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Family Talk versus usual services
in improving child and family
psychosocial functioning in
families with parental mental
illness: a randomised controlled
trial and cost analysis
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!Centre for Mental Health and Community Research, Maynooth University Department of Psychology
and Social Sciences Institute, Maynooth, Ireland, ?Technological University Dublin, Dublin, Ireland

Background: Parental mentalillness (PMI) is common and places children at high
risk of developing psychological disorders. Family Talk (FT) is a well-known,
whole-family, 7-session intervention designed to reduce the risk of
transgenerational psychopathology. However, very few larger-scale evaluations
of FT (across only a limited number of settings) have been conducted to date
while there have been no cost analyses. This study aimed to assess the
effectiveness and costs of delivering FT in improving child and family
psychosocial functioning in families with PMI| within routine mental
health settings.

Methods: A total of 83 families with PMI, with children aged 5-18 years, were
randomly assigned on a 2:1 ratio to receive either the FT intervention (n=55
families) or usual services (n=28 families) across 10 adult, child and primary care
mental health sites in Ireland. Parental disorders included anxiety/depression
(57%), Bipolar Disorder (20%), Borderline Personality Disorder (12%), Post-
Traumatic Stress Disorder (8%) and psychosis (2%). Detailed assessments with
parents were conducted at baseline and 6-month follow up.

Results: FT led to significant improvements in family functioning and child
behaviour at 6-month follow up when compared to usual services, with
medium effect sizes indicated. Parent participants with lower mental health
literacy at baseline also showed significant post-intervention improvements.
Those parents with less severe mental illness at baseline, and families with
more partner and economic supports, reported additional significant post-
intervention improvements in child depression/anxiety and parental mental
health symptoms. The cost of FT amounted to €761.50 per family, although
this decreased to €415.31 when recurring costs only were included.

Conclusion: The findings from this study, which was conducted within the
context of a national programme to introduce family-focused practice in
Ireland, demonstrate that FT is a low-cost intervention that improved child and
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family psychosocial functioning across different mental health disorders within
routine adult, child and primary care mental health services. The findings
contribute to the growing evidence base for FT, and provide a robust basis to
inform practice and policy development for families with parental mental illness
both in Ireland and elsewhere.

Clinical trial registration: https://www.isrctn.com/ISRCTN13365858,
identifier ISRCTN13365858.

KEYWORDS

children, COPMI, Family Talk, family-focused practice, mental health, mental disorder,
parents, randomised controlled trial

Introduction

It is estimated that almost one in four children (23%) has a
parent with mental illness (PMI) (1). These children present a 41%-
77% lifetime risk of developing serious mental illness and impaired
psychosocial outcomes and are five times more likely to use health
and social services (2, 3). Traditionally, both in Ireland and in other
jurisdictions, these families have remained invisible and
unsupported due to a number of factors including: the
segregation of adult and child mental health services; an
individualised, crisis-oriented approach to assessment/treatment;
competency and confidentiality concerns amongst mental health
professionals; and parental stigma/fear of social services and losing
custody of their children (4, 5).

Given the prevalence and burden of PMI, there has been a
growing recognition in many countries of the need to support
families in order to protect children from developing mental health
disorders (6). Reassuringly, a range of interventions has been
developed (e.g. targeting parents, children, or whole family), with
collective evidence that they can decrease the risk of developing
mental disorders for children by up to 40% (6, 7). In particular,
whole-family programmes that include both parents and young

Abbreviations: AMHS, adult mental health services; BASIS-24, Behaviour and
Symptom Identification Scale 24; CAMHS, child and adolescent mental health
services; CI, Confidence interval; CONSORT, Consolidated Standards of
Reporting Trials; CSE, Coping Self-Efficacy questionnaire; FFP, family-focused
practice; FT, Family Talk; GP, General practitioner; ITT, Intention to treat; MDT,
Multi-disciplinary Team; MM, Mixed modelling; PMI, parental mental illness;
PRIMERA, Promoting Research and Innovation in Mental hEalth seRvices for
fAmilies and children; PUMI, Parental Understanding of Mental Illness
questionnaire; RCADS, Revised Children’s Anxiety and Depression Scale; RCT,
randomised controlled trial; SCARED-5, Screen for Child Anxiety Related
Disorders 5; SCORE-15, Systematic Clinical Outcome and Routine Evaluation
15; SD, Standard deviation; SDQ, Strengths and Difficulties Questionnaire; SES,
Socioeconomic status; TAU, Treatment as usual; TO, Baseline assessment before

intervention; T1, First follow-up assessment.
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people have been found to be more effective in reducing child
psychopathology and referrals to child protection services, and in
improving family relationships, than those which focus on either
group alone (8-10). Such interventions allow multiple, often hidden
concerns and burdens to be revealed and shared (from the
perspectives of the parent with mental illness, partner, and
children), thereby reducing stigma and guilt, and enhancing mutual
understanding, support, problem-solving, care-planning and family
relationships (9-12). Whole-family approaches also encourage
typically fragmented adult and child mental health services to work
together to support these often invisible children (5, 13).
Whole-family programmes may be delivered across a range of
settings (inpatient, outpatient, home) and vary in content (e.g.
psycho-education, cognitive-behavioural therapy and/or parenting
skills), duration (from a single session up to 18 months) and severity
of PMI (14-17). Family Talk (FT), in particular, has emerged as a
promising intervention due to its evidence base, duration and
provision of low-cost, high quality training/manualised materials
(5, 14). FT is a whole-family, 7-session, manualised, clinician-
facilitated programme based on psychoeducation, systemic therapy,
and a strengths-based narrative approach designed to improve family
understanding and communication about parental mental illness,
reduce stigma, and promote problem solving, family resilience,
relationships and social supports (18-22). As part of the
programme, a practitioner meets with each individual family, that
is, with the parents (sessions 1, 2, 6, 7), with each child individually
(session 3), and with the whole family together (session 4) (Figure 1).
Evidence indicates that at post-intervention and 1.5 year follow up,
FT improves child internalising and externalising symptoms and
improves family understanding of mental illness (14, 18-21, 23-26).
There is also growing evidence that FT may enhance family
functioning and parenting self-efficacy, while reducing parental
mental health symptoms (21, 24, 26). For example, one study
indicated that diagnoses of parental affective and non-affective
disorders decreased respectively from 90% to 66% and from 43% to
31% at 4.5year follow up (21). FT has been implemented in recent
years in several countries as part of national initiatives to support
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FIGURE 1

Family Talk sessions.

families where a parent has mental illness(e.g., the USA, Costa Rica,
Colombia, the Netherlands, Greece, Scandinavia, Iceland, and
Australia) (19).

However, the evidence base for FT is in need of further
development, for a number of reasons. Firstly, only two previous
studies have compared FT to a treatment-as-usual/waitlist control
group, both of which were non-randomised (23, 26), while the
remaining randomised controlled trials (RCTs) compared FT to an
active intervention (14, 18, 20, 23-26), which can make it difficult to
assert a treatment or prevention effect. Secondly, some of the
sample sizes in these studies were small (e.g. three were<40) and
conducted within only a limited number of settings (e.g. USA,
Finland, Germany, Greece) (14, 18, 20, 23-26). Thirdly, three of the
RCTs were evaluated by the programme developer within a
controlled ‘efficacy trial’ setting (14, 18, 20), thereby highlighting
a need for more independent effectiveness trials of FT conducted
within routine service settings and across different cultural contexts.
Fourthly, evidence for the effectiveness of FT in improving child
psychological functioning is mixed, with three studies indicating no
improvements in parent report of child internalising and/or
externalising symptoms (21, 23, 27). Moreover, given that
enhanced family communication and functioning is a key
objective of FT (14), further investigation of this important
outcome is required within effectiveness studies.

In addition, FT has been primarily evaluated, to date, with
parents with depression, largely because it was originally developed
for this target group (19). Nevertheless, FT has been more widely
implemented in some jurisdictions (e.g. Sweden, Finland) with
parents with a range of mental disorders (28-30). Qualitative
analyses conducted in Sweden reported that FT is safe and
acceptable for parents with anxiety, Attention Deficit
Hyperactivity Disorder, anxiety, Bipolar Disorder, depression,
Personality Disorder, Post-Traumatic Stress Disorder, psychosis
and substance abuse (22, 28-31). Interestingly, the two non-
randomised studies, conducted in Germany and Sweden, included
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parents with depression, anxiety, attention deficit hyperactivity
disorder, and bipolar disorder and reported largely positive results
(23, 26). Therefore, there is a need for more high quality RCT's to
assess FT in order to enhance the evidence base for its use with a
wider range of mental health disorders. Furthermore, we know little
about which populations may benefit most from FT. Longitudinal
studies indicate that variables such as severity of parental mental
illness, socioeconomic status, and availability of familial and service
supports may moderate the risk of children with PMI developing a
mental disorder (2, 32). Similarly, attritional analyses from recent
quantitative and qualitative studies of FT also suggest that
socioeconomic status and/or severity of PMI may influence
intervention effectiveness (22, 24). Lastly, costs are a critical
consideration for governments when allocating funding and
resources (6) but there is an absence of costs analyses in
informing the implementation of FT, and indeed family-focused
practice more generally, within routine mental health settings.
Ireland lags behind most European countries and Australia as it
does not have a legislative framework and/or a national “think
family” policy/practice guidance to identify and support families
with PMI (15, 33). Consequently, the funding provided by the
national Health Service Executive for the current ‘PRIMERA’
research (Promoting Research and Innovation in Mental hEalth
seRvices for fAmilies and children) was crucial in supporting the
first endeavour to systematically implement family-focused practice
(FFP) for families with PMI in Ireland. The overarching aims of the
multi-strand PRIMERA project were to identify/develop,
implement, and evaluate a family-focused intervention for
families with PMI and, by so doing, help to inform a “think
family” care delivery agenda within mental health services in
Ireland. The project involved three key phases including: (1) an
initial scoping study (including literature review and installation
phase) to inform the identification and implementation of an
appropriate programme in Ireland (in this case FT) (Phase 1); (2)
an RCT and cost analysis to examine impact of the programme and
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some initial costings (Phase 2); and (3) a process evaluation to
explore the theory of change and key contextual factors that affect
the implementation and effectiveness of FT (Phase 3) (24). This
paper focuses only on Phase 2. The findings from Phases 1 and 3 are
reported elsewhere (5, 11, 12).

In the first phase of this research (2017-2018), we conducted a
scoping study of FFP across adult (n = 114) and child (n = 69)
mental health services in Ireland, and found that support for
families was either non-existent, in the planning stages, or ad hoc
and small scale (5). It was subsequently decided on the basis of a
review of the literature and in conjunction with stakeholders, to
implement FT. Findings from the stakeholder consultation
(involving funders, service providers and service users) indicate
that FT was selected because it: encourages collaboration between
traditionally segregated adult and child mental health services in
supporting parental mental illness; is a manualised, evidence-based,
‘whole family’ approach that works with both parents and children;
has high quality, freely available, online training/resources; and was
considered to be replicable and capable of being implemented
across sites in Ireland (5). The specific objectives of the study
reported here (Phase 2) were to conduct a randomised controlled
trial and a costs analysis to assess the effectiveness (and costs) of FT
when compared to usual services, in improving child and family
psychosocial functioning in families with PMI in Ireland.

Methods
Participants and settings

FT was installed and implemented in 15 sites in Ireland between
2017and 2021. Ten of the 15 FT sites recruited eligible families for
the trial, including five Adult Mental Health Services (AMHS), one
Child and Adolescent Mental Health Service (CAMHS), one site
affiliated to the statutory child welfare and protection agency in
Ireland (called “Tusla’), and four interagency networks involving
liaison among AMHS, CAMHS, Tusla and primary care services.
The interagency networks involved a local champion establishing a
working group for family-focused practice in the region, which
coordinated liaison, referrals, co-working and supervision across
clinicians in adult and child services in the area in engaging families
for FT and the research. (Five sites did not include families in the
trial due to ineligibility of recruited participants, staff deficits and/or
the impact of COVID-19 restrictions.). FT was delivered within
community outpatient clinics in both rural and urban areas, with a
minority (< 15%) taking place in the home setting. Families were
eligible for inclusion in the study if parent(s) were aged over 18, had
children aged 5-18 years, and were either (a) attending AMHS due
to a formal (or working) diagnosis of mental illness, and under the
care of a consultant psychiatrist/multi-disciplinary team; or (b)
attending their general practitioner (GP) for mental illness. The
stability of the parents’ symptoms was ascertained by the clinical
practitioner in conjunction with the parent and a joint decision
reached as to their ability to engage with the intervention and the
research. Family Talk sessions were postponed/stopped if clinically
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required (e.g. due to a relapse in parental mental health symptoms),
or if requested by the family (e.g. family crisis takes priority).

Due to the high risk of intergenerational transmission of mental
disorders (2), and a desire among stakeholders to increase family-
focused collaboration between traditionally segregated AMHS and
CAMHS (5), we included families where children attended CAMHS
or primary care services for mental health issues, as well as families
where children were not involved with mental health services.
Families were excluded if parents or family members were unable
to engage due to, for instance, active psychosis, substance misuse,
custody dispute, urgent need for child protection services, or
parent/child in hospital. In total, following baseline assessments
and randomisation, 83 families were eligible to participate in the
research. It should be noted, however, that the recruitment of new
families was severely impacted by the COVID-19 public safety
restrictions introduced in 2020-2021 in Ireland (recruitment
commenced in March 2019 and was extended to April 2021 due
to the lockdowns, but only 9 new families were recruited after the
onset of COVID-19 in March 2020). At 6-month follow up (T1), we
obtained data for 52 families, which represented 37% attrition, the
rate of which doubled due to the impact of COVID-19 restrictions
(23% vs. 45%). For the same reason, it was not possible to conduct
the planned 12-month follow up (T2) within the funding timeframe
(13) (see Figure 2).

All practitioners in the trial (n=41) were invited to complete
Costs Diaries to record their time and costs involved in
implementing and delivering FT. 26 practitioners (63%)
responded detailing the costs involved in delivering FT to 50
families. They were typically aged in their early forties (Mn=40.6;
SD= 10.2), had worked as practitioners for an average of 15 years
(SD = 6.7) and in 80% of cases (22/26) had experience of working
across multiple settings (e.g., AMHS, CAMHS, and child protection
services). Most were employed as social workers or social care
workers (20/26), with a smaller number of clinical nurse specialists
(2/26) and psychologists (4/26). Almost three fifths (15/26) worked
in AMHS, approximately one third (9/26) in CAMHS and the
remaining fifth in either primary care or the national child
protection agency (Tusla) (5/26).

Randomisation, allocation concealment,
and blinding

Families were blindly randomised within each site area on a 2:1
basis to FT or to a services-as-usual, wait-list control group. This
ratio, while it leads to a small reduction in statistical power, is
ethically more desirable as it allows for the inclusion of a larger
intervention group. Randomisation and allocation took place
following family recruitment and baseline assessment, and was
conducted by an independent consultant (unconnected to
recruitment, data collection, or data analysis), using the SNOSE
(Sequentially Numbered Opaque Sealed Envelopes) method (34).
The independent consultant privately informed practitioners of the
family’s group allocation, and concealed the randomisation and
allocation sequence from the research team. Due to the nature of the
intervention, neither family participants nor practitioners were

frontiersin.org


https://doi.org/10.3389/fpsyt.2024.1287378
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

10.3389/fpsyt.2024.1287378

Control Group (n =28)
Wait list — usual services

6-month follow up
(n=20)
71% follow up. Loss to follow up (n=8) due to family

affected by COVID-19 (n=4), family crisis (n=1), relapse
(n=1), unknown reason for family disengagement (n=2)

Control group receives Family Talk

Furlong et al.
Families referred (n = 102)
Not eligible (n=8), parent unable to attend (n=5)
Baseline assessment (n = 89 families)
Incomplete data (n=2), family unable to attend (n=4)
Randomisation: 2:1 (n = 83 families)
Family Talk intervention (n = 55)
6-month follow up
(n=32)
58% follow up. Loss to follow up (n=23) due to family
affected by COVID-19 (n=8), relapse (n=4), other family
crisis (n=4), family withdrew as service delayed FT delivery
due to COVID-19 restrictions (n=4), unknown reason for
family disengagement (n=3)
FIGURE 2

Study flow diagram

blind to allocation. However, the researchers involved in data
collection and statistical analysis were blind to treatment
allocation. Participants and practitioners were requested not to
disclose their group allocation to the research team at the follow-up
assessment. To limit contamination between the intervention and
control groups, practitioners who delivered FT were not involved in
delivering services to the control group (and vice versa).

Procedure

The trial received ethical approval from Maynooth University,
as well as from an additional three ethics committees linked to
collaborating organisations, including the Health Services Executive
Research Ethics Committee, Tusla Ethics Review Committee, and
the Saint John of God’s Research Ethics Committee. Families
(parents and children 5-18 years) were recruited by practitioners
in each site from their existing waiting lists. Sites had a prior
installation/implementation period in order to allow practitioners
to train and gain experience in delivering FT, and each site also had
a designated lead person responsible for promoting referrals to FT

Frontiers in Psychiatry

and the RCT. Recruitment brochures and posters were designed by
the research team in collaboration with a number of site personnel
and used to inform families and practitioners about FT and the
study. Recruitment commenced in March 2019 and was carried out
by referring practitioners on a staggered basis. Once practitioners
assessed the suitability of the family for FT and the RCT, and
secured consent from parents for their contact details to be passed
in confidence to the research team, parents were then contacted by
the fieldwork coordinator via telephone to arrange for one of the
research team to visit them to explain the research. Researchers met
with parents in the family home, or, if preferred, in a local family/
health care centre. At each data collection point (TO and T1),
families were given information sheets and their written informed
consent was obtained. Data were collected from one parent only (71
mothers, 12 fathers). Parent informants all had a formal/working
diagnosis and were in treatment for mental illness. For measures of
child functioning, the parent had to select a child aged 5 to18 years
old to report upon. Families were provided with a small ‘thank you’
for their participation in the research, in the form of a shopping
voucher worth €20 at each data collection visit. Practitioners
informed families of their allocation within two weeks of the
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baseline assessment, and arranged a suitable time for FT sessions.

Prior to the COVID-19 pandemic in mid- March 2020, the
follow-up assessment (T1) took place six months after the baseline
assessment (T0). However, due to intermittent periods of COVID-
19 public safety restrictions in 2020-2021, both delivery of the
intervention and data collection had to be paused for 4-6 months
(i.e. from mid-March to July 2020, November 2020, and January
2021). Therefore, assessments affected by the restrictions were
collected 4-6 months later than originally planned. Taking the
pause into account, we still considered the follow-up assessment
time for these families to also be at 6 months. We compared
outcomes in the analysis for assessments conducted before and
after the COVID-19 restrictions. It was not possible to conduct the
planned 12-month assessment within the funding timeframe. Due
to the lockdowns, recruitment was extended to April 2021 and data
collection ended in December 2021.

Measures

A ‘Profile Questionnaire’ was developed specifically for
purposes of the study in order to elicit demographic and
background information on participating families. This provided
important data for describing participant characteristics, testing the
equivalency of the control and intervention groups, and conducting
attrition analyses. A number of psychometrically robust, parent-
report measures were also administered to assess primary and
secondary outcomes as described below.

Primary outcomes

Our two primary outcomes were family functioning and child
psychosocial functioning, both of which represent key objectives of
the FT programme (19). Family functioning was assessed with the
Systematic Clinical Outcome and Routine Evaluation (SCORE-15),
a 15-item, reliable and validated parent-report measure of family
communication, relationships, and functioning (35). The SCORE-
15 has three dimensions or subscales including: ‘Strengths and
adaptability’; ‘Overwhelmed by difficulty’; and ‘Disrupted
communication’, with lower scores on each indicating better
family functioning. The clinical cut-off score is 39 for adults, with
population norms of 26.

Child psychosocial functioning was measured by the 25-item
Strengths and Difficulties Questionnaire (SDQ) (36), a parent-
report, psychometrically sound questionnaire designed to assess
child conduct problems, hyperactivity, emotional symptoms, peer
problems, and pro-social behaviour for 3-18 year-olds. Higher
scores indicate more emotional and behavioural difficulties. The
clinical cut-off point is 17, with a borderline score of 14.

The following secondary outcomes were also assessed.

e Child depression was assessed using the 10-item,
psychometrically robust, parent-report, ‘Major Depression’
subscale from the Revised Children’s Anxiety and Depression
Scale (RCADS) (37). Higher scores indicate more severe child
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depression. The clinical cut-off score is 10, with a borderline
score of 8.

*  Child anxiety was assessed using the 5-item version of the
Screen for Child Anxiety Related Disorders (SCARED-5)
(38). The SCARED-5 measures generalised anxiety
disorder, panic/somatic, separation anxiety, social phobia,
and school phobia. Higher scores indicate more anxiety,
with a clinical cut-off score of 3.

* Parental mental health was assessed with the BASIS-24
(Behaviour and Symptom Identification Scale 24), a 24-
item, parent-report questionnaire of mental health
functioning in clinical populations (aged >18) across six
major areas: depression/functioning, relationships, self-
harm, emotional lability, psychosis, and substance abuse
(39). Higher scores indicate worse functioning. The clinical
cut-off score is 35.

* Parental coping and resilience was measured with the
Coping Self-Efficacy questionnaire (CSE), a 26-item,
parent-report measure of parental confidence in
performing coping behaviours when faced with life
challenges (i.e. use of problem-focused coping, ability to
stop unpleasant emotions and thoughts, receipt of support
from friends and family). Higher scores indicate better
coping ability, with a normative mean score of 137.4
(SD=45.6) (40).

s Parental understanding of mental illness was assessed using
the Parental Understanding of Mental Illness questionnaire
(PUMI), a 20-item, parent-report, questionnaire devised by
the research team in the absence of any psychometrically
robust and validated measures to assess a parent’s
understanding and experience of how their mental health
affects their children. A key proximal objective of FT is to
improve knowledge and understanding of parental mental
illness amongst family members. Therefore, the PUMI
assessed parental mental health literacy, their experience
of living with mental illness and relationships with children,
and their perceived level of family, social, and service
supports. Higher scores indicate better mental
health literacy.

» It should be noted that in the protocol we indicated that we
would administer the Warwick-Edinburgh Mental Well-
being Scale to assess partner mental health (13). While all
parents were requested to ask their partner to complete this
questionnaire, we had a very poor response rate (<10%) and
these data, therefore, are not reported here. The reasons for
the low response rate are unclear. It could be because the
partner forgot or did not provide consent. It should also be
noted, however, that over 40% of parents in the study did
not cohabit with a partner.

Costs measure

The costs of the intervention were assessed using an online,
anonymous Cost Diary which was completed by practitioners who
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had delivered FT to intervention group families. The diary was used
by practitioners to record their salary rate and to document their
time (hours) spent on a range of activities, including training in FT,
securing buy-in from management/colleagues and setting up
referral structures, recruiting and engaging families in sessions,
participating in peer supervision, travel, and other costs incurred by
them during the delivery period (e.g. materials, travel). All provided
their written informed consent to take part in this element of the
study. Due to the delays caused by the COVID-19 restrictions, it
was not possible to conduct the planned cost effectiveness analysis.

Power analysis

A power analysis was conducted using the two primary
outcome measures— SCORE-15 and the SDQ—in order to
determine samples sizes sufficient to register significant change
(13). For the outcome of family functioning (SCORE-15), we
conducted a G*Power t-test calculation for the difference between
two independent means (two groups). Based on previous SCORE-
15 studies (41), and assuming o = .05, 80% power, two tailed testing,
15% attrition, and 2:1 allocation, a sample size of 144 participants
was recommended (FT =96, TAU =48) to detect a change of 0.5.
Similarly, for the outcome of child functioning (SDQ), G*Power t-
test calculations were conducted for the difference between two
independent means. Based on previous evaluations of FT using the
SDQ (23, 25), and assuming & = .05, 80% power, two tailed testing,
15% attrition, and 2:1 allocation, a sample size of 38 participants
(FT =25, TAU = 13) would be required to detect a change between
0.7 and 1. As noted above, the COVID-19 restrictions severely
curtailed our rate of recruitment.

Intervention

FT is a manualised, strengths-based, 7-session, weekly
programme for families where one or both parents have a mental
illness. The programme/intervention is based on psycho-education,
narrative, and systemic therapy and is designed to promote family
understanding and communication about mental illness, reduce
stigma, validate the perspective of each family member, identify
individual and family strengths, and promote family relationships
(e.g. mutual empathy and support), problem solving, care planning,
resilience and utilisation of social supports (19). It is important to
note that, similar to other evaluations (18-20), FT in the current
study was delivered alongside services as usual, as outlined in the
‘Control group’ section below. Thus, Family Talk (or other whole-
family programmes) is not considered a replacement for other types
of mental health interventions. These whole-family programmes are
specifically targeted at enhancing family communication and
outcomes with regard to the impact of parental mental illness on
child/family wellbeing (9-12).

FT uses an individual family format whereby the trained
practitioner meets with parents and the children (and extended
family members—e.g. grandparent—if requested by the parents).
Children must be aged 5 years and over as FT is targeted at children
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who are able to verbally express their experiences. The first two
sessions involve the practitioner and parent(s) and include a
discussion of the family’s experience of mental illness while
providing psychoeducation if required. In session three, the
practitioner meets with each child alone to conduct an assessment
and to identify any questions which the child(ren) may have in
relation to their parent’s mental illness. Next, a planning meeting
between the practitioner and parents is held, after which a whole-
family session is organised to support family discussion and provide
information on mental disorders as required. The intervention
concludes with a follow-up meeting to check in and support the
family going forward (Figure 1). Each session lasts 60-90 minutes.
More detail on FT sessions and programme theory can be sourced
in Beardslee’s studies (14, 18-21) and in the freely available online
training in FT (www.emergingminds.com.au). In addition, more
information on the key facilitative and inhibitive factors to
implementing FT can be seen in our qualitative studies (5, 11, 12).

Control group

Families assigned to the control group received services as usual
which normally comprised medication, psychotherapy, and/or group
intervention (e.g. Dialectical Behaviour Therapy, Stress Control)
from their psychiatrist or another member of the Multi-disciplinary
Team (MDT), or from their GP in line with usual practice. Therefore
there was considerable heterogeneity in the nature of the supports
provided to the treatment-as-usual control group across sites.
Practitioners who delivered usual services were based in the same
adult or child site as FT facilitators and similar to FT facilitators, were
employed as social workers, social carers and psychologists. To limit
contamination between the intervention and control groups,
practitioners who delivered services to the control group were not
involved in delivering FT to families. All control group families were
offered FT following the T1 follow-up assessment.

Treatment integrity and fidelity

For practitioners to be eligible to deliver FT as part of the trial,
they were required to have at least three years’ experience in
working with adult or child mental health and/or child welfare
and protection services. On average, practitioners had relevant
experience of 15 years (SD = 6.1), with three quarters having
worked in multiple settings (e.g., AMHS, CAMHS, and
child protection services). In addition, all clinicians were
required to complete the certificate in online training in FT
(www.emergingminds.com.au) and have received regular (at least
monthly) supervision in FT delivery. Supervision sessions were 1-
1.5 hours, coordinated by the designated lead person in each site,
and provided peer support and guidance in FT training, engaging
and working with families, securing buy-in from management and
colleagues, setting up referral structures, and recruitment for the
RCT. Consistency and quality of programme delivery were also
promoted through the manualisation of the programme and
completion of weekly session checklists, of which 90%+ was
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covered when participants completed the course. Families were
judged to have completed the programme if they attended at least 7
sessions that included parent, child and family sessions.

The average hours delivered to intervention families was 10.14
(SD=5.85) but FT duration varied considerably between those who
attended before or after the pandemic. Most families (76%)
attended FT before the onset of the pandemic. While FT is a 7-
session, weekly programme, average intervention duration for this
group of families was 9.2 weeks (SD=2.15), taking into account the
number of individual child sessions required and missing
appointments due to illness or family crisis. In addition, in
approximately one third of these families (31%), clinicians
indicated they had provided an additional parent or child session
where complex issues were raised.

Treatment fidelity was a substantial challenge for approximately
one quarter (24%) of intervention families due, in large part, to
delays/disruptions caused by the COVID-19 restrictions. In some
cases (n=>5), practitioners adapted FT using online platforms, which
facilitated sessions with parents and older adolescents, but were not
considered suitable for younger children or family sessions, and
therefore completion of FT with these families was delayed for
several months, meaning that delivery was disjointed. Some families
(n=5) withdrew from the programme due to the COVID-19
disruptions. In addition, a small number of families (n=3) were
not offered FT, due to staff shortages, discharges and a change in
service priorities as a result of the COVID-19 restrictions. Therefore
intervention duration for this group ranged from 0-3 sessions up to
disjointed sessions delivered over a 4-6 month period.

Attendance

Mean attendance in the intervention group (as recorded by
practitioners) was 5.4 sessions (SD = 1.2), with 63% attending all
sessions. This compares unfavourably with 80-90% attendance rates
reported in the Beardslee studies (14, 18, 20). Mean attendance in
other FT studies is generally not reported. Our qualitative analyses
of family and practitioner experiences of FT indicated that the
primary reasons for disengagement were mainly related to
disillusionment due to delays/disruption caused by COVID-19, a
family crisis, and a relapse in symptoms. Only two families
highlighted parental stigma as a reason for disengagement (11, 12).

Analysis

Data were analysed according to the Consolidated Standards of
Reporting Trials (CONSORT) guidelines for RCTs, and in line with
the CONSERVE-CONSORT checKklist for RCTs conducted during
the COVID-19 pandemic (42, 43). Considerable time and effort
were invested in data cleaning (using Microsoft Excel VBA code)
before analysis was conducted. Descriptive statistics were calculated
and reported with means, standard deviations (SDs) and
frequencies, with count data compared using Fisher’s Exact Test
[F] for 2x2 tables or the Fisher-Freeman-Halton Exact Test (F) for
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larger tables. Continuous data were compared via independent
samples t-tests. Normality assumptions of parametric tests were
not violated. Between-group outcome results were calculated and
reported with means, SDs, p and F values, eta squared and Cohen’s
d effect sizes, whereby an effect size of 0.2 denotes a small effect, 0.5
a medium effect, and 0.8 a large effect of the intervention, as
reported from SPSS v28.0 (44). The unit of analysis was the
parent-child dyad where the parent selected a child to report upon.

It should be noted that the plan to analyse the data as repeated
measures (13) was subsequently changed to Mixed Modelling
(MM), treating baseline values as covariates. This decision was
made before any data analysis was conducted (i.e. it was not made
following results from an MMRM analysis). This is important in the
context of researcher degrees of freedom and p-hacking (45). The
advantage of this change meant that results could be interpreted
across different baseline values, a fact that could be relevant for
clinical practice. In addition, MM has the advantage that missing
values need not be imputed in any way. We also changed the
number of covariates in the model. Originally, we planned to
control for baseline parent mental illness as a covariate that could
interact with treatment allocation (13). However, further
investigation of the literature indicated a likelihood that social
disadvantage and partner mental health may potentially act as
covariates (2, 25). Therefore, following discussion with the
statistician (CM) and before any analysis was conducted, we
decided that the analytic model would be enhanced if we added
social disadvantage and partner mental health as covariates, in
addition to the covariate of baseline psychopathology. The
modelling was conducted based on fixed effects only, and
Maximum Likelihood was used as the solution method as
recommended by Field (2017) for fixed effects modelling (46).
Analysis followed the intention-to-treat principle whereby data
were included from all contactable participants regardless of
programme attendance. A parallel per-protocol analysis excluded
participants who did not complete the programme as intended by
randomisation, i.e. attending at least 7 sessions that included parent,
child and family sessions. Attrition analyses were carried out to
assess differences in participant characteristics between those lost to
follow-up and those who stayed in the trial.

As outlined earlier, the extended COVID-19 restrictions
prevented us conducting the planned 12-month follow-up
assessment within the funding timeframe; therefore, data were
only available at baseline (T0) and at 6-month follow up (T1).
Assessments affected by the COVID-19 suspensions were compared
with data collected before the pandemic: 55% of 6-month data was
due to be collected after mid- March 2020, with double the rate of
attrition at 6-month follow up following COVID-19 (23% vs. 45%).

Given the COVID-19 disruption, it was not possible for us to
conduct the planned cost-effectiveness analysis within the funding
timeframe (13). Instead, as outlined earlier, we used the data
collected in the practitioner Cost Diaries to calculate the per-
family cost of delivering the intervention (including and
excluding one-off, non-recurring costs). This enabled us to
provide an indication of the approximate costs involved in
preparing for, and delivering the intervention, as well as the
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TABLE 1 Participant characteristics at baseline.

10.3389/fpsyt.2024.1287378

At baseline Lost to follow up
Participant
characteristics Controls Intervention Between group comparison — p Controls Intervention
n=28 n =55 value/Effect size n=20 n=32
PMI gender (female/male) 26/2 44/10 205" 18/2 24/7
PMI mean age (SD) 38.5 (6.51) 42.5 (7.10) 019/d = 0.6 40.1 (6.80) 43.7 (7.39)
Mental illness
-Anxiety/depression 16 31 12 20
-Bipolar 6 10 4 7
-BPD 3 7 F 3 3
-Psychosis 1 1 0 1
-PTSD 2 5 1 1
Length of episode
-< 6 months 6 8 5 6
-6-12 months 5 7 3 3
-1-2 years 5 5 3 5
->2 years 10 30 321F 8 15
Child gender (female/ 16/12 34/21 813F 11/9 20/12
male) (n=83)
Child mean age 12.2 (4.62) 14.5 (4.25) 030/d = 0.5. 12.4 (5.00) 14.4 (4.01)
Child mental health
-CAMHS 4 17 3 11
-Other psychology/family 12 11 090" 9 5
service
-No service 13 26 8 15
Family social disadvantage
(Yes/No) = 2/6 * 24/4 38/17 117% 17/3 21/11
Measure scores
SCORE-15 total score 36.8 (10.48) 32.3 (11.34) 085/d = 0.4 37.8 (9.76) 32.2 (9.89)
SDQ total score 13.0 (5.88) 13.3 (7.00) 851/d = 0.0 13.9 (6.17) 14.7 (7.32)
PUMI total score 56.7 (7.07) 58.2 (6.48) 325/d =02 55.8 (7.65) 58.1 (6)
RCADS total score 6.8 (6.68) 6.2 (5.44) 668/d = 0.1 6.8 (5.72) 5.8 (4.95)
SCARED total score 3.0 (2.60) 3.1 (2.38) 911/d = 0.0 2.8 (2.59) 3.4 (2.48)
BASIS-24 total score 29.6 (14.95) 28.1 (14.14) 644/d = 0.1 30.5 (14.85) 28.7 (14.75)
CSE total score 102.0 (51.63) 122.8 (51.46) 092/d = 0.4 92.1 (44.6) 116 (47.28)

“Social disadvantage score. Families who scored two or more of the following six risk factors were socially disadvantaged compared to average social norms in Ireland: income below the current
poverty threshold in Ireland, employment status, lone parent, parental education, large family, and ownership of residence (47). FEreeman-Halton Exact. ‘Cohen's d.

approximate proportions of time spent on various activities, which
should be useful for service planning in implementing FFP.

Results
Participant characteristics

Parent participants were predominantly female (86%), with a
mean age of 40.5 years (SD = 6.81) (Table 1). Most parents, at
baseline, had been diagnosed with anxiety/depression (57%),
followed by Bipolar Disorder (20%), Borderline Personality
Disorder (12%), PTSD (8%) and psychosis (2%). Nearly half
(48%) were in their current episode for more than two years, 12%
for 1-2 years, 14.5% for 6-12 months and 17% for< 6 months
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duration. The vast majority of parents (<80%) were attending
AMHS, with the remainder under the clinical care of their GP.
Most of the index children were female (60%) with a mean age of
13.85 years (SD=4.44). More than half of children (53%) were
attending CAMHS or a psychology/family support service. 76% of
families were socially disadvantaged when compared with average
Irish norms (47) (Table 1).

Statistical analyses (Chi-square and two-sample t-tests)
indicated no significant differences between intervention and
control group participants with respect to baseline characteristics
or measure scores, with the exception that control group parents
and children were slightly younger (parents: 38.5 years [6.51] vs.
42.5 years [7.10]; children: 12.2 years [4.62] vs. 14.5 years [4.25])
(Table 1). No statistically significant differences in participant
characteristics were found between those retained in the study
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TABLE 2 Intervention outcome analyses.

Intention to treat

Raw data means (SD)

10.3389/fpsyt.2024.1287378

Family Per protocol (control = 17,
Control Talk intervention intervention = 27)
Baseline Follow- Baseline Follow- Allocation * Allocation *
n=28 up n=55 up Allocation Baseline Allocation Baseline
= = 2 2 % 2
n=20 n=32 F p,d,n F.p,m, F.p. ds, 1, F.p, m,
SCORE-15 total 36.1 30.2 42,045 *, 45,04 %,
A 36.8 (10.48) 32.3 (11.34) 2.2,.15, 0.04 46,037 *, 0.10
score (14.13) (11.10) 0.57, 0.08 0.64, 0.09
2.3,13, 0.0,.84,
SDQ total 14.8 (8.41 13.3 (7.00 13.5 (7.85 0.9,.36, 0.02 0.1,.76, 0.00
Q total score 130 (5.88) (8.41) (7.00) (7.85) 0.42, 0.04 0.06, 0.00
SDQ 42,046 *, 23,14,
24 (177 2.6 (2.85 2.5 (2.23 24 (218 3.8,.06, 0.07 5.6,022 %, 0.11
conduct score a77) (285) 223 @18 0.57, 0.07 0.46%, 0.05
SD 19,17, 1.1,31,
Q_ 5.2 (2.98) 5.2 (3.22) 49 (2.92) 4.2 (2.76) 0.6,.45, 0.01 0.9,.34, 0.02
emotional score 0.38, 0.04 0.31, 0.02
SD 1.7,.19, 0.5,.48,
Q peer 16(1.89) | 25(140) | 23(218) | 28 (2.14) 0.1,.81, 0.00 0.1,77, 0.00
problems score 0.37, 0.03 0.21, 0.01
SDQ 0.0,.87, 0.7,42,
. 3.8 (2.76) 4.5 (3.36) 3.6 (2.79) 4.0 (3.21) 0.4,.56, 0.01 0.3,.60, 0.01
hyperactivity score 0.05, 0.00 0.24, 0.01
SDQ 8.7 (1.61) 8.9 (1.23) 8.3 (2.12) 8.1 (2.20) 1229, 0.2,.63, 0.00 06,44, 0.2,.63, 0.01
prosocial score o T T T 0.30, 0.02 e 0.24, 0.01 o
PUMI total score 56.7 (7.07) 57.7 (8.16) 58.2 (6.48) 63.9 (5.97) 37,06, 4.0,.050 *, 0.07 2711, 24,13, 0.05
T T o T 0.54, 0.07 o T 0.50, 0.06 e
RCADS 12,29, 0.3,.61,
) 6.8 (6.68) 7.2 (6.59) 6.2 (5.44) 6.2 (5.51) 1.2,.27, 0.02 0.0,.99, 0.00
depression score 0.30, 0.02 0.15, 0.01
SCARED 3.0 (2.60) 2.3 (1.66) 3.1 (2.38) 2.3 (1.76) 1.1,.29, 0.6,.43, 0.01 26,11, 0.7,.40, 0.02
total score o T o T 0.29, 0.02 e 0.49, 0.06 e
BASIS2 29.6 (14.95) 280 28.1 (14.14) 239 23,14, 3.5,.07, 0.06 1.3.27, 2.2,.14, 0.05
total score ’ : (14.55) ’ : (14.13) 0.42, 0.04 e 0.34, 0.03 e
102.0 95.8 122.8 131.8 0.1,.74, 0.1,.79,
CES total score 0.9,.35, 0.02 0.2,.66, 0.00
(51.63) (53.73) (51.46) (52.33) 0.10, 0.00 0.08, 0.00

* p<.05 is statistically significant, highlighted in bold. All model follow-up mean results are evaluated at BASIS-24 = Mean (29.4). The F tests are all F (1, 52) except for CES and PUMI which are F

(1, 49) and F (1, 51) respectively.

! Clinical cut-off scores on measures: SCORE-15 — clinical 39, non-clinical 26; SDQ total score — clinical 17, borderline 8; RCADS depression score - clinical 10, borderline 8; SCARED - clinical 3;

BASIS-24 - clinical 35; CES — mean 137.4, SD=45.6.

and those lost to follow-up. While similar reasons for attrition were
given across both groups (e.g. impact of COVID-19, family crisis,
relapse), the higher rate of attrition from the intervention group
(42% vs. 29%) may be related to family disengagement from the
research process due to disillusionment in delays/disruptions in
attending FT as a result of the pandemic restrictions (Figure 2).

Intervention outcomes

The intention-to-treat (ITT) analyses revealed statistically
significant between-group differences in two of the primary
outcomes at 6-month follow up: family functioning (SCORE-15) and
child behaviour (SDQ conduct scale), with both indicating medium
effect sizes. There was also a statistically significant between-group
difference in parental understanding of mental illness (PUMI total

Frontiers in Psychiatry

score), in that those who reported lower levels of mental-health literacy
at baseline significantly improved at follow-up. No statistically
significant between-group mean differences were found for the other
outcomes, although positive trends favoured the intervention (Table 2,
Figures 3-5). The per-protocol analyses yielded similar results
(Table 2). Interestingly, while the SDQ total score (overall child
psychosocial functioning) was not statistically significant in the main
analysis, exploratory post-hoc testing across a range of baseline values in
the per-protocol analysis indicated that children who reported baseline
SDQ scores in the ‘borderline’ region (14.9-16) achieved statistically
significant changes at follow up when compared to those with baseline
scores in the ‘normal’ or ‘clinical’ regions (Table 3). We found no
statistically significant differences between those whose attendance/
assessments were delayed by the COVID-19 restrictions and those who
attended/were assessed before the pandemic. Outcomes did not differ
by type of mental illness. No harms were indicated either from the
intervention or from the conduct of the RCT.
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FIGURE 3

Intervention vs. control group for family functioning (SCORE-15), ITT analysis. The black dashed line represents the line of no change at follow up
(FU) from baseline (BL). The solid coloured lines represent the model means for control (green) and intervention (orange) groups, with the
corresponding dashed lines being the 95% confidence intervals. The faint blue histogram indicates the distribution of baseline data. The histogram is
not to scale, and is intended to be purely suggestive. Bar height values must not be read from the chart.
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BL

Covariate analyses

In the ITT analyses, we found statistically significantly reduced
child anxiety/depression (SCARED, RCADS) and improved
parental mental health (BASIS 24) at 6-month follow up in
higher functioning families (i.e. who were not socially
disadvantaged and where a partner had good mental health, as
reported by the parent with mental illness). Similarly, parents who
reported less severe mental health symptoms at baseline reported
significantly improved coping resilience (CSE) at follow-up. In the

per-protocol analyses, further statistically significant benefits were
found, with good partner mental health linked to improvements in
a range of outcomes including: overall child wellbeing and
behaviour (SDQ total score); child depression and anxiety
(RCADS, SCARED); parental resilience (CSE); and parental
understanding of mental illness (PUMI). In addition, significantly
improved child depression and prosocial behaviour (RCADS, SDQ
prosocial subscale) were seen in more socioeconomically
advantaged families, while less severe PMI at baseline was related
to significantly reduced child hyperactivity (as measured by the

14 — Control
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E 12 == === [l = BL [Line of no change)

Distribution of BL data

10

FIGURE 4

Intervention vs. control group for child behaviour (SDQ), ITT analysis. The black dashed line represents the line of no change at follow up (FU) from
baseline (BL). The solid coloured lines represent the model means for control (green) and intervention (orange) groups, with the corresponding
dashed lines being the 95% confidence intervals. The faint blue histogram indicates the distribution of baseline data. The histogram is not to scale,
and is intended to be purely suggestive. Bar height values must not be read from the chart.
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FIGURE 5
Intervention vs. control group for parental understanding of mental illness (PUMI), ITT analysis. The black dashed line represents the line of no
change at follow up (FU) from baseline (BL). The solid coloured lines represent the model means for control (green) and intervention (orange)
groups, with the corresponding dashed lines being the 95% confidence intervals. The faint blue histogram indicates the distribution of baseline data.
The histogram is not to scale, and is intended to be purely suggestive. Bar height values must not be read from the chart.

SDQ hyperactivity score) (see Table 4). Overall, families who
completed FT had less severe mental illness and more partner
and socioeconomic supports compared to those that dropped out
after less than 3 sessions.

Implementation costs

As outlined earlier, data were collected from 26 practitioners
who had delivered FT to 50 families. On average, practitioners’
hourly salary was €31.27 (SD=7.37) and they spent 45.85 mean
hours (SD=6.33) in FT implementation and delivery, with 46% of
their time involved in one-off, non-recurrent costs (i.e. training in
FT, securing buy-in with management and colleagues), 34% in
recruiting families and delivering FT sessions, and 20%
in supervision. There were no significant differences in salary or
hours according to type of site (AMHS, CAMHS, Primary Care).
The overall cost of implementation and delivery was €761.50 per
family, when one-off costs were included compared to €415.31 per
family when only recurring costs were considered (see Table 5).

TABLE 3 SDQ total.

Discussion

The findings from the current RCT indicate that, across different
mental health settings and diagnoses, Family Talk (FT) led to improved
family relationships and functioning and fewer child conduct problems
and, where mental health literacy was lower at baseline, improved
parental understanding of mental illness and its impact on children.
There were additional improvements in the per-protocol analysis in
overall emotional and behavioural functioning for children who scored
in the borderline range on the SDQ at baseline. There were no
statistically significant improvements within the main analyses (ITT
or per protocol) for child depression, anxiety, or parental mental health
symptoms although there were trends favouring FT. Interestingly,
however, we found that parents with less severe mental illness at
baseline, and families with more partner and socioeconomic supports,
derived additional benefits from FT, including improvements in child
depression/anxiety and prosocial behaviour and in parental mental
health symptoms and resilience. This was particularly the case where
families attended all sessions, underlining the importance of engagement
and implementation fidelity for positive treatment outcomes (48).

Follow u : . :

Baseline c Follow up Interventign FU Difference atoglven baseline value Cohen's d.

value ontrol Mean Mean [95% Cl], p [95% ClI]
,Srl:tc:l 0.0 34 15 -1.9 [-9.3, 5.5],.61 0.16 [-0.45, 0.76]
8.0 10.7 8.2 2567, 1.7],.24 0.36 [-0.25, 0.97]
14.9 (BL mean) 16.9 14.0 -3.0% [-5.8, -0.1],.041* 0.63 [0.03, 1.24]
16.0 18.0 15.0 -3.0% [-5.9, -0.1],.040* 0.64 [0.03, 1.24]
24.0 253 217 -3.6 [-8.8, 1.6],.17 0.42 [-0.19, 1.03]
32,0 323 28.4 -4.2 [-12.8, 44],34 0.29 [-0.31, 0.90]

* p<.05 is statistically significant, highlighted in bold.
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TABLE 4 Impact of covariates on outcomes.

Measure

SCOREI5 total

Partner mental health

E(3, 52) = .685,
p=.565, 1, = .04

Intention to treat

Social disadvantage

F(1, 52) = 1.743, p=193
d=37,m; =03

BASIS 24 Total BL

F(1, 52) = 2.324, p=.133
d=42,m =04

Partner mental health

F(3, 44) = 210,
p=889, 7 = .01

Per protocol

Social disadvantage

F(1, 44) = 721,p= 401,
d=26,m; = .02

BASIS24 Total BL

F(1, 44) = 3265, p=.078,
d=54,m =07

SDQ total

F(3, 52) = 1.835,
p=152, 1, = .10

F(1, 52) = .076, p=.784
d =08, 1, = .00

F(1, 52) = .209, p=.649, d
=.13,1; = .00

F(3, 44) = 2942,
p=-043 %, 17, =17

F(1, 44) = 1978, p=.167,
d=42,1m, =04

F(1, 44) = 1.504, p=.227,
d=.37,1,=.03

SDQ emotional

SDQ peer problems

F(3, 52) = 1.667,
p=1186, 17, = .09

E(3,52) = 1,522,
p=220, 7 = .08

F(1, 52) = .069, p=.794
d=.07, m; = .00

F(1, 52) = .092, p=763
d =08, 15 = .00

F(1, 52) = .448, p=.506
d=.19n; =01

F(1, 52) = 1.765, p=.190, d
= 37,1, =03

F(3, 44) = 1.816,

p=158, 17, = .11
F(3, 44) = 1.935,
p=.138, 1; = .12

F(1, 44) = .087, p=.770,
d =09, 75 = .00

E(1, 44) = 002, p=965,
d= 01,1, =.00

F(1, 44) = .551, p=.462,
d=22,m; =01

F(1, 44) = 2.145,p= 150,
d= 44, m} = .05

SDQ conduct

F(3, 52) = 2.533,

F(1, 52) = .447, p=.507

F(1, 52) = .041, p=.840

F(3, 44) = 2.868,

F(1, 44) = .007, p=.933,

F(1, 44) = .287, p=.595,

p=067, . 1. = .13 d=.19, 1, = 01 d = .06, 1, = .00 p=057, m; = .16 d =03, 1, = .00 d=.16, 1, = .01
o F(3, 52) = 2.366, F(1, 52) = .698, p= 407 F(1, 52) = 3.780, p=.057 F(3, 44) = 2.378, F(1, 44) = 3.608, p=.064, F(1, 44) = 5.221, p=.027
SDQ hyperactivity B > B 5 _ 2 _ 5 _ 2 _ 1 _ 2_
p=082, 1 = .12 d=23m; =01 d= 54,1 =07 p=083, 17, = .14 d=57,m; =08 d =69, =11

SDQ prosocial

F(3, 52) = 1.338,
p=272, . = 07

F(1, 52) = 451, p=.505
d=.19, 7, = .01

F(1, 52) = 1461, p= 232
d=34,1, = .03

F(3, 44) = 5.034,
p=-004%, 1, = 26

E(1, 44) = 6.127, p=.017
Y d =751 =12

F(1, 44) = 6.306,p=.016
*d =76, 1,="13

PUMI total

RCADS total

F(3, 51) = 3.821,
p=015*%1, = .18

F(3, 52) = 5.283,
p=.003 *, 17, = 23

F(1, 51) = .001, p=.977
d=.01, 75 = .00

F(1, 52) = 8.675, p=.005*
d=82,1 =14

F(1, 51) = 4.217, p=.045
*d = 58, 15 = .08

F(1, 52) = 1.877, p=.177
d =381, =.03

F(3, 43) = 4435,
p=.008 %, 1, = .24

F(3, 44) = 7.349,
p<.001 *, 1, = 33

F(1, 43) = .643, p=427,
d=24,m; =01

F(1, 44) = 18.958, p<.001 *,
d=131,1, =30

F(1, 43) = 6.893, p=.012%,
d= 80, m; =.14

F(1, 44) = 3.988, p=.052,
d =60, 1, = .08

SCARED total

F(3, 52) = 3.263,
p=.029 %, 1, = .16

F(1, 52) = .083, p=774
d =08, 1, =.00

F(1, 52) = .159, p=.692
d=.11, 1, = .00

F(3, 44) = 3.197,
p=032% 1, = .18

F(1, 44) = 862, p=.358,
d=28, 1, =.02

F(1, 44) = .527, p=472,
d=22,1, =01

BASIS24 total

CES total

E(3, 52) = .654,
p=.584, 1, = .04

F(3, 49) = 2.624,
p=061, 1, = .14

F(1, 52) = 7.099, p=.010 *,
d=74,m =12

F(1, 49) = 1.487, p=.229
d=351,=.03

F(1, 49) = 5305, p=.026 *,
d =66, 1; = .10

F(3,44) = 1211,
p=317, 1, = .08

F(3, 41) = 7.360,
p<.001 %, 1, = 35

F(1, 44) = 1.327, p=256,
d=351m;=.03

(1, 41) = .104, p=.749,
d =10, 13, = .00

E(1, 41) = 13.992, p<.001
*d =117, 1 = 25

*p<.05 is statistically significant, highlighted in bold.
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TABLE 5 Costs of implementing Family Talk.

31.27 (7.37)

Salary per hour (mean €, SD)

One off costs (mean hours, SD)
-Family Talk training 10.86 (3.15)

-Securing buy—inl 10.43 (12.27)

Subtotal 21.29 (7.71)
Recurring costs (mean hours, SD)
-Recruiting families 2.74 (3.34)
-FT sessions 10.14 (5.85)
-Travel to family home 2.65 (5.90)
-Supervision 9.03 (4.72)
Subtotal 24.56 (4.95)
Other recurring costs (mean €, SD)
-Materials 6.96 (2.30)
-Travel for home visits 23.73 (6.16)
Subtotal 30.69 (8.46)

Total mean cost per clinician 1464.42 (124.89)

Total cost € of delivery to 50 families 38, 074.95
Total cost € per family (including one-off costs) €761.50
Total cost € per family (excluding one-off costs) €415.31

! Buy-in involved meetings and presentations with management and colleagues to secure
agreement to implement FT within their service as well as time involved in setting up
referral structures.

The bold text merely highlights the most important bottom-line information -
costs of delivering the intervention, including and excluding one-off costs.

the overall

Enhanced family functioning and communication is a key
objective of FT (21) and research indicates that these may be
important in protecting children from developing mental health
problems (49). However, this outcome has not been commonly
assessed within independent evaluations of FT. The current RCT
included family functioning as a primary outcome in our protocol
(13), and found that FT significantly improved family cohesion,
communication and ability to deal with stresses. This is consistent
with the positive changes in family functioning reported in studies
conducted by Beardslee and colleagues (18, 20, 21) and also within a
recently completed RCT conducted in Greece (24). In addition, we
found significant improvements in the related, more proximal
outcome of family understanding of, and communication about
PMI within parents with lower levels of mental health literacy at
baseline. Previous studies that assessed mental health literacy have
similarly reported positive results (14, 18, 20, 23). Giannakopoulos
et al. (2021) found that improved family functioning was associated
with the greatest changes in children’s psychosocial outcomes (24),
thereby suggesting that a focus on family relationships should be an
important active ingredient in interventions for children of PMI.
Interestingly, the relationship between family functioning and child
outcomes in the current study is less clear as while there were
improvements in child conduct at the overall group level, only
higher functioning families with more socioeconomic supports
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reported benefits in a range of child internalising and
externalising symptoms. Therefore, the participation of a high
number of socially disadvantaged families in the current study
(76%), as well as the impact of COVID-19 on attrition and family
wellbeing, may have meant that positive trends favouring FT did
not translate into statistical significance. Further mediator analyses
are required to more fully investigate the relationship between
intervention outcomes (e.g. child behaviour) and putative
mechanisms of change (e.g. family functioning, parenting,
parental mental health symptoms, parental readiness to engage).

Most previous RCT evaluations of FT have indicated
improvements in child internalising and externalising symptoms
(14, 18, 20, 24-26), although some mixed results have also been
reported, with one study showing improvements in externalising
but not in internalising symptoms (23), another finding
improvements in neither (27), and a third indicating
improvements in child but not parent report of child psychosocial
functioning (21). Our study found improvements in child
externalising (conduct) symptoms within the main ITT analysis,
but only found improvements in overall child emotional and
behavioural symptoms (SDQ total scale) for those who scored in
the borderline region at baseline and whose families attended all
sessions (per protocol analysis). Moreover, improvements in child
depression/anxiety in the current study were also linked to families
with better partner and economic supports, indicating that
improvements in child internalising symptoms were only
experienced by some subgroups. As above, it is possible that the
high level of social disadvantage in the current study, along with the
effect of COVID-19 on attrition and family wellbeing, may have
undermined the impact of FT on child outcomes, although it must
be kept in mind that previous studies indicate a range of positive
and mixed results in this regard.

Likewise, we found improvements in parental mental health
symptoms only for the higher functioning family subgroups that
had more partner and economic supports, and/or reported less
severe parental mental illness at baseline. A small number of earlier
FT evaluations have reported improvements in parental mental
health at the overall group level, albeit at 1.5 and 4.5 year follow up
(20, 21, 24), so it is possible that a longer-term assessment would
capture benefits for more parents in the current study that were not
realised in the shorter term. Interestingly, there have been mixed
results from previous studies that investigated the link between
child outcomes and the severity of PMI. For example, two studies
conducted in Finland and Sweden found no link between child
outcomes and baseline severity of parental depression/change from
baseline (25, 26) while, conversely, Giannakopoulos et al. (24)
reported that improvements in depression in a sample of Greek
parents, were associated with enhanced child psychosocial
functioning. Therefore, the nature of the relationship between
severity of PMI and child outcomes remains unclear. It is
important to highlight that our results did not differ significantly
by type of mental illness, which is similar to research undertaken by
Pihkala et al. in Sweden (28-31), and has important implications for
the roll out of the interventions across a range of diagnoses,
although more research is required to investigate the effectiveness
of FT for different mental disorders.
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Little research, to date, has investigated the influence of
socioeconomic status or partner mental health on intervention
outcomes. A small number of previous studies of FT - two RCTs
and a qualitative analysis — noted that disadvantaged families were
more likely to disengage from FT (22, 23, 25). The findings reported
here indicate that families with more socioeconomic and/or partner
supports derived additional benefits with regard to improved child
internalising symptoms (a secondary outcome). Moreover, we found
that socially disadvantaged families, and particularly those without a
supportive partner and with more enduring mental illness, were more
likely to withdraw from FT due to family crises, relapse in symptoms,
and stresses in daily living (11, 12). This pattern was exacerbated
during the COVID-19 pandemic restrictions where such families
reported particular struggles with mental health, and difficulties in
managing child behaviour in the absence of external childcare and
social supports (11, 12, 50). However, further research is needed to
investigate the relative importance of these, and other variables, in
influencing intervention effectiveness.

Therefore, it is likely that a continuum of higher and lower
intensity interventions is required to meet the full spectrum of
family needs. In the current study, offering additional FT sessions to
families with complex needs appeared to improve their chances of
deriving some benefits from the programme (in terms of the
primary outcomes) (11, 12). Interventions on offer clearly differ
across countries and regions. For example, in Finland and Sweden,
FT is typically offered as part of the of the Effective Child and Family
Programme following delivery of the less intensive, evidence-based
‘Let’s Talk’ programme where the practitioner meets initially with
the service-user parent for 1-2 sessions (25). Family Options,
delivered in the US, is an evidence-based, high intensity, 18-
month intervention for parents with severe mental illness (17),
but its effectiveness relative to FT has not yet been evaluated.
Furthermore, in one mental health region in Ireland, FT is
delivered as part of a family-focused initiative to support families
with mental illness which involves delivery of a suite of evidence-
based interventions, including Behavioural Family Therapy (10-14
sessions), Dialectical Behaviour Therapy (weekly sessions over two
years) and Eolas (i.e. which provides separate peer-group
programmes for service users and family/friends (8 sessions))
(51). However, this model has not yet undergone an impact
evaluation. More research is required to identify which
programmes work best for families with varying levels of mental
illness, economic backgrounds and social supports.

The current study is the first to calculate the costs of
implementing FT within routine mental health provision, and
indicates that from a public healthcare perspective, FT is a low-
cost intervention, and if positive outcomes can be maintained, may
be cost-saving in the longer run given the typically high level of
service utilisation among children of PMI (3, 9). This cost analysis
should be helpful in informing future service planning by detailing
the proportion of practitioner time dedicated to different activities
(e.g. training, securing buy-in, setting up referral structures, family
recruitment and delivery of sessions), which encouragingly
demonstrates that 46% of costs included one-off, non-recurring
costs. It should be noted, however, that the majority of FT
facilitators were social workers and costs may vary across
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disciplines. In addition, the costs to families (e.g. travel) were not
included. Furthermore, it is likely that a continuum of higher and
lower intensity family-focused supports (with attendant cost
implications) is required to meet the varying needs of families.
For instance, we found that higher functioning families with more
partner and economic supports derived more benefit from FT and
that approximately one third of families presented with more
complex needs and required additional sessions and supports. It
should also be noted that the costs analysis included data from
families that attended during the pandemic (24% of intervention
families), with considerable variation in FT duration for this cohort,
ranging from >3 sessions to some families requiring extra sessions
to reorientate when there were disruptions in delivery over several
months. Interestingly, average session hours did not differ much
between those who attended before or during the pandemic (9.2 vs.
10.14 hours) but variation (SD) in sessions did (2.15 vs. 5.85 hours).
Therefore, a degree of caution should be exercised in generalising
costs to non-pandemic delivery. Issues related to stakeholder views
on the installation and implementation of FT, fit with existing
practice, sustainability and capacity to scale across health systems
all have attendant cost implications and are discussed in greater
detail in our accompanying qualitative analyses (5, 11, 12).

Strengths and limitations

The current study is one of the largest RCTs of FT and the
fourth independent evaluation performed internationally. In
addition, it incorporated a usual services control group design,
involved the delivery of the intervention within routine mental
health settings, and across a range of mental health disorders, while
it is also based on the assessment of important family, child and
parent outcomes. It is also one of the first independent evaluations
to include family functioning as a primary outcome and to
investigate covariates of intervention effectiveness, highlighting
that FT may work better for some subgroups than others.
Furthermore, it is the first study to detail the costs associated with
implementing FT (indeed such studies are scarce within the FFP
field more generally), albeit it was not possible to conduct the
planned cost-effectiveness analysis.

The limitations of the study were primarily related to the
challenges posed by the COVID-19 pandemic restrictions during
2020-2021. Firstly, the rate of recruitment was severely impacted in
this regard. Power to detect change may potentially have been affected
as we found more significant change where more data were available.
In addition, there were non-significant trends favouring the
intervention on some outcomes which may possibly have converted
to significance with a larger sample size. While other factors, such as
staff shortages and family stigma also affected recruitment in the
earlier stages of the research, we were broadly on target to recruit a
much larger sample prior to the onset of the pandemic restrictions.

Secondly, the delivery of FT was delayed/disrupted for
approximately one quarter of intervention families as a result of
the restrictions. While a small number of practitioners continued to
work with parents and older adolescents using online platforms
during the pandemic, these were not considered suitable for child or
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family sessions, and in most cases FT delivery had to be suspended
for several months, meaning that delivery was somewhat disjointed
for these families. In addition, eight families withdrew from the
service or had services withdrawn due to the impact of the
pandemic. It is important to note, however, that most families
(76%) received FT before the onset of the pandemic.

Thirdly, attrition from follow-up assessments doubled (45% vs.
23%) following the pandemic restrictions. The higher level of attrition
in the intervention group compared to the control group (42% vs.
29%) appeared to be largely related to disillusionment with the delays
and disruptions in FT delivery caused by the restrictions (11, 12).
Interestingly, however, we found no significant differences in results
between families whose attendance/assessments were delayed by the
COVID-19 restrictions and those who attended or were assessed
before the pandemic. Nevertheless, it is important to note that more
than half (55%) of the 6-month follow-up data (and 10% of the
baseline data) were collected during a time of severe pandemic
restrictions when population mental distress was elevated due to
isolation, financial stress and a lack of service/school/community
supports (52-54), which likely impacted questionnaire responses, and
possibly underestimated the positive impact of FT.

Furthermore, the restrictions meant that it was not possible to
conduct the planned 12-month follow-up assessment within the
funding timeframe. Previous evaluations of FT indicate that some
improvements in parental mental health and child psychosocial
functioning may only materialise in the longer term (21, 24). It was
also not possible within the study timeframe, due to COVID-19
restrictions, to conduct the planned cost effectiveness analysis.
Nonetheless, it is hoped that the current costs analysis, while
rudimentary in nature, will help to inform future larger economic
evaluations and encourage decision makers, managers and
practitioners to consider incorporating low-cost FFPs into their
service planning protocols.

A final limitation concerns the heterogeneity of interventions in
the usual services control group, with a variety of medication,
psychotherapy and group interventions delivered across mental
health settings. It is possible that a more homogenous control group
may have produced different results, but we cannot be sure to what
extent this is likely without undertaking further research.

Implications for practice, policy
and research

The current study findings indicate that FT, a structured, whole-
family intervention, is an effective and low cost intervention in
improving family functioning, child behaviour and mental health
literacy. The fact that families with better partner and socioeconomic
supports reported additional benefits in child anxiety/depression and
in parental mental health symptoms, highlights the importance of
establishing a continuum of lower and higher-intensity service
supports to meet the spectrum of family need. The study also
provides evidence that FT can be successfully implemented with
participants across different diagnoses and mental health settings
(including interagency collaboration between adult and child
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services), thereby reflecting a “no wrong door” approach to
identifying and supporting families. Families who attended all
sessions also reported better results, underscoring the importance
of engagement and implementation fidelity (48).

The longer-term sustainability of FFP in Ireland and elsewhere,
requires a multi-level, public-health response that should include,
for example: “think family” policy/practice standards; dedicated
funding for FFP; managerial support to implement FFP; initiatives
to reduce mental health stigma and recruitment barriers; and a
continuum of FFP to broaden its capacity to identify and support
families. “Think Family” policy/practice standards include:
mandatory auditing of the parenting status of adult mental health
users, as legislated in Norway; balancing the priority given to patient
confidentiality with unmet family needs; increased collaboration
between traditionally segregated AMHS and CAMHS services; and
equipping clinicians with time and resources to undertake
recruitment and delivery activities (52, 53). Evidence to date
indicates that change in the provision of FFP is slow even in
countries with mandatory reporting and that considerable time,
resources and collective will are required to move away from the
traditional biomedical and siloed approaches to treatment (33, 55).

Future research should focus on producing more large-scale,
high quality, independent evaluations of FT across different
cultural, policy, and mental health settings, and with a range of
mental health diagnoses. These should also include, where possible,
longer-term follow-up assessments and consideration of a range of
outcomes relating to family functioning, child internalising and
externalising symptoms, and parental wellbeing. The accompanying
qualitative analyses also revealed benefits for sub-categories of
parent and child wellbeing, including reduced stigma and feeling
heard and validated, thereby highlighting outcomes that could be
usefully assessed in future RCTs (11, 12). In addition, further
research is required to investigate for whom the intervention
works best and which variables most influence intervention
effectiveness. While we explored the influence of several factors
including baseline severity of parental mental illness, partner
mental health and socioeconomic status, our qualitative analyses,
and other studies, have identified a range of organisational,
intervention and family factors that might be usefully tested as
moderator and/or mediator variables in quantitative research; these
include presence of a local champion, awareness-raising activities,
adequate staffing, referral and supervision structures, treatment
integrity, duration of delivery, family self -determination/
readiness to engage, type and severity of mental illness, parenting
and family functioning (11, 12, 24, 56-58). Larger-scale studies
could model the influence and interaction of such variables. Lastly,
more sophisticated cost-effectiveness and/or cost-benefit analyses
are needed to inform the mainstream implementation of FFPs
within routine mental health services.

Conclusion

The findings from the current study demonstrate that even in a
country that lacks a national “think family” policy/practice
framework to support families with PMI, a low-cost, structured,
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whole-family intervention can be effective in improving family
functioning and child behaviour. Additional benefits in child and
parental mental health were noted for higher functioning families,
indicating that a continuum of supports may be required to meet
the many and often complex needs of families. The RCT (and the
accompanying qualitative analyses reported elsewhere)
demonstrate that FT can be successfully implemented with
different mental health disorders and across a range of adult,
child and primary care mental health settings. These findings are
important in adding to the growing evidence base for FT, whilst also
providing a robust basis to inform practice and policy development
for families with PMI, both in Ireland and elsewhere. However,
multi-level, public-health responses are required across
jurisdictions, not only to promote the longer-term sustainability
of FFP, but also to address the enduring political, cultural,
organisational, and family barriers to change.

Data availability statement

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

Ethics statement

This randomised controlled trial involving human participants
received ethical approval from the Social Research Ethics
Committee in Maynooth University, Ireland (Reference number
SRESC- 2018-100), as well as from an additional three ethics
committees linked to collaborating organisations, namely, the
Health Services Executive Research Ethics Committee, Tusla
Ethics Review Committee, and the Saint John of God’s Research
Ethics Committee. Parents/legal guardians provided written
informed consent for themselves and their children to attend the
Family Talk intervention. Parents/legal guardians provided written
informed consent to provide data on family psychosocial
functioning. Children did not provide data for the trial.

Author contributions

MEF: Conceptualization, Investigation, Methodology, Project
administration, Software, Supervision, Writing - original draft,
Writing - review & editing. CoM: Data curation, Formal analysis,
Methodology, Software, Writing - review & editing. ChM:
Conceptualization, Investigation, Software, Writing — review &

References

1. Maybery D, Reupert A, Patrick K. Prevalence of children whose parents have a
mental illness. Psychiatr Bull. (2009) 33:22-6. doi: 10.1192/pb.bp.107.018861

2. Hosman CMM, van Doesum KMT, van Santvoort F. Prevention of emotional
problems and psychiatric risks in children of parents with a mental illness in the

Frontiers in Psychiatry

17

10.3389/fpsyt.2024.1287378

editing. ShM: Data curation, Project administration, Writing -
review & editing. SiM: Conceptualization, Funding acquisition,
Investigation, Methodology, Project administration, Resources,
Supervision, Writing - review & editing.

Funding

The author(s) declare financial support was received for the
research, authorship, and/or publication of this article. The
PRIMERA research programme was funded mainly by the Health
Service Executive, with some additional support from the Higher
Education Authority COVID-19 Costed Extension Fund.

Acknowledgments

We are very grateful to all the families who generously gave their
time to participate in this study. We also owe special thanks to all of
the practitioners and managers who agreed to participate in this
research and deliver Family Talk within their services, including the
Health Service Executive, Saint John of God Hospitaller services, and
Tusla child protection agency. We are very grateful for the
contributions of Nuala Whelan, Siobhan O’ Connor and Fergal
Rhatigan who helped with randomising participants, data collection
and data input. We also acknowledge the support we received from
the PRIMERA Advisory Group, and particularly Sinead Reynolds
and Gerry Maley. We thank Dr. Bill Beardslee for his support of the
study. Lastly, we express our gratitude to Mary Donaghy and Gina
Delaney, champions of family-focused practice in Northern Ireland
and Ireland, for their unstinting support.

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.

Netherlands: 1. The scientific basis to a comprehensive approach. Aust e-] Adv Ment
Health. (2009) 8:250-63. doi: 10.5172/jamh.8.3.264

3. Waldmann T, Stiawa M, Dinc U, Saglam G, Busmann M, Daubmann A, et al.
Costs of health and social services use in children of parents with mental illness. Child

frontiersin.org


https://doi.org/10.1192/pb.bp.107.018861
https://doi.org/10.5172/jamh.8.3.264
https://doi.org/10.3389/fpsyt.2024.1287378
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Furlong et al.

Adolesc Psychiat Ment Health. (2021) 15:10. doi: 10.1186/s13034-021-00360-yhttps://
capmh.biomedcentral.com/articles/10.1186/s13034-021-00360-y

4. Grant A, Reupert A. The impact of organizational factors and government policy
on psychiatric nurses” family-focused practice with parents who have mental illness,
their dependent children, and families in Ireland. J Fam Nurs. (2016) 22:199-223.
doi: 10.1177/1074840716643770

5. Mulligan C, Furlong M, McGilloway S. Promoting and implementing family-
focused interventions for families with parental mental illness: scoping and installation.
Adv Ment Health. (2020) 18:202-16. doi: 10.1080/18387357.2019.1614466

6. Bee P, Bower P, Byford S, Churchill R, Calam R, Stallard P, et al. The clinical
effectiveness, cost-effectiveness and acceptability of community-based interventions
aimed at improving or maintaining quality of life in children of parents with serious
mental illness: a systematic review. Health Tech Assess. (2014) 18:1-250. doi: 10.3310/
htal18080

7. Siegenthaler E, Munder T, Egger M. Effects of preventive interventions in
mentally ill parents on the mental health of the mental health of offspring:
systematic review and meta-analysis. ] Am Acad Child Adolesc Psychiat. (2012) 51:8-
17. doi: 10.1016/j.jaac.2011.10.018

8. Nicholson J, de Girolamo G, Schrank B. Parents With Mental and/or Substance
Use Disorders and Their Children. Lausanne: Front Media SA (2020). doi: 10.3389/978-
2-88963-383-8

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

10. Tapias E, Coromina M, Grases N, Ochoa S. Psychological treatments with
children of parents with mental illness: A systematic review. Child Youth Care Forum.
(2021) 50:1107-30. doi: 10.1007/510566-021-09608-2

11. Mulligan C, Furlong M, McGarr S, O’Connor S, McGilloway S. The family talk
programme in Ireland: A qualitative analysis of the experiences of families with
parental mental illness. Front Psychiat. (2021) 12:783189. doi: 10.3389/
fpsyt.2021.783189

12. Furlong M, Mulligan C, McGarr S, O’Connor S, McGilloway S. A family-focused
intervention for parental mental illness: A practitioner perspective. Front Psychiat.
(2021) 12:783161. doi: 10.3389/fpsyt.2021.783161

13. Furlong M, McGilloway S, Mulligan C, McGuinness C, Whelan N. Family talk
versus usual services in improving child and family psychosocial functioning in families
with parental mental illness (PRIMERA—promoting research and innovation in
mental hEalth seRvices for fAmilies and children): study protocol for a randomised
controlled trial. Trials. (2021) 22:243. doi: 10.1186/s13063-021-05199-4

14. Beardslee WR, Gladstone TR, Wright EJ, Cooper AB. A family-based approach
to the prevention of depressive symptoms in children at risk: evidence of parental and
child change. Pediat. (2003) 112:e119-31. doi: 10.1542/peds.112.2.e119

15. Grant A, Lagson S, Devaney ], Davidson G, Duffy J, Perra O, et al. A study of
Health and Social Care Professionals’ Family Focused Practice With Parents Who Have
Mental Illness, Their Children and Families in northern Ireland (2018). Belfast:
Queen’s University Belfast. Available at: https://pureadmin.qub.ac.uk/ws/portalfiles/
portal/154075911/Think_Family_Final_Long_Report_27.2.18_Final_Final.pdf
(Accessed July 7, 2023).

16. Compas BE, Forehand R, Thigpen JC, Keller G, Hardcastle EJ, Cole DA, et al.
Family group cognitive-behavioral preventive intervention for families of depressed
parents: 18- and 24-month outcomes. J Con Clin Psychol. (2011) 79:488-99.
doi: 10.1037/a0024254

17. Nicholson J, Albert K, Gershenson B, Williams V, Biebel K. Developing Family
Options: Outcomes for mothers with severe mental illness at twelve months of
participation. Am ] Psychiat Rehab. (2016) 19:353-69. doi: 10.1080/
15487768.2016.1231639

18. Beardslee WR, Wright E, Rothberg PC, Salt P, Versage E. Response of families to
two preventive intervention strategies: long-term differences in behavior and attitude
change. ] Am Acad Child Adolesc Psychiat. (1996) 35:774-82. doi: 10.1097/00004583-
199606000-00017

19. Beardslee WR, Solantaus TS, Morgan BS, Gladstone TR, Kowalenko NM.
Preventive interventions for children of parents with depression: international
perspectives. Med J Aust. (2013) 199:23-5. doi: 10.5694/mjal1.11289

20. Beardslee WR, Salt P, Versage EM, Gladstone TRG, Wright EJ, Rothberg PC.
Sustained change in parents receiving preventive interventions for families with
depression. Am ] Psychiat. (1997) 154:510-5. 10.1176/ajp.154.4.510

21. Beardslee WR, Wright EJ, Gladstone TR, Forbes P. Long term effects from a
randomized trial of two public health preventive interventions for parental depression.
J Fam Psychol. (2007) 21:703-13. doi: 10.1037/0893-3200.21.4.703

22. Strand J, Rudolfsson L. A qualitative evaluation of professionals” experiences of
conducting Beardslee’s family intervention in families with parental psychosis. Inter |
Ment Health Promo. (2017) 19:289-300. doi: 10.1080/14623730.2017.1345690

23. Christiansen H, Anding J, Schrott B, Rohrle B. Children of mentally ill parents—
a pilot study of a group intervention program. Front Psychol. (2015) 6:1494.
doi: 10.3389/fpsyg.2015.01494

24. Giannakopoulos G, Solantaus T, Tzavara C, Kolaitis G. Mental health promotion
and prevention interventions in families with parental depression: A randomized
controlled trial. J Affect Dis. (2021) 278:114-21. doi: 10.1016/j.jad.2020.09.070

Frontiers in Psychiatry

18

10.3389/fpsyt.2024.1287378

25. Solantaus T, Paavvonen EJ, Toikka S, Punamaki RL. Preventive interventions in
families with parental depression. Eur Child Adolesc Psychiat. (2010) 19:883-92.
doi: 10.1007/s00787-010-0135-3

26. Wirehag Nordh EL, Grip K, Thorvaldsson V, Priebe G, Afzelius M, Axberg U.
Preventive interventions for children of parents with depression, anxiety, or bipolar
disorder: A quasi-experimental clinical trial. Acta Paediatrica. (2023) 112:132-42.
doi: 10.1111/apa.16555

27. Punamiki RL, Paavonen J, Toikka S, Solantaus T. Effectiveness of preventive
family intervention in improving cognitive attributions among children of depressed
parents: A randomized study. J Fam Psychol. (2013) 27:683. doi: 10.1037/a0033466

28. Pihkala H, Cederstrom A, Sandlund M. Beardslee’s preventive family
intervention for children of mentally ill parents: A swedish national survey. Int J
Ment Health Promot. (2010) 12:29-38. doi: 10.1080/14623730.2010.9721804

29. Pihkala H, Sandlund M, Cederstrém A. Children in Beardslee’s family
intervention: Relieved by understanding of parental mental illness. Int J Soc Psychi.
(2012) 58:623-8. doi: 10.1177/0020764011419055

30. Pihkala H, Sandlund M, Cederstrém A. Initiating communication about parental
mental illness in families: An issue of confidence and security. Int J Soc Psychi. (2012)
58:258-65. doi: 10.1177/0020764010392088

31. Pihkala H, Dimova-Brinstrém N, Sandlund M. Talking about parental
substance abuse with children: eight families’ experiences of Beardslee’s family
intervention. Nordic J Psychiatry. (2017) 71:395-401. doi: 10.1080/
08039488.2017.1308009

32. Marmot Review. Fair society, healthy lives (2010). Available at: https://www.
instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-
review/fair-society-healthy-lives-full-report-pdf.pdf (Accessed July 7, 2023).

33. Falkov A, Goodyear M, Hosman CM, Biebel K, Skogoy BE, Kowalenko N, et al.
A systems approach to enhance global efforts to implement family-focused mental
health interventions. Child Youth Ser. (2016) 37:175-93. doi: 10.1080/
0145935X.2016.1104104

34. Doig GS, Simpson F. Randomization and allocation concealment: a practical
guide for researchers. J Crit Care. (2005) 20:187-93. doi: 10.1016/j.jcrc.2005.04.005

35. Stratton P, Lask J, Bland J, Nowotny E, Evans C, Singh R, et al. Validation of the
SCORE-15 index of family functioning and change in detecting therapeutic
improvement early in therapy. J Fam Ther. (2014) 36:3-19. doi: 10.1111/1467-
6427.12022

36. Goodman R. The strengths and difficulties questionnaire: a research note. J Child
Psychol Psychiat. (1997) 38:581-6. doi: 10.1111/j.1469-7610.1997.tb01545.x

37. Chorpita BF, Yim LM, Moffitt CE, Umemoto LA, Francis SE. Assessment of
symptoms of DSM-IV anxiety and depression in children: a revised child anxiety and
depression scale. Behav Res Ther. (2000) 38:835-55. doi: 10.1016/S0005-7967(99)
00130-8

38. Birmaher B, Brent DA, Chiappetta L, Bridge J, Monga S, Baugher M.
Psychometric properties of the screen for child anxiety related emotional disorders
(SCARED): a replication study. ] Am Acad Child Adolesc Psychiat. (1999) 38:1230-6.
doi: 10.1097/00004583-199910000-00011

39. Eisen SV, Gerena M, Ranganathan G. Reliability and validity of the BASIS-24
mental health survey for whites, African-Americans, and Latinos. ] Behav Health Serv
Res. (2006) 33:304-23. doi: 10.1007/s11414-006-9025-3

40. Chesney MA, Neilands TB, Chambers DB, Taylor JM, Folkman S. A validity and
reliability study of the coping self-efficacy scale. Br | Health Psychol. (2006) 11:421.
doi: 10.1348/135910705X53155

41. Hamilton E, Carr A, Cahill P, Cassells C, Hartnett D. Psychometric properties
and responsiveness to change of 15 and 28 item versions of the SCORE: a family
assessment questionnaire. Fam Process. (2015) 54:454-63. doi: 10.1111/famp.12117

42. Moher D, Hopewell S, Schulz KF, Montori V, GAtzsche PC, Devereaux PJ, et al.
CONSORT 2010 Explanation and Elaboration: updated guidelines for reporting
parallel group randomised trials. BMJ. (2010) 340:c869. doi: 10.1136/bmj.c869

43. Orkin AM, Gill PJ, Ghersi D, Campbell L, Sugarman J, Emsley R, et al.
Guidelines for reporting trial protocols and completed trials modified due to the
COVID-19 pandemic and other extenuating circumstances: the CONSERVE 2021
statement. JAMA. (2021) 326:257-65. doi: 10.1001/jama.2021.9941

44. Cohen J. Statistical Power Analysis for the Behavioral Sciences. 2nd ed. Hillsdale,
NJ: Lawrence Erlbaum Associates, Publishers (1988).

45. Simmons JP, Nelson LD, Simonsohn U. False-positive psychology: undisclosed
flexibility in data collection and analysis allows presenting anything as significant.
Psychol Sci. (2011) 22:1359-66. doi: 10.1177/0956797611417632

46. Field A. Discovering statistics using IBM SPSS statistics. US: SAGE Edge. (2017).

47. Central Statistics Office. Survey on income and living conditions explained
(2023). Available at: https://www.cso.ie/en/interactivezone/statisticsexplained/
surveyonincomeandlivingconditionsexplained/#:~:text=The%20rate%20is%
20calculated%20by,Explained%20(PDF%201%2C094KB)%20 (Accessed July 7,
2023).

48. Bauer MS, Kirchner J. Implementation science: what is it and why should I care?
Psych Res. (2020) 283:112376. doi: 10.1016/j.psychres.2019.04.025

49. Wiegand-Grefe S, Sell M, Filter B, Plass-Christl A. Family functioning and
psychological health of children with mentally ill parents. Int ] Environ Res Pub Health.
(2019) 16:1278. doi: 10.3390/ijerph16071278

frontiersin.org


https://doi.org/10.1186/s13034-021-00360-yhttps://capmh.biomedcentral.com/articles/10.1186/s13034-021-00360-y
https://doi.org/10.1186/s13034-021-00360-yhttps://capmh.biomedcentral.com/articles/10.1186/s13034-021-00360-y
https://doi.org/10.1177/1074840716643770
https://doi.org/10.1080/18387357.2019.1614466
https://doi.org/10.3310/hta18080
https://doi.org/10.3310/hta18080
https://doi.org/10.1016/j.jaac.2011.10.018
https://doi.org/10.3389/978-2-88963-383-8
https://doi.org/10.3389/978-2-88963-383-8
https://doi.org/10.1097/YCO.0000000000000342
https://doi.org/10.1097/YCO.0000000000000342
https://doi.org/10.1007/s10566-021-09608-2
https://doi.org/10.3389/fpsyt.2021.783189
https://doi.org/10.3389/fpsyt.2021.783189
https://doi.org/10.3389/fpsyt.2021.783161
https://doi.org/10.1186/s13063-021-05199-4
https://doi.org/10.1542/peds.112.2.e119
https://pureadmin.qub.ac.uk/ws/portalfiles/portal/154075911/Think_Family_Final_Long_Report_27.2.18_Final_Final.pdf
https://pureadmin.qub.ac.uk/ws/portalfiles/portal/154075911/Think_Family_Final_Long_Report_27.2.18_Final_Final.pdf
https://doi.org/10.1037/a0024254
https://doi.org/10.1080/15487768.2016.1231639
https://doi.org/10.1080/15487768.2016.1231639
https://doi.org/10.1097/00004583-199606000-00017
https://doi.org/10.1097/00004583-199606000-00017
https://doi.org/10.5694/mja11.11289
https://doi.org/10.1037/0893-3200.21.4.703
https://doi.org/10.1080/14623730.2017.1345690
https://doi.org/10.3389/fpsyg.2015.01494
https://doi.org/10.1016/j.jad.2020.09.070
https://doi.org/10.1007/s00787-010-0135-3
https://doi.org/10.1111/apa.16555
https://doi.org/10.1037/a0033466
https://doi.org/10.1080/14623730.2010.9721804
https://doi.org/10.1177/0020764011419055
https://doi.org/10.1177/0020764010392088
https://doi.org/10.1080/08039488.2017.1308009
https://doi.org/10.1080/08039488.2017.1308009
https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf
https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf
https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf
https://doi.org/10.1080/0145935X.2016.1104104
https://doi.org/10.1080/0145935X.2016.1104104
https://doi.org/10.1016/j.jcrc.2005.04.005
https://doi.org/10.1111/1467-6427.12022
https://doi.org/10.1111/1467-6427.12022
https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.1016/S0005-7967(99)00130-8
https://doi.org/10.1016/S0005-7967(99)00130-8
https://doi.org/10.1097/00004583-199910000-00011
https://doi.org/10.1007/s11414-006-9025-3
https://doi.org/10.1348/135910705X53155
https://doi.org/10.1111/famp.12117
https://doi.org/10.1136/bmj.c869
https://doi.org/10.1001/jama.2021.9941
https://doi.org/10.1177/0956797611417632
https://www.cso.ie/en/interactivezone/statisticsexplained/surveyonincomeandlivingconditionsexplained/#:~:text=The%20rate%20is%20calculated%20by,Explained%20(PDF%201%2C094KB)%20
https://www.cso.ie/en/interactivezone/statisticsexplained/surveyonincomeandlivingconditionsexplained/#:~:text=The%20rate%20is%20calculated%20by,Explained%20(PDF%201%2C094KB)%20
https://www.cso.ie/en/interactivezone/statisticsexplained/surveyonincomeandlivingconditionsexplained/#:~:text=The%20rate%20is%20calculated%20by,Explained%20(PDF%201%2C094KB)%20
https://doi.org/10.1016/j.psychres.2019.04.025
https://doi.org/10.3390/ijerph16071278
https://doi.org/10.3389/fpsyt.2024.1287378
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Furlong et al.

50. Furlong M, McGilloway S, Mulligan C, Killion MG, McGarr S, Grant A, et al.
Covid-19 and families with parental mental illness: crisis and opportunity. Front
Psychiat. (2021) 12:567447. doi: 10.3389/fpsyt.2021.567447

51. Galway Roscommon Adult Mental Health Service. Family focused practice in
Adult Mental Health Care: A Guidance Document for the Development of Family-
Focused Practice across Galway/Roscommon Adult Mental Health Services (2022).
Galway Roscommon, Ireland: HSE Mental Health Services. Available at: https://cmhcr.
eu/wp-content/uploads/2022/05/Family-Focused-Practice-Digital-Version-A4-13393.
pdf (Accessed October 31, 2023).

52. Mental Health Foundation. The COVID-19 pandemic, financial Inequality and Mental
Health (2020). Available at: https://www.mentalhealth.org.uk/our-work/research/coronavirus-
mental-health-pandemic/covid-19-inequality-briefing (Accessed July 7, 2023).

53. Fancourt D, Bu F, Wan Mak H, Steptoe A. Covid-19 Social Study Results Release
7 and 8. Available at: https://www.nuffieldfoundation.org/project/covid-19-social-study
(accessed August 28th, 2023).

54. MacNeela P, Norton M]J. Mental Health Services Communication &
Engagement: Service User, Family Member/Supporters Experiences of Mental Health

Frontiers in Psychiatry

19

10.3389/fpsyt.2024.1287378

Services during Covid-19 (2021). Available at: https://www.researchgate.net/
publication/350978013_Mental_Health_Services_Communication_Engagement_
Service_User_Family_MemberSupporters_Experiences_of_Mental_Health_Services_
during_Covid-19 (Accessed July 7, 2023).

55. Lauritzen C, Reedtz C, Van Doesum K, Martinussen M. Implementing new

routines in adult mental health care to identify and support children of mentally ill
parents. BMC Health Serv Res. (2014) 14:58. doi: 10.1186/1472-6963-14-58

56. Goodyear MJ, Allchin B, Burn M, von Doussa H, Reupert A, Tchernegovski P,
et al. Promoting self-determination in parents with mental illness in adult mental
health settings. J Fam Nurs. (2022) 28:129-41. doi: 10.1177/10748407211067308

57. Maybery D, Reupert A. Parental mental illness: a review of barriers and issues for
working with families and children. J Psych Ment Health Nurs. (2009) 16:784-91.
doi: 10.1111/j.1365-2850.2009.01456.x

58. Goodyear M, Hill TL, Allchin B, McCormick F, Hine R, Cuff R, et al. Standards
of practice for the adult mental health workforce: meeting the needs of families where a
parent has a mental illness. Int ] Ment Health Nurs. (2015) 24:169-80. doi: 10.1111/
inm.12120

frontiersin.org


https://doi.org/10.3389/fpsyt.2021.567447
https://cmhcr.eu/wp-content/uploads/2022/05/Family-Focused-Practice-Digital-Version-A4-13393.pdf
https://cmhcr.eu/wp-content/uploads/2022/05/Family-Focused-Practice-Digital-Version-A4-13393.pdf
https://cmhcr.eu/wp-content/uploads/2022/05/Family-Focused-Practice-Digital-Version-A4-13393.pdf
https://www.mentalhealth.org.uk/our-work/research/coronavirus-mental-health-pandemic/covid-19-inequality-briefing
https://www.mentalhealth.org.uk/our-work/research/coronavirus-mental-health-pandemic/covid-19-inequality-briefing
https://www.nuffieldfoundation.org/project/covid-19-social-study
https://www.researchgate.net/publication/350978013_Mental_Health_Services_Communication_Engagement_Service_User_Family_MemberSupporters_Experiences_of_Mental_Health_Services_during_Covid-19
https://www.researchgate.net/publication/350978013_Mental_Health_Services_Communication_Engagement_Service_User_Family_MemberSupporters_Experiences_of_Mental_Health_Services_during_Covid-19
https://www.researchgate.net/publication/350978013_Mental_Health_Services_Communication_Engagement_Service_User_Family_MemberSupporters_Experiences_of_Mental_Health_Services_during_Covid-19
https://www.researchgate.net/publication/350978013_Mental_Health_Services_Communication_Engagement_Service_User_Family_MemberSupporters_Experiences_of_Mental_Health_Services_during_Covid-19
https://doi.org/10.1186/1472-6963-14-58
https://doi.org/10.1177/10748407211067308
https://doi.org/10.1111/j.1365-2850.2009.01456.x
https://doi.org/10.1111/inm.12120
https://doi.org/10.1111/inm.12120
https://doi.org/10.3389/fpsyt.2024.1287378
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	Family Talk versus usual services in improving child and family psychosocial functioning in families with parental mental illness: a randomised controlled trial and cost analysis
	Introduction
	Methods
	Participants and settings
	Randomisation, allocation concealment, and blinding
	Procedure
	Measures
	Primary outcomes
	Costs measure
	Power analysis
	Intervention
	Control group
	Treatment integrity and fidelity
	Attendance
	Analysis

	Results
	Participant characteristics
	Intervention outcomes
	Covariate analyses
	Implementation costs

	Discussion
	Strengths and limitations
	Implications for practice, policy and research

	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher’s note
	References


