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Background: A strong connection exists between parental mental illness and lifetime mental health risk for their children. Thus, it is important to determine, when parents attend for treatment for their illness, the prevalence and characteristics of parents with a mental illness and identify referral actions for their children. Previous studies indicate that 12–45% of adult mental health service patients are parents with minor children. There is a need for studies with larger sample sizes that investigate the prevalence and characteristics of parents, and factors associated with referral actions for their children.

Method: Data on 23,167 outpatients was drawn from a national census study across 107 Norwegian adult mental health outpatient clinics during 2 weeks in April 2013. Clinicians identified various socio-demographic characteristics of patients who were parents and referral actions for their children.

Results: Eight thousand thirty-five (36%) of outpatients had children under 18 years. Thirty-one percent were provided with referrals for their children and 58% were reported to have children with no need for referral. Three percent were reported to have children with unmet needs who were not referred. There were missing data on children's needs and referral actions for 8% of parents. Patients who care for minor children were more likely to be refugees, and less likely to be single, male, not own a house/apartment, and have a schizophrenia spectrum illness or substance use disorder. Children were more likely to be referred when their parent was single, with no income from paid work, low education, not owning house/apartment, poor family network, long outpatient treatment, and an individual care plan; and less likely for men with a moderate or less severe mental illness. Children were referred to child protection agencies, child and adolescent mental health services and school psychological/pedagogic services.

Discussion: The prevalence of outpatients with children is similar to other studies. Referrals were made for children of one third of outpatients with minor children. Needs and referrals of children was unknown for one in ten outpatients. Mental health outpatient clinics must improve procedures to identify parenting status and ascertain and act on children's needs.
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INTRODUCTION

This paper presents data from a national census of patients in adult mental health outpatient clinics in Norway. It provides prevalence of outpatients who care for children under the age of 18 years, prevalence of parents whose children are considered by clinicians to require further support and are referred to external agencies, and how parents' socio economic and clinical characteristics influence prevalence and type of referrals made by clinicians for the children. This information can be used by policy makers and managers to strengthen policy, as well as to support clinicians to better identify parents, determine their children's needs and refer the children to appropriate services.

Parental mental illness impacts on the functioning of the family unit and poses a risk to the healthy development of children. Compared to other children, those growing up with a parent with a mental illness are at risk of a range of adverse behavioural, developmental and emotional outcomes (1–3). Bell et al. (4) found that children of parents who had been hospitalized for a mental illness were much less likely to be school ready. Difficulties with schooling have also been shown in Sweden where Hjern et al. highlighted that twice as many children whose parents had been hospitalised for a mental illness had lower school results and were not able to start secondary education, compared to children without parental mental illness (5). However, it was also estimated that most of the risk was associated with three contributing social factors (needing social support, low parental education level, parental separation/divorce), or an interaction between parental illness and social problems. Foster et al. (6) identified parental functioning and parental mental illness among risk/protective factors for children according to the child.

Evidence suggests that children whose parents have a mental illness have almost double the chance of developing a mental illness themselves (5, 7). In a Swedish study of 535,000 children up to 30–35 years of age, those who grew up with substance abuse and/or mental illness in the family and who also required social welfare were identified as an extreme high-risk group. This group of children reported considerably higher levels of mortality, mental illness, substance abuse, criminality, and were recipients of social welfare benefits, while having low workforce participation (5). In Norway it is estimated that 25% of mental illnesses among adolescents, and 10% of early death, is associated with parental mental illness (8).

A recent systematic literature review found that between 12 and 45% of all patients attending adult mental services were parents (9). Four studies in the review found prevalence rates from 36 to 38% (10–13), suggesting that a substantial minority (one third) of patients using adult mental health services are parents (9). However, a limitation of these audit-style studies (12, 14) is that they commonly focus on a single regional adult mental health service with modest sample sizes. Other studies have assumed an epidemiological approach that projects findings from a representative sample to approximate the whole population (15) or utilised already collected national data sets (16). In Norway it has been estimated that 23.1% of children have a parent with a moderate or severe mental illness that may affect their daily life (8). Among children born in Sweden 1987–1989, 7.8% of minor children have a parent admitted to hospital due to psychiatric illness and/or substance abuse. Further, a survey from 2007 to 2011 found that parental mental health problems, not sufficiently severe to require hospitalizations, were relatively common, with 18.1% of parents to children aged 10–18 years reporting nervousness, anxiety or worry (5).

To the best of our knowledge only one study has examined whole-of-service data for parental mental health prevalence. In the early 2000s, Maybery et al. (16) found that in one year, 20% of adult mental health patients in the Australian state of Victoria were parents. In a follow up study, the authors examined state-wide adult mental health outpatient data over a 4 years period and found that 19–20% of almost 60,000 outpatients were parents (17). While the study provided valuable prevalence data, it failed to go further and illustrate information about the parents (such as gender, diagnosis) nor about the needs of their children. Consequently, there is a lack of whole of population knowledge about the prevalence of adult patients in mental health or addiction services who are parents caring for children. Such information would provide important data that can be used to inform service policy, intake procedure, and professional development of clinicians.

When assessing the risks to such children, it is essential to obtain information about the parent, including diagnosis, gender, socio economic context, and family networks, as well as other circumstances which may influence children's experiences and outcomes. For example, parents who have an anxiety disorder are less likely to grant their children autonomy and more likely to demonstrate lower levels of sensitivity (18), while children of parents with psychosis might be directly involved in a parent's delusions (19). After controlling for other risk factors at birth, Hammond et al. (20) found that two thirds of infants of mothers with a psychotic disorder were reported to child protection services. This was four times that of infants of mothers without a mental illness. Infants of mothers with a mood disorder were twice as likely to be referred to child protection services compared to infants of mothers without a mental illness.

The family environment, including the presence of marital discord, the presence or absence of the other parent and the availability of social support to the family may also influence the level of risk exposure to the children (21). There are also differences between the experiences and needs of mothers and fathers with a mental illness, in terms of custody arrangements and who they call on for help (22). These family circumstances have important implications for the development of risk-assessment tools and case-related decision making and accordingly need to be identified from the outset.

Other studies have considered parent and family variables when determining prevalence. A 4-year census in one Australian adult mental health service identified that a majority of female outpatients were parents (14). Nearly half were married, with around a third separated or divorced. Approximately half of parents reported a good level of social support. The most prevalent diagnoses were mood and psychotic disorders, followed by anxiety disorders. Approximately 60% of dependent children lived with parents, including 34–56% of children whose parents had a psychotic disorder. Around a third of children were identified as having child protection involvement (14). These findings are broadly consistent with those from another Australian adult cross-sector service census, with the majority of identified parents being female and over half of being single (23). In that audit, the most common parental diagnoses were psychotic and mood disorders, with ~40% of parents living with their children or another family member (23). Both audits however were limited by moderate sample sizes (average yearly sample size around 800 limited to specific catchment areas).

It is important that adult mental health services are responsive to the needs of children in these families, which at a minimum would involve identifying children, assessing their needs, and as required, referring them on to appropriate services (24–26). However, little is known about clinicians' actions in adult mental health outpatient services in relation to detection, follow up and referral of patients' children. Some small-scale qualitative studies (25, 27, 28) have shown that clinicians working in adult mental health services struggle to balance the needs of both parents and children and do not routinely refer children on to appropriate services. However, further research is required to generalise and extend these findings.

Research has clearly demonstrated the benefits of family focused practice for parents with a mental illness, their children and other family members (29, 30). Two controlled trials found that family focused approaches significantly improved mental health outcomes for parents (31, 32). A meta-analysis found that family focused preventive interventions reduced the risk of children developing the same mental illness as their parent by 40% (30). Consequently, to inform mental health service policy and practice it is important to identify the number of outpatients attending adult mental health services who are parents with minor children.

CONTEXT OF THE STUDY

In Norway, specialized mental health services are organised in general hospital services across 19 health trusts. The division of mental health and addiction services in each health trust has inpatient and outpatient services for children and adolescents, adults, and older persons. Community mental health centres for adults include all outpatient mental health clinics, mobile teams, day units and almost half of the mental health inpatient beds in Norway (33–35). Almost all mental health services are public, but a few hospitals and CMHCs are owned by private trusts.

The Norwegian Health Personnel Act of 2010 requires health personnel to ascertain whether a patient has minor children and if so, to record this in their patient record. The law also stipulates that clinicians should talk with the patient about their children's needs and offer to give information and guidance. Within the limits of confidentiality, clinicians might invite children to be involved in conversations about their parents' illness, treatment, and the possibility of visiting the service treating their parent. In addition, the law stipulates that clinicians assess the needs of the children and refer children to relevant services such as child protection agency, CAMHS, educational-psychological services in schools and family counselling offices as required (36).

AIMS AND RESEARCH QUESTIONS

The study aimed to determine the number and characteristics of adult outpatients who care for children under the age of 18, from a national outpatient census in mental health services in Norway. A further aim was to identify the prevalence of outpatients with minor children where the clinician identified a need for referral of children to an external agency.

The paper addresses the following research questions: 1. What is the prevalence of outpatients in adult mental health clinics who care for children under the age of 18 years? 2. What are the socio-demographic and clinical characteristics of these outpatients, compared to outpatients who do not care for minor children (in terms of diagnosis, gender, age, marital status, income, education level, housing, refugee status, and country of birth)? 3. For what prevalence of outpatients with minor children do clinicians identify a need for referral of children to an external agency for children, and what agencies are the children referred to? 4. What patient characteristics are associated with referral of children to external agencies?

MATERIALS AND METHODS

Design

The design of the census was a cross-sectional study of outpatients seen by all outpatient clinics and mobile teams in adult Norwegian mental health services during 2 weeks in April 2013. The census was commissioned and financed by the Norwegian Directorate of Health. The work was undertaken by the SINTEF research foundation. The study was approved by the Regional Committee for Medical and Health Research Ethics (reg.no. 2012/848).

Sample

The sample consisted of data on 23,167 adult outpatients seen by 107 of the 110 mental health outpatient clinics in Norway. The prevalence of outpatients included was 60% based on data from the National Patient Register indicating that the total number of outpatients during the 2 weeks was 38,904. The clinics that did not participate were small and cited a lack of time for not participating; these comprised 1% of all outpatient consultations during the 2 weeks.

Variables

The census form included outpatients' socio-demographic data (gender, age, and marital status, main source of income, highest education, housing situation, refugee status, and country of birth), main mental diagnoses using ICD-10 (for substance use disorders secondary diagnosis is also included, as this is often listed as a secondary diagnosis for patients with both a mental and a substance use disorder), and the following questions about patients' children: (1) Does the patient care for children under 18 years? (yes/no/unknown). (2) If yes, number of children. (3) Have measures been taken to follow up any of the children? (available response being; yes; no and no need to refer; no and a need to refer; unknown). (4) What agencies were children referred to (possible to mark more than one of the listed agencies).

Data Collection

All outpatients who had one or more consultations in 2 weeks (15–28 April 2013) were targeted. Several months prior to the census, service managers and clinicians received information about the census and the data collection procedures. Data were collected on hard copy forms. The clinicians completed one anonymous form for each outpatient. They were encouraged to invite the patients to participate in filling in the form, and 57% of the patients participated. The completed forms were returned to a data collection company, who scanned the forms and delivered data files to the project team.

Data Analyses

Descriptive statistics, chi square testing and logit regressions were computed with STATA 15.

RESULTS

Prevalence of Outpatients Who Care for Children Under the Age of 18

Of the 23,167 registered outpatients, information on gender and children was given for 22,398 (97%) of patients. A total of 8,035 (36%) of these had children under age 18, with 5,729 (71%) being female and 2,306 (29%) male.

Characteristics of Outpatients Who Care for Children Under the Age of 18

Bivariate chi square analyses of associations between the patient characteristics in Table 1 show significant relationships between a higher prevalence of those caring for children under 18 and most of the variables under investigation: being female, age 30–49 years, higher education, income from paid work, having a spouse/partner, living with spouse/partner, owning a house/apartment, having good networks with family, and friends, fewer consultations since start of treatment, being a refugee, born outside Norway, not living in a large municipality, not having an individual care plan (required for anyone in need of long-term and coordinated services), not being on community treatment order, and having a diagnosis of moderate or less severe mental illness like anxiety disorders and moderate depression. Some of the same patterns are found in a more detailed analysis in Table 2 with a focus especially on gender and main diagnosis.


Table 1. Bivariate analyses of the association between patient characteristics and outpatients (N = 22,847) who care for children under 18.
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Table 2. Gender, diagnosis and prevalence of outpatients (N = 8,035) with care for children under 18 among sociodemographic subgroups.
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In a logistic regression analysis of associations between the odds ratio for caring for children under 18 and the same patient characteristics (Table 3), most of the patient characteristics showed a significant association with the same direction as in the bivariate analyses, but with various odds ratios. The significant odds ratios were highest for age groups 30–49 and refugees; and lowest for being single, male, not having own house/apartment, and having a schizophrenia spectrum illness, or substance use disorder.


Table 3. Logistic regression of the association between patient characteristics and whether the outpatients (N = 22,847) care for children under 18.
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Prevalence of Outpatients With Minor Children Being Referred

The data on the number of children identified by clinicians to require referral to an external agency is shown in Table 4.


Table 4. Reported needs and whether measures have been taken to follow up of the children of outpatients (N = 8,035) with care for children under 18.
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The clinicians answered the question on whether measures have been taken for referral for the children for 7,405 (92%) outpatients. Of these, 2,488 (31%) were reported to require referral to an agency. Of the 4,917 (61%) outpatients with children reported as not being referred, 247 (3%) were still reported to need a referral. This indicates that for 34% of the parents a referral of their children was identified as required, that some of these were not referred, and that children of 58% of the parents were reported to not require a referral. The need for referral is unknown for children of 630 (8%) of outpatients with minor children, including those who responded with “Do not know” and those with missing answers. Patients were involved in filling in the form in 61% of cases where the patient was a parent (n = 8,035). Sixty-three percent of female patients contributed to filling in the form compared to 59% of the male patients. If the parent was involved in filling in the form, 2% of the answers regarding measures taken for referrals were “Don't know” compared to 6% if the parent was not involved.

Information on the referral agencies is presented in Table 5. Almost half the outpatients with referred children (45%) had children who were referred to child protection agencies, closely followed by child and adolescent mental health services (39%) and educational-psychological services in the school system (35%). The most common combinations of services involved in follow up of the children are adult mental health outpatient clinics together with family counselling agencies (n = 388) or child protection agencies (n = 304).


Table 5. Prevalence of outpatients (N = 2,488) where children are reported to be followed up by various services or agencies for children*.
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Characteristics for Outpatients With Minor Children Being Referred

Bivariate chi square analyses of associations between the patient characteristics and whether measures were taken to refer children are shown in Table 6. There are highly significant associations for gender, age group, level of education, main source of income, marital status, type of household, accommodation, networks of family, network of friends, number of consultations since start of treatment, having an individual care plan, being under community treatment order, and main diagnosis. There are no significant associations for the size of the municipalities or for being part of a minority group (asylum seeker, refugee, born outside Norway). The pattern of significant differences shows that many indicators on lower socio-demographic status as well as severe mental illness and substance use disorder are associated with referrals of children.


Table 6. Bivariate analyses of characteristics of outpatients with children (N = 8,035)* and whether measures have been taken to follow up their children.
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Results of a logistic regression of the association between patient characteristics and odds ratios for referral of children is shown in Table 7 for the 6,634 outpatients with non-missing data for the independent variables in the logistic regression and who had children who did or did not receive a referral. The significant odds ratios were highest for age groups 30–59, lower education, being single, not having income from paid work, not owning house/apartment, poor family network, having had many outpatient consultations, and having an individual care plan. The significant odds ratios were lowest for being male and for having moderate or less severe mental illness.


Table 7. Logit regression of the association between patient characteristics and whether minor children of outpatients (N = 6634)* are being referred.
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DISCUSSION

In the current study one third of adult outpatients from 107 Norwegian mental health outpatient clinics cared for children under 18 years of age. One third of those parents had children who required a referral, six out of 10 had children not requiring a referral, and for one in 10 parents, the needs of their children was unknown or not reported. Children of three of 10 outpatient parents were reported to have been referred to relevant services. Patient characteristics associated with referral actions for their children were low education, being single, not owning a house/apartment, having a poor family network, having an individual care plan, being female, and having moderate or a less severe mental illness.

Prevalence of Outpatients Who Care for Children Under 18

Thirty-six percent of the outpatients in this study cared for children under 18 years of age. This falls within the range of 36–38% found in four previous studies identified in a systematic review of adult mental health services (9). Importantly, this study is the first of its kind internationally to illustrate “whole of country” population data and represents a significant step forward in parent prevalence statistics. The results provide a strong rationale for intake systems to identify parenting status, incorporate parenting roles, and responsibilities in treatment plans, and assess and address the needs of patients' children. Overall, these data confirm that a significant minority of patients in adult mental health services are parents with children under the age of 18.

Characteristics of Outpatients With Care for Minor Children

The results also provide greater certainty about the sociodemographic characteristics of parents and children in mental health services. Sociodemographic patient characteristics associated with higher odds ratios for caring for children under 18 were being age groups 30–49 and refugee, and characteristics associated with lower odds ratios were being male, single, not having own house/apartment, poor network of friends and not living in a large municipality. Forty percent of females and 28% of males cared for minor children. In terms of gender, others have shown somewhat similar results, with between 34 and 59% of all female patients recorded as mothers and 25–39% of all males as fathers (10, 13). A 4-year census in one Australian adult mental health service found nearly half of parents (41.2–45.0%) were married, with around a third (30.8–36.2%) separated or divorced. Approximately half of parents (43.9–52.9%) reported a good level of social support. Having a good level of support and network of friends is important for those with a mental illness and especially for the well-being of parents and children (37). A Norwegian study (38) found that the prevalence of refugees was higher among the outpatients in a mental health clinic than in the population in the catchment area, but still concluded that the outpatient clinic was probably underused by refugees based on much higher self-reported mental health problems among refugees that others in an epidemiological study in the area. The higher odds ratio for refugees being parents in the current study may be due to a higher prevalence of refugees being parents to minors, as shown in Table 1.

Clinical patient characteristics associated with lower odds ratio for caring for children under 18 were longer outpatient care, having an individual care plan, and having a severe mental illness or a substance use disorder. These data would indicate that those with a severe illness by and large are not presenting to adult mental health services with children or are not disclosing that they have children. It might also be that those with severe mental illness are more often hospitalized and/or cared for by the community care teams than by mental health outpatient clinics, and that more parents with severe mental illness might have lost custody of their children and have little contact with the children. The fear of the involvement of child protection agency might dissuade patients who have a severe illness from disclosing their parenting status (39) and the data highlighting referral patterns in this study in some ways substantiates these fears.

Forty-four percent of parents were reported to have an anxiety disorder, 40% an affective disorder, 43% a behavioural and emotional disorder, and 37% a personality disorder. In Australia, Fernbacher et al. (23) found that 42% of parents in an outpatient service had schizophrenia, 23% depression, and 13% bipolar disorder. In the 4-year census in one Australian adult psychiatric service (14) the most prevalent diagnoses were mood (35–42%) and psychotic (22–35%) disorders, followed by anxiety (11–20%) disorders. Overall, it appears that many parents in adult mental health services have an affective disorder. This is important information that can be used to inform treatment as well as continued professional development for clinicians regarding family focused practice.

Prevalence of Outpatients With Minor Children Being Referred

For 92% of the outpatients with minor children the clinicians had identified if children required a referral to an external agency, and the need for referral was not ascertained for 8% of outpatients with minor children. Children of 61% of outpatient parents were not considered by clinicians to require a referral, even though 3% of these were still provided with a referral to an external agency. In Norway health personnel are required to ascertain whether a patient has minor children, talk with the patient about their children's needs and offer to give information and guidance. But there are no standard procedures or rules for referral of the patients' children. There may be capacity problem in the child and welfare services, as well as variations in resources and availability of such services. However, as shown in Table 6, we did not find significant differences between large and small municipalities in the probability of measures taken to follow up children.

Clinicians' actions did not necessarily align with their stated beliefs, an incongruence that has also been highlighted elsewhere (27). Altogether 34% of outpatients with minor children had children who had been referred. For 58% of outpatients, their children were identified as not requiring any further referral or support. In one Australian audit around a third (28–39%) of all children had been identified as requiring the involvement of child protection services (14), slightly less than what was found in the current study (45%). Both figures however indicate sizable referrals to child protection agencies which highlights the need for collaborative service delivery models but also the important role that child protection plays in the lives of these families.

Given the range of risk and protective factors for these children, not all children whose parent has a mental illness will be adversely affected (40), nor will all children in the same family be affected in the same way. Nonetheless, given the high risks for children associated with parental mental illness it is incumbent on clinicians to provide appropriate assessment and monitor their needs over time. It is not clear from the present study whether clinicians undertake such an assessment or whether, as some studies have shown (27), they did not always acknowledge children's needs and accordingly did not follow through on appropriate referrals. Future open-ended survey responses and/or qualitative research may be needed to identify barriers and facilitators to these clinical decisions. In a Norwegian cross-sectional study including a questionnaire to both patients with children and to clinicians in mental health services, 95% of the clinicians answered that they had talked with the patient about the situation with their children, while 71% of patients said that they had such a conversation with a clinician (41).

Characteristics for Outpatients With Minor Children Being Referred

Sociodemographic patient characteristics associated with higher odds ratio for children being referred were being female, single, low education, not owning a house/apartment, not receiving income from paid work, and a poor family network. Maybery et al. (16) argue that risks for children escalates when the parent is single, without a support network, experiences housing insecurity and lives in poverty. So, it is perhaps not surprising that these children were more likely to be referred than other children. However, the specific reasons for why these children were referred still remains unclear.

Having an individual care plan was associated with higher odds ratio for children being referred, while moderate to less severe mental illness was associated with lower odds ratio for children being referred. Though the odds ratio of children being referred were parents having a moderate to less severe psychiatric illness, the established individual care plan suggests that these are families with multiple problems, with a need for coordinated support. The poorer family network might also be an important explanation for the higher need for other types of support.

For 52% of the patients with minor children, children had been referred to child protection agencies (45%) and family counselling offices (7%). This is not surprising as the sociodemographic characteristics of the patients with children being referred might indicate a need for economic and practical help and social support as well as help to cope with the parental illness. Many children (39%) had been referred to the child- and adolescent services, indicating that the children needed treatment for their own mental and/or behavioral problems.

For one third (35%) of the families, children had been referred to educational-psychological services/school, which confirms the need for support found in a Swedish study. Hjern et al. (5) argue that both parents' illness and substance abuse negatively impact school performance in their children, with social factors also having an important impact, and preventive general interventions in schools should be establish for such children. This would apply to children with parental illness, as well as children with separated/divorced parents or parents with low educational levels.

Some explanatory variables in the logistic regression in Table 7 are correlated, but not to the extent that this is problematic. The highest correlation is between the variable accommodation and marital status. If accommodation is removed from the regression, the size of the coefficient of marital status is the same as when accommodation is included.

In this study, if the patient did not participate in filling in the form, the question on whether children are referred was more often (6%) answered with unknown compared to if the patient participated in filling in the form (2%). This supports the importance of clinicians involving the patient in assessing the needs of their children.

Strengths and Limitations

A major strength of the study is the large census-level sample from almost all the psychiatric outpatient clinics in one country. As the data was registered on anonymous forms and did not require written consent from the patients, there is no obvious reason to expect that the material is skewed due to subgroups being less reluctant to participate. Some clinicians did however indicate that completing the form was time-consuming and that they did not have time to include all their patients. A limitation is that the clinicians might have only included the less complicated cases to save time. It is also possible that outpatients who missed their appointed consultations were less likely to be included. An important limitation of the study compared with epidemiological studies is that only those who receive treatment were included. The prevalence numbers presented are valid for outpatients in specialist mental health treatment and not for the population suffering from mental illness in general. Finally, the results may not be representative of patients in other types of mental health services and in other countries.

The amount of missing data is a limitation, as is the small amount of information collected regarding patients' children. Information was only collected on whether children were considered to have needs and whether these needs warranted a referral to external agencies. It was not possibility to examine the quality and thoroughness of these assessments. Information was not collected on what children's needs were, nor whether referral actions were appropriate, implemented and ultimately successful at addressing children's needs. Future research could explore these factors.

CONCLUSIONS AND IMPLICATIONS

Conclusions

The prevalence of outpatients in adult psychiatric clinics who care for children under the age of 18 years is 36% in this study of a sample from a national census in Norwegian adult mental health clinics. This provides considerable certainty regarding parent prevalence as the statistics emanate from a whole of country data set. The findings also add important information about the characteristics of higher risk families. Significant odds ratios among psychiatric outpatients being parents with care for minor children were highest for age groups 30–49 and refugees; and lowest for being single, male, not having own house/apartment, and having a schizophrenia spectrum disorder. Of the 92% of the patients with minor children where clinicians had answered whether measures have been taken for referral for the children, 31% were reported to have children having been referred, 58% did not have children requiring a referral, and 3% had children who had not been referred in spite of being identified as requiring a referral. The need for referral was unknown for children of 8% of the outpatients with minor children. The agencies most referred to were child protection agencies (45%), CAMHS (39%) and educational-psychological services in the school system (35%). The significant odds ratios for having children who required referral to an agency were highest for parents aged 30–59 who were single with low education, not having income from paid work, not owning a house/apartment, poor family network, having had many outpatient consultations, and having an individual care plan. The significant odds ratios were lowest for males and for having moderate or less severe psychiatric illness.

Service and Practice Implications

There are several practice and systems implications for the present results. Given the sizable minority of patients who are parents, adult mental health services require appropriate infrastructure systems and procedures to identify parenting status of patients, including those who may be pregnant. Treatment plans should address needs of parents and their children and include referral of parents and their children to early intervention services as appropriate. Referrals to child protection agencies should be carefully considered, once accurate and sensitive assessments of the family's strengths as well as vulnerabilities are made, including the family's personal and professional networks. Appropriate training could be offered to clinicians in adult mental health outpatient services, with particular attention on how mental illness impacts parenting and the range of services that families may be referred to.

Implications for Research

Future studies need to investigate more broadly the family circumstances for children whose parents have mental illness, the specific actions of clinicians and the outcome of referrals for children. Why clinicians provide referrals for the children of some of their patients, but not others, could be further investigated. The pathways of care, as parents and children navigate various mental health and other systems (including but not limited to adult mental health, child protection services, schools), could be documented to determine what happens for families, areas of duplication/gaps, and outcomes for different family members, over time.
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Main diagnoses

Personality disorders 1.000 (base)

Substance use disorders (as first or second diagnosis) 0.627 0068 000 0507 0775
Schizophrenia spectrum disorders 0.406 0041 000 0.333 0.495
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Number of outpatients with responsibility 8,035 100
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40-49 years 1.952 0345 378 000 1.380 2761
50-50 years 1.702 0332 273 001 1.161 2.495
60-69 years 0.449 0175 -2.05 0.04 0209 0.966
70 years and above 0.123 0.092 -279 0.01 0.028 0.535
High education 1.000 (base)
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Other economic support 1.361 0.136 307 0.00 1.118 1.657
Married/cohabitant/partner 1.000 (base)

Separated/divorced/widow/widower 2534 0512 4.60 0.00 1.705 3766
Single/unmarried 2056 0.423 351 0.00 1374 3.076
Alone with or without children 1.000 (base)

Spouse/cohabitant 1.427 0284 1.79 007 0966 2.107
Other type of household 0.562 0.125 —2.58 0.01 0.362 0.870
Own house 1.000 (base)

Rented house/apartment, private marked 1.337 0.097 4.02 0.00 1.161 1.641
Rented house/apartment, local authorities 1.701 0236 383 0.00 1.296 2232
Other 1.439 0233 225 0.03 1.047 1.978
Poor network family 1.447 0.112 479 000 1.244 1.683
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Consultations from start: 20 or more 1.281 0075 423 000 1.142 1.436
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Community treatment order 1.421 0297 0.43 067 0667 1.884
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Substance use disorders (as first or second diagnosis) 1.306 0.239 1.46 0.14 0913 1.870
Schizophrenia spectrum disorder 0.857 0.147 -090 037 0612 1.198
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Behavioural and emotional disorders 1474 01472 027 0880 1.565
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Constant 0,099 0.028 0.00 0056 0.174

*One thousand twenty-eight patients had missing values for one or more of the variables, see Table 6.
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