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Background: Parental mental health problems is a common source of concern reported to child welfare and protection services (CWPS). In this study we explored to what extent the child was invited to participate in the investigation process. We aimed to study: (a) what was the current practice in the child protection service in Norway when the CWPS received a report of concern about children whose parents were affected by mental health problems or substance abuse, (b) to what extent were children involved and consulted, (c) which factors predicted the decision to involve the children, and (d) in cases in which conversations with children were conducted: what was the main content of the conversations.

Method: The study was a cross-sectional case file study (N = 1,123). Data were collected retrospectively from case records in 16 different child protection agencies. The cases were randomly drawn from all referrals registered in the participating agencies. Differences in how investigations were conducted in cases with and without concerns about parental mental health were analyzed using t-tests and chi-square testes. Predictors of child involvement in cases with parental mental health problems (N = 324) were estimated by logistic regression analyses.

Results: When the referral to the CWPS contained concerns about parental mental health, there were more consultations with parents, more frequent home visits and the investigation took longer to conclude. The children, however, were less likely to be involved. Children in such cases were consulted in 47.5% of cases. Predictors for involving the children in those cases were child age, concern about the child's emotional problems and if the child was known from previous referrals.

Conclusion: In Norwegian child protection investigations, in which there were concerns about the parent's mental health, conversations with children were conducted to a significantly lower degree compared to cases where the child's problem was the main concern. In such cases, the CWPS workers have to overcome a threshold before they consult with the child. The threshold decreases with child age and when case worker already knows the child.
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INTRODUCTION

Given the adverse effects of parental mental illness, there is a strong rationale for public health and preventive approaches across services, to safeguard and support the children (1, 2). The risk factors for children of parents with a mental illness (COPMI) have been thoroughly documented in studies across the world (3). In Norway it is mandatory for health care workers who treat parents with mental illness to report concerns to the child welfare and protection services (CWPS) if there is reason to believe that the child is at risk. The Norwegian Health Personnel Act further specifies that health care personnel must consult with patients who are parents, about the children's need for information or support and to provide information, guidance and direct them to relevant interventions for the family (4). Likewise, the CWPS are mandated to involve children in cases concerning their welfare and safety in accordance with age and maturity. The children's right to participate in the CWPS is established by law (The Child Welfare Act, § 1–6). These mandates are the results of increased awareness within social services and the health professional community about the potential risk for children of parents with a mental illness. Consequently, child participation is increasingly seen not only as a legal requirement in case processing but also as a mean to ensure child safety and to improve quality and effectiveness of health care and social services (5).

Despite numerous professional, political, and legislative efforts to strengthen children's participation in health and social practice, there is substantial documentation showing that child involvement is a challenge to practitioners within adult mental health care and the CWPS alike. A five-year follow-up study of identification and support for children of mentally ill parents (6) showed that even though there have been substantial efforts to change practice within adult mental health services in the past decade, children did not receive necessary support from health personnel who were treating their parents.

Intervening early and targeting adverse influences on children and parents may improve outcomes for children (7). Child involvement and child participation is a key ingredient in early intervention. Additionally, psychoeducation is a common component across programs for parents with mental illnesses and their children (8). In the context of parental mental illness, psychoeducation is seen as a tool to reduce feelings of guilt and shame from materializing in the children and their parents. A lack of openness about mental illness is also thought to restrain children from venting emotions such as anger, despair and insecurities about their own life situation and that of their parents. Subsequently, when there is a mental illness in the family, children need accurate mental health information (9, 10). Not receiving information and support may severely affect the lives of these children. Faugli et al. found that children who sought information were often ignored by the health personnel (11).

There is substantial documentation showing that establishing a dialogue with children is a challenge to many adult helpers. Many of the barriers to child involvement seem to be the same across service settings, such as the professional's attitudes and skills (12).

Child welfare and protection workers strive to balance children's right to participate on the one hand, and the right to protection on the other hand. This is especially the case when the case concerns adult's problems, such as parent conflicts, mental health issues, and substance abuse. The workers are worried that they will expose children to such problems because it may be a burden or even harmful to them, which may be avoided by not involving them (13, 14). Age may be another important factor. A study carried out among Norwegian CWPS workers found that the most experienced workers were also the most reluctant to let children participate in child protection processing (15). Other significant explanations for the reluctance to involve children are social workers' and health personnel's lack of professional confidence, skills and tools (14, 16, 17). Previous studies have pointed out that the adult mental health services regarded their competence and knowledge about support for the children of their patients as limited, and that they considered the CWPS to be a more suited service to provide for the children's needs (18). Furthermore, the results showed that adult mental health workers lacked skills in how to approach the family, how to develop trust and confidence, and how to discuss negative consequences of the parental mental illness for the children. Additionally, many reported that they lacked the competence to assess the needs children may have and explained this by their educational background not being child specific (19). On the other hand, little is known about how the CWPS addresses cases of parental mental health problems. We therefore do not know if the CWPS involve the children of parents where there is a reported concern about mental health issues. Studying the CWPS approach to these children may inform us about important issues to be aware of in the overall approach to support COPMI.



AIMS

The main objective of the current study was to explore the child welfare and protection services' approaches to families affected by parental mental illness. Admittedly, child welfare legislation does differ between countries, and some aspects of professional practice may be specific to certain contexts. However, as illustrated by the introductory review there are also aspects of professional practice that is rooted in conceptions about children's abilities and vulnerabilities which transcends borders and traditions. We therefore believe that studying if families where there are concerns about parental mental health are approached differently than families with other types of concerns, is important. The aims of the current study were therefore: (a) to identify who the CWPS in Norway consulted when they received a report of concern about children whose parents are affected by mental health problems, (b) to what extent children were involved and consulted, (c) which factors predicted the decision to involve the children, and (d) in cases where conversations with children were conducted: what was the main content of the conversations.



METHOD

The study is part of a large national research project that was initiated in 2017. The project was approved by the Council for Duty of Confidentiality and the Norwegian Center for Research Data. The researchers were given access to social work records by a decision from the Directorate for Children, and Family Affairs in Norway. This decision allowed the researchers to extract data from case files without seeking informed consent. A license for handling and storage of data were granted by the Norwegian Data Protection Authority on the 29.06.2017 (reference number: 7/00411-2/CDG).


Design and Procedures

The study was designed as a case file study which was carried out retrospectively. A total of 1,365 child welfare and protection cases were randomly drawn from all referrals registered in 16 participating agencies in the period of January 2015 to December 2017. The number of cases from each agency varied between 50 and 150 depending on the size of the agency. The reason why we sampled agencies by size is that we wanted the number of cases drawn from each agency to be about the same proportion of the total available sample from that agency. Data were collected and coded from case records. The researchers were given access to the casefiles and to electronic systems for recordkeeping by the CPS agency. All case files were coded on site at the agency by the use of an electronic web-based data entry form that was developed specifically for this purpose. The data entry form was developed and tested for interrater reliability by independent coding of 20 cases by two researchers. The results showed an average interrater agreement of 86.9%. A total of 13 variables had low reliability (<80% interrater agreement). Three of those were eliminated from the form because it was concluded that reliable information could not be obtained. The remaining 10 variables were reformulated, and the coding manual was revised with better explanation of codes. After this revision the reliability of the instrument was re-tested by independent coding of 42 cases by two researchers. At this second step, interrater agreement was 90.8%. In health research, an interrater agreement over 80% generally are considered acceptable (20). The variables and the codes from the form is available from the corresponding author upon request.



Participants

For the current analyses we included all the cases that were screened in for a child protection investigation (N = 1,123). Fifty-three percentage of the sample were boys and the mean age was 8.9 years (SD = 5.1). In a total of 41.6 % of the referrals, the family had immigrant background. Immigrant background was defined as the child or one of the parents being born in a country other than Norway.



Measures

Referrals to CWPS in Norway is most usually a free text letter submitted by a concerned third party. We coded the concerns in the referral letter as present or absent because this is all that safely can be concluded with high level of reliability. The following types of concerns was coded as present or absent in the referral (i) parental mental health problems or substance abuse problems (ii) child developmental problems, (iii) child externalizing behavior problems (iv) child emotional problems. The main characteristics of the investigation process was registered. This included counting (i) the duration of the investigation measured in number of days before the investigation was concluded, (ii) number of meetings between CWPS and parents, (iii) number of home visitations by the CWPS and (iv) if additional information had been requested from health care services, school, police, social services or other CWPS agencies. Whether or not there had been a consultation with the child as part of the investigation was registered. In instances in which such a consultation had taken place (N = 680) the main content of the consultation was coded into seven different pre-determined content Those were (i) exploratory conversation about conditions at home, (ii) information sharing, (iii) conversation to obtain child's opinions, (iv) investigative conversation about episode in the family, (v) supportive conversation, (vi) general conversation without specific aim, (vii) no information about the content. These categories were developed by the researchers based upon the theory of general procedures for the participation of children (21).



Statistical Analyses

Bi-variate differences in the main characteristics of the investigation process, with and without concerns about parental mental health problems were analyzed using t-tests for continuous variables and chi-square testes for categorical variables. Predictors for child consultations in cases with parental mental health problems (N = 324) were examined in multivariate analysis using binary logistic regression. In the regression analysis all predictors were entered at together.




RESULTS

Our first aim was to identify who CWPS in Norway consulted in the investigation when they received a report of concern about children whose parents are affected by mental health problems. When receiving a report of concern, the CWPS investigations most commonly consisted of consultations with the child, consultation with a parent, and home visits. In addition, the CWPS obtained information from other services such as health care, school/kindergarten, police, and other social services. We investigated if there were differences in how CWPS investigations were conducted in cases reported with parental mental health issues compared to cases in which such problems were not reported. The results showed that when the report to the CWPS contained concerns about parental mental health there were more consultations with parents, more frequent home visits and the investigation took longer to conclude. The children however were less likely to be consulted. On average children were consulted in 47.5% of those cases (Table 1).


Table 1. CWPS investigations in cases referred for parental mental health problems and/or parental substance abuse vs. other problems (N = 1,059–1,123).
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We also investigated which other child and case characteristics that may explain whether children were consulted in cases with referrals of suspected parental mental health problems. In the multivariable analysis we identified three statistically significant predictors. The first was child age. For a 5-year difference in child age, the odds ratio for a child consultation were 3.18. This means that a 12-year-old child were more about three times more likely to be consulted than a 7-year-old child. The second predictor was if a concern about the child's emotional problems had been raised in the report. Then the child was about 2.8 times more likely to be consulted. The third predictor was if the child was known by the agency from previous reports, then the chance of a child consultation was increased by a magnitude of about 1.3 for each previous report (Table 2).


Table 2. Predictors for child consultation in CWPS cases with parental mental health problems and/or parental substance abuse problems (N = 324).

[image: Table 2]

A final aim was to study the cases where children were consulted and identify what the content of conversations with children was. The most common form of conversation in our sample was exploratory conversations about conditions in the home (72.6%). In such conversations, the child was encouraged to talk about how it is at home without it being related to episodes or specific events. In this category, there may also be exploratory conversations about the child's everyday life, for example how the child is doing at school.

Furthermore, 36.9% of the child conversations took the form of an informative conversation. An informative conversation is characterized by the child receiving information about the case and/or what will happen in the future. In 31.5% of the cases in our sample, the focus in the children's conversation was on obtaining the child's point of view or opinions. This was more frequently the topic in cases with suspected parental mental health problems. More frequent in those types of cases were also consultations which had a supportive rather than an investigatory purpose (Table 3).


Table 3. Differences in content of CWPS conversations with children (N = 680).
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DISCUSSION

The results showed that when the CWPS initiated an investigation based on a report of concern about parental mental health, the investigation was significantly more extensive in time and efforts compared to investigations of other types of concerns. In particular, the CWPS workers carried out more consultations with parents and more frequently made home visits. A reasonable interpretation of these findings is that such reports were considered more serious by the CWPS and hence that they conduct more thorough investigations. Another interpretation is that the CWPS workers, who are social workers and not health personnel, feel less competent and more insecure about how to evaluate the seriousness of mental health problems. This assumption might explain why these investigations became more extensive with respect to time spent and the number of consultations with parents. Parents' fear of the CWPS and subsequent resistance to inform CWPS workers about parental mental illness may also result in more complicated and time-consuming investigations compared to other types of problems. Establishing a trusting and cooperative relation with the parents, particularly when there are concerns about alcohol and/or substance abuse can be more difficult and time consuming.

When examining to what extent children were involved in cases of parental mental illness, we found that the child was less involved when the report concerned parental mental health or substance abuse. It is hard to understand what explains this practice, especially since the CWPS workers spend more time investigating these cases compared to other cases. However, this finding resonates with previous research which shows that one of the most important reason why caseworkers do not talk to children about difficult topics is that the belief that it may be a burden for children to become involved in adults' problems (14). There is nevertheless no reason to believe that resistance to talking to children in such situations is specific only to the child welfare and protection services. The same belief has been identified among health personnel (18).

In terms of which factors may predict the decision to consult the children, we found that child consultations were more likely to take place with increasing child age. Age is however not solely a predictor for involvement in cases with reported parental mental health concerns, but in all cases within the CWPS. This finding is an expected one, in line with many other studies (22–24). The main reason for this is that children are increasingly able, and perhaps also willing, to talk about family problems as they mature, or that the CWPS considers them to be less vulnerable compared to younger children and therefore more frequently initiate consultations. Although child age should not automatically disqualify children from an opportunity to talk to the social worker, we do recognize that there are limits to what can reasonably be expected from the youngest children. However, as younger children are more dependent of developmental and social support from their parents, they are also more vulnerable to lack of proper care, and hence social workers should acknowledge this in their work with younger children.

Another result of interest is that previous referrals increased the likelihood of children being involved. One plausible explanation may be that when there are previous referrals the CWPS already has knowledge about and may be acquainted with the family and the child. When the caseworker already has established a relationship with the child, this may contribute to reduce the fear that reaching out to the child will be disruptive or harmful for the child. It is known from previous studies (25) that many previous referrals are used as an indication that there is increased risk of child abuse or neglect. Increased perception of risk for the child due to the conditions at home may offset the fear a case worker has of disrupting the child by consultations.

There are good reasons to consult with children when there are concerns about the child's emotional problems. First and foremost because internalized mental health problems cannot readily be assessed without the contribution from the person in question, some form of self-report is usually required and recommended (26).

In terms of identifying what the main content of the conversations with children were when such conversations had been conducted, we found that nearly two-fifths of the conversations were aimed at giving the child information about the ongoing investigation. Usually, the social worker will have to explain to the child what the reason for the investigation is and thus disclose some information about the parents' problems in order to initiate a conversation with the child. As discussed above reluctancy to disclose such information may explain why consultations are less likely to occur. However, when they do occur this provides an opportunity to not only seek information from the child but also to provide some basic psycho-educative support. This is of great importance given the high risk these children have for developing mental health issues themselves (1, 27–29). This is particularly important when we take into consideration the relatively high chance that the case will ultimately be dismissed without any further service provision for the child or the family (28). It is positive that conversations with an aim to support the child were more often recorded in cases with reported parental mental health problems, albeit the frequency of this types of conversations were overall very low. We are quite certain that more than 11 % of the children in such cases are in need of support given the high prevalence of mental health issues among COPMI (30, 31). Admittedly, for practical and legal reasons there are limitations to how comprehensive support measures can be at this stage in CWPS case processing. However, as a minimum it could be expected that (i) the situation is explained to the child with emphasis upon the reason for contact with the CWPS, (ii) that the child is informed about what is going to happen and eventually that (iii) the reasons for subsequent decision are clearly explained. Interview studies have indicated that this is expected by children (32).

In overall 31.5% of the cases in our sample, the focus in the conversations with the child was on obtaining the child's point of view or opinions. In relation to children's right to be heard, this may seem to be a somewhat low number. The child's point of wiew was, however, more often part of the conversation if the concern was about parental mental health (39.6%). It is possible that the CWPS has talked to the child about the child's opinions and wishes without recording it. Nevertheless, the child's voice and what the child thinks about the case should emerge in a larger proportion of cases. We therefore call upon all professional partners to collaborate and to keep pushing the participation agenda forward. It is our belief that it is helpful for the development and health of COPMI children.



IMPLICATIONS FOR PRACTICE

The shortcomings in current practice in terms of involving children in cases where a parent has mental health problems have not previously been documented. However, previous studies in Norway have shown how the CWPS investigates their cases and their process from concern to decision-making (33). It was concluded that there is a need for a quality system to achieve quality assurance in practice. Studies have documented that the professionals would prefer to have more guidance and a framework to assist the assessment of risk (28). Furthermore, research has shown that the way investigations are carried out also differs between agencies (28). A national knowledge-based system and focus on the child's needs, can contribute to better documentation and a CWPS practice that to a larger extent involves the children. In January 2022, several changes will be made to the Norwegian Child Welfare Act. The intention is to strengthen prevention of child maltreatment. Children's right to participate will also be strengthened. It is, however, unclear how the amendments will be implemented in practice. There is no reason to believe that amendments in legislation will take place without an operationalized system to support a new practice. The findings of this study highlight the need for national guidelines that makes it mandatory to include children in all child protection cases.



LIMITATIONS AND STRENGTHS

This analysis is based upon what was recorded in case files. Not everything a social worker does during case processing goes into written records. It is therefore possible and likely that the numbers presented here slightly underestimates the extent and type of contact between social workers and children. That being said, the findings do not deviate substantially from what has been reported by others. The case files included in this study were solely from child welfare and protection services, and not from adult mental health services. Subsequently, we do not have information about the parents' diagnosis. We do not know if the type of mental health problems the parent had may have influenced the decision to not involve children in some cases.

It is a substantial strength that our data were randomly drawn and represents a large and representative sample.



CONCLUSIONS

In child protection cases in which the concern is mainly about the parent's mental health or substance abuse, conversations with children are conducted to a significantly lower degree compared to other cases. The CWPS are more likely to consult with older children and if the child has been referred before. The findings indicates that social workers perceptions about child vulnerability is a major obstacle for child inclusion and participation in child protection investigations. More children should be consulted in cases with reported concerns about parental mental health. Knowing that a substantial proportion of these children have or will develop problems themselves we cannot maintain a high threshold for consulting them. In our view, a child consultation should not only seek to extract information from children but should also seek to utilize the potential preventive effects that lies in basic psychoeducation. The CWPS workers are in the best position to make sure the child is involved and receives information. Child involvement is a goal that can be achieved.



DATA AVAILABILITY STATEMENT

The datasets presented in this article are not readily available because our license from the data protection authority does not allow sharing of raw data. Requests to access the datasets should be directed to Svein Arild Vis, svein.arild.vis@uit.no.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Norwegian Data Protection Authority NSD-Norwegian center for research data. Written informed consent from the participants' legal guardian/next of kin was not required to participate in this study in accordance with the national legislation and the institutional requirements.



AUTHOR CONTRIBUTIONS

SV designed the study and conducted the analyses. SV, ØC, and CL collected the data. SV, CL, ØC, and CR contributed to the writing of the article manuscript. All authors agree to be accountable for the content of the work.



FUNDING

The study was funded by the Norwegian Directorate for Children, Youth and Family Affairs (Bufdir) and UiT–The Arctic University of Norway.



ACKNOWLEDGMENTS

This study is part of a larger project deigned to research the decision-making process in Norwegian Child Protection Services, and many have contributed to the overall project. The authors of this article would like to acknowledge the contribution of the following researchers to the overall project: SV (PI), ØC, CL, Karen J. Skaale Havnen, Anette Iversen, Toril Tjelflaat, Sturla Fossum, Marte Knag Fylkesnes, Veronika Paulsen, Gro Ulset, Eirinn Ljones, Kirsten Buck Rustad, Reidun H. Nygård, Frederikke Jarlby, Jannike Kaasbøl, and Stein Erik Ulvund. Additionally, the authors wish to thank the Research Support Team at RKBU/UiT-The Arctic University of Norway.



REFERENCES

 1. Pierce M, Hope HF, Kolade A, Gellatly J, Osarn CS, Perchard R, et al. Effects of parental mental illness on children's physical health: systematic review and meta-analysis. Br J Psychiatry. (2020) 217:354–63. doi: 10.1192/bjp.2019.216

 2. Nicholson J, de Girolamo G, Schrank B. Editorial: Parents with Mental and/or Substance Use Disorders and Their Children. Front Psychiatry. (2019) 10:915. doi: 10.3389/fpsyt.2019.00915

 3. Reupert D, Maybery J, Nicholson, Göpfert M, Seeman MV. (editors) Parental psychiatric disorder: Distressed parents and their families. Cambridge University Press (2015). p. 238–47.

 4. Norwegian Ministry of Health and Care Services. Changes in the law. (2009). Available online at: http://www.regjeringen.no/pages/2188713/PDFS/OTP200820090084000DDDPDFS.pdf (accessed September 9, 2021).

 5. Vis SA, Strandbu A, Holtan A, Thomas N. Participation and health–a research review of child participation in planning and decision-making. Child Fam Soc Work. (2011) 16:325–35. doi: 10.1111/j.1365-2206.2010.00743.x

 6. Lauritzen C, Reedtz C, Rognmo K, Nilsen MA, Walstad A. Identification of and support for children of mentally ill parents: a 5 year follow-up study of adult mental health services. Front Psychiatry. (2018) 9:507. doi: 10.3389/fpsyt.2018.00507

 7. Kowalenko NM, Mares SP, Newman LK, Williams AES, Powrie RM, Van Doesum KTM. Family matters: infants, toddlers and preschoolers of parents affected by mental illness. early interventions targeting adverse influences on young children and their parents can improve children's outcomes. Med J Aust. (2012) 1:14–17. doi: 10.5694/mjao11.11285

 8. Reupert AE, Cuff R, Drost L, Foster K, van Doesum KTM, van Santvoort F. Intervention programs for children whose parents have a mental illness: a review. Med J Aust. (2012) 1:7–9. doi: 10.5694/mjao11.11145

 9. Mevik K, Trymbo BE. Når foreldre er psykisk syke. [When Parents are mentally ill]. Oslo: Universitetsforlaget (2002).

 10. Grove CJ, Riebschleger J, Bosch A, Cavanaugh D, van der Ende C. Expert views of children's knowledge needs regarding parental mental illness. Child. Youth Serv. Rev.. (2017) 79:249–55. doi: 10.1016/j.childyouth.2017.06.026

 11. Faugli A, Kufås E, Haukland M, Kallander EK, Ruud T, Weimand BM. I have cried a lot: a qualitative study on children experiencing severe parental illness. Scand J Caring Sci. (2020) 35:1196–206. doi: 10.1111/scs.12938

 12. Lauritzen C, Reedtz C, Van Doesum K, Martinussen M. Factors that may facilitate or hinder a family-focus in the treatment of parents with a mental illness. J Child Fam Stud. (2015) 24:864–71. doi: 10.1007/s10826-013-9895-y

 13. Van Bijleveld GG, Dedding CW, Bunders-Aelen JF. Children's and young people's participation within child welfare and child protection services: a state-of-the-art review. Child Fam Soc Work. (2015) 20:129–38. doi: 10.1111/cfs.12082

 14. Vis SA, Holtan A, Thomas N. Obstacles for child participation in care and protection cases-why Norwegian social workers find it difficult. Child Abus Rev. (2012) 21:7–23. doi: 10.1002/car.1155

 15. Vis SA, Fossum S. Organizational factors and child participation in decision-making: Differences between two child welfare organizations. Child Fam Soc Work. (2015) 20:277–87. doi: 10.1111/cfs.12076

 16. Tchernegovski P, Hine R, Reupert AE, Maybery DJ. Adult mental health clinicians' perspectives of parents with a mental illness and their children: single and dual focus approaches. BMC Health Serv Res. (2018) 18:611. doi: 10.1186/s12913-018-3428-8

 17. Kristensen KB, Lauritzen C, Reedtz C. Child-focused practice in social services for adults in Norway. J Soc Work. (2021) 1–21. doi: 10.1177/14680173211029725

 18. Lauritzen C, Reedtz C. (2016). Child responsible personnel in adult mental health services. Int J Ment Health Syst. 10:64. doi: 10.1186/s13033-016-0098-y

 19. Lauritzen C, Reedtz C. Support for children of mental health service users in Norway. Ment Health Pract. (2013) 16:12–8. doi: 10.7748/mhp2013.07.16.10.12.e875

 20. McHugh ML. Interrater reliability: The kappa statistic. Biochemia medica. (2012) 22:276–82. doi: 10.11613/BM.2012.031

 21. Skivenes M, Strandbu A. A child perspective and children's participation. Child Youth Environ. (2006) 16:10–27. Available online at: https://www.jstor.org/stable/10.7721/chilyoutenvi.16.2.0010

 22. McDowall JJ, Experiencing out-of-home care in Australia: The views of children young people. (2013). Available online at: https://apo.org.au/sites/default/files/resource-files/2013-04/apo-nid33738.pdf (accessed October 22, 2021).

 23. Cashmore J. Children's participation in family law decision-making: Theoretical approaches to understanding children's views. Child Youth Serv Rev. (2011) 33:515–20. doi: 10.1016/j.childyouth.2010.05.008

 24. Thomas N, O'Kane C. Children's participation in reviews and planning meetings when they arelooked after'in middle childhood'. Child Fam Soc Work. (1999) 4:221–30. doi: 10.1046/j.1365-2206.1999.00112.x

 25. Fluke JD, Harlaar N, Brown B, Heisler K, Merkel-Holguin L, Darnell A. Differential response and children re-reported to child protective services: County data from the National Child Abuse and Neglect Data System (NCANDS). Child Maltreat. (2019) 24:127–36. doi: 10.1177/1077559518816381

 26. Sun S, Wang S. The children's depression inventory in worldwide child development research: a reliability generalization study. J Child Fam Stud. (2015) 24:2352–63. doi: 10.1007/s10826-014-0038-x

 27. Hosman CMH, van Doesum KTM, van Santvoort F. Prevention of emotional problems and psychiatric risks in children of parents with a mental illness in the Netherlands: I. The scientific basis to a comprehensive approach. Australian e-Journal for the Advancement of Mental health. (2009) 8:250–63. doi: 10.5172/jamh.8.3.250

 28. Christiansen Ø, Havnen KJS, Iversen AC, Fylkesnes MK, Lauritzen C, Nygård RH, et al. Barnevernets undersøkelsesarbeid–fra bekymring til beslutning. [Child protection investigations in Norway] Tromsø: UiT The arctic University of Norway. (2019). Available online at: https://bufdir.no/globalassets/global/nbbf/barnevern/a_medvirke_nar_barnevernet_undersoker_en_studie_av_barn_og_foreldres_medvirkning_i_barnevernets_undersokelsesarbeid.pdf (accessed September 25, 2021)

 29. Thanhäuser M Lemmer G de Girolamo G and Christiansen H. Do preventive interventions for children of mentally ill parents work? Results of a systematic review and meta-analysis. Curr Opin Psychiatry. (2017) 30:283–99. doi: 10.1097/YCO.0000000000000342

 30. Bifulco A, Moran P, Ball C, Jacobs C, Baines R, Bunn A. Childhood adversity, parental vulnerability and disorder: examining inter-generational transmission of risk. J Child Psychol Psychiatry. (2002) 43:1075–86. doi: 10.1111/1469-7610.00234

 31. Kamis C. The long-term impact of parental mental health on children's distress trajectories in adulthood. SMH. (2021) 11:54–68. doi: 10.1177/2156869320912520

 32. Havnen KJS, Christiansen Ø, Ljones EH, Lauritzen C, Paulsen V, Jarlby F, et al. Å medvirke når barnevernet undersøker. [Participation in child protection investigations] Tromsø: UiT The arctic University of Norway (2020). Available online at: https://bufdir.no/Bibliotek/Dokumentside/?docId=BUF00005143 (accessed September 25, 2021)

 33. Vis SA, Christiansen Ø, Havnen KJS, Lauritzen C, Iversen AC, Tjelflaat T. Barnevernets undersøkelsesarbeid – fra bekymring til beslutning. Samlede resultater og anbefalinger. [The child welfare's investigation work – from concern to decision. [Final results and recommendations for practice]. Barnevernets undersøkelsesarbeid: Publikasjoner fra prosjektet Tromsø: UiT (2020).



NOMENCLATURE

COPMI: Children of parents with a mental illness CWPS: Child Welfare and Protection Services CRC: Convention of the Rights of the Child

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Vis, Lauritzen, Christiansen and Reedtz. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpsyt-12-784022-t003.jpg
Content

Exploratory conversation about conditions at home
Informational conversation

Conversation to obtain child's opinions
Investigative conversation about episode in family
Supportive conversation

General conversation without specific aim

No information about the content

*p < 0.05, < 0.01.

Referrals with mental health
problems (1 = 154)

114
51
61
20
17

19

%

714
33.1
39.6
13.0
1.0
52

123

Referrals with other
problems (n = 526)

374
199
162
126
31
31
34

%

74
37.8
289
240
59
59
6.5

X2 (df)

P for the difference

050 (1)
114 (1)
635 (1)
850 (1)
481 (1)
0.11(1)
572 (1)





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Do the Child Welfare and Protection Services Involve Children in Cases With Parental Mental Health Problems? A Norwegian Case-File Study



		Introduction



		Aims



		Method



		Design and Procedures



		Participants



		Measures



		Statistical Analyses







		Results



		Discussion



		Implications For Practice



		Limitations And Strengths



		Conclusions



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References



		Nomenclature

















OPS/images/cover.jpg
’ frontiers
in Psychiatry

Do the Child Welfare and Protection
Services Involve Children in Cases
With Parental Mental Health
Problems? A Norwegian Case-File
Study





OPS/images/fpsyt-12-784022-t001.jpg
Investigation activity Mental health/substance abuse problem in family N (%) Other problem N (%) X2 (df)

Consultations with the child = yes 164 (47.5%) 526 (65.8%) 323 (1)
Information from health care = yes 232 (71.6%) 485 (60.7%) 1190y
Information from school/child care = yes 177 (64.6%) 549 (68.7%) 200 (1)
Information from police = yes 111 (34.3%) 253 (31.7%) 071(1)
Information from social services = yes 78 (24.1%) 117 (14.6%) 143 (1)
Information from other CPS agency = yes 21(6.5%) 52 (6.5%) 0.0001 (1)
M (SD) M (SD) t(dn)

Duration of the investigation (days) 72.6(58.6) 64.6(53.9) —2.19(1118)"
Consultations with a parent (number of times) 3.18(2.85) 277 (2.08) ~2.34 (469"
Home visits (number of times) 095 (1.44) 070 0.85) ~2.90 (418%)"

‘p < 0.001. Adjusted for non-equal variance.





OPS/images/fpsyt-12-784022-t002.jpg
Number of previous referrals
Child sex = male

Child age

Child immigrant background = no

Concern about child developmental problem = no
Concern about child externalizing problems = no
Concern about child emotional problem = no.

‘p < 0.0017.

B OR (95% Cl)

023 1.26(1.07-1.48)"
038 1.46(0.86-2.47)
023 1.25(1.18-1.83)"
003 103(0.56-1.87)
~006 094 (0.24-3.78)
—001  1.0(0.42-236)
102 2.76(1.004-7.58)









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Psychiatry





