

[image: Development of an intervention to support parents receiving treatment in psychiatric inpatient hospital using participatory design methods]
Development of an intervention to support parents receiving treatment in psychiatric inpatient hospital using participatory design methods





ORIGINAL RESEARCH

published: 02 April 2024

doi: 10.3389/fpsyt.2024.1365981

[image: image2]


Development of an intervention to support parents receiving treatment in psychiatric inpatient hospital using participatory design methods


Abby Dunn 1*, Patrick Fenton 2 and Sam Cartwright-Hatton 1


1 Department of Psychology, University of Sussex, Brighton, United Kingdom, 2 Meadowfield, Sussex Partnership NHS Foundation Trust, Worthing, United Kingdom




Edited by: 

Anja Wittkowski, The University of Manchester, United Kingdom

Reviewed by: 

Imogen Nevard, The University of Manchester, United Kingdom

Joanne Hodgekins, University of East Anglia, United Kingdom

Henna Lemetyinen, Greater Manchester Mental Health NHS Foundation Trust, United Kingdom

*Correspondence: 
Abby Dunn
 a.dunn@surrey.ac.uk


Received: 05 January 2024

Accepted: 20 March 2024

Published: 02 April 2024

Citation:
Dunn A, Fenton P and Cartwright-Hatton S (2024) Development of an intervention to support parents receiving treatment in psychiatric inpatient hospital using participatory design methods. Front. Psychiatry 15:1365981. doi: 10.3389/fpsyt.2024.1365981






Introduction

When parents of dependent children are treated in psychiatric inpatient hospital, it typically involves separation of parent and child for the duration of treatment, which can be highly distressing to the dyad and can result in disruption to the parent-child relationship. Parents who have experienced hospitalisation have expressed a desire for their parenting identity to be recognized and appropriately engaged with during their treatment. This recognition includes provision of interventions which support them as parents to limit the impact of their mental health on their children. The current study, the first of its kind known to have taken place, details a collaborative intervention development project for parents receiving inpatient care.





Methods

The current study, the first of its kind known to have taken place, details a collaborative intervention development project for parents receiving inpatient care. This project involved the adaptation and extension of a prior parenting-focused course for parents high in anxiety to meet the needs of parents being treated in inpatient settings. In the first two stages of the three-phase project, patients, carers and mental health practitioners contributed to the revision and delivery plan for the course including developing new content for the intervention. In the final stage, which took the form of a participatory evaluation, the intervention was delivered to 11 parents receiving inpatient treatment who then provided extensive feedback. A series of iterative adaptations to the intervention were made in response to this feedback alongside stakeholder input.





Results

The final intervention comprises five modules focused on exploring the experience of parents alongside specific learning and skills orientated toward boosting their connection with their children during hospitalisation and in readiness for discharge. Preliminary feedback from patients and ward staff has been positive and the process of delivering the project on inpatient wards was associated with no increase in negative clinical outcomes.





Discussion

The successful development of a targeted intervention within inpatient psychiatric units offers a signal that parents treated in this setting welcome the opportunity to be supported in their parenting role.  As the first known UK intervention of its kind to be developed in partnership with patients, ward staff and management, it is specifically tailored to the context and needs of this group with the potential to be delivered by a range of health professionals in this setting.
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Background and context

Of the 16,500 psychiatric inpatients in the UK up to 45% may be parents of dependent children (the lack of a clear figure reflects poor data collection regarding parental prevalence) (1). Inpatient treatment requires a temporary breakdown of the family with the likelihood of generating distress to both the unwell parent and their children. There is limited research into the impact of parental hospitalisation for psychiatric needs of parents on child outcomes but there is evidence that it is associated with poorer school outcomes and housing instability (2, 3). Research into the impact of parental serious mental illness (SMI, with which most hospitalised parents are diagnosed) suggests that children of parents with SMI are at high risk of negative mental and physical health outcomes including developing mental health problems of their own (4, 5). Parents with serious mental health difficulties are more likely to be raising children in the context of economic challenges and lone parenthood (6). Furthermore, high levels of readmission (20% within six-months) suggest that the stress and distress of parental hospitalisation is likely to be repeated for many families (7).

Given these risk factors, supporting parents, who are psychiatric inpatients, in maintaining appropriate connection with their children has the potential to benefit both parent and child, and during both treatment and following discharge. Furthermore, parents are clear that they want their parenting role identified and supported when they are receiving psychiatric care (8). Doing so could provide an opportunity to validate a parent’s identity, reduce the stigma associated with parental mental illness and potentially support their recovery. Despite this, no recent intervention supporting this vulnerable group has been identified within the literature (8). Furthermore, a recent survey of mental health services found that mental health workers in inpatient settings were the least likely of all clinical workers to routinely identify parenthood or engage with a patient’s parenting experience or support needs (9). In response to this unmet clinical need, the current study sought to utilise a participatory approach to develop a targeted intervention for parents accessing psychiatric inpatient care.




Aim of the intervention development programme

The intervention development programme was designed to generate an appropriate and scalable brief intervention for parents who are in receipt of psychiatric inpatient care. It was planned that the intervention would support parents in hospital by a) providing an appropriate space for them to engage with their parenting identity, including the challenges of parenting from hospital and b) provide approaches to strengthen their connection with their child during their hospitalisation and post-discharge. It used participatory methods, through which parents who were currently experiencing hospitalisation contributed to the development of the format and content of the final intervention. It was hoped that collaborators would be empowered through the process of participation at all stages of the project.

In this paper we describe the phased intervention development process and give an overview of the final intervention.






Methods




Sample

The following three groups of participants were involved in the intervention development programme:

	adults currently accessing psychiatric inpatient care who were parents of children aged 2-11(to match the target age range of the Raising Confident Children Course),

	National Health Service (NHS) health care professionals (HCP) who work in psychiatric inpatient care,

	partners/carers/supporters of individuals who have accessed psychiatric inpatient care and were parents.







Inclusion criteria

Parent participants

To maximise access, exclusions were not made on grounds of illness severity. We also included parents who no longer had contact with their children. However, it was required that potential participants had capacity to give informed consent and met the following criteria:

	were aged over 18,

	had been risk-assessed and deemed as having capacity to give informed consent as agreed by clinical team and informed by the Mental Capacity Act 2005 and assessed at the time of involvement and with recognition of potential to change,

	were currently undergoing psychiatric care in an inpatient setting,

	were a parent or carer (including stepparent/foster parent) of a child aged 2-11 (this criterion still applied if child was no longer cared for by the parent),

	had capacity to provide the level of engagement required by the study (this differs for Phase 1, Phase 2, and Phase 3), which was determined through a conversation between the study team and the potential participant.



Staff participants

We sought to involve a wide range of staff members:

	adult (aged over 18),

	currently employed, or acting as a registered volunteer (e.g., MIND Ward Befriending Volunteer), on a psychiatric inpatient ward,

	spent part (a minimum of 25%) of their time in direct contact with patients.



Carers:

	had experience of supporting a parent who has accessed/was accessing psychiatric inpatient care.







Setting

The intervention was developed within Sussex Partnership NHS Foundation Trust, a large English mental health trust. This trust has 37 inpatient wards. The project was granted ethical approval by West Midlands -South Birmingham Research Ethics Committee [22/WM/0148].





Recruitment

Participants (parents and staff) were recruited from wards across the trust. The project was designed with a clinical collaborator (PF) who was also a Ward Matron for two adult inpatient wards from which HCPs and patients were recruited. Subsequently, five further wards became involved in the project. The first author (AD) visited wards, attended patient community meetings and multidisciplinary team meetings to promote the project and encourage referral. Carers were recruited via ward activities and AD’s clinical network.





Development methodology

The project concerns a co-produced adaptation of an existing evidence-based, manualised, parenting intervention (‘Raising Confident Children’/RCC) which was originally designed for use with parents who have anxiety disorders. This adaptation took the form of a ‘pragmatic co-production’ approach, in which the nature of patient and healthcare service engagement was determined by the aim of the project (to develop an intervention drawing upon RCC) and designed to enable these partners in the design process to experience value from the process without requiring them to take on a semi-professional role (10). The design and delivery of the project was also informed by the UK public participation charity INVOLVE’s key principles for co-production: sharing power, including all perspectives and skills, respecting, and valuing the knowledge of all, reciprocity, and building and maintaining relationships (11). The inpatient intervention manual was adapted and extended using relevant theoretical and clinical approaches identified during the development process. This process included drawing on Cognitive Behavioural Therapy, principles of trauma informed practice and an ecological systems framework. However, this was an exploratory and flexible approach, in which the ongoing involvement of end-users and stakeholders shaped both the delivery of the project and the final output. The project had three phases which are described in detail below. For each phase, the process and participants are described alongside key findings which informed subsequent stages.




Screening and consent

Participation in phase 1 was defined as patient public involvement (PPI) activity and so formal consent was not required. Participants were paid at the rate determined by the local trust for PPI activities. For phase 2 and phase 3, all participants flowed through the project as follows:

	provided with summary information,

	screened for eligibility,

	provided with information about the study.



Following the provision of informed consent, parents, HCPs, and carers joined the relevant phase of the study.





The raising confident children course

The Raising Confident Children course (RCC) provides the foundational components from which a targeted intervention for inpatient parents was developed. As described below, this approach involved both excising material and generating new material suited to the needs of the patient group. The original RCC course was designed by the third author (SCH) and is a two-session, (5 hour) group-based, manualised workshop offered to parents who seek treatment for anxiety within NHS Talking Therapies (mental health primary care) services, where it is delivered by psychological wellbeing practitioners. Its focus is on supporting parents to limit the impact of their anxiety on their children and to promote their child’s confidence. It employs cognitive behavioural and social learning approaches, providing parents with strategies for play, communication, boundary setting and self-management of anxiogenic behaviours. As such, it combines components that are present within many community-delivered parenting interventions, with new components designed for a) parents who experience mental health difficulties and b) parents who specifically experience anxiety. In a randomised controlled trial (RCT), 16% fewer anxiety symptoms were reported in children whose parents were randomised to receive the course, compared to a control group (12)a large (N>1800) national RCT (13, 14) Furthermore, the research team has a track record in effectively adapting the RCC course for other contexts – it has been used by them as the foundation for an intervention designed to support NHS mental health workers who were parents (15).





Reflexivity and research group

AD identifies as a white woman and senior lecturer who has conducted extensive research on parental mental health. PF identifies as a white man and is an inpatient unit matron. SCH identifies as a white woman and professor who has conducted extensive research with children and parents with mental health difficulties. All authors have delivered clinical services to adults within the NHS. These roles were acknowledged and held in mind during the delivery of the intervention, analysis and write-up for publication.






Phase 1: consultation on project parameters

The first author worked with clinical stakeholders and parents to determine the logistics of the project including the duration and frequency of parent evaluation sessions, and to develop an intervention framework for subsequent phases. This consultation took the form of short informal meetings and video calls, all of which were classified as PPI activities.

During this consultation period, the RCC course was dismantled, and the content reduced and re-organised into three sessions. During this process, the elements of the RCC course were arranged into content which would be automatically included for all parents (e.g., play, emotion coaching) and content which would be considered for inclusion only if was found to meet a parent’s personal support needs (e.g., content specifically focused on parental anxiety). This approach reflected the intention that the intervention should be suitable for parents with any mental health presentation (including but not limited to anxiety).

At this stage, the research team also invited input from stakeholders with relevant clinical knowledge, and expertise in other approaches, including trauma-informed practice and social care.





Participants

One inpatient unit matron (man, 55), one ward manager (woman, 37), and one mental health nurse (woman, 34), two clinical psychologists (woman, 43; woman, 36), one social care professional (woman, 41), one family coach (man, 49) and three parents were involved in these activities (parent demographics in Table 1).


Table 1 | Participant characteristics (parents).







Key findings

There was difficulty in determining the appropriate length and scheduling of sessions because the potential for rapid discharge had to be offset against potential burden of participation. Project design had to reflect the likelihood of parents being discharged before completion of the course and offer ways for them to remain involved. This informed the decision to organise the course content into three sessions.

In addition to the main content, a short (5 minutes) dyadic play-based skill session was included at the close of each session to ensure that each session ended on a playful and positive note, and to provide parents with a new skill to use with their children.





Phase 2: development of pilot intervention

Interviews were held with parents, HCPs and carers to refine the content of the intervention. These interviews were semi-structured and took place in person either on NHS sites (all parent interviews, of which one was also attended by a clinical psychologist, and HCP interviews), by online video (one HCP), in the community (carers only). The duration ranged from 46 minutes to 118 minutes (M=60.56). These interviews were not recorded (this was in response to feedback in Phase 1) and instead the researcher took written notes which were transcribed into an Excel spreadsheet. Parents and carers were provided with a £10 voucher for taking part. The interviews were structured as follows:

	1) The participant was invited to consider the experiences and support needs of parents in hospital.

	2) The researcher shared the planned content and structure of the three-session intervention and invited responses regarding its suitability, potential utility, and potential to cause distress.

	3) Participants suggested content that should additionally be included in the intervention.

	4) Participants reviewed potential supplementary materials (e.g., handouts).

	5) Parents and staff were also invited to contribute to the development of ‘distress cards’ for use if a parent wished to silently alert facilitators to their current emotional state (e.g., wished to withdraw from the session).



Participants were invited to feedback by email on the course prior to the start of phase 3. Two HCPs and one carer chose to comment but had no changes to make.





Participants

Three parents participated, all women, from two wards. One further parent (man) was discharged prior to consent. Four HCPs (one health care assistant with a background in child development, woman, 42; one ward manager, woman 43; two nurses, woman 26, woman, 31) from two wards were interviewed. Two carers also participated: one, man, 41, was the husband of a hospitalised mother. The second, woman, 58, was the mother of a hospitalised parent who cared for her children during her daughter’s treatment.





Analysis

Phase 2 data were analysed purposively to generate specific suggestions for new content and improvements to materials (course, handouts, distress cards) and processes. Analysis was focused on mapping participant responses to the working version of the course and materials. This process was iterative, so that a suggestion from a participant would be discussed by the research team and then presented to subsequent participants. When a confirmatory response was received, i.e. that a module component was relevant, then it would be retained. Key elements generated through this process are described below. Where content was deemed to be irrelevant or potentially distressing, it would be discussed by the team and with subsequent interviewees. Through this process, a point of consensus was reached when no further content or changes were suggested by participants. At the end of the interview process, the research team compared the responses from participants against the working version of the course to be evaluated in (phase 3).





Key findings

Participants were positive about the structure and planned content of the new intervention. In particular, the focus on validating the parent was highly valued. Five elements were identified as key for supporting parents in hospital:

	Support for parents to connect in with their parenting identity “to feel like a mum” (HCP).

	Support for parents to talk to their children about the experience of hospitalisation and mental health “help parent to help children and carer understand the ward” (carer).

	Support to manage family visits to reduce child and parent distress “help to manage the time and what to do in it- it’s such a short visit and it always ends really badly” (parent).

	Support parent and child to connect during hospitalisation “I want to know what to do with them so we can feel like a family” (parent).

	Helping parents set realistic expectations about their health and their ability to parent their child fully on discharge. “this right now is real life and it may not transform into something completely different” (HCP).



These themes were mapped onto the session delivery plan (Table 2) which was then trialled in phase three.


Table 2 | The content of the three intervention sessions after phases 1 and 2.







Phase 3: participatory evaluation and refinement

Finally, a process of participatory evaluation was undertaken, through which parents who were in hospital were invited to try out the content of the three-session course in a naturalistic way (intervention) and then after a short refreshment break, to feedback on their experiences of taking part (evaluation).





Participants

Eleven parents consented to take part in Phase 3 of the project, of whom the majority were women (n=10), white British (n=10, 1=Other), aged 22 to 50 years (M=37.07 SD=9.12) with between 1 and 5 children (M=2). The duration parents had spent in hospital at the point of interview ranged from 2 weeks to 9 months (M=86 SD=112.60) with most having experienced one or more periods in hospital before the present one (n=8). Participant characteristics are presented in Table 1.





Intervention

The intervention took the form of three sessions which were expected to take between 90 minutes and two hours (including a break). The content of the sessions is outlined in Table 2. It was co-facilitated by two members of the research team, one of whom is a clinical psychologist (SCH). No members of the ward staff were present during the sessions, but they were provided with an overview of the sessions for inclusion on the participant’s health record and any risk factors arising during sessions were flagged (with the parent’s consent).





Participatory evaluation

After each intervention session, there was an evaluation session of approximately 30 minutes to one hour. This comprised a discussion designed to support the participant to consider their engagement with the session and its associated materials, and their emotional responses to the content and delivery. It was facilitated using a mapping approach whereby the participant was invited to revisit each of the sections of the session with a series of sticky notes used to collect their comments and impressions. In addition, parents were invited to note down feelings, thoughts, words, comments themselves. The research team also kept a process log during the delivery of the intervention.

Both the intervention and the evaluation sessions were facilitated by the research team. Asking parents to give feedback to the same clinicians who had delivered the intervention can clearly generate bias and inhibit open responding. In order to minimise this risk, the researchers stressed their need to hear an honest view “we really want this to be as good as it can be which means we need to know what is and isn’t working”; the value of the parent as an expert “you are the only person in this room who can experience this as a mum in hospital so you are the expert and we want to hear whatever you have to say” and light-hearted “we have such thick skin, you won’t hurt our feelings.” Parents reported that they were motivated to provide honest feedback in order to improve support for “other mums in this position”.

A planned set of staff workshops, which would have allowed staff input into the process, could not take place due the implementation of a Trust hiring freeze which meant that wards were operating at minimum safe staffing levels and were unable to fund healthcare assistant (HCA) time to enable staff release. Instead, staff were invited to comment on the evolving intervention during team meetings.





Analysis and revision

The intervention development process was iterative, with content, delivery and structural changes made in response to each evaluation session, following each parent’s final session and in response the broader themes that evolved through integrating feedback across parents. Each parent’s comments on the components of each session were mapped on to the feedback of earlier participants using Google Jamboard. Each component had one Jamboard sheet onto which the participant’s notes and responses were assigned a colour and applied (see Figure 1). Each Jamboard page was summarised by the research team with the summaries used as a final confirmatory check against each finished module. The facilitators also contributed feedback from their session notes and reflective evaluation.




Figure 1 | Examples of feedback from five parents on the ‘Play’ component of the intervention.



Ongoing adaptations were made to the intervention throughout this participatory evaluation process which was designed to be flexible and responsive. Ongoing adaption was carried out where there was a clinical need for amendment (e.g., session length caused difficulties in maintaining concentration); feedback indicated that content or an approach was particularly well-received (e.g., role playing the parent’s self-described challenge with their child’s emotions rather than a facilitator-generated example) or poorly received (e.g., negative feedback on a given exercise from multiple parents) AD and SCH discussed these adaptions.

After the participatory evaluation sessions were complete, the draft intervention was compared with the relevant Jamboard pages to ensure it reflected the feedback gathered throughout the process. Each participant note was considered individually and when a specific amendment was proposed it was evaluated against the manual. If it had not been acted upon, this was discussed and resolved by AD and SCH. In revising the intervention, input was also sought from health care professionals to embed good practice with regard to supporting parents in the context of distress, trauma and suicidality. This input included principles of trauma-informed care and practice (e.g., Beckett).

An overview of the final intervention was shared with those parents (n=2) and staff (n=2) who stated they wished to follow-up. The feedback received was positive and primarily focused on satisfaction with the process and the overall aim of the intervention rather than specific changes to content.





Findings

The process of delivery and of participatory evaluation led to key changes to the format and content of the course. Key areas of course adaptation focused on the following:

	Exploration. Parents wanted the opportunity to talk about their experiences and their distress at being separated from their children. Parents and facilitators recognised a need to include more time for exploration of family circumstances, the parent’s feelings about their family and the impact of their hospitalisation in the intervention. This included validation of the grief they may be feeling.

	Opportunity for individual reflection. While parents were willing to engage with the intervention in a small group, they stressed the value of also having some time to reflect on their experiences one-to-one.

	Focused content. Each session should have one focus, be standalone and include time for exploration and some form of practical tool, activity or approach parents could try with their children during visits or after discharge, and some form of positive ending. This reflected the feedback from parents and sought to mitigate the impact of rapid and unexpected discharge which frequently happened between scheduled sessions.

	Shorter sessions. Parents did not want sessions to exceed an hour (and for many 50minutes was the maximum duration) as it was identified as hard to concentrate beyond that point.

	Sessions focused on one topic area. This led to a switch to a five-module intervention.

	Opportunity to workshop difficult situations. Parents valued the opportunity to bring their specific experiences and challenges into the exercises (for example role playing a challenge that arose during a family visit).








Results




Final intervention

The final intervention (see Figure 2) runs across five sessions, which are delivered approximately weekly (but with flexibility to fit the needs of parents and of the ward). Each session begins with a brief introduction including explanation of the ‘distress cards’ and any handouts, and of confidentiality. Each session ends with a quick and fun play technique that parents can use next time they see their child, a check-in regarding the parent’s current mood, a discussion of ward-based support for any feelings that might arise because of the session, and a positive ending statement.




Figure 2 | Overview of the final five-session course.



The first session ‘My Life as a Parent’ is designed to be delivered to an individual parent and is focused on giving space to the parent to connect in with their parenting role, and exploration of the experience of parenting from hospital. It offers four optional tools to facilitate the parent’s connection with their child (understanding child’s behaviour, letting your child know you are thinking about them, communication about hospitalisation, how to end hospital visits calmly).

The four remaining sessions are then delivered in whatever order the parent chooses. These sessions can be delivered individually or in a small group. Each of the sessions is organised around a theme (play, emotions, praise and rewards, leaving hospital) and begins with a brief activity focused on connecting with parenting identity followed by an exploration of the theme, specific tools/activities that parents can use to support these ideas (e.g., child-centred play, four-step emotional coaching approach) and an opportunity to experience use of these tools.





Participant and stakeholder feedback

During and after the intervention design process, the research team kept a log of feedback from ward staff and patients. This feedback has been synthesized as follows:

	Engaging with the intervention was positive for parents: While no formal outcome data was collected from participants, comments from participating parents and staff were positive. In particular, ward staff reported that participants had valued their experience and skills: “She feels much more at ease as a mum and thinks it may help her navigate going home and being present” (ward manager, reporting on a mother who took part).

	The project promoted family-focused practice: Wards that took part in the project reported that the needs of parents were being considered more because of the engagement with the study (e.g., discussion of parenting/parenthood in ward review meetings).

	The process and intervention did not cause heightened distress: Parents who were involved in the study did not experience or report heightened distress and there were no related incidences of self-harm. This was flagged by ward management as an important success and was used to reinforce the value of the work and alleviate the concerns of ward staff who were concerned about potential risks.

	Wards want the intervention to be available: All participating wards have requested future involvement including involvement in a putative feasibility study.







Dissemination

Three study participants were involved in producing this paper: two parents and one healthcare professional. For reasons of confidentiality, the parent participants did not wish to be named on the final output.






Discussion

This exploratory project sought to develop an intervention to meet the needs of parents who were receiving treatment in psychiatric inpatient hospital. It was designed to respond to a need identified in the research literature as well as in prior PPI work carried out by the research team. Parents in receipt of psychiatric inpatient care largely describe their experiences in negative terms. Their identity as a parent is often poorly engaged with or supported (8). Children and carers have also identified a need for better provision for hospitalised parents (16, 17). A PPI consultant on the current project, whose wife and mother of two young children was repeatedly hospitalised, described the need as follows: “Being a parent was so important to her, but it was invisible when she was in hospital. There was nothing for us on the outside and nothing for her inside.” Given the lack of identified intervention for this patient group, the project used a pragmatic partnership approach: an extant evidence-based intervention with a track-record of delivery in the NHS was used as a foundation, from which participatory adaptation generated an intervention which parents and ward staff described as being useful and acceptable. Partnership working with the potential end-users of the intervention led to wholesale changes to the structure and content of the intervention.

Inpatient psychiatric wards are frequently operating with unfilled posts and a reliance on bank staff which both contribute to a lack of therapeutic support and a focus on pharmacological stabilisation. However, the growth in trauma-informed practice alongside efforts to embed supportive, therapeutically orientated intervention demonstrate the potential for more holistic care, in which this parenting-orientated intervention could be embedded (18). Research into barriers to family-focused practice in mental health services identify lack of staff skills, confidence, and training, and a lack of any appropriate intervention for parents as inhibitory factors (19). An intervention developed in partnership with end-users, which can be delivered in the inpatient psychiatric context with minimal risk, has potential to enable greater engagement by ward staff. The question remains as to who is most appropriate to deliver this intervention. However, the positive engagement of ward staff in this study (including seeking out of the research team for discussion about the needs of parents), can be interpreted as evidence that the presence of family-focused intervention is a welcome. The current manualised intervention could feasibly be delivered by a range of health care professionals, including occupation therapists and nursing staff. This is advantageous, given their prior knowledge of risk profiles of the parents they would be working with, and it would facilitate ongoing support around parenthood between sessions. Furthermore, as identified by Berry et al., staff in acute settings want to deliver a greater level of holistic care (20). Offering health care staff, the skills to engage with parents can support their development and potentially mitigate risks of burnout. The current study sought to develop an intervention which would be appropriate for use within inpatient units. The clear next step is to evaluate its feasibility drawing upon established evaluative frameworks [e.g., MRC (21)] and taking into account the challenges of implementation within straitened healthcare settings.




Strengths and limitations

This study was designed to facilitate the engagement of patients using psychiatric inpatients services and successfully involved this group in all stages of intervention design. Furthermore, it involved participants with a range of mental health presentations in the design process and in doing so generated an intervention which can be delivered transdiagnostically, focusing on the commonalities in experience and support needs of parents within the setting. However, most parents recruited into the study were female and White British which is a clear limitation. The bias towards female participants is partly explained by recruitment from a female-only ward but may also reflect biases of ward staff who acted as gatekeepers. The lack of ethnic diversity is reflected broadly in the largely white-British composition of the wards from which parents were recruited. However, this must be purposefully addressed in future activities related to the intervention, to ensure that support does not perpetuate inequalities of access.

While this project was unable to proceed into an evaluation of feasibility or efficacy of the final intervention, it nonetheless provides an important signal that parents in psychiatric inpatient wards have an appetite to engage with a course orientated to their needs as a parent, and that staff are keen to engage parents in this form of intervention. As the first known UK intervention of its kind to be developed in partnership with patients, ward staff and management, it is uniquely placed to offer support which meet the needs of this specific service context.
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