-in-The-Netherlands.pdf
http://www.nji.nl/nl/Download-NJi/Publicatie-NJi/Children-and-youth-support-and-care-in-The-Netherlands.pdf
http://www.nji.nl/nl/Download-NJi/Publicatie-NJi/Children-and-youth-support-and-care-in-The-Netherlands.pdf
https://doi.org/10.1080/0145935X.2015.1052133
https://doi.org/10.1080/0145935X.2015.1052133
https://doi.org/10.1111/j.1469-7610.2004.00351.x
https://doi.org/10.1111/j.1469-7610.2004.00351.x
https://doi.org/10.1007/s11920-015-0590-0


Nooteboom et al: What Do Parents Expect in the 21st Century? 
A Qualitative Analysis of Integrated Youth Care

Art. 8, page 11 of 13

 11. Wang PS, Berglund P, Olfson M, Pincus HA, Wells 
KB, Kessler RC. Failure and delay in initial treat-
ment contact after first onset of mental disorders 
in the National Comorbidity Survey Replication. 
Archives of General Psychiatry, 2005; 62(6): 603–613. 
DOI: https://doi.org/10.1001/archpsyc.62.6.603

 12. Sellers R, Warne N, Pickles A, Maughan B, 
Thapar A, Collishaw S. Cross-cohort change in 
adolescent outcomes for children with mental 
health problems. Journal of Child Psychology and 
Psychiatry, 2019; 60(7): 813–821. DOI: https://doi.
org/10.1111/jcpp.13029

 13. Sunseri PA. Hidden Figures: Is improving family 
functioning a key to better treatment outcomes for 
seriously mentally ill children? Residential Treat-
ment for Children & Youth, 2019: 1–19. DOI: https://
doi.org/10.1080/0886571X.2019.1589405

 14. Kodner DL. All together now: a conceptual explo-
ration of integrated care. Healthcare Quarterly 
(Toronto, Ont), 2009; 13: 6–15. DOI: https://doi.
org/10.12927/hcq.2009.21091

 15. Campo JV, Geist R, Kolko DJ. Integration of 
pediatric behavioral health services in primary 
care: improving access and outcomes with col-
laborative care. The Canadian Journal of  Psychiatry, 
2018; 63(7): 432–438. DOI: https://doi.org/10. 
1177/0706743717751668

 16. Patel V, Belkin GS, Chockalingam A, Cooper J, 
Saxena S, Unützer J. Grand challenges: integrat-
ing mental health services into priority health 
care platforms. PLOS Medicine, 2013; 10(5): 
e1001448. DOI: https://doi.org/10.1371/journal.
pmed.1001448

 17. Asarnow JR, Rozenman M, Wiblin J, Zeltzer L. 
Integrated medical-behavioral care compared with 
usual primary care for child and adolescent behav-
ioral health: a meta-analysis. JAMA pediatrics, 2015; 
169(10): 929–937. DOI: https://doi.org/10.1001/
jamapediatrics.2015.1141

 18. Baxter S, Johnson M, Chambers D, Sutton A, 
Goyder E, Booth A. The effects of integrated care: a 
systematic review of UK and international evidence. 
BMC Health Services Research, 2018; 18(1): 350. DOI: 
https://doi.org/10.1186/s12913-018-3161-3

 19. Sunderji N, Ion A, Ghavam-Rassoul A, Abate 
A. Evaluating the implementation of integrated 
mental health care: a systematic review to guide 
the development of quality measures. Psychiatric 
 Services (Washington, DC), 2017; 68(9): 891–898. 
DOI: https://doi.org/10.1176/appi.ps.201600464

 20. Kuiper CHZ, Munten G, Verhoef JAC. Evidence-
based practice voor paramedici. [Evidence-based 
practice for paramedics]. Den Haag: Boom Lemma 
Uitgevers; 2016. [in Dutch].

 21. Halsall TG, Manion I, Lachance L, Mathias S, Iyer 
SN, Purcell R, et al. Youth engagement within inte-
grated youth services: A needs assessment. Youth 
Engagement in Health Promotion, 2019; 3(1).

 22. Henderson JL, Hawke LD, Relihan J. Youth 
 engagement in the YouthCan IMPACT trial.  Canadian 

Medical Association Journal, 2018; 190(Suppl): S10. 
DOI: https://doi.org/10.1503/cmaj.180328

 23. Hawke LD, Mehra K, Settipani C, Relihan J, 
 Darnay K, Chaim G, et al. What makes mental 
health and substance use services youth friendly? 
A scoping review of literature. BMC health  services 
research, 2019; 19(1): 257. DOI: https://doi.org/10. 
1186/s12913-019-4066-5

 24. Hetrick SE, Bailey AP, Smith KE, Malla A, Mathias 
S, Singh SP, et al. Integrated (one-stop shop) youth 
health care: best available evidence and future 
directions. Med J Aust, 2017; 207(10): S5–S18. DOI: 
https://doi.org/10.5694/mja17.00694

 25. Widmark C, Sandahl C, Piuva K, Bergman D. 
Parents’ experiences of collaboration between wel-
fare professionals regarding children with anxiety 
or depression – an explorative study. International 
Journal of Integrated Care, 2013; 13: e045. DOI: 
https://doi.org/10.5334/ijic.986

 26. Busetto L. Great expectations: The implementation 
of integrated care and its contribution to improved 
outcomes for people with chronic conditions. 
 International Journal of Integrated Care, 2016; 16(4): 
16. DOI: https://doi.org/10.5334/ijic.2555

 27. Lyngso AM, Godtfredsen NS, Frolich A. Interor-
ganisational integration: healthcare professionals’ 
perspectives on barriers and facilitators within the 
Danish healthcare system. International Journal of 
Integrated Care, 2016; 16(1): 4. DOI: https://doi.
org/10.5334/ijic.2449

 28. Bunn F, Goodman C, Manthorpe J, Durand MA, 
Hodkinson I, Rait G, et al. Supporting shared deci-
sion-making for older people with multiple health 
and social care needs: a protocol for a realist syn-
thesis to inform integrated care models. BMJ Open, 
2017; 7(2): e014026. DOI: https://doi.org/10.1136/
bmjopen-2016-014026

 29. Smits C, Jukema JS. Gezamenlijke besluitvorm-
ing voor zorg en welzijn. [Shared decision-making 
in care and welfare]. Amsterdam: Boom uitgevers, 
2016: 96. [in Dutch]

 30. O’Brien M, Crickard EL, Rapp CA, Holmes C, 
Mcdonald TP. Critical issues for psychiatric medica-
tion shared decision making with youth and  families. 
Families in Society: The Journal of  Contemporary 
Social Services, 2011; 92(3): 310–316. DOI: https://
doi.org/10.1606/1044-3894.4135

 31. Shaw S, Rosen R, Rumbold B. What is integrated 
care? Nuffield Trust; 2011. Available from: https://
www.nuffieldtrust.org.uk/files/2017-01/what-is-
integrated-care-report-web-final.pdf.

 32. Kokanovic R, Brophy L, McSherry B, Flore J, 
Moeller-Saxone K, Herrman H. Supported deci-
sion-making from the perspectives of mental health 
service users, family members supporting them and 
mental health practitioners. The Australian and New 
Zealand Journal of Psychiatry, 2018; 52(9): 826–833. 
DOI: https://doi.org/10.1177/0004867418784177

 33. Simmons MB, Coates D, Batchelor S, 
 Dimopoulos-Bick T, Howe D. The CHOICE pilot 

https://doi.org/10.1001/archpsyc.62.6.603
https://doi.org/10.1111/jcpp.13029
https://doi.org/10.1111/jcpp.13029
https://doi.org/10.1080/0886571X.2019.1589405
https://doi.org/10.1080/0886571X.2019.1589405
https://doi.org/10.12927/hcq.2009.21091
https://doi.org/10.12927/hcq.2009.21091
https://doi.org/10.1177/0706743717751668
https://doi.org/10.1177/0706743717751668
https://doi.org/10.1371/journal.pmed.1001448
https://doi.org/10.1371/journal.pmed.1001448
https://doi.org/10.1001/jamapediatrics.2015.1141
https://doi.org/10.1001/jamapediatrics.2015.1141
https://doi.org/10.1186/s12913-018-3161-3
https://doi.org/10.1176/appi.ps.201600464
https://doi.org/10.1503/cmaj.180328
https://doi.org/10.1186/s12913-019-4066-5
https://doi.org/10.1186/s12913-019-4066-5
https://doi.org/10.5694/mja17.00694
https://doi.org/10.5334/ijic.986
https://doi.org/10.5334/ijic.2555
https://doi.org/10.5334/ijic.2449
https://doi.org/10.5334/ijic.2449
https://doi.org/10.1136/bmjopen-2016-014026
https://doi.org/10.1136/bmjopen-2016-014026
https://doi.org/10.1606/1044-3894.4135
https://doi.org/10.1606/1044-3894.4135
https://www.nuffieldtrust.org.uk/files/2017-01/what-is-integrated-care-report-web-final.pdf
https://www.nuffieldtrust.org.uk/files/2017-01/what-is-integrated-care-report-web-final.pdf
https://www.nuffieldtrust.org.uk/files/2017-01/what-is-integrated-care-report-web-final.pdf
https://doi.org/10.1177/0004867418784177


Nooteboom et al: What Do Parents Expect in the 21st Century? 
A Qualitative Analysis of Integrated Youth Care

Art. 8, page 12 of 13

project: challenges of implementing a combined 
peer work and shared decision-making programme 
in an early intervention service. Early Intervention in 
Psychiatry, 2018; 12(5): 964–971. DOI: https://doi.
org/10.1111/eip.12527

 34. Levasseur MA, Roeszler L, den Besten L, 
 Pinkoski K. Invited Commentary: ACCESS Open 
Minds  Family and Carers Council. Early interven-
tion in psychiatry, 2019; 13 Suppl 1: 68–70. DOI: 
https://doi.org/10.1111/eip.12821

 35. Smith T, Linnemeyer R, Scalise D, Hamilton J. 
Barriers to Outpatient Mental Health Treatment for 
Children and Adolescents: Parental Perspectives. 
Journal of Family Psychotherapy, 2013; 24(2): 73–92. 
DOI: https://doi.org/10.1080/08975353.2013.792
203

 36. van Arum S, Van den Enden T. Sociale wijkteams 
opnieuw uitgelicht. [Social local teams highlighted 
again]. Movisie; 2018. [in Dutch]. Retrieved from: 
https ://www.movis ie .nl/s i tes/movis ie .nl/
files/publication-attachment/Sociale-wijkteams-
opnieuw-uitgelicht-2018%20%5BMOV-13719898-
1.2%5D.pdf.

 37. Leutz WN. Five laws for integrating medical and 
social services: lessons from the United States 
and the United Kingdom. The Milbank  Quarterly, 
1999; 77(1): 77–110, iv–v. DOI: https://doi.org/10. 
1111/1468-0009.00125

 38. Hilverdink P. Generalist working with youth and 
families in the Netherlands. Dutch Youth Insti-
tute (NJi). 2013. Retrieved from: http://www.
youthpolicy.nl/en/Download-NJi/Publicatie-NJi/
Generalist-working-with-youth-and-families-in-The-
Netherlands.pdf.

 39. Bower P, Gilbody S. Stepped care in  psychological 
therapies: access, effectiveness and efficiency: 
narrative literature review. The British Journal of 
 Psychiatry, 2005; 186: 11–17. DOI: https://doi.org/ 
10. 1192/bjp.186.1.11

 40. Leloux-Opmeer H, Kuiper CHZ, Swaab HT, 
Scholte EM. Children referred to foster care, fam-
ily-style group care, and residential care: (how) do 
they differ? Children and Youth Services Review, 
2017; 77: 1–9. DOI: https://doi.org/10.1016/j.
childyouth.2017.03.018

 41. Etikan I, Musa SA, Alkassim RS. Comparison of 
convenience sampling and purposive sampling. 
American Journal of Theoretical Applied Statistics, 
2016; 5(1): 1–4. DOI: https://doi.org/10.11648/j.
ajtas.20160501.11

 42. Teddlie C, Yu F. Mixed Methods Sampling: A 
 Typology With Examples. Journal of Mixed  Methods 
Research, 2007; 1(1): 77–100. DOI: https://doi.
org/10.1177/1558689806292430

 43. Tong A, Sainsbury P, Craig J. Consolidated cri-
teria for reporting qualitative research (COREQ): 
a 32-item checklist for interviews and focus 
groups. International Journal for Quality in Health 
Care, 2007; 19(6): 349–357. DOI: https://doi.
org/10.1093/intqhc/mzm042

 44. van Staa AL, Evers JE. Thick analysis: strategie om 
de kwaliteit van kwalitatieve data-analyse te verho-
gen. [Thick analysis: strategy to improve the quality 
of qualitative data-analisys]. KWALON; 2010; 1. [in 
Dutch].

 45. Corbin JM, Strauss A. Grounded theory research: 
procedures, canons, and evaluative criteria.  
Qualitative Sociology, 1990; 13(1): 3–21. DOI: 
https://doi.org/10.1007/BF00988593

 46. Saunders B, Sim J, Kingstone T, Baker S, 
WaterfieldJ,BartlamB, et al. Saturation in quali-
tative research: exploring its conceptualization 
and operationalization. Quality & Quantity, 2018; 
52(4): 1893–1907. DOI: https://doi.org/10.1007/
s11135-017-0574-8

 47. Saldaña J. The coding manual for qualitative 
researchers. London: Sage Publications; 2015.

 48. Tufford L, Newman P. Bracketing in  qualitative 
research. Qualitative Social Work, 2010; 11(1): 
80–96. DOI: https://doi.org/10.1177/1473325010 
368316

 49. Swanson J, Raab M, Dunst CJ. Strengthening 
family capacity to provide young children every-
day natural learning opportunities. Journal of Early 
Childhood Research, 2011; 9(1): 66–80. DOI: https://
doi.org/10.1177/1476718X10368588

 50. Varda DM, Talmi A. Social connectedness in fam-
ily social support networks: strengthening systems 
of care for children with special health care needs. 
eGEMS (Washington, DC), 2018; 6(1): 23. DOI: 
https://doi.org/10.5334/egems.232

 51. Farkas M, Boevink W. Peer delivered services 
in mental health care in 2018: infancy or adoles-
cence? World Psychiatry, 2018; 17(2): 222–224. DOI: 
https://doi.org/10.1002/wps.20530

 52. Gallucci G, Swartz W, Hackerman F. Impact of 
the wait for an initial appointment on the rate 
of kept appointments at a mental health center. 
 Psychiatric Services (Washington, DC), 2005; 56(3): 
344–346. DOI: https://doi.org/10.1176/appi.ps. 
56.3.344

 53. Ten Brummelaar MDC, Knorth EJ, Post WJ, 
Harder AT, Kalverboer ME. Space between the 
borders? Perceptions of professionals on the par-
ticipation in decision-making of young people 
in coercive care. Qualitative Social Work, 2016; 
17(5): 692–711. DOI: https://doi.org/10.1177/ 
1473325016681661

 54. Yang J. Serve the People or Serve the Consumer? 
The Dilemma of Patient-Centred Health Care in 
China. Health; 2019. DOI: https://doi.org/10.4236/
health.2019.112021

 55. Beacham BL, Deatrick JA. Health Care Autonomy 
in Children with Chronic Conditions: Implications 
for Self-Care and Family Management.  Nursing 
Clinics, 2013; 48(2): 305–17. DOI: https://doi.org/ 
10.1016/j.cnur.2013.01.010

 56. Mejia AM, Smith GE, Wicklund M,  Armstrong 
MJ. Shared decision making in mild  cognitive 
impairment. Neurol Clin Pract, 2019; 9(2): 160–4. 

https://doi.org/10.1111/eip.12527
https://doi.org/10.1111/eip.12527
https://doi.org/10.1111/eip.12821
https://doi.org/10.1080/08975353.2013.792203
https://doi.org/10.1080/08975353.2013.792203
https://www.movisie.nl/sites/movisie.nl/files/publication-attachment/Sociale-wijkteams-opnieuw-uitgelicht-2018%20%5BMOV-13719898-1.2%5D.pdf
https://www.movisie.nl/sites/movisie.nl/files/publication-attachment/Sociale-wijkteams-opnieuw-uitgelicht-2018%20%5BMOV-13719898-1.2%5D.pdf
https://www.movisie.nl/sites/movisie.nl/files/publication-attachment/Sociale-wijkteams-opnieuw-uitgelicht-2018%20%5BMOV-13719898-1.2%5D.pdf
https://www.movisie.nl/sites/movisie.nl/files/publication-attachment/Sociale-wijkteams-opnieuw-uitgelicht-2018%20%5BMOV-13719898-1.2%5D.pdf
https://doi.org/10.1111/1468-0009.00125
https://doi.org/10.1111/1468-0009.00125
http://www.youthpolicy.nl/en/Download-NJi/Publicatie-NJi/Generalist-working-with-youth-and-families-in-The-Netherlands.pdf
http://www.youthpolicy.nl/en/Download-NJi/Publicatie-NJi/Generalist-working-with-youth-and-families-in-The-Netherlands.pdf
http://www.youthpolicy.nl/en/Download-NJi/Publicatie-NJi/Generalist-working-with-youth-and-families-in-The-Netherlands.pdf
http://www.youthpolicy.nl/en/Download-NJi/Publicatie-NJi/Generalist-working-with-youth-and-families-in-The-Netherlands.pdf
https://doi.org/10.1192/bjp.186.1.11
https://doi.org/10.1192/bjp.186.1.11
https://doi.org/10.1016/j.childyouth.2017.03.018
https://doi.org/10.1016/j.childyouth.2017.03.018
https://doi.org/10.11648/j.ajtas.20160501.11
https://doi.org/10.11648/j.ajtas.20160501.11
https://doi.org/10.1177/1558689806292430
https://doi.org/10.1177/1558689806292430
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1007/BF00988593
https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.1177/1473325010368316
https://doi.org/10.1177/1473325010368316
https://doi.org/10.1177/1476718X10368588
https://doi.org/10.1177/1476718X10368588
https://doi.org/10.5334/egems.232
https://doi.org/10.1002/wps.20530
https://doi.org/10.1176/appi.ps.56.3.344
https://doi.org/10.1176/appi.ps.56.3.344
https://doi.org/10.1177/1473325016681661
https://doi.org/10.1177/1473325016681661
https://doi.org/10.4236/health.2019.112021
https://doi.org/10.4236/health.2019.112021
https://doi.org/10.1016/j.cnur.2013.01.010
https://doi.org/10.1016/j.cnur.2013.01.010


Nooteboom et al: What Do Parents Expect in the 21st Century? 
A Qualitative Analysis of Integrated Youth Care

Art. 8, page 13 of 13

DOI: https://doi.org/10.1212/CPJ.0000000000000 
576

 57. Greene CA, Ford JD, Ward-Zimmerman B, 
 Honigfeld L, Pidano AE. Strengthening the coor-
dination of pediatric mental health and medical 
care: piloting a collaborative model for freestanding  
practices. Child & Youth Care Forum, 2016; 45(5): 
729–744. DOI: https://doi.org/10. 1007/s10566- 
016-9354-1

 58. Golding KS. Multi-agency and specialist work-
ing to meet the mental health needs of children 

in care and adopted. Clinical Child Psychology and 
Psychiatry, 2010; 15(4): 573–87. DOI: https://doi.
org/10.1177/1359104510375933

 59. Creswell JW, Plano Clark VL, Gutmann ML, 
Hanson WEJ. Advanced mixed methods research 
designs: Handbook of mixed methods in social and 
behavioral research, 2003: 240.

 60. Tracy SJ. Qualitative Quality: Eight “Big-Tent” Cri-
teria for Excellent Qualitative Research. Qualitative 
Inquiry, 2010; 16(10): 837–51. DOI: https://doi.
org/10.1177/1077800410383121

How to cite this article: Nooteboom LA, Kuiper CHZ, Mulder EA, Roetman PJ, Eilander J, Vermeiren RRJM. What Do Parents 
Expect in the 21st Century? A Qualitative Analysis of Integrated Youth Care. International Journal of Integrated Care, 2020; 
20(3): 8, 1–13. DOI: https://doi.org/10.5334/ijic.5419

Submitted: 29 August 2019        Accepted: 01 July 2020        Published: 17 August 2020

Copyright: © 2020 The Author(s). This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
 

        OPEN ACCESS International Journal of Integrated Care is a peer-reviewed open access journal published 
by Ubiquity Press.

https://doi.org/10.1212/CPJ.0000000000000576
https://doi.org/10.1212/CPJ.0000000000000576
https://doi.org/10.1007/s10566-016-9354-1
https://doi.org/10.1007/s10566-016-9354-1
https://doi.org/10.1177/1359104510375933
https://doi.org/10.1177/1359104510375933
https://doi.org/10.1177/1077800410383121
https://doi.org/10.1177/1077800410383121
https://doi.org/10.5334/ijic.5419
http://creativecommons.org/licenses/by/4.0/

	Introduction 
	Methods 
	Setting 
	Participants 
	Data collection 
	Analysis 

	Results 
	Demographics 
	Findings 
	Holistic, family-centred approach 
	Addressing a broad range of needs in a timely manner 
	Shared decision making 
	Interprofessional collaboration 
	Referral 
	Privacy 


	Discussion 
	Conclusion 
	Additional Files 
	Acknowledgements 
	Reviewers 
	Competing Interests 
	References 
	Text Box 1
	Table 1
	Table 2

