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The experience of psychosis can present additional difficulties for parents, over and above the normal challenges of parenting. Although there is evidence about parenting interventions specifically targeted at parents with affective disorders, anxiety, and borderline personality disorder, there is currently limited evidence for parents with psychotic disorders. It is not yet known what, if any, interventions exist for this population, or what kinds of evaluations have been conducted. To address this, we conducted a scoping review to determine (1) what parenting interventions have been developed for parents with psychosis (either specifically for, or accessible by, this client group), (2) what components these interventions contain, and (3) what kinds of evaluations have been conducted. The eligibility criteria were broad; we included any report of an intervention for parents with a mental health diagnosis, in which parents with psychosis were eligible to take part, that had been published within the last 20 years. Two reviewers screened reports and extracted the data from the included reports. Thirty-eight studies of 34 interventions were included. The findings show that most interventions have been designed either for parents with any mental illness or parents with severe mental illness, and only two interventions were trialed with a group of parents with psychosis. After noting clusters of intervention components, five groups were formed focused on: (1) talking about parental mental illness, (2) improving parenting skills, (3) long-term tailored support for the whole family, (4) groups for parents with mental illness, and (5) family therapy. Twenty-three quantitative evaluations and 13 qualitative evaluations had been conducted but only eight interventions have or are being evaluated using a randomized controlled trial (RCT). More RCTs of these interventions are needed, in addition to further analysis of the components that are the most effective in changing outcomes for both the parent and their children, in order to support parents with psychosis and their families.
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INTRODUCTION

Parenting can be challenging for parents who experience psychosis. Psychotic symptoms include positive symptoms, such as hallucinations and delusions, and negative symptoms, such as apathy and blunted affect (1). Psychosis has other associated difficulties, including memory and concentration problems, co-morbid affective conditions, difficulties in understanding the mental states of others, and sensitivity to stress and poor sleep (2). Individuals who experience psychosis also often have to cope with side-effects from anti-psychotic medication, particularly sedation (3). These symptoms and side-effects can make it more difficult for parents to empathize with their children and communicate clearly, and to offer the consistent, responsive care required for healthy child development (4–6). A diagnosis of psychosis is also associated with adverse childhood experiences, such as sexual, physical, and emotional abuse (7, 8), which may affect parents forming stable attachments with their own children (9). During an acute episode of psychosis, parents may find it difficult to care for their children at all (10) and family life can be disrupted if the parent is hospitalized (11).

Although not all parents with psychosis experience problems with their parenting, those who report more severe symptoms and a longer duration of illness are more likely to show such problems (12). However, it is not only symptom severity that makes parenting challenging; a diagnosis of psychosis is associated with many environmental factors that can precipitate further difficulties, including being a single parent, (13), poor social support (14), financial instability (15, 16), and unemployment (17). These socioeconomic factors, in turn, are associated with more frequent experiences of psychiatric symptoms (18), and predict a poorer quality of parenting (14). This social adversity may even be more detrimental to parenting than the direct effects of parental mental illness (19).

Intervening with these families could lead to positive outcomes for both the parent and their child. Elements of a successful intervention may include crisis management in anticipation of future relapses (20), links to other services to provide parents with practical support (21), as well as help with parenting skills (22). Custody loss is experienced by parents with serious mental illness more often than parents without mental health problems (23, 24). It is a fear of many of these parents (25), which can mean some parents are reluctant to seek help and take part in parenting interventions (26). Therefore, appropriate interventions should acknowledge the parenting role as an important part of recovery (27, 28), which could then help to prevent custody loss (29), while also reducing the risk of the children developing mental health problems themselves (30). Research with children of parents with mental illness has shown that they want to understand their parent's mental illness (21), and explanation about their parent's illness may be protective for these children (31).

Parenting interventions aim to improve parenting skills and relationships within the family (32) by providing parents with skills focused on encouraging positive behavior and education about child development (33, 34). Parenting interventions often have a focus on parents whose children are demonstrating behavioral difficulties (35) and there is good evidence that they can reduce emotional and behavioral difficulties for these children (34). More recently some of these interventions have been amended to support parents with mental health problems [e.g., (36)] or the intervention has been used in its original form with a group of parents with a mental health diagnosis, like Triple P (37) and Tuning into Kids (38). Parenting interventions that are tailored toward parents with mental health difficulties were initially designed for parents with affective disorders (39), and this client group is still the focus of many such programs (40, 41). Specific programs have, however, also been developed for parents with other types of mental health diagnoses, such as anxiety (42), and personality disorders (43). However, the availability of interventions for parents with psychosis is limited, with the majority focusing on mothers experiencing postpartum psychosis (44), leaving a significant gap with regard to interventions for parents with psychosis who have older children. To address this gap, we need to know which interventions exist, as well as what elements these interventions contain in order to address the needs of families with parental psychosis. Ways in which these needs may be addressed include planning for periods of hospitalization (20) and improving parents' ability to understand their child's mental states (45).

This review is the sequel to a Cochrane systematic review (46) in which a search was undertaken to identify the evidence for parenting interventions designed to improve parenting skills or the parent-child relationship in parents with psychosis. However, only one study was identified, which was published almost 40 years ago. Other similar reviews include Schrank et al. (47) and Suarez et al. (48). Schrank et al. (47) conducted a systematic review of interventions that reported quantitative findings, in which at least 50% of the participants were parents with severe mental illness (which they defined as psychotic or bipolar disorders) and identified 15 interventions. Suarez et al. (48) conducted a scoping review for interventions for mothers with any kind of mental illness that had described some kind of outcome for the study participants, and identified nine interventions.

The aim of this review is to identify what interventions are available for parents with psychosis, to describe the content of these interventions, and provide a narrative synthesis about existing evaluations and what they have found.


Research Questions

1. What parenting interventions have been developed for parents with psychosis (either specifically for, or accessible by, this client group)?

2. What are the components of these interventions?

3. What kinds of evaluations have been conducted to determine their acceptability and effectiveness, and what do the findings show?




METHODS

The current scoping review systematically searched all relevant databases, trial registries and gray literature with the aim of mapping current research about parenting interventions for parents with psychosis. In contrast to Radley et al. (46), Schrank et al. (47), and Suarez et al. (48), it treated as eligible any report of an intervention regardless of the level of evaluation to which it has been subjected. The inclusion criteria were also broader in that any intervention for parents with mental health problems was included. Interventions for parents with specific mental health diagnoses in which parents with psychosis were not eligible to take part were excluded from this review since these interventions may not be appropriately designed to address the needs of parents with psychosis. In order to address the gap that exists around interventions for parents with psychosis with older children, we only included studies in which the children were older than 2 years. This review was also limited to papers published within the last 20 years in order to describe what may be currently available for these parents.

This manuscript is written in accordance with the PRISMA guidance for reporting scoping reviews (49).


Protocol and Registration

The protocol was uploaded to the Open Science Framework (https://osf.io/3d7t9/) in May 2021.



Eligibility Criteria

This review followed the scoping review framework by Arksey and O'Malley (50). It included peer-reviewed papers, trial registries, and gray literature including Ph.D. theses, websites, and preprints. To be included, reports had to be written in the last 20 years and include an evaluation or description of an intervention for parents with a mental health diagnosis, in which parents with psychosis were eligible to take part. The intervention could be child-focused, parent-focused, or family-focused as long as there was a specific component for the parent.

The following were excluded:

• Reviews.

• Interventions designed for the children of parents with a mental health diagnosis with no parenting component.

• Interventions designed to improve service-response or healthcare professional knowledge of parental mental illness with no parenting component.

• Interventions that excluded parents with psychosis.

• Interventions that targeted parents with children under the age of 2 years.

Records were also excluded if they were written in any language apart from English. However, it became clear that a large number of potentially eligible German papers were being excluded. It was decided the review would be incomplete without consideration of these papers, and therefore a German-speaking author, BM, reviewed all of these records at full-text stage.



Information Sources

Eight databases were searched on January 11th 2021, and updated on November 6th 2021, for records published since January 2001 in PsycINFO, Embase, MEDLINE, CINAHL, ASSIA, Scopus, Web of Science, and ProQuest Dissertations and Theses. The search strategy was designed in collaboration with an experienced librarian and altered to suit the requirements of each database. The records found in each database were deduplicated after importing them into EndNote. The ICTRP was searched for trial registries.

Once the included reports had been identified, their reference lists were searched for further eligible reports. Finally, titles of included reports were entered into Google Scholar to find more recent published work that had cited these reports. This was done in April 2021, and updated in November 2021.

JR searched the reference lists of any similar reviews known to the authors or any reviews found during the search for any additional eligible reports in April 2021.



Search Strategy

An original search strategy was created in collaboration with a librarian. After trialing this, it was clear that more general words for “mental health” needed to be added to retrieve papers in which parents with psychosis might have been involved, but where psychosis was not mentioned in the title or abstract. It also became clear that searches using index subject headings were not as effective as searches using key terms. Therefore, only searches using key terms were used for the final search strategy. The full electronic search strategy for MEDLINE was as following:

1. ((schizophreni* or smi or “serious mental illness” or “severe mental illness” or psychosis or paranoi* or “mental health” or “mental* ill*” or “mental* disorder*” or “mental* impair*” or “psychiatric”) adj4 (parent* or mother* or father* or maternal* or paternal*)).ab,ti.

2. (psychotherap* or therap* or intervention* or train* or education* or program*).ab,ti.

3. limit 1 to yr = “2001-Current”

4. limit 2 to yr = “2001-Current”

5. 3 and 4

A similar search strategy was adapted for other databases, trial registries, preprint servers and websites. Websites were searched using Google Advanced, by limiting the domain to org.uk, gov, gov.uk, com.au, nhs.uk, or org.



Selection of Sources of Evidence

After the records obtained from the database search were deduplicated using EndNote, they were imported onto Rayyan, which is an online platform designed for multiple reviewers to work on systematic reviews (51). Reviewers are kept blind to each other's decisions, and are able to mark records as “include,” “exclude,” or “maybe” and can also mark exclusion reasons or add notes. This process was used to determine which records would be brought forward to full text review. All records were reviewed by JR, then FH and MLK each screened 50% of records, such that each record was screened twice. Every record that was deemed to be eligible by at least one researcher was brought forward to full text review (i.e., if there was a disagreement, this record was brought forward to full text review).

Full text review was completed using Excel. JR retrieved the full texts for every paper. NS reviewed a random sample of 25% of the records, and a Cohen's kappa of 0.90 was achieved (52). The German records were screened at full-text stage by BM only. Reasons for exclusion are detailed in Figure 1.
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FIGURE 1. Flow diagram of identification of reports.


Trial registries, preprint servers and websites were reviewed by JR only.



Data Charting Process

JR, LJ, and JB discussed the included papers and decided which details to extract from each report in order to satisfy the research questions. An excel form was created to capture this data with limits in terms of what values could be entered under each section. JR extracted data from all reports, then NS and RD extracted data from 50% of the papers each, such that each included paper underwent double data extraction. Where information was not available in the paper, the relevant field in the data extraction form was left blank. Disagreements were resolved through discussion. BM extracted data from the included reports which were written in German.



Data Items

Each data item was a study of an intervention. Data were extracted from each report on (1) location of the intervention, (2) who the intervention was intended for, (3) who delivers the intervention and how much training they receive, and (4) the format of the intervention. When an intervention provided separate components for the parent and the child, only components relevant to the parent intervention were reported.

Details about the components of each intervention were extracted e.g., explaining mental illness to children, psychoeducation, parenting skills, case management. Where the same intervention had been trialed by different teams but no adjustments had been made to the components, it was collapsed into one item.

If an evaluation had been completed, or registered as a protocol, participants' demographic details, and the design and results of the evaluation were extracted.

Qualitative evaluations were only included when participants were given the opportunity to answer open-ended questions, as part of a survey or an interview. When available, the themes produced from a qualitative analysis were extracted, otherwise the most salient elements from the qualitative research were extracted. If multiple intervention members were interviewed (e.g., parent, child, facilitator), only the data produced by the parents that were specific to the parenting intervention were extracted.

For quantitative evaluations, outcome measures related to the parent or child were extracted, and classified into “child behavior,” “child psychosocial,” “child quality of life,” “parenting,” “parent psychosocial,” or “parent quality of life,” and any significant differences obtained on these measures were indicated.

The final data charting form can be found in Supplementary File 1.



Synthesis of Results

Once the data charting form was completed, frequency data on the interventions was reported. After charting the components of each intervention, interventions with similar components were grouped into five categories. After inspection of the clusters of components in these similar interventions, these categories were named: (1) Talking about parental mental illness, (2) Improving parenting skills, (3) Long-term tailored support for the whole family, (4) Groups for parents with mental illness, and (5) Family therapy. A narrative summary was provided for the qualitative and quantitative evaluations of interventions.




RESULTS


Selection of Records

After duplicates were removed, a total of 22,171 records were screened by at least two reviewers at the title and abstract stage. If at least one reviewer decided a record should be included to full text stage, it was brought forward, which was the case for 635 records. Of these, 23 could not be retrieved from library journal databases, and the remainder were assessed for eligibility at full text stage. The main reason for exclusion (n = 502) was that the report did not describe an intervention (see Figure 1 for further detail). A total of 96 reports were included in the review. After looking at their reference lists as well as using Google scholar to search for more recent reports that had cited them, 14 more reports were found, making a total of 110. Most interventions had multiple reports describing them, such that the 110 reports described 38 studies of interventions, which accounted for 34 interventions in total. Three reports were written in German. All reports that were included can be found in Supplementary File 2.

Records were identified from database searches and trial registries. No additional records were identified through organizational websites, preprint servers or through searching the reference lists of other similar reviews.



Characteristics of Interventions

Many interventions had been delivered in more than one country. The country that had developed the most interventions was Australia (n = 7), followed by the UK (n = 6), Germany (n = 5), the Netherlands (n = 5), and the USA (n = 5). There was also a report of an intervention from each of the Scandinavian countries: Sweden (n = 3), Finland (n = 2), Denmark (n = 1), and Norway (n = 1). Switzerland and Israel had two interventions each and Portugal and Ireland had one each. Table 1 presents the data extracted from each of the included studies.


Table 1. Characteristics of 38 studies of interventions.
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Most interventions were designed either for parents with any mental illness or parents with severe mental illness, as defined by the study authors. Only two interventions were trialed with a group of parents with psychosis—Triple P (93) and Family Talk (68)—neither of which had been adapted from their original format. Eighteen interventions were designed for the whole family, six were for the affected parent and their child(ren) and 13 were for the affected parent only. Most interventions were led by a mental health professional or a social worker, or were in the form of self-help except for Family Options which is led by a graduate in psychology (63) and the Godparents programme which is led by a non-professional (71).

Many interventions were designed to be delivered in an outpatient community setting (n = 13), seven in a home setting, and eight interventions either in a community and home setting, or involved both a community and a home element. Three interventions were provided online, and it wasn't possible to determine the location of five interventions. Most interventions were delivered on a one-to-one basis (n = 22), a smaller number having been designed to be delivered using a group format (n = 8), or using both individual and group components (n = 7). Group interventions were more likely to be for the parent only or for both the parent and the child with a parent group and a child group being held separately.

The shortest intervention was Let's Talk about Children in either the meeting format, with two to three sessions (75), or via a self-help booklet (77). Some interventions were open-ended, meaning the parents could attend for as long as they liked [e.g., (67)] and the Godparents programme lasted for at least 3 years (71).



Intervention Components

Out of the 38 studies included in this review, four described Beardslee's Family Talk (65–68) and two described the Triple P self-help workbook (92, 93). Therefore, these 38 studies described 34 unique interventions. Of the 34 interventions listed in Table 2, most covered parenting skills (n = 21), aimed to strengthen the parent–child relationship (n = 18) or contained psychoeducation on child development (n = 17). Many interventions also had a focus on the child by including psychoeducation for the parent either on how their illness might impact upon their child (n = 16) or explaining mental illness to the child (n = 16). The intervention that comprised the most components was VIA Family, which contained 12 out of the 20 total components. Interventions were grouped into the following five categories depending on their focus.


Table 2. Components of 34 interventions, separated into five categories.
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Talking About Parental Mental Illness

Eight interventions focused on explaining parental mental illness to the child[ren] in the family and giving family members the space to talk about their experiences of parental mental illness. Family Talk was originally designed in the USA to target families with affective disorders (39) and has since been used with parents with any mental illness. Depending on its adaptation, it usually involves six to eight sessions, includes separate meetings for the parents and the children, and concludes with whole family meetings. Let's Talk about Children is a similar, but much shorter intervention in which the children are not invited to the meetings, and instead the parents are given advice on how to talk about their mental illness to their child (76). Let's Talk about Children also exists in a booklet form (77). The Effective Child and Family Program (61) offers either Family Talk or Let's Talk about Children, as well as self-help material with the potential for a multiagency meeting for the family, if any problems are identified. The CHIMPS intervention in Germany (59) has adapted Family Talk by including psychodynamic elements. Child Talks+ (57) aims to enable the parents to explain mental illness to their children and for family members to get a chance to talk about their experiences. It consists of four meetings, with the first two being only with the parents, and the children attending the final two. The Child and Family Inclusive Program (54) has a similar focus but allows families to choose whether children are seen together with the parents, or separately. KidsTime (73) is an intervention that both children and parents attend, in which children take part in a drama group and parents take part in a parent group. Everyone meets at the end of the session to watch the children perform, and the content of these performance often centers on the parent's mental illness.



Improving Parenting Skills

Eleven of the interventions had a focus on improving parenting skills. Four interventions (36, 37, 91, 93) were based on the Triple P, originally designed for the parents of children with behavioral difficulties (99). Triple P teaches parents about enhancing their relationship with their children, encouraging certain behaviors, discouraging others, and setting clear boundaries (99). In this review, the Triple P Every Parents' Self-Help Workbook (92, 93) was used for parents with mental illness, and Stracke et al. (37) combined Triple P with cognitive behavioral therapy. Both Phelan et al. (100) and Kuschel et al. (91) add two additional components about parental mental health to the Triple P syllabus. Two interventions were based on mentalization. The Lighthouse (Leuchtturm) Parenting Programme (88) is rooted in mentalization-based therapy, and aids parents in better understanding their child's mental states, and teaches behavioral management skills. Tuning into Kids focuses on teaching parents how to recognize and respond to their child's emotions (101), and Isobel et al. (38) trialed it with parents with mental illness. McFarland et al.'s (87) strengths based parenting programme took elements from Triple P and Tuning into Kids, and also had a focus on talking about parental mental illness to the child. KopOpOuders (22) is an online course which covers boundary setting, communicating, child development and emergency planning. You are Okay (95) is an intervention for parents with mental illness whose children have an intellectual disability. It has a support group for the children as well as an online course for parents which is based on the content of KopOpOuders. The Parenting Internet Intervention designed by Kaplan et al. (80) contained modules on child development, stress management, the effects of parental mental illness, and setting boundaries. Parenting with Success and Satisfaction (PARSS) (81) is a series of three workbooks, and has a focus on parenting skills. One of the workbooks is designed for parents not currently living with their children.



Long-Term Tailored Support for the Whole Family

Seven interventions offered longer-term support (at least 1 year long) for families with parental mental illness, and often involved case management and collaboration with other agencies. The Invisible Children's Project (20) is mandated as part of a child welfare plan in the U.S. and involves case management for the whole family. Family Options (64) is an intervention in the U.S. where Family Coaches are assigned to a family to provide many types of support, including emotional support, advocacy, and goal setting. These Family Coaches can be contacted 24 h a day in the case of an emergency. Integrated Family Treatment (72) in the U.S. offers a range of home-based services to families including psychoeducation and signposting to other forms of support. VIA family (94) in Denmark assigns families a case manager, and offers a range of supports including psychoeducation, Triple P (99), advocacy, social support, and liaison with schools. Preventative Basic Care Management (PBCM) (84) in the Netherlands also assigns families a case manager and coordinates the services involved in the families' care. The BROSH program (53) lasts 2 years and is a collaboration from child welfare, child mental health and adult mental health services is Israel. It consists of weekly home meetings either with the parent or the whole family where parents learn about child development, mentalizing skills, and can get help with financial issues. The children are also offered individual psychotherapy. The Godparents programme (71) takes a different approach, in which lay people are trained to perform the godparent role in Switzerland. They are assigned to a family for at least 3 years and act as another adult figure for the child and social support for the parent.



Groups for Parents With Mental Illness

Five interventions were designed as groups for parents with mental illness. Living with Under Fives (78) and FWA Newpin (70) are both designed for parents with children up to 5 years old and provide a space for the parent and child to play together alongside other families. Living with Under Fives also offers components on psychoeducation, parenting skills, budgeting, and links parents with other agencies. Shor et al. (89) describe a long-term therapeutic group for parents where they can raise parenting issues and give each other advice. The primary aim of Young SMILES (97) is to improve the quality of life of children affected by parental mental illness by teaching children about mental illness, recognizing stress, and accessing support networks. It includes a parent group that has components on supporting their children and successful family communication. SEEK (86) was developed as a compulsory part of treatment for parents with mental illness whose children are currently in inpatient treatment. It involves psychoeducation on mental illness, talking to children about mental illness, and family stress.



Family Therapy

Three interventions were focused on providing family therapy. The Think Family Whole Family Programme (90) is based on the Meriden Family Programme (102), which is a behavioral family intervention that teaches communication and problem-solving skills. The Think Family Whole Family Programme adds further elements about parental mental illness. The Child Resilience Program (56) provides family therapy with separate parent and child groups, as well as sessions on psychoeducation, parenting skills, and building resilience. Becker et al. (60) briefly describes a counseling and support service for the whole family.




Evaluations of Interventions

Twenty-three out of the 38 included studies of interventions had some kind of quantitative evaluation of parent or child outcomes, and 13 studies involved a qualitative evaluation of acceptability from the parents. Eight studies had both a quantitative and qualitative evaluation.

Table 3 lists the demographic details of participants. All interventions had more female participants than male. In all studies apart from Wolfenden (93) and Strand and Meyersson (68), in which every participant had a psychotic diagnosis, the proportion of participants with a psychotic diagnosis ranged between 0 and 42.5%, or was unknown. There were in total at least 53 participants with a psychotic diagnosis in the studies with a quantitative evaluation, and at least 60 in the studies with a qualitative evaluation.


Table 3. Participant characteristics in 23 completed evaluations of included interventions.
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Table 4 lists the studies that contained completed evaluations or protocols for evaluations, and reports their design, outcome measures used, and qualitative results.


Table 4. Design and results of 28 completed evaluations or protocols for evaluations of included interventions.
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Quantitative Evaluations

Out of the 23 quantitative evaluations, 11 had a control group and only eight randomly assigned the participants to the control or intervention group. Out of these eight randomized control trials (RCTs), five were protocols. The three completed RCTs evaluated PBCM, (85), the Parenting Internet Intervention (80), and Young SMILES (97). The number of participants in completed studies ranged from eight to 99.

Most interventions had an outcome measure for both the parent and the child. The interventions that only involved the use of a measure for the parent included Family Options (63), Let's Talk about Children in both the face-to-face and booklet format (75, 77), Parenting with Success and Satisfaction (82), Tuning into Kids (38), The Lighthouse (Leuchtturm) Parenting Programme (88), and the Parenting Internet Intervention (80). There was very little consistency in terms of which outcome measures were used. For example, while both Child Talks+ and Let's Talk about Children aimed to enable the parent to explain their mental illness to their child, Child Talks+ included six child outcome measures and two parent measures on communication and self-efficacy (57) while Let's Talk about Children only used measures on parenting stress and family functioning (75). There was also variation in which measure each study had seen an improvement. For example, You are Okay (95) and Family Talk (65) appeared to have an impact on child behavior, whilst KopOpOuders and Mental Health Triple P appeared to have improved parenting skills.

Randomized controlled trials are the gold standard for the assessment of effectiveness, with non-randomized trials or trials without a control group being susceptible to a range of sources of bias (104). Three RCTs were included in this review. Young SMILES did not conduct significance testing or report effect sizes as it was a feasibility trial. The other two RCTs, Preventative Basic Care Management and the Parenting Internet Intervention both showed improvement on parenting measures of skills and self-efficacy (80, 85). Preventative Basic Care Management reported improvement on the parenting subscale of the Family Functioning Questionnaire (85). The Parenting Internet Intervention showed improvement on two measures of parenting: Healthy Families Parenting Inventory and Parenting Sense of Competence Scale, but not on the Medical Outcomes Study—Social Support Survey (80). The Parenting Internet Intervention did not include any child outcome measures (80). Preventative Basic Care Management measured child behavior using the Strengths and Difficulties Questionnaire, but did not find any significant differences between the intervention and control group following the intervention (85).



Qualitative Evaluations of Acceptability

Table 4 provides a narrative summary of the qualitative results of the included reports. Thirteen studies involved a qualitative evaluation with eight reporting themes. Parents reported in eight out of 13 studies that they felt they could communicate more easily with their children about parental mental illness after receiving the intervention. This included two studies reporting on the Family Talk intervention (67, 68), both studies on Let's Talk About Children (75, 77) and KidsTime (74), in which the aim of the intervention is to enhance communication. Parents in five out of 13 studies felt their parenting had improved following the intervention, which includes four studies in which the aim was to enhance parenting skills, two Triple P studies (93, 103), Tuning into Kids (38), the Lighthouse (Leuchtturm) Parenting Programme (88), as well as Shor et al.'s (89) therapeutic group. Parents in seven out of 13 studies reported that they understood, and could focus, on their children's needs more. Parents in one evaluation of Family Talk said that the intervention played an important part in their recovery (67).

For the six interventions that were held in a group format, parents all commented on how they enjoyed being in a group with other parents who have experienced similar difficulties, although some of the parents who took part in Young SMILES reported they felt anxious and pressured about attending. The parents in Mental Health Triple P also commented that they enjoyed the home visits (103).

These results suggest that most interventions have a good level of acceptability to parents, and there was also appreciation for different intervention formats including groups and home visiting.

Parents in four studies highlighted potential improvements on structure of the intervention. In the Family Talk intervention for parents with psychosis, parents said they would have preferred an intervention where their illness was not the focus (68). Some parents who received the Let's Talk about Children booklet found it upsetting (77). In Young SMILES, parents felt there was too much emphasis on their child and not enough on them as a parent, and one parent reported that the focus on her mental illness felt damaging (97). Parents in the Lighthouse (Leuchtturm) Parenting Programme stated they wanted a higher number of sessions which were longer in duration (88). In two out of 13 studies, parents spoke about the next stages, which included wanting more support for their children in schools (74) and wanting to help their child regulate emotions better (75).





DISCUSSION


Summary of Evidence

This scoping review involved a systematic search of relevant databases and other sources to establish what a parenting intervention for parents with psychosis might look like. The three aims of this review were to determine (1) what parenting interventions were available for parents with psychosis, (2) what components these interventions provided, and (3) what kinds of evaluations had been undertaken, and what they showed in terms of outcomes. Thirty-eight studies were included which described 34 interventions.


What Parenting Interventions Are Available for Parents With Psychosis?

Thirty-four interventions were described, of which most were designed for either parents with mental illness or parents with severe mental illness. When parents with psychotic diagnoses were included in these interventions, there were often in the minority compared to parents with other diagnoses. Both researchers (105) and parents diagnosed with mental illness (106) have recommended the use of diagnostic-specific groups, and recently, RCTs of parenting interventions for parents with anxiety (42) and with borderline personality disorder (43) have been conducted, and report promising results. In this review, only two interventions focused solely on parents with a psychotic diagnosis, and both had a sample size of 10 participants or fewer. These were Family Talk (68) and Triple P (93), both of which were unchanged from their usual delivery format. It may be the case that parents with psychosis would benefit from specific additions to parenting interventions, like safety planning for acute episodes (107), or a focus on regaining self-confidence during periods of stabilization (108).

Parents with mental illness often want their family to be involved in their treatment (21), and parenting can be a valued part of one's personal recovery (27). Reflecting this desire, most interventions in this review were designed either for the parent with a mental illness and their child, or for the whole family, which typically included the parent with a mental illness, their children, their partner, and sometimes additional family members. When interventions were designed solely for the parent, they were often delivered in a group format. Parents with mental illness can often face social isolation (14), and an intervention in a group setting could be one way of alleviating this. Parents with psychosis, specifically asked for a group intervention in order to be able to meet others in a similar situation, share parenting tips, and find social support (109). However, parents in the Young SMILES intervention found that attending a group can also be anxiety provoking (97).

Despite the fact that these parents can face poor social and emotional support, only a few interventions incorporated peer support, where someone who has also experienced poor mental health is involved in delivering the intervention (110). Having parent peers involved in delivering parenting interventions may help alleviate the lack of social support, and could also help to reduce the stigma felt by parents (111).

When considering the availability of interventions, it is important to note that geography is one of the biggest limiting factors in terms of which interventions parents can access. The 38 studies included in this review came from 14 countries, the majority of which were from Australia, who have also been a leader in policy advancement for parents with mental illness and their children for the last 20 years (112). As well as integrating interventions in mental health and social care services, the parenthood status of patients must be identified. This has been done well in Norway where, alongside the Child Talks+ intervention, an assessment form has also been implemented to improve recording and identification of patients' dependants (113). It is not enough for these interventions to be developed and tested, they need to be recommended in policy and made available to the parents who would benefit from them.



What Are the Components of These Interventions?

The interventions identified in this review were grouped into five categories, depending on the cluster of their components. It is important to consider which of these five categories of interventions best address the needs of parents with psychosis.

The largest group, which consisted of 11 interventions, had a focus on improving parenting skills, and the one RCT, Kaplan et al.'s (80) Parenting Internet Intervention, demonstrated improvement on measures of parenting satisfaction and coping skills. Parents with psychosis have demonstrated difficulties in reflective functioning and parental sensitivity (6, 14, 114), and this is particularly true for individuals with a higher severity of illness (12, 115). However, parents with psychosis and their families may need more support that goes beyond just addressing parenting skills.

The children affected by parental mental illness have expressed a desire for their parent's symptoms to be explained to them (19, 21), and the second largest group of interventions was developed in response to this need. Eight interventions had a focus on explaining mental illness to the children. Often, they also included psychoeducation about the effects of parental mental illness on the child. Additionally, these interventions provided an opportunity for the children and, sometimes, the parent's partner, to talk about their experiences of parental mental illness. However, psychoeducation about parental mental illness alone may not be sufficient to bring about positive change for the parent or for their child (116). Parents with psychosis who participated in Family Talk stated that they wanted less focus on the effects of their illness (68), and parents who had participated in Young SMILES stated they wanted more parenting components, and not solely a focus on their children (97).

The third largest group consisted of seven long-term whole family interventions, which typically lasted longer than the other interventions, and were more holistic. These often involve case management, whereby the family receives continuous care from one individual, interagency collaboration and links with other supportive agencies. Often crisis planning for potential relapses is also incorporated, as well as help with other difficulties that affect these families, such as financial issues. An example of one of these interventions is VIA Family, which had multiple stages. First the family is introduced to the intervention, then a life history is taken, and the family received psychoeducation. Then Triple P is offered and, finally parent and children groups are provided. Throughout the intervention, there are many optional extras, such as psychological treatment for the child's mental health difficulties, advice on finances, and social support for the parent (94).

The needs of parents with psychosis are often complex and diverse. Parents with severe mental illnesses have reported difficulties with practical issues such as finances and household tasks as well as fears about custody loss (25). Parents with psychosis and their families additionally struggle with parenting skills (6, 14, 117), self-confidence (109), and relapse of symptoms and subsequent hospitalization (117). Furthermore, these needs may be different during acute episodes of psychosis and periods of stability (108, 117). Therefore, interventions that solely address parenting skills or aim to explain mental illness to the children of these parents are likely to be insufficient, and more holistic long-term interventions may be the most suitable to address the needs of this group of parents. However, a more complex intervention will come with higher costs. Only Preventative Basic Care Management has been subjected to a cost-effectiveness evaluation (118). The authors stated that the intervention was more costly than care as usual, but could not conclude whether it was cost-effective or not (118). Identification of the essential components needed to enhance the well-being of these parents and their families is needed to enable us to implement effective interventions both in terms of psychosocial and economic outcomes.

It is also necessary to note that inpatient facilities in Germany often provide many components described in this study, such as selfcare, peer support, and signposting, as part of routine inpatient treatment (119) and that those receiving the SEEK intervention (86) and the Lighthouse Parenting Programme (88) will have also benefitted from these elements.



What Kinds of Evaluations Have Been Conducted to Determine the Acceptability and Effectiveness of Interventions for Parents With Psychosis and What Do They Show?

Parenting interventions for parents with mental illness are relatively new, and as such have an emerging evidence base. Around two-thirds of the interventions described in this review had been evaluated in some way, and only eight of these evaluations were RCTs, with only three having results available. One of these RCTs, Young SMILES (97), did not conduct significance testing since it was a feasibility trial. The other two, Preventative Basic Care Management (85) and Kaplan et al.'s (80) Parenting Internet Intervention, demonstrated significant differences between the parents in the intervention and control groups on measures of parenting. Therefore, it seems there is initial evidence that parenting interventions for parents with mental illness can improve aspects of parenting, such as skills and self-efficacy.

Children of parents with any kind of mental health diagnosis are more likely than children without parental mental illness to exhibit internalizing and externalizing problems (16) and are at risk of developing a mental health problem (120, 121). While, in theory, enhancing parenting skills should improve the child's quality of life and later psychosocial health (122), it is nevertheless still important to assess changes in children's functioning following such intervention. The RCT with the longest follow-up in this review was Preventative Basic Care Management (85), and did not report any difference in child behavior between the intervention and control group after 18 months of intervention. There is therefore, currently a lack of evidence demonstrating the effectiveness of parenting interventions in producing positive outcomes for the children of parents with mental illness. The longest two RCTs that are currently taking place are VIA Family (94) and Triple P combined with CBT (37), and it will be noteworthy to see if these interventions have any impact on children's functioning at follow-up.

Thirteen studies involved a qualitative evaluation of a parenting intervention. Most studies reported positive comments made by parents on intervention content and format, indicating that most interventions have a good level of acceptability. However, some parents who received the Let's Talk about Children booklet found it upsetting (77), which highlights the importance of parents with mental illness being supported by a professional during the delivery of parenting interventions. Parents in the Family Talk intervention and Young SMILES wanted less focus on their mental health (68, 97), and parents in Young SMILES also wanted more focus on them as a parent rather than solely on their child (97). These results suggest that interventions should be careful not to stigmatize or blame parents, and should recognize the centrality of their identity as a parent (27).





STRENGTHS AND LIMITATIONS

This review has updated the results from the reviews conducted by Schrank et al. (47) and Suarez et al. (48), which identified fifteen and nine interventions, respectively. In contrast to Schrank et al. (47) and Suarez et al. (48), this review did not set a limit for what proportion of the study sample needed a psychotic diagnosis, and included interventions that had not yet been evaluated. Additionally, many of the interventions included in this review have been published in the 5 years since Schrank et al. (47) and Suarez et al. (48) conducted their reviews. Since this review did not solely include interventions which had been tested with a certain proportion of parents with a psychotic disorder, it identified many interventions that could be helpful for parents with psychosis and their families.

Scoping reviews do not necessarily need a quality assessment (50). However, one limitation of this review is that the lack of quality assessment means the results of the studies included in this review are not contextualized alongside an assessment of their risk of bias. The main limitation of this review is that it only included papers that are published in English or German. Fifty reports were rejected at full-text review due to being written in another language, and it is likely that some would have been eligible for inclusion in this review. Another limitation relates to how we identified the components of each intervention, in which we only extracted the components that had been described in the report of each study, some of which did not always contain much detail. It may well be the case, therefore, that some interventions included more components than indicated in Table 2.



FUTURE DIRECTIONS

Future research needs to investigate which components are the most effective in improving outcomes for both the parent and the child. The needs of parents with psychosis and their families are complex, and it is not sufficient for interventions to aim solely to enhance parenting skills or explain mental illness to their children. Only two interventions in this review were conducted exclusively with parent participants with a diagnosis of psychosis (68, 93), and yet they had been unchanged from their usual delivery format and therefore not tailored toward the needs of parents with psychosis. Interventions must attempt to address practical issues, periods of unplanned hospitalization, and parents' own self-confidence and self-efficacy.

When addressing parenting skills, a psychotic diagnosis does predict deficits in social cognitive abilities (45), which affects parents' ability to understand their child's mental states (114). Therefore, parents with psychosis would likely benefit from interventions with a mentalizing component, which was the case in four interventions included in this review (38, 53, 70, 88).

When interventions did include parents with a psychotic diagnosis in their evaluation, they were often in the minority compared to parents with other mental health conditions. Interventions which are designed for parents with any kind of mental illness should endeavor to include more parents with a psychotic diagnosis when evaluating the intervention in order to determine whether these interventions are indeed effective for those with more severe mental illnesses, like psychosis.

It is promising that some of the interventions in this review are currently being tested in an RCT. As well as testing interventions, we must investigate what types of interventions are most effective, in order to produce evidence-based and cost-effective programs.



CONCLUSIONS

Many parenting interventions exist for parents who have experienced mental illness, from which parents with a diagnosis of psychosis and their families may benefit, however no intervention has been developed and evaluated to specifically support parents with psychosis and their families. Five categories of intervention were identified, reflecting their key components. The two largest categories were “talking about parental mental illness” and “improving parenting skills.” The third category described holistic long-term interventions targeting the whole family, and which often involved the provision of a wide range of components, with implications in terms of cost. Of the 34 studies included in this review, only two RCTs provided evidence for the potential effectiveness of the parenting interventions, thereby highlighting the significant evidence gap. In order to help parents who have experienced psychosis and their families, we need to know which components are effective in improving outcomes for both the parent and their children, and whether any psychosis-specific components would benefit these families.
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how they had experienced ther ilness

Relationship with partner strengthened post Family Talk
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 Communication
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Understanding
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Thematic analysis

o Aims and impact

o Parents feft they could communicate about PMI to their
chid

o Parents gained more awareness about how PMI
affected their child

o Parents enjoyed being in a group of others with similar
experiences

o Parents felt their relationship with their chid has
improved, and that they feel more confident in their
parenting role

« Nature of referral process.

o Parents appreciated that they were referred by the
school in contrast to being referred by a health or social
care system

« Need for extended support

o Parents wanted more support for their chidren in
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Written reflections

o Parents felt the programme helped them communicate

parenting and semi-structured  effectively with their child
programme interviews « Parents felt they could relax a bit more during difficult
(unnamed) (87) Thematic analysis parenting moments
« Parents felt their understood their emotions better and
could help their children to do s0 too

Therapeutic Open-ended « Overcoming difficulties to connect to the chidren and
group questionnaire ‘maintain relationships with them

(unnamed) (89) Grounded theory o Parents provided suggestions to each other on how to

AQoL-8D, assessment of quality of I

maintain contact with their child
o Parents felt comfortable in the group to share these
difficulties
Speaking with the child about the mental iness
o Group members discussed whether or not o tell their
child about their mental illness and how to do this in an
age appropriate way
Improving parenting skills and developing the role of a parent
o Parents expressed insecurities in their own parenting
o Group members gave each other advice on setting
boundaries and discipline
Hopes and fears regarding parenting
o Parents spoke about their goals which including
meeting child more often, developing a good
relationship with their chid, and taking more
responsibilty for their child

; BASIS-24, behavior and symptom identiication scale 24; BSI, brief symptom inventory; CANS, child and adolescent needs and strengths;

GBCL, chid behavior checkist; CGAS, chilren's global assessment scale; CHUSD, chid healthy utiity 9D; CSE, coping sel-efficacy questionnaire; GYRM-12, chid and youth resiience
measure 12; DASS-21, depression anxiety and stress scales short form; DERS, diffculties in emotional regulation scale; DIPS, diagnostic interview of mental disorders for parents
and chidren; EB), Eltern-Belastungs-inventar; ECBI, Eyberg chid behavior inventory; EFB, erziehungsfragebogen; ESF, eltemstresstragebogen; FAD, family assessment device; FB-A,
allgemeiner femilienfragebogen; FFQ, family functioning questionnaire; GSQ-APMI, guitt and shame questionnaire for adolescents of parents with mental ilness; HFP, healthy familes
parenting inventory; HOME, home observation for measurement of the environment; HSCL-25, Hopkins symptom checkist-25; K10, Kessler psychological distress scale; MOS-SSS,
medical outcomes study, social support survey; NRI-BSV, network of relationships inventory-behavioral systems version; 00O, Ouderljke Opvattingen over Opvoeding; PANSS, positive
and negative syndrome scale; PEDS, parents’ evaluations of developmental status; PES, psychological empowerment scale; PESQ, prents emotional style questionneire; PEV, positives
elterverhalten; PID-5-BF; personality inventory for DSM-5-brief form; PS}, parent stress index; PSCS, parenting sense of competence scale; PSOC, parenting sense of competence;
PSP, personal and social performance scale; PSYRATS, psychotic symptom rating scales; RCADS, revised chid anxiety and depression scale; READ, resilience scale for adolescent;
SCARED-5, screen for chid anxiety related disorders; SCORE-15, systematic clinical outcome and routine evaluation; SDQ, strengths and diffculties questionnaire; SF-8, short form-8;
SSL-12-1, Dutch social supportlist-interactions; TOPSE, tool to measure parenting sel-efficacy; WEMBWBS, Warwick Edinburgh mentel well-being.

“For sig. improvement with intervention group pre vs. post.

“*For sig. improvement between intervention and control group post intervention.
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inclusive

programme (54, 55)

KidsTime (73, 74) x x x x x x x X x

Triple P+ CBT (37) x

Triple P+ mental X X X X x

health components

©6)

Tiiple P ©1)" x x x x x x x X X

Tuning into kids (38) X X X X b3 x
The ighthouse X x x x x x X X
(leuchtturm)

parenting

programme (88)"

Strengths based X X X X X X x X x x

parenting

programme (37)

KopOpOuders (22) X X b3 X X

You are okay x x x x x
(95,96)

Parenting internet x x x x x x

intervention (0)

Parenting with X x x x

success and

satisfaction

workbooks (31-53)

Invisible children's X X X X 3 X X
project (20)

Family options X X X X X X X X
(63,64)

Integrated family X X X I3 b3 X X
treatment (72)

VIA family (94) X x
Preventive basic x X X X X x
care management

(PBOM) (84, 85)

Godparents X X X b3
programme (71)

BROSH program X X X X x X X X X X x
(63)

x
x
x
x
x
x
x
x
x
x

Living with under X X X I3 X X X x
fives (78, 79)

FWA newpin X x X b3 X

service (70)

Therapeutic group X X X X b3 X X X

©9)

Young SMILES X X X X b3
(97, 98)

SEEK (86)" X X X X X X X X X X X X

Child resilience X X X X X X X X X X X
programme (56)

Think family whole X X X X X X X

family programme

©0)

Counseling and X X X X

support service (50)

Total 16 16 10 17 12 18 21 8 14 8 6 3 7 1" 5 6 12 14 4 1

PMI, parental mental ilness.
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participants psychotic deviation or of parents standard family with parents
diagnosis range) deviation or
range)
BROSH program 1 36.4% Mean = 39.2 Unknown Unknown 27.3% single Unknown 57% Range =2 Unknown Unknown Unknown
(63) unemployed  months—11.5
Range = 32-57 27.3% divorced years
45.4% married
Family options (63) 22 46%  Mean=36 100% 77.2% White - 36.4% lived More than 80%  18% partor  Unknown 50% Mean = 88.5% of
with a completed high  full-time between children fved
sD=83 9.1% Black  significant other  school employed 2and3 with parents
sD=13
9.1% Hispanic
Range = 1-5
4.6% Asian
Family Tk (67) 66 13.6%  Unknown 80.3% Unknown  32% single Unknown Unknown  Median= 12 Unknown  Unknown Unknown
Family Talk (68) 8 100% Unknown 75% Unknown Unknown Unknown 100% Range =8-15 57.1% Unknown 86% lived with at
unemployed least one parent
and unable to
work 14% placed in
foster care
Family Tk (65) 37 0%  Unknown Unknown ~ Unknown  Unknown Unknown Unknown ~ Mean= 1041 Unknown  Unknown Unknown
Integrated family 8 Unknown  Range = 20-41  100% 100% 37.5% notlving  62.5% atleast  Unknown Unknown  Range=1-4  Unknown
treatment (72) Caucasian  with partner high school
education
62.5% married or
living with partner
KidsTime (74) 5 Unknown  Unknown 100% Unknown Unknown Unknown Unknown Unknown Unknown Unknown Unknown
KopOpOuders (22) 48 63%  Mean=37 85.4% 90% Dutch  58% dlual parent  42% 52% Mean=67  Unknown  83% of parents Unknown
familes intermediate  employed had 1 or2
SD=68 10% Belgian, education SD=53 children
Tukishor  56% married  27% higher
Danish education
Let's talk about 39 425% Mean=0899  94.9% Unknown  51.2%single  Unknown Unknown  Mean=95  Unknown  Mean=18  Unknown
children (75) parent household
Range = 26-62 Range = 6 Range = 1-5
months—18
years
Let's talk about 19 0%  Mean=1429  89.5% 94.7%bom 263%single  5.3%primary  Unknown  Unknown Unknown ~ Mean=1.8  84.2% lived full
Chidren booklet in Australia education time with
(@) Range = 34-60 57.9% married or chidren
53%bom lving together  42% intermediate
overseas education 10.6% lived with
15.8% separated children more
or divorced 52.7% higher than half the time
education
5.2% lived with
children less
than half the time
Parenting internet 60 133%  Mean=37 100% Unknown  Unknown Unknown Unknown  Unknown Unknown  Unknown Unknown
intervention (80)
sD=7
Parenting with 26 77%  Range=21-52 769% Unknown  42% unmarried  54% primary  42% employedUnknown Unknown ~ 35% had 69% were legally
success and education 1 child responsible for
satisfaction 19% married 65% had 24 their child
workbooks (82) 42% intermediate children
39% education 12% were legally
divorced/widowed responsible with
4% higher a foster poster
education
19% were not
legally
responsible for
their child
Proventive basic 99 Unknown  Unknown 87.9% 33% Dutch ~ 46% single Unknown Unknown  Mean=6.08  45% Mean =213 Unknown
care management parent family
(PBCM) (85) 19%
Moroccan
16% Turkish
14%
Surinamese
7% Netherland
Antilles
129% other
SEEK (36)" 2 Unknown Mean=37.1  92.3% Unknown  34.6%single  3.4%primary  Unknown — Mean=592  46.2% Unknown Unknown
education
53.8% married
65.3%
11.6% intermediiate
divorced/separated education
65.4% lving with a 30.7% higher
partner education
Strengths based 4 26% Mean = 36.76 75% 100% Anglo-  Unknown Unknown Unknown Mean = 9.6 Unknown 50% had Unknown
parenting Australian 1 child
programme Range = 23-48 Range = 2-21 25% had 2
(unnamed) (87) children
25% had 8
children
The lighthouse 5 0% Unknown 100% Unknown Unknown Unknown Unknown Unknown Unknown Unknown Unknown
(leuchtturm)
parenting
programme (88)"
Therapeutic group 35 14.3%  Mean=43 45.7% Unknown  50% divorced or  Unknown Unknown  Mean=2.7  Unknown  Unknown Unknown
(unnamed) (89) separated
Triple P (91)" 42 0%  Mean=237 83.3% Unknown ~ 70% married o Unknown Unknown 43% 615%had  Unknown
SD=5.1 iving with partner one child
27% had two
17% children
single/separated/
divorced 11.5% had three
13% Unknown children
Triple P + mental 8 47%  Mean=326  90.7% 98% Not  38% single Unknown Unknown — Mean=49  88% Unknown Unknown
health aboriginal or
components SD=6.4 Torres Strait 62% married or
(36, 103) living with partner
7% Aboriginal
or Torres Strait
Triple P seff-help 10 100%  Mean =33 100% 80% White  90% sole parent  80% primary 0% Mean=8  40% Mean =2 Unknown
workbook (93) British household education employed
Range = 26-48 pattime  Range = 4-10 Range = 1-5
10% Black ~ 10% cohabiing  10% intermediate 90%
other education unemployed
and not able to
10% Chinese 60% higher work
education
Tuning into kids 8 12.5%  Unknown 875 Unknown — Unknown Unknown Unknown  Unknown Unknown  Unknown Unknown
(©8)
YYou are okay (95) M Unknown Mean = 43.9 86.4% 87.8% born  51.2% single 26.8% primary  53.7% Mean=14.1 38.2% Unknown Unknown
inthe parent family  education unemployed
Netheriands
63.4%
intermediiate
education
9.8% higher
education
Young SMILES 33 91%  Unknown 90.9% 91% White ~ 81.8% 81.8% 96.9% Mean=106  60% Unknown 100% of children
©n British unmarried intermediate  unemployed lived with
education parents
6% Asian
12.29% higher
3% Unknown education

3% Unknown
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Country

Israel

Australia

USA (Indiana)

Norway, Portugal,
the Netherlands

Germany and
Switzerland

Germany

Finland

UsA
(Massachusetts)

Germany

Ireland

Sweden

Sweden

UK (London)

Switzerland

USA (New
Hampshire)
USA (New York)

UK, Germany, Spain

The Netherlands

Finland, Sweden,
Australia

Australia

Australia

USA (Pennsylvania)

The Netherlands

The Netherlands.

Germany

Australia

Germany

Israel

UK (Leicester)

Germany

UK (Manchester)

UK (Manchester)

Germany

Australia

Australia

Denmark

The Netherlands

UK (Manchester)

Mi, mental ilness; SMI, severe mental ilness.
*Indicates paper written in German.

Parent diagnosis Who takes part

and child age

MI, 0-18

M, 4-18

SMI, 8-18

MI, 0-18

MI, 3-19

M

M

sMmI,
18 months—16

M

MI, 5-18

MI, 8-18

Psychosis, 8-17
M., 0-5

MI, 0-18

SMI
M

M

M, 1-21

MI, 0-18

MI, 0-18

SMI, 0-5

SMI, 0-18

SMI, 0-21

MI, 3-10

sMI

Mi

SMI, 0-14

Mi

Mi

SMI, 2-10

Mi, 2-12

Psychosis, 3-10

M, 1.5-16

Mi, 2-12

MI, 3-12

SMI, 6-12

M, 10-20 with
mild individual
disabity

SMI, 6-16

in intervention

Whole farmily

Whole family

Whole family

Whole family

Whole family

Whole family

Whole family

Whole family

Whole family

Whole family

Whole family

Whole family
Parent and child

Whole farmily

Parent and child
Unknown

Parent and child

Parent

Parent

Parent

Parent and child

Parent

Parent

Whole family

Parent and child

Parent

Parent

Parent

Whole family

Parent

Parent

Parent

Whole family

Parent

Parent

Whole family

Parent and child

Whole family

Who delivers
intervention and
training

Mental health professional
or social worker

Mental health professional
or social worker

Unknown

Mental health professional
or social worker

Two days

Mental health professional
Two days

Mental health professional

Mental health professional
or social worker
Seventeen days

Psychology graduates

Unknown

Mental health professional
or social worker

Oniine training-15h and
monthly supervision
Mental health professional
or social worker

5 days of theory, 5 days of
supervision in a year
Mental health professional
o social worker

Social worker

Non-professionals
Introductory event, regular
peer supervision, two-four
supervisions with
coordinator a year

Mental health professional
Social worker

Mental health professional
or social worker
Two days

Mental health professional

Mental health professional
Two days online and 4h
face to face

Self-help

Ocoupational therapist

Self-help

Self-help with option of
Mental health professional
Four days

Unknown

Mental health professional

Mental health professional

Psychologist, social
worker, psychiatist,
nurses

Mental health professional
or social worker

Mental health professional
or social worker

Two days

Mental health professional
10 sessions of training

Self-help with option of
mental health professional
45-60min

Sel-help with option of
mental health professional

Mental health professional

Mental health professional
or social worker

Mental health professional

Child psychiatrst, child
psychologist, adult mental
health nurse social worker,
and a famiy counselor

Self-help with option of
support from social
worker

Mental health professional
or social worker
Three days

Setting of
intervention

Home

Community or

home

Community

Community or
home
Community
Community
Community or
home

Home

Community

Community or
home

Unknown

Unknown

Community

Home

Home
Unknown

Community

Online

Unknown

Community or
home

Community

Online

Community or

home

Home

Child inpatient unit

Community

Adult inpatient unit

Community

Unknown

Community

Home

Home

Community

Community or
home

Community

Community or
home

Online

Community

Referral method  Group or

Adult mental
health or child
senvices
Adult mental
health or
self-referral
Adult mental
health

Adult mental
health

Adult mental
health

Adult mental
health
Adult mental
health

Adult mental
health or child
services
Self-referral

Adult mental
health

Adult mental
health

Unknown

Unknown

Adult mental
health or child
services

Adult mental
health

Child services
referral

Adult mental
health or child
services or
self-referral
Adult mental
health or child
services or
self-referral
Adult mental
health

Adult mental
health

Adult mental
health or child
services

Self-referral

Adult mental
health

Adult mental
health

Adult mental
health or child
services
Adult mental
health or
self-referral
Adult mental
health or
self-referral

Adult mental
health or child
services

Unknown

Adult mental
health or child
services

Child services
referral

Adult mental
health or child
services
Adult mental
health

Adult mental
health or child
services or
self-referral
Adult mental
health

Adult mental
health

Child services
referral

Adult mental
health or child
services

Individual

Individual

Individual

Both

Individual

Individual

Individual

Individual

Individual

Both

Individual

Individual

Individual

Both

Individual

Individual

Unknown

Group

Group

Individual

Individual

Group

Individual

Both

Individual

Group

Group

Both

Group

Individual

Individual

Individual

Individual

Both

Both

Group

Individual

Individual

Group

Length of
intervention

3h weekly meeting
for 2 years

3-8 60-90 min
sessions

7-8 weekly
individual family
sessions

24 monthly
group therapy
Four weekly or
biweekly 1h
sessions

8 x 60-90min
sessions over a
period of 6 months

6-8 sossions for
Family Talk OR
2-3 for Let's Talk
1 famiy meeting
Weekly meetings
for 12 months

2 x 90 min group
sessions for
parents

5 group sessions
for children

One individual
family session
Over 3 months

7 weekly
60-90min
sessions

6 or 7 sessions.

6 or 7 sessions.

Meetings held
twice a week
Regular meetings
for at least 3 years

1-6 years of
sessions
Unknown

Monthly meetings
lasting 2.5h

8 weekly 90 min
sessions

2 or 3 weekly
60min sessions

Open-ended

Weekly meetings
lasting 2h

12 weekly 30min
sessions

Weekly meetings
for ayear

18 months

6 x 90 min
sessions over 5
weeks

5 weekly 2h
sessions

5 individual
sessions (2 with
video feedback)
One session with
care worker

4 group sessions.
Weekly over

12 weeks

Weekly meetings
for 21 months.

8 sessions

8-10 weekly
50-60min
sessions

Booklet is
completed over 10
weeks

10-14 weekly
visits for 1.5h

25-45 sessions
cBT

8-10 sessions
Triple P

Weekly or
bi-weekly sessions
for 6-12 months

6 weekly 2.5-3h
group + four
individual visits

6 weekly 2h
sessions

1-2 sessions
introduction

2-4 sessions
lieline and history
6-8 sessions
psychoeducation
3-10 sessions
Triple P

8 sessions groups
for children and
parents

Al over 18 months
6 sessions online
for parents +

10 weekly support
group sessions

for children

5 weekly 2h
sessions

Manualized

No

No

Yes

Yes

No

Yes

No

Yes

Yes

Yes

Yes

No

No

No

No

Yes

Yes

Yes

No

No

Yes

Yes

No

Yes

No

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Psychiatry





